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www.racpcongress2012.com.au

PROGRAM 
The theme of the Congress is ‘Disease and 
Injury Prevention’. The Congress will feature 
a number of international and national 
speakers including:

::  Sir Michael Marmot (UK)
::  Prof Graham Vimpani (NSW) 
::  Dr  Louise Newman (NSW)

REGISTRATION OPENS 
16 DECEMBER 2011
Visit the Congress website  
for more information. 

CONTACT 
For more information and to register 
your interest in the Congress visit  
www.racpcongress2012.com.au

Or contact the Congress Secretariat  
at WALDRONSMITH Management 
119 Buckhurst Street  
South Melbourne VIC 3207   
T +61 3 9645 6311  F +61 3 9645 6322   
E racpcongress@wsm.com.au

CALL FOR ABSTRACT 
SUBMISSION OPENS   
16 DECEMBER 2011
For Congress awards/prizes and submission 
details, visit the Congress website.

Deadline for abstract submissions:  
13 February 2012.

––

––

The Royal Australasian College of Physicians 
invites you to attend the RACP Future Directions 
in Health Congress from 6-9 May at the  
Brisbane Convention & Exhibition Centre.

For more program and speakers details, visit the Congress website.
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ROUND-UP FOR 2011

letter from the President

T  he theme of this edition of RACP 
News is education. This would 
seem to be particularly appropriate 
as the proposed changes to 

the governance of education have 
recently been distributed for widespread 
consultation and comment. The Working 
Party with responsibility for this process 
has already engaged with Divisions, 
Faculties and Chapters and various existing 
education committees. As well as ensuring 
clarity of decision making on educational 
matters, the proposed committee structure 
clearly separates policy-making and 
operational functions—an important issue 
in relation to procedural fairness and an 
issue raised by the Australian Medical 
Council in their review.

The recent Board meeting and certain 
associated meetings have graphically 
illustrated the level of current activity in the 
College. As well as ‘business as usual’, we 
are engaged in at least 14 major projects. 
In an attempt to try to ‘rationalise’ these, it 
became apparent that all are very necessary 
for the future functioning of the College, all 
represent a commitment by the Board and 
all have the potential to provide additional 
and/or enhanced services for Fellows and 
trainees. 

This level of activity places substantial strain 
on Fellows and staff. In a recent employee 
opinion survey it became apparent that 
many felt considerably overworked. I 
know that many Fellows are also feeling 
the burden of their commitments to 
the College. Part of managing this is to 
ensure that we all work smarter and more 
efficiently, that we have processes that 
avoid duplication or unnecessary activity, 
and that tasks are done by the right (most 
appropriate) person at the right time and in 
the right way.

One change that has occurred over the 
last few years is the number of community 
members (I am trying to avoid the term 
‘non-fellow’, which seems to have negative 
connotations) who make very substantial 
pro bono contributions to the College. 
There have been community members 
with specific skills on the Research and 
Education Foundation since its inception. 
However, we now have two ‘community’ 
Directors on the Board, one of whom also 
serves on the Finance Committee, together 
with three other community members. 
These exceptional individuals with financial 
expertise have made a tremendous impact 
on the quality of deliberation and decisions 
of the Finance Committee. I would be 
so bold as to say that as a direct result of 
the activity of the Finance Committee, in 
conjunction with the CFO, Walter Edgar, 
and his staff, the finances of the College 
have never been in better shape. 

The perceived success of community 
membership on the Board was reflected 
in the recent resolution of the Board to 
appoint another community member; the 
Constitution allows for three positions. If 
you know of someone who you think might 
be suitable, please don’t hesitate to contact 
me at John.Kolbe@racp.edu.au or Dr Leslie 
Bolitho, President Elect, at Les.Bolitho@
racp.edu.au. The position description 
and desired qualifications for community 
members with an interest in serving on 
the RACP Board can be obtained from Ms 
Colleen Dargan (Colleen.Dargan@racp.edu.
au). Furthermore, so successful has been the 
appointment of community members to 
the Board and the Finance Committee that 
we are now developing policies to address 
community membership on other College 
committees.

As well as the Board induction day and one-
day courses on Directors’ Responsibilities 
and Finance, most of the Board Directors 
have undertaken the Australian Institute 
of Company Directors course. This is to 
upskill Fellows for the role of director, of 
which most physicians are unfamiliar, and 
to reinforce the various legal and other 
responsibilities of a director. This enhanced 
knowledge of directors’ responsibilities and 
what constitutes good governance has 
already resulted in a number of significant 
changes in the College. One recent 
example has been the establishment of 
a Risk Management Framework Steering 
Committee, of staff and Fellows, which 
has the responsibility of developing a Risk 
Management Framework for the College. It 
is anticipated that this Steering Committee 
will become a permanent Risk Committee of 
the Board. (The Audit Committee is a Sub-
committee of the Finance Committee). This 
is, and should be, ‘normal’ business for the 
Board in appropriately managing the affairs 
of the College.

Two thousand and thirteen will be the 
75th anniversary of the College and the 
Board has tasked the Conference Business 
and Conference Program Committees to 
develop a year-long program of activities, 
including a Congress to be held in May.

As this is the last issue of RACP News for 
2011, I would like to take the opportunity 
to thank all those Fellows, trainees and 
staff who have made such an enormous 
contribution to College activities in so 
many different ways during 2011. I wish 
you a great festive season and hope you 
manage to have a well-deserved break 
over the summer and return enthusiastic, 
reinvigorated and ready to confront the 
issues of 2012 with renewed energy.

John Kolbe 
President

I would be so bold 
as to say that as 
a direct result of 
the activity of the 
Finance Committee, 
in conjunction with 
the CFO, Walter 
Edgar, and his staff, 
the finances of the 
College have never 
been in better shape.Professor John Kolbe
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The new AFoem curriculum

In December 2007, I was appointed to be 
part-time Education Project Officer. My 
brief was to improve training in AFOEM in 
accord with developments in the College. 
With much guidance from Fellows, trainees, 
staff of College Education Services and 
people external to the College, I developed 
a curriculum that was ratified by the 
College Education Committee in December 
2009.

Our new curriculum has nine broad 
domains of study, embracing 172 learning 
objectives. The domains and number of 
learning objectives are:

Clinical practice (53) 
Workplace hazard assessment (20) 
Critical appraisal of information (10) 
Research project (5) 
Working with leaders (9) 
Professional qualities (48) 
Law and medicine (4) 
Fitness and return to work (8) 
Environmental risks and incidents (15)

The curriculum is large. It includes all 
parts of the RACP Adult Basic Curriculum 
that are relevant to occupational and 
environmental medicine (OEM) and 
all of the RACP Professional Qualities 
Curriculum. Professional qualities such as 
communication, ethics, leadership and 
advocacy are central to the practice of this 
specialty.

The curriculum has a basic stage and two 
advanced stages:

Basic Stage A: The basics Clinical practice, critical appraisal,  
professional qualities

Advanced Stage B: Learning the 
ropes

The essence of occupational and environmental 
medicine practice

Stage C: Approaching 
consultancy

Higher level policy work and report writing, 
educative role and research presentation

The second advanced stage, Stage C, was 
introduced at the suggestion of a trainee 
and a Fellow who argued the need for 
strengthening trainees’ understanding of 
becoming a consultant.

The curriculum has a ‘spiral’ design—some 
learning objectives appear twice, even three 
times, but with increasing sophistication. 
Each learning objective is accompanied 
by the knowledge and skills, as well as the 
scope of learning, required of the trainee. 

With so many learning objectives, it was 
necessary to circumscribe what was required 
in each. For example, learning objective 
20.4.1 is ‘Apply a screening test to a 
work group’, and the scope of learning is 
specified thus:

You should have a current and broad 
knowledge of the types of screening  
that are conducted in workplaces and the  
advantages and problems associated with  
them. Be prepared to justify any screening  
that you do and the standards that  
define the boundary of a person’s  
satisfactory performance on a test. You  
should be aware of associated laws and  
recognise any potential industrial relations  
implications. Have plans for communication 
to anyone whose performance on a test  
is unsatisfactory, and a clear policy in place  
to deal with that eventuality. You should  
recognise the need for security and 
duplicates for screening with high-stakes  
consequences and the need to restrict  
workplace screening to people who have  
a higher than average risk of having the  
condition being screened for lest there be a  
significant proportion of false positive  
results.

During the 12 months prior to its 
implementation, the new curriculum 

was communicated to trainees and 
Fellows, presented on the website and in 
the AFOEM e-bulletin, workshops were 
conducted for educational supervisors, a 
synopsis published, and a video of possible 
questions and answers was released.

Implementation of the curriculum in 
January 2011 was accompanied by the 
release of online learning plans and, in July 
2011, the requirements for three formative 
assessments were released. These were 

mini-CEX, case-based discussion, and one 
specially adapted for use by the AFOEM—
direct observation of field skills (DOFS) 
where, for instance, a trainee is observed 
performing a purposeful walkthrough of a 
workplace. Use of these was demonstrated 
to and practised by trainees and Fellows 
at the AFOEM Annual Training Meeting in 
Darwin, both in the classroom and, with 
DOFS, at workplaces such as Berrimah 
Gaol and Darwin rail freight yard.

More formative assessments will be 
applied as they are developed and trialled 
by College Education Services.

So, what does this mean for  
a trainee?

Depending on the extent of prior learning 
and qualifications, a trainee may enter at 
the start of the basic stage (Stage A) or 
the early advanced stage (Stage B). Our 
trainees learn from several sources—their 
medical practice, a relevant Graduate 
Diploma course, regional and annual 
meetings, and peer discussions. Their 
knowledge and skills are built under the 
guidance of their educational supervisors 
who prompt, cue, encourage, appraise 
and, at times, urge.

Trainees prepare six-monthly online 
learning plans of what they wish to 
learn based on experiences they expect 
to have in medical practice, meetings 
and university coursework. Along with 
this are formative assessments and six-
monthly status reports. A trainee’s term 
in each stage concludes with successful 
completion of a summative assessment. 
Still too many trainees struggle with the 
summative assessments but, as formative 
assessments become widely adopted, 

VITAL ROLE OF THE SUPERVISOR  
IN TRAINEE LEARNING

education

Dr David Goddard

This year, the Australasian 
Faculty of Occupational and 
Environmental Medicine 
(AFOEM) introduced a new 
curriculum. Recognising the 
invaluable contribution of 
supervisors, work is ongoing 
to recruit, guide and support 
our teachers, to reshape 
summative assessments and 
to imaginatively accredit 
settings for training. But 
first, let’s talk about the new 
curriculum.
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education

we anticipate that most will find their 
examinations easier.

The vital role of those who teach

When applied to learning, the adjective 
‘self-directed’ refers to making plans 
and acting on them, then reflecting on 
experiences and critically evaluating 
them. A trainee’s self-directedness may 
indeed place him or her in a learning 
situation, but most of what is learnt will 
depend on what the other people do 
there, how the trainee acts in response, 
and the outcome. Self-directedness sets 
the scene but is not itself the teacher.

So who are our trainee’s teachers? They 
are patients, other clients, other trainees, 
Fellows, those who conduct formative 
assessments, and university teachers. 
Educational supervisors have the dual role 
of teacher and ‘tour guide’.

Next to the trainee, the most important 
person in this interaction of teaching and 
learning is the educational supervisor. The 
program requirements handbook of our 
Faculty lists the tasks of our educational 
supervisors. Among other things they:

•	 guide	their	trainee	in	creating	a	 
 personal learning plan

•	 provide	sufficient	quality	and	quantity	 
 of contact with the trainee to make  
 recommendations on an individual’s  
 training

•	 provide	qualitative	comments	on	 
 the six-monthly Training Status Report  
 regarding the trainee’s achievements  
 with learning

•	 investigate,	by	site	visits,	the	experience	 
 afforded by the employer, recognise  
 when the diversity of the trainee’s  
 experience is limited, and advise on  
 supplementing this with experience or  
 training elsewhere

•	 at	the	time	of	the	six-monthly	review,	 
 provide the trainee with feedback  
 in regard to progress with learning  
 objectives.

In AFOEM, at present, the educational 
supervisor also takes on the role of 
professional development adviser. They 
are not credentialled for this work.

Our Faculty promotes the health benefits 
of work, so we recognise the joy in 
supervising trainees:

•	 The	feeling	of	contributing	to	 
 colleagues, the Faculty and the broader  
 community—direct involvement in  

 shaping the future of our speciality.

•	 The	stimulation	of	new	and	challenging	 
 tasks. Each trainee is different and has  
 different needs. Guiding them to 
 achieve their best is often an exciting  
 challenge.

•	 The	rewards	that	ensue	from	being	 
 part of a broad network of colleagues  
 (other educational supervisors, trainees  
 and the Faculty), for example, career  
 development.

•	 The	opportunity	to	stay	current. 
 Guiding a trainee in their learning,  
 and through difficult times, teaches  
 the educational supervisor as well as  
 the trainee.

•	 The	exhilaration	both	you	and	your	 
 trainee feels when he or she achieves  
 Fellowship (or some other goal).

Some things, however, supervisors 
nominate as difficult:

•	 assisting	trainees	to	develop	learning	 
 plans

•	 appraising	a	trainee’s	progress	with	 
 learning and the giving of feedback

•	 advising/counselling	a	trainee	in	 
 difficulty.

In regard to learning plans, formative 
assessment and feedback, the Faculty’s 
log-in website provides guidance for 
educational supervisors on the following 
topics:

•	 tips	for	developing	learning	plans	 
 together with worked examples

•	 conducting	each	of	our	formative	 
 assessments

•	 counselling	a	trainee	after	examination	 
 failure.

Following Cooper & Forrest1, we recognise 
that the cornerstone of managing a 
trainee in difficulty is documentation and 
communication. The guidance note on 
counselling lists ‘ten commandments’ for a 
supervisor in this situation:

• Listen. • Set goals and time limits.

• Be honest. • Maintain confidentiality.

• Be realistic. • Involve those who really need to know.

• Do not judge. • Use other resources.

• Document discussions. • Offer support—your trainee is likely to feel lonely.

We apply our web-based guides to 
practice scenarios in supervisor workshops 
and will make formative assessments a 
regular feature of Faculty Annual Training 
Meetings.

We emphasise to our supervisors the 
importance of building networks with 
fellow supervisors. None of them 
conducts a practice that reaches fully 
through every domain of the AFOEM 
training curriculum. Thus, we expect that 
a trainee’s requests for discussion will at 
times reach into areas of occupational or 
environmental medicine that are seldom 
visited by their supervisor. That’s where 
a quickly obtained word from a fellow 
supervisor may bring to bear a touch of 
‘street wisdom’ that obviates the need to 
search for a generic solution.

Conclusion

As regards education, our Faculty knows 
where we are and where we want to go. 
Having a curriculum, online learning plans 
and formative assessments is a great start. 
Continuing challenges for us are support 
of our educational supervisors and 
regional directors of training, the gradual 
reshaping of summative assessment, and 
the accreditation of settings for training.

Dr David Goddard FAFoem 
Physician Educator, AFOEM

Reference

1. Cooper N, Forrest K (2009). Essential guide 
to educational supervision in postgraduate 
medical education. Chichester, UK: Wiley-
Blackwell, p. 33.
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Success in raising up 
the next generations of 
physicians will always 
hinge on the quality 
and commitment of 
those who teach and 
supervise.

In a rapidly changing world, and with 
a medical landscape that variously 
rushes ahead or lags behind, how 
are the skills and knowledge of a 

physician best learnt? Will ever-expanding 
information technology capabilities 
confine the learning environment to 
screen-based interactions—internet portals 
and smartphone apps? Will advances in 
educational theory dictate that the path 
of learning be solely trainee driven? Will 
regulations ensuring safe working hours 
necessitate simulation training replacing 
real-life clinical encounters?

In these and other areas of medical 
education, further changes to teaching 
methods are as inevitable as the expansion 
of medical knowledge we have come to 
expect. And many of the changes hold 
great promise for increasing opportunities 
and improving the quality and validity of 
our training. But maintaining the balance 
between exciting new developments and 
the tried-and-true methods of specialist 
training is crucial. In looking to both 
maintain and improve the standards of 
physician training within the RACP, what 
will become of the role of the supervisor? 

There is growing recognition that the 
Physician Readiness for Expert Practice 
(PREP) training program, though trainee-
centred in its design and focus, must 
be physician-led in order to provide 
effective education and training. Far from 
dispensing with the tradition of medical 
apprenticeship, the PREP program relies 
heavily on mentorship and aims to 
formalise supervision structures.

The title of ‘supervisor’ sounds detached 
and regulatory, but the reality is far from 
this. In so many instances it speaks to 
inspirational doctors who have led by 

example and taught with clarity in the 
model of physician training as ancient 
as Hippocrates. Even now, all of us find 
ourselves thinking of such a mentor we 
have looked up to and sought to emulate. 
For trainees, ever on the hunt for the 
best (and easiest) way to learn, there 
is no better resource than an excellent 
supervisor. We know intuitively and from 
experience that for all our reading and 
self-directed learning, knowledge gleaned 
from an experienced senior who is able 
to teach effectively is worth its weight in 
gold. Whether preparing for the clinical 
exam, or for life as a consultant, this is 
where the money is, so to speak.

In both Basic and Advanced Training, 
supervisors are the teachers and tutors in 
this educational institution. They are in 
many ways the face of the College to its 
trainees. And it is vital that they are part 
of every step forward in College training 
programs. Progress in educational theory, 
information technology and scientific 
knowledge will necessarily alter aspects 
of training and education, but success 
in raising up the next generations of 
physicians will always hinge on the quality 
and commitment of those who teach and 
supervise.

When trainees ask, ‘Where are my training 
fees going?’, most are not as concerned 
with the activities in Macquarie Street 
as they are with those closer to home. 
Increased investment in professional 
development and support for College 
supervisors will be welcomed by trainees 
and Fellows alike. We have known for a 
long time that when it comes to preparing 
physicians for expert practice, this is where 
the money is (or at least where it should 
be), so to speak.

Josh Francis 
CTC Chair

Dr Josh Francis

DO WE NEED 
SUPERVISORS?

The College acknowledges that 
it has a responsibility to provide 
supervising Fellows with adequate 
training in their role as supervisors 
of trainees. Following research 
and development conducted 
since 2009 by the Physician 
Educator Expert Advisory Group 
(PE EAG) and College staff, a new 
training program for supervisors, 
the Supervisors Professional 
Development Program (SPDP), will 
be piloted in 2012.  

The SPDP is based on the existing, 
successful Teaching on the Run 
program, and it will aim to address 
learning needs of supervisors in 
the areas of educational skills 
and practical teaching and 
learning. The College plans to 
pilot workshops on topics that will 
include giving feedback to and 
supporting trainees experiencing 
difficulties in their learning.  

The first Curriculum Working 
Group meeting for developing 
this program was held on 15 
November 2011, with further 
meetings planned for early in 2012. 
There will be an article about this 
program in a future issue of RACP 
News.

Associate Professor Andrew Cole  
Chair, Physician Educator EAG

Catherine Shirley 
Senior Executive Officer 
Supervisors Learning Support

neW TRAInInG 
PRoGRAm FoR 
SuPeRVISoRS 
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m y body clock, viscerally 
driven in early mornings, 
usually wakes me just after 
5 am. 

It is Thursday, and so as not to disturb 
my still-gently-snoring Better Half, I creep 
out of bed and upstairs to the study 
for a short period of quiet reading and 
contemplative thinking, with some Fujian 
white tea (rich in antioxidants, with ethical 
organic sourcing, according to the packet). 
I let our adolescent Border Collie Belle in 
at 5.30, and cook porridge. Despite Dr 
Johnson’s disparaging remarks to Boswell 
about the Scotch and oats1, porridge lays 
a fine foundation in the stomach for the 
day, slowly and gently releasing goodness 
all morning. By 6 am, I am in the shower 
and listening to the morning news—
Afghanistan explosions, Asian floods, 
European money wobbles and another 
fatality on the Pacific Highway in coastal 
New South Wales.

First look at the day’s emails is followed 
by breakfast with BH and Belle (toast, 
marmalade and my next cup of tea), 
and making sure that our last remaining 
at-home student offspring is awake, and 
all four of us tumble out of the house by 
7.30 am. I refuse to pay for parking at the 
teaching hospital, so after a short drive to 
my favourite backstreet, I walk in a light 
drizzle for 15 minutes, turn on the lights 
in the office, leave my bag, and am seated 
in Grand Rounds by 8 am. It is about frail 
and falling older people today, and one of 
our registrars comes in at 10 past. At 8.30 
my phone rings—did I remember I agreed 
to see an extra patient early? Damn, ask 
if they would like a cup of hospital tea 
(ethical source unknown) and I’ll be there 
around 8.45.

Hello Mr Dan, sorry I kept you waiting 
a little, and tell me about these new 
headaches. Two patients later, a call comes 
in from Jenny, registrar at the subacute 
hospital, to ask if she can arrange a roster 
swap. Her daughter has a nasty gastro, 
needs GP follow-up, and she thinks she 
might be getting it as well. Fine by me, 
arrange with whomever, just both sign 
off on a single piece of paper and send it 
to me by fax. Oh, and please don’t come 
back to work this arvo if the GP thinks you 
might be infectious.

Amputee case conference at 10—ward 
registrar, therapists, prosthetists and 
medical colleagues discussing the people 
booked to come, and my third cup of 
tea. Highlight of the following clinic is 
a wheelchair-bound older non-English 
speaking man, his wife and son (the 
interpreter has not turned up), registrar, 
myself, prosthetist, and community PT 
and OT all squashed into a single clinic 
room, discussing the problems of disabled 
parking at this hospital, stump volume 
change and prescribing a new socket for 
his first above-knee prosthesis, to get him 
back on his feet ASAP. It is very common—
lengthy hospital stay with poor appetite, 
generic food and weight loss, and 10 kg 
weight gain when home now eating his 
‘real food’. He is still on the skinny side, 
and has cigarettes in his top pocket, 
despite our registrar’s best persuasive 
educational efforts before he went home.

After clinic, it’s time for another quick 
cuppa and a curried egg sandwich. Joe 
and I discuss the case we will soon work 
through with our AT consults-registrar. 
He arrives at 12.30, having spent an hour 
with a new patient and only a consult 
sheet for introduction: real life training! He 
hands us the completed consult sheet, and 
we listen as he summarises the patient’s 
problems in a few minutes, and then we 
go into a structured discussion of the 
management. We complete the College 
case evaluation sheet and discuss strengths 
and weaknesses of his presentation, and 
we suggest a few follow-up reading tasks 
which we will try to revisit some time next 
week.

Joe goes up to the ward for his in-patient 
case conference and round, and I walk 
back in sunshine to my diesel Golf, to drive 
down the freeway to our new teaching 
aged care facility. Mozart is playing, all 
BH’s staff turned up for work at school 
today, and there are no traffic hold-ups en 
route—all good.

There is time now for more emails—
arranging recruitment of the new STP 

registrar position for 2012, following 
up on a missing medical student, and 
editing the final draft of a Commonwealth 
teaching funding submission. Fee tells 
me the printer/copier has jammed, and 
she opens it to find out what is wrong. 
Surprised squeal from Fee and a smell 
of burning wafts down the corridor. The 
wriggling tail of a small black snake is 
visible, so the printer is rapidly closed, 
and we all retreat to a safe distance and 
call maintenance. Chris rings in from afar 
where he is consulting today, to discuss 
the submission, and thinks I am pulling his 
leg about the snake. Maintenance comes 
and looks inside the printer, which is firmly 
jammed. The snake’s tail is now not visible, 
but the smell of barbecued reptile is very 
strong indeed, so we wheel the machine 
into an empty office, seal the doors and 
windows with duct-tape, have a strong 
cup of tea and call Toshiba. The call centre 
person thinks it hilarious, and will send a 
man out on Monday next. Fee puts her 
chair up on four small boxes, and resumes 
typing. I head off for the subacute hospital, 
selecting Daniel Chorzempa playing Bach 
on a 4-track Philips CD. Antidromic travel 
feels great, as I whiz past outbound traffic 
crawling the other way.

Bluetooth cuts off the D-Dorian fugue 
in mid-flight, and Jenny tells me her GP 
has given her three days off and she 
will probably be away longer. OK, stay 
home, and just focus on getting better, 
no studying, and we will reschedule this 
afternoon’s meeting about her medical 
administration essay assignment until after 
she is better. Double damn, the subacute 
care ward is full, there is a waiting list and 
I call the NUM to discuss how we might 
cope. All transfers must arrive by 12 noon 
and come with complete photocopies 
of their records and drug charts, so the 
remaining registrar and PGY1 resident can 
get through things. Bach returns and is 
uninterrupted for the rest of the trip.

Thank goodness, there is one empty 
parking spot left in the subacute hospital 
carpark. The NUM is happy. It is past 
mid-year and Jim, the resident, thinks he 
will cope OK. This is my week on call and 
all the patients are stable and eating their 
fresh-cooked dinner by 6 pm. I sign off 
Fred’s application for study leave, review 
medical appointments papers, have 
another cuppa and it’s time to go home.

Coming down the hill to the fork in the 
expressway, the eternal gamble comes into 
view, bridge or tunnel? Bridge tonight, I 
think. Home in less than 40 minutes—it 
was the right decision. Belle barks and 
jumps around, and then BH comes in from 

education

A DAY IN THE LIFE OF  
A SUPERVISOR

Associate Professor Andrew Cole
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l ast month, Dr Jason Frank from 
the Royal College of Physicians 
and Surgeons of Canada (RCPSC) 
visited our College in Sydney to 

give a presentation to local staff about the 
competency-based framework used for 
trainee physicians in Canada, CanMEDS. 

Dr Frank opened by saying that ‘modern 
medical education is considered at its 
zenith. We’re probably training the 
smartest doctors we’ve ever trained. Our 
technology is superior, our educational 
techniques are superior, and our 
assessment tools are probably the most 
sophisticated that we have ever seen.’  

However, he also posed medical education 
as being at a crossroads, and said that in 
an era of accountability it is important 
now, more than ever, that new physicians 
are able to demonstrate the required 
skills and abilities at the end of their 
training before their move to becoming 
professional practitioners. 

Dr Frank described how the pre-vocational 
training system previously used in Canada 
was no longer the most effective way of 
training and that the length of time a 
person spent training was not correlated 
to competence, which is why CanMEDS, 
with its focus on outcomes, was developed 

and formally adopted by the RCPSC in 
1996. 

The overarching goal of CanMEDS is to 
improve patient care. The model has since 
been adapted around the world by the 
health profession and other professions. 

‘The whole thing about outcomes-based 
education is that you begin with the end 
in mind and you can connect it to societal 
needs. It is all about abilities that you can 
see, and whatever you write into graduate 
outcomes should be what society needs 
that person to be able to do.’ 

Through the CanMEDS system, 
components of trainees’ work are 
observed to ensure that they are 
progressing, resulting in trainees who 
have demonstrated their capability in 
carrying out the societal requirements 
of their future jobs as physicians in the 
community. 

The CanMEDS roles have been  
integrated into the RCPSC’s accreditation 
standards, objectives of training, final in-
training evaluations, exam blueprints  
and Maintenance of Certification program 
to achieve their objective of better  
patient care. 

Both the Dean, Professor Richard Doherty, 
and the CEO, Jennifer Alexander, of the 
Royal Australasian College of Physicians 
attended the presentation, along with 
approximately 40 staff from Education 
Services and the wider College. They both 
felt it was very valuable to have Dr Frank 
visit the College and they hope this will be 
the first of similar sessions for College staff 
in the future. 

‘Dr Frank’s presentation highlighted that 
we face similar challenges,’ commented 
Keith Johnstone, one of the staff members 
in attendance, ‘particularly around the way 
we communicate and support our trainees 
and Fellows in an environment which 

is rapidly changing. Talking about best 
practice in education and discussing ways 
in which education can be innovative is 
always necessary.’ 

‘Dr Frank’s presentation emphasised 
how complex the task of developing 
and delivering training programs for 
physicians really is,’ said Professor 
Doherty. ‘He introduced some very 
important concepts, such as looking at 
outcomes-based measures in accreditation 
processes, which have great relevance to 
our own College’s staff.’ 

For more information regarding CanMEDS 
and competency-based training you 
can visit the RCPSC website at www.
royalcollege.ca where you can download 
the CanMEDS overview document, a two-
page PDF which outlines the CanMEDS 
framework. 

Dr Frank is the Associate Director of the 
Office of Education, The Royal College of 
Physicians and Surgeons of Canada, and the 
Director of Education in the Department of 
Emergency Medicine, University of Ottawa. 
He is also an Associate Member of the 
Department of Graduate Studies, Ontario 
Institute for Studies in Education.

COMPETENCY-BASED TRAINING  
FOR PHYSICIANS IN CANADA

Dr Jason Frank presenting to the College’s 
Education Services

Dr Jason Frank (right) with Professor Richard 
Doherty and CEO Dr Jennifer Alexander

her work 10 minutes later and we swap 
stories of the day—the snake wins hands 
down. Stir-fry and rice for dinner, and I 
settle down with a cup of white tea to 
prepare slides for my talk at the November 
registrars’ training week in prosthetics. 
Thank goodness a younger colleague now 
runs this course instead of me. Our student 
offspring runs in, eats leftover dinner and 

runs out again to play hockey. One day 
until the weekend.

BH and I both finish our tasks about  
10 pm, and head downstairs to bed. 
Where did the day go? 

(I confess: this is one Thursday morning, 
paired with a different Thursday afternoon, 
but it is all true, and only the names have 
been changed and some details mixed up to 
protect identities.)

Associate Professor Andrew Cole FAFRm 
Chief Medical Officer, HammondCare 
Senior Consultant Rehabilitation Medicine, 
St George Hospital 
Conjoint Associate Professor, UNSW

Reference

1. James Boswell (1783). The Life of Samuel 
Johnson LL.D. Aetat. 74; 21 March.

Continued from page 8
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I suspect that there are a lot of Fellows 
who remember the details of their 
fellowship exam better than they 
remember the fine details of their 

marriage day, which is often blurred, 
or the birth of their children. Not only 
are the cases imprinted permanently on 
their brains forever, but the people who 
examined them can often also leave an 
indelible impression!

The National Examining Panel (NEP) is a 
varied and rapidly expanding group and 
this article is an attempt to explain what 
is happening with the panel at present. 
The panel has grown significantly in the 
last few years, reflecting the rapid growth 
in candidates sitting the exam. In 2007 
there were 126 paediatric candidates 
and 422 adult medicine candidates. By 
2011 this had grown to 234 paediatric 
candidates and 662 adult candidates. 
This is more than a 50% increase over a 
period of five years. This means that there 
were 896 candidates examined at 86 sites 
over a nine-day period—surely a massive 
undertaking in anybody’s estimation, 
particularly in view of the fact that the 
examiners are non-paid volunteers.

The NEP has also expanded rapidly and 
there are now 103 members, of whom 
approximately two-thirds are involved  
with the adult exams, as well as 32 
members of the so called SEP or Senior 
Examining Panel. These are people who 
have participated for their six years on the 
NEP and are still prepared to examine part 
time and are used for two or three exams 
each year.

The other repercussion of the rapid 
increase in candidate numbers has been 
that in 2007 there were 48 examination 
sites around Australia whereas this year 
there were 86 sites. Many of these sites 

are regional and this has proven to be a 
very advantageous development for many 
of the hospitals involved. There is a rigour 
involved in running the College exams 
and this move to regional centres has 
taken some of the pressure off the large 
metropolitan tertiary centres, but also 
reflects the increasing number of Basic and 
Advanced Trainees who are in accredited 
posts in regional centres.

So how does this all occur? An appropriate 
site is identified which is known to have 
a reasonable number of long-term 
consultant physicians or paediatricians 
and where there has been a history 
of training registrars at the site. An 
enthusiastic local physician is asked to be 
a Regional Examiner, which means that 
for a period of six years they will supervise 
the running of the exams at their hospital. 
Local consultant physicians, particularly 
those who have a few years’ experience 
under their belts and have shown an 
interest in registrar training, are also 
asked if they would be a local examiner. 
For the first time that they examine, the 
local examiner will be an observer. There 
is a strict calibration process before the 
exams take place. Some doctors find the 
examining process stressful and unpleasant 
and decide not to examine again. All 
local examiners are placed in a team 
with an NEP member and are marked on 
their performance based on a number of 
criteria. After observing for one year, many 
people are courageous enough to come 
back as a co-examiner for future exams at 
their hospital.

After a number of years examining, a local 
examiner may be asked to join the NEP. 
There are a number of factors involved 
in this invitation, including balance of 
NEP members between states, balance 
of sub-specialists, feedback on previous 
performance, and gender and racial 
balance on the committee. In particular, 
there has been a significant increase in the 
number of female consultant physicians 
and paediatricians who have joined the 
NEP, partly as it is now possible to do this 
part time rather than being away for 9 or 
10 days straight.

The Clinical Examination Committee 
(CExC) consists of members of the NEP 
who have been voted onto this supervisory 
committee. Membership lasts for six years 
and there is a general ambition to have 
a relatively good spread of members 
between the various states. The Clinical 
Examination Committee meets twice 
each year outside the clinical examination 
period.

People who are involved in the 
examination process will be aware that 
every year minor changes are made 
to make the exam more transparently 
fair. Recent examples include having a 
written introduction to the short case 
placed outside each case room, allowing 
candidates five years to pass the clinical 
exam after having passed the written 
exam, and insisting that candidates must 
pass at least one of the short cases.

Last but not least, the NEP is only able to 
survive because of the fantastic support 
that it obtains from a small unit within the 
College who provide year-round assistance 
for all of the organisation and the 
unexpected problems which occur. This 
means not only organising 900 candidates, 
hundreds of examiners and 86 sites, but 
also coping with the swine flu epidemic in 
2009, and this year with the Christchurch 
earthquake during the New Zealand exams 
and the Chilean volcano that threatened 
plane flights during the Australian exams.

The NEP is a dynamic and innovative 
group within the College. Members 
unfailingly mention the fantastic ongoing 
professional development opportunities 
provided by the intimidating task of doing 
long and short cases completely blinded 
to the patients’ medical histories in front of 
one’s colleagues!

Dr David Pincus 
Clinical Examination Committee

NATIONAL EXAMINING PANEL –  
HOW IT WORKS 

Dr David Pincus

The NEP is only able to 
survive because of the 
fantastic support that 
it obtains from a small 
unit within the College 
who provide year-
round assistance for 
all of the organisation 
and the unexpected 
problems which occur.
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T his is a true story. A well-known 
and highly regarded professor 
from Sydney was invited to 
speak at an overseas conference. 

Two days later he attended the National 
Examining Panel calibration day for the 
College. During the day he seemed 
drowsy at times and it was noted that 
he did not attend a social function 
that evening. His colleagues became 
concerned about him at lunchtime the 
next day as he didn’t arrive at the airport 
for his flight from Melbourne to Darwin 
to examine on the following day.

It turned out that he had been severely 
jetlagged, had been unable to sleep that 
night, and had slept through three alarms 
warning him of his flight. When he woke 
in distressed surprise that afternoon, he 
organised to fly to Adelaide, then flew on 
to Darwin arriving at 3 am and cheerily 
greeted his fellow examiners at breakfast 
in Darwin the following morning!

The clinical exams for the College are an 
enormous undertaking. The groundwork 
for organising the exams continues for 
the 12 months of the year. In 2011 there 
were over 662 adult candidates and 234 
paediatric candidates. The candidates 
were in 86 hospitals around Australia. The 
Regional Examiners spend many months 
organising for the exam at their hospital 
and universally the result has been first 
class. This is purely a volunteer role.

The number of physicians and 
paediatricians on the National Examining 
Panel has increased significantly over the 
last five years as the number of candidates 
sitting for College exams has increased. 
These doctors are also volunteers and give 
up not only the 10 days of the examining 
period, but also spend a significant 
amount of time helping the candidates 
at their hospital prepare for the clinical 
exam.

The Clinical Examination Committee 
(CExC—otherwise known as the ‘sexy 
committee’) would like to sincerely thank 
the physicians around Australia who have 
so kindly and professionally undertaken 
their roles on the National Examining 
Panel and as Regional Examiners. We 
would like to particularly thank the 
unnamed person who spent much of his 
night flying to Darwin. We may consider 
donating a loud alarm clock to him for 
next year!

Dr David Pincus 
Clinical Examination Committee

A SEXY (CEXC) THANK YOU MESSAGE

Conjoint Medical Education Seminar
Royal Australasian College of Surgeons
Royal College of Physicians and Surgeons of Canada
The Royal Australasian College of Physicians

“The Medical Professional in the  
    21st Century: Competent, Fit and Safe” Royal Australasian  

College of Surgeons

The Royal Australasian 
College of Physicians

Further Information
T: +61 3 9249 1273

E: cmes@surgeons.org

Wednesday 29 February 2012
Hilton on the Park Melbourne
Victoria, Australia
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T he FRACP clinical examination still 
has the ability to strike terror into 
many if not all who have to face 
this ordeal, including we suspect 

numerous examiners (and certainly us). In 
2011, we had the privilege of examining 
candidates (in Newcastle and in various 
parts of the country, respectively), and 
we thought it would be helpful to share 
our thoughts and experiences from an 
examiner’s perspective, as this may help 
those preparing for next time. We can’t 
pretend to be totally objective or evidence 
based here but we hope this article will 
provide some guidance and reassurance if 
nothing else.

We are often asked if we think the 
examination is fair. One could argue that 
luck (both good and bad) can affect a 
candidate’s chances. The lengthening of 
the exam (double the number of cases 
from the good old days) has certainly 
made this less of a player. Anecdotally 
we all hear of deserving candidates who 
repeatedly fail and of others who appear 
to pass unexpectedly, but it is clear the 
College has gone to enormous efforts 
to make the exam less subjective than 
used to be the case. The personality of 
the examiner definitely intrudes less into 
the process than it could in the past; the 
‘smiling death’ examiners whom we faced 
have all but disappeared. 

A calibration exercise is required for all 
examiners and we attended them. Here a 
video is shown of a long and short case; 
these are marked individually and then 
discussed in groups and then by everyone 
in the room. Members of the National 
Examining Panel (NEP) spend a whole 
day on calibration and discussion about 
the exam. The fact that this is the largest 
annual group meeting of physicians within 
the College shows how important Fellows 

consider the exam to be. Many physicians 
are prepared to give up their time during 
the calibration day and repeatedly at their 
own hospitals to take candidates through 
cases. Although there is variation in 
examiners’ scores during formal calibration, 
with a bell-shaped curve, most cluster 
closely in our experience (within a point). 
As one of the quality control measures, the 
College analyses the difference in marks in 
the actual exam awarded by the toughest 
NEP examiners (hawks) and the softest 
(doves), but these are reassuringly small. 

The examiners are often worried and 
nervous too, and although they are 
much less anxious than the candidates, 
many say memories of their own clinical 
exams are very vivid during this period 
(which demonstrates doing this exam is 
truly a major life event). On the day of 
the examination, the examining team 
is required to see each patient with no 
information first (just like the candidates), 
to ensure the case is fair and to confirm 
the symptoms and signs. By design, one 

examiner takes up the gauntlet and does 
the case while the others watch. Fear of 
embarrassing oneself in front of peers in 
this setting is very real. There is perhaps 
nothing more sweat inducing than doing 
a neurological examination under the 
watchful eye of a critical colleague who 
is an expert neurologist. Even for an 
experienced examiner this is a character 
building experience. 

Occasionally the case involves an unusual 
or rare disease one knows little about. 
There is then the opportunity to learn 
from the other examiner or indeed from 
the candidates themselves (who often 
know more than the examiners in areas 
outside the examiners’ subspecialty). Rarely 
lack of knowledge trips up candidates 
at this stage; it’s excellent technique, 
clinical experience (refined by seeing and 
presenting lots of cases) and sometimes 
flair that count. An overall below-average 
candidate who is asked to see long cases 
where he or she has particular expertise 
can be lucky enough to get over the line, 
so exam success (or failure) can arguably 
be context specific. However, experienced 
examiners require far more of a candidate 
than theoretical knowledge. They are 
looking for a mature approach to the 
holistic management of all the patient’s 
clinical problems. This is harder for below-
average candidates to demonstrate. 

There is no prescribed way of approaching 
the exam although many do find the 
guidance of senior colleagues useful, 
and a number of books provide very 
useful advice. It has certainly been our 
impression, when examining, that 
successful candidates can have very 
different examination techniques. 
Regardless, passing the clinical exam in our 
opinion requires doing many cases under 
exam-like conditions (and plugging any 

THE PART ONE FRACP EXAMINATION 
2011: OBSERVATIONS FROM  
TWO EXAMINERS

Dr Simon O’Connor Professor Nicholas Talley

The examiners are 
often worried and 
nervous too, and 
although they are 
much less anxious than 
the candidates, many 
say memories of their 
own clinical exams are 
very vivid during this 
period …

Rarely lack of 
knowledge trips up 
candidates at this 
stage; it’s excellent 
technique, clinical 
experience (refined by 
seeing and presenting 
lots of cases) and 
sometimes flair that 
count.
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obvious gaps based on the experience) 
rather than reading any book.

Candidates continue to make classic 
avoidable mistakes. In one case a candidate 
presented the cardiac findings and his 
summary, but the synthesis was not totally 
correct. The examiner asked him if it 
could be a different valve lesion (which 
would have led to very different signs). 
The candidate then changed his mind 
about the signs present and the diagnosis, 
even when shown the X-ray, and led 
himself down the garden path to failing 
the case (avoidably). Another heard signs 
in a very simple case that could not have 
been present and were not there on the 
examiners’ evaluation, presumably because 
she expected it to be complex in the test. 
The lesson? Never make anything up—it 
spells doom! More basic advice concerns 
the candidates’ bags—often their pride 
and joy. Placing his new bag on the desk 
and preparing to take out his neurological 
equipment, an unfortunate candidate 
found he had forgotten the combination 
number for the lock. The lesson? Practise 
with the equipment you are going to use on 
the day.

Although tests can be very useful, 
diagnoses are still made largely based 
on the history and sometimes on the 
physical examination. There has been 
talk about the value of continuing to 
include short cases in the examination. 
Indeed, in this age of inexpensive portable 
ultrasonography at the bedside (now 
available through one’s mobile phone), it 
could be argued that many of the clinical 
skills required in the past (like examining 
for hepatosplenomegaly, or carefully 
assessing heart sounds) are no longer 
essential, and physicians would be better 
placed learning and being examined in 
relevant clinical bedside imaging which 
is more accurate! An observed long 
case would be an alternative strategy to 
ensure candidates can examine well and 
build rapport, but we would continue 
to argue that by requiring a short case 
examination the College ensures that 
candidates learn and demonstrate other 
skills (such as the rapid ability to observe 
and expertly synthesise clinical data, as 
well as the ability to elicit signs in the 
absence of historical clues, all of which can 
be important in practice). Short cases also 
give candidates an opportunity to mess 
up; it is amazing that some still refuse to 

do what the examiners direct be done, are 
allowed to proceed, and wonder why they 
fail that particular case. Overall, we hope 
that the short cases (or at least a variant) 
will continue to be a part of the assessment 
in the 21st century. 

Our impression as examiners is that 
colossal and largely successful efforts have 
been made by the College to improve the 
clinical exam. Candidates are now better 
informed and prepared, the examiners 
are more objective and the marking 
system has improved. The cases are often 
interesting, sometimes challenging, but 
usually appropriate. It is a privilege to 
examine and learn from candidates and 
colleagues as well as patients, and we 
deeply appreciate the opportunity. 

nicholas J Talley 
Pro Vice-Chancellor and Dean of Health  
Professor of Medicine  
University of Newcastle

Simon o’Connor 
Cardiologist 
The Canberra Hospital

Population Health 

Adelaide Convention Centre, Adelaide, Australia, 10–12 September 2012

Population Health in a Changing World

Congress 2012

Four of Australasia’s leading health professional organisations working      

together to strengthen the focus on population health in the region

Public Health Association 
A U S T R A L I A

Call for Abstracts is Now Open!
  
Invitations are now open for submission of abstracts for papers, posters or workshops for the Population Health 
Congress 2012. This is a four-yearly event, following the very successful inaugural Congress in 2008, attended 
by 1300 delegates.

To find out about submitting an abstract, please go to: 
http://www.conferenceco.com.au/Pophealth/abstract_information.asp

The overall theme of the Congress is Population Health in a Changing World. To read further about the 
sub-themes, the international speakers and the Congress generally, please visit: 
http://www.conferenceco.com.au/Pophealth
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AUSTRALIAN REGISTRATION 
STANDARDS – HOW THEY  
AFFECT YOU

T he transition from state and 
territory Medical Boards to a 
single national Medical Board in 
2010 represented a significant 

change in Australian health regulation. 
The Medical Board of Australia and the 
Australian Health Practitioner Agency 
(AHPRA), the agency that supports 
the Medical Board, recognise that the 
transition has not been smooth and that 
a full transition that comprehensively 
addresses the differences between each 
state and territory may take some time 
yet. 

Such major change naturally brings 
difficulties and the College has proactively 
provided feedback to AHPRA on a 
number of issues raised by our Fellows, 
trainees and overseas trained physicians 
(OTPs) undergoing assessment. 

The College continues to emphasise 
its willingness to work with AHPRA to 
address issues arising from the creation 
of the single regulatory body and will 
continue to raise awareness of the 
problems experienced by some of our 
Fellows, trainees and OTPs. 

The College also recognises the benefits 
of the new single regulatory body, such 
as standardising registration requirements 
and the establishment of one Specialist 
Register. The online publication of 
the medical register has also resulted 
in improved transparency, with the 
community being able to identify the 
qualifications of medical practitioners.

Medical registration is the responsibility 
of the Medical Board and AHPRA and as 
such any questions or concerns relating to 
registration should be directed to them. 
The Medical Board and AHPRA have a 

number of new registration standards 
that are based on the Health Practitioner 
Regulation National Law Act, which was 
passed in all states in 2009–2010. For 
some states the National Law represents 
little change to registration requirements 
and processes; for others there are 
significant changes to be aware of. All 
registration standards are available on 
the Medical Board website at this link: 
www.medicalboard.gov.au/Registration-
Standards.aspx.

The Medical Board and AHPRA regularly 
seek advice from specialist medical 
colleges in relation to some pathways to 
registration. The College requests that 
Fellows and trainees provide feedback 
on draft regulations to its regular 
publications. Current consultations also 
appear on the Medical Board website 
at this link: www.medicalboard.gov.au/
News/Current-Consultations.aspx.

A brief outline of some of the registration 
standards that are most relevant to our 
Fellows, OTPs and trainees are set out 
below. These are current at the time 
of publication. Readers should make 
their own enquiries about requirements 
that may apply to their particular 
circumstances by contacting the Medical 
Board directly. 

This article uses the definition of ‘practice’ 
as defined in the registration standards of 
the Medical Board: 

Practice means any role, whether 
remunerated or not, in which the individual 
uses their skills and knowledge as a health 
practitioner in their profession ... practice 
is not restricted to the provision of direct 
clinical care.

This definition of practice is currently 
under review by AHPRA.

The Registration Standard for 
Specialist Registration

Until the National Law came into effect 
the Specialist Register did not exist in all 
states and territories. 

Medical practitioners can be on both the 
General and the Specialist Register (with 
payment of only one registration fee). 
The majority of international medical 
graduates the College deals with are 
on the Specialist Register only and are 
therefore more limited in their scope of 
practice. There are currently three ways in 
which to qualify for specialist registration:

1. By holding an approved qualification,  
 i.e. fellowship of a specialist college.  

 The majority of our Fellows fall under  
 this category.

2. By holding a non-approved  
 qualification that has been assessed as  
 comparable by a specialist college.  
 The majority of OTPs fall under this  
 category.

3. By holding a non-approved  
 qualification that previously qualified  
 a person under the National Law or  
 previous legislation. This is primarily  
 for doctors assessed under previous  
 arrangements that are no longer in  
 force.

Practitioners who have obtained their 
specialist qualification overseas are 
assessed by specialist colleges in what is 
commonly referred to as the ‘specialist 
pathway’. The College usually uses 
the term OTP for these practitioners, 
although Specialist/International Medical 
Graduate (S/IMG) is also used. 

Those OTPs who are assessed as ‘partially 
comparable’ or ‘substantially comparable’ 
to a locally trained physician can obtain 
limited registration while they complete 
any College requirements, such as 
examination and peer review. Only 
once all requirements are successfully 
completed will they be granted full 
specialist registration. 

Under the National Law that governs 
how the National Registration and 
Accreditation Scheme works, there 
are four limited registration categories 
that apply only to IMGs/OTPs who do 
not quality for full general or specialist 
registration. All categories below 
require primary source verification 
of qualifications as well as other 
requirements:

•	 limited Registration for area of 
 need. This applies to IMGs assessed by 
 the College (or others for non- 
 specialist positions) as appropriate to  
 work in a deemed area of need  
 position. Those registered under this  
 standard must adhere to supervisory  
 and professional development  
 requirements, work only in the  
 deemed area of need position and  
 work towards obtaining full specialist 
 (or general) registration. The  
 responsible Minister in each state and  
 territory is responsible for deeming the  
 ‘area of need’.

•	 limited Registration for  
 Postgraduate Training or Supervised  
 Practice. This applies to IMGs/OTPs  

Keith Johnstone, Manager, Fellows  
Learning Support
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 wishing to work in a specific position  
 and who have applied for Australian  
 Medical Council (AMC) and/or College  
 assessment via either the competent  
 authority, standard or specialist  
 pathways. This registration is also often  
 used for overseas specialists-in-training  
 who wish to work in Australia for  
 short-term training (a maximum of  
 two years) to receive practice exposure  
 they would not normally get in their  
 home country. Requirements include  
 a supervision and training plan and 
 workplace sponsorship.

•	 limited Registration for Teaching  
 and Research. This applies to IMGs  
 whose primary role will be in teaching  
 and/or research (although supervised  
 related clinical practice is allowed).  
 Requirements include a supervision  
 plan and workplace sponsorship.  
 This is not a suitable pathway for  
 those seeking full specialist or general  
 registration.

•	 limited Registration in  
 Public Interest. This applies to IMGs  
 whose employment in a specific role is  
 considered (by the Medical Board)  
 to be in the public interest. This is  
 not a suitable pathway for those  
 seeking full specialist, general or area  
 of need registration. It is considered  
 short term with renewal unlikely.  
 Requirements include a supervision  
 plan and workplace sponsorship.

There have been recent examples where 
the above registration standards have 
been applied inconsistently. The College 
has raised these with AHPRA. Fellows and 
IMGs should always request clarification 
on outcomes and the approved 
standards, and be aware of their rights of 
appeal under the National Law. 

Practitioners in the specialist pathway 
who have completed all College 
requirements can be added to the 
Specialist Register whether or not they 
gain Fellowship of the College. It is, 
however, in the best interests of these 
practitioners to obtain Fellowship as they 
are required to meet the Continuing 
Professional Development standards set 
by our College (see the CPD Registration 
Standard below).

Similarly, where Fellowship is revoked, this 
will not necessarily result in the removal 
of that Fellow from the Specialist Register. 
While the standard encourages specialist 
colleges to advise the Medical Board that 
fellowship has been revoked due to failure 

to comply with CPD standards, this is 
not the College’s current practice. The 
College’s focus is on supporting Fellows 
in meeting their CPD requirements. 

The College must notify the Medical 
Board if it reasonably believes a trainee or 
Fellow has an impairment that may place 
the public at substantial risk of harm 
(s143). Other notifiable conduct is also 
listed in the National Law (s144).

The Registration Standard for Specialist 
Registration details what documentation 
is required for Specialist Register 
applications and renewals. 

The Specialist Register requires annual 
renewal, demonstrating compliance with 
any conditions placed on registration. 
The Medical Board may require 
additional investigation or assessment at 
any time.

The Continuing Professional 
Development Registration 
Standard

All practitioners who are engaged in any 
form of medical practice are required 
to participate regularly in continuing 
professional development relevant to 
their scope of practice. Fellows of medical 
colleges and non-fellow practitioners 
on the Specialist Register are required 
to meet the standards of their relevant/
associated medical college. 

The Registration Standard for Specialist 
Registration states that the Medical Board 
expects medical practitioners to comply 
with CPD requirements in every specialty 
in which they hold specialist registration. 
The Board appreciates, though, that an 
activity may fulfil the CPD requirements 
in more than one specialist college or 
specialty. It is not current policy of this 
College to revoke Fellowship for failure to 
meet CPD standards.

The College strongly encourages Fellows 
to meet their CPD requirements and 
supports them in doing so through our 
flexible programs. The College CPD Units 
based in Sydney and Wellington exist 
solely to support Fellows to meet their 
CPD requirements. Advice and training 
on using the College’s MyCPD program 
can be provided over the telephone or 
face to face with the assistance of the 
state-based Medical Education Officers. 
The MyCPD program is accredited by the 
AMC and meets the AHPRA requirements 
for a CPD program, which includes 
practice-based reflective elements and 
online learning. 

As per best education practice the College 
prefers Fellows to complete a formal CPD 
program rather than self-directed CPD 
as this encourages greater structured 
learning. The College does recognise the 
programs of other accredited medical 
colleges in Australia and New Zealand. 

The CPD registration standard does not 
apply to medical students or practitioners 
undergoing formal supervision and 
assessment (this includes RACP trainees). 
It does apply to IMGs/OTPs undergoing 
peer review and those with limited 
registration in: the public interest; 
teaching or research; and area of need. 
The College expects all Fellows and others 
on the Specialist Register to complete 
the full 100 credit requirement of the 
MyCPD program each year unless a 
specific exemption has been approved by 
the College. Medical Board requirements 
include an annual declaration that a 
practitioner has met the CPD standard 
and that individual CPD records are 
kept for three years. A failure to comply 
with the standard is a breach of legal 
requirements for registration.

There are special provisions that apply to 
those temporarily absent from practice. 
These cases should be discussed directly 
with AHPRA and the College’s CPD Unit.

The Recency of Practice 
Registration Standard

When registering annually, all medical 
practitioners must have completed 
recent practice in the fields in which they 
intend to work. Practitioners returning 
to practice must have had at least two 
years’ experience in that field prior to 
their absence. If this is not the case, re-
entry will require supervision in a training 
position. There are no such requirements 
if absence has been less than one year. 
Evidence of CPD completion is required 
for one to three years’ absence. Greater 
than three years requires a plan for 
professional development and re-entry to 
practice.

Those unable to meet the recency of 
practice standard are required to submit 
a plan for re-entry to the Medical Board 
and may be required to complete specific 
education or assessment. The College has 
Guidelines for Re-entry and Remediation 
for Fellows following prolonged absence, 
which encourage practitioners working 
with the relevant specialty advanced 
training committee to establish a re-
entry program. A more formal policy is 
in development. The College also has 
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policies on recognition in a Division 
subspecialty without completion of the 
relevant advanced training program and 
post-fellowship training that may be 
relevant. 

Practitioners changing their field of 
practice should consult with the Medical 
Board and the College. Depending on 
the significance in the change of scope, 
a development and supervisory plan 
may need to be agreed. The Board will 

consider whether the practitioner’s peers 
would view the change as an extension/
variation or if there is a need for specific 
additional training and assessment.

This article is a snapshot of some 
important aspects of the registration 
standards. All Fellows, OTPs and trainees 
are encouraged to read the registration 
standards in full at: www.medicalboard.
gov.au/Registration-Standards.aspx. The 
standards are well written, clear and 

easy to understand. Some clarification 
or explanation on parts of the standards 
may need to be sought; in all cases this 
should be obtained direct from AHPRA 
rather than the College or a well-meaning 
colleague or friend. The College will refer 
any such enquiries to the Medical Board 
which will provide the most up-to-date 
information.

Keith Johnstone 
Manager, Fellows Learning Support

Unveiling the portrait Professor Geoffrey Metz with his wife, Dr Kaye Anderson

UNVEILED: PROFESSOR GEOFFREY METZ 
AM, RACP PRESIDENT 2008–2010

RACP Directors, staff and 
stakeholders were present at the 
recent unveiling of a portrait of 
Professor Geoffrey Metz AM, 

immediate past RACP President (2008–
2010). Painted by one of Australia’s leading 
portrait artists, Robert Hannaford, the 

painting keeps up the long-held tradition 
of each RACP President being invited to sit 
for a portrait following the conclusion of 
their term as president. 

Speaking to guests in the RACP Melbourne 
office where the portrait was unveiled, 

Professor Metz talked about the challenges 
of sitting for the portrait, but found the 
experience gave him an opportunity to 
reflect on his great affection for the College. 

The portrait now hangs in the Fellows’ 
Room at 145 Macquarie Street, Sydney. 

www.medicalboard.gov.au/Registration-Standards.aspx
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I n mid 2011, Dr Peter Kennedy 
(Deputy Chief Executive Officer of 
the Clinical Excellence Commission, 
CEC) and Professor Kim Oates 

(Director, Undergraduate Quality and 
Safety Education for CEC) approached 
the RACP to investigate the possibility of 
partnering with the College in conducting 
a Clinical Practice Improvement (CPI) 
project with Advanced Trainees currently 
involved in training. Subsequently, 
under the guidance of the NSW State 
Committee, a steering group from the 
College, including the Dean and the 
Director of Education, have met and 
developed a pilot project to be run 
through 2012.

The aim of the project will be to 
increase trainees’ awareness of the 
methodology of CPI and to put quality 
patient care and safety at the forefront 
of a trainee’s experience. This picks 
up domain two from the Professional 
Qualities Curriculum, but also touches 
on many other aspects of the curriculum 
document. It also resonates with the 
CEC’s stated mission to ‘build confidence 
in health care in New South Wales by 
making it demonstrably better and 
safer for patients and a more rewarding 
workplace’.1

In the first instance, this pilot project will 
be for Advanced Trainees throughout 
New South Wales, with the intention from 
2013 onwards to look at its extension 
College-wide. The project will require 

support from the RACP, the Fellows of 
the College, the NSW State Committee 
and the CEC who will work cooperatively 
throughout the year to ensure its success. 
To complete the project, an Advanced 
Trainee will need to develop their own 
project idea, in consultation with their 
supervisors, and after receiving CPI 
training from the CEC, will work together 
with these supervisors both directly and 
online to complete the project.

The CPI projects that the trainees select 
will need to be clinically focused and 
involve a process in healthcare delivery 
that they are directly involved in. The 
issue identified will need to be supported 
by data indicating that there is a 
problem, and generally there will need 
to be a dissonance between the evidence 
and clinical practice that, through this 
project, the trainee is aiming to correct.

Expressions of interest for the project 
are now being sought and the 20 
trainees selected will initially participate 
in a specific CEC-sponsored CPI training 
program over two days in February 2012. 
Having completed the training, the 
trainees will work with their supervisors 
and each other, through an online group 
site sponsored by NSW Health where 
electronic information will be available 
to them regarding CPI. All participants 
in the pilot project, both trainees and 
supervisors, will need to complete the 
available online modules and will be able 
to discuss projects, ideas and project 
documentation through this site.

At the end of the year, it is anticipated 
that each Advanced Trainee will have 
completed a CPI project and that 

they will have presented this to their 
colleagues in their workplace. There 
will be opportunities for these projects 
to be presented both at local and 
national level and the intention is that 
the majority of the projects will be of a 
publishable quality. More importantly, 
each participant and their supervisors will 
have increased their experience of and 
exposure to quality and safety issues and 
this, in the long term, will lead to better 
healthcare outcomes for all our patients.

For more information about the CPI Pilot 
Project 2012 please contact Tamsen 
Maher, NSW State Manager, on (02) 
9256 9645 or email tamsen.maher@racp.
edu.au, or Martin Veysey, Adult Medicine 
Chairman, NSW State Committee,  
on (02) 4320 3022 or email  
mveysey@nsccahs.health.nsw.gov.au.

Associate Professor martin Veysey 
mRCP FRACP 
Clinical Academic & Gastroenterologist 
Teaching & Research Unit 
Gosford Hospital

Reference

1. www.cec.health.nsw.gov.au/about

2012 CLINICAL  
PRACTICE IMPROVEMENT  
PILOT PROJECT

Associate Professor Martin Veysey

Expressions of 
interest for the 
project are now being 
sought and the 20 
trainees selected will 
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in a specific CEC-
sponsored CPI 
training program  
over two days in 
February 2012. 
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All Fellows of the College attain Life Fellowship upon turning 70 years of age and are permanently exempted from paying subscription 
fees while retaining full access to the relevant RACP MyCPD program.

There are many Fellows, and non-Fellows, who have reached the age of 70 and are still practising on a regular basis; therefore, meeting 
the requirements of a continuing professional development (CPD) program is a regulatory requirement for all Fellows, regardless of age, 
who are in active practice in Australia, New Zealand and overseas. For Fellows, including Life Fellows, to be considered as compliant with 
the RACP CPD Participation Policy all requirements of the policy must be met.

Practice is defined as any role, whether remunerated or not, in which the individual uses their skills and knowledge as a health 
practitioner in their profession. For the purposes of the RACP CPD Participation Policy, practice is not restricted to the provision of direct 
clinical care. It also includes using professional knowledge in a direct nonclinical relationship with clients, while working in management, 
administration, education, research, advisory, regulatory or policy development roles, and any other roles that impact on safe, effective 
delivery of services in the profession. 

If you require exemption from the RACP CPD requirements, would you please advise if you are:

•	 fully	retired	from	active	practice	as	defined	above,	or 
•	 participating	in	the	CPD	program	of	another	College,	or 
•	 absent	from	practice	for	a	period	in	excess	of	nine	months	of	the	calendar	year	due	to	medical	or	long	service	leave,	or	any	 
 other type of leave.

Please contact the CPD Unit on +61 2 8247 6201 or MyCPD@racp.edu.au with this update, or with any further queries you may have.

RACP CPD ReQuIRemenTS FoR lIFe FelloWS

BOARD APPROVES SUPPORTING  
PHYSICIANS’ PROFESSIONALISM  
AND PERFORMANCE GUIDE

T he SPPP Steering Committee is 
delighted to announce that the 
RACP Board approved Supporting 
Physicians’ Professionalism and 

Performance: A Guide for Physicians in 
Australia & New Zealand at its recent 
meeting in October. 

The Supporting Physicians’ Professionalism 
and Performance (SPPP) guide is designed 
to add to the College’s Professional 
Qualities Curriculum by helping individual 
Fellows and trainees to reflect on their 
practice and performance and to identify 
areas of strength as well as opportunities 
for learning and professional development. 
The framework outlined in the guide 
contains 10 core domains which together 
aim to describe what it means to be a 
‘good doctor’ (see Figure 1). The central 
component of this framework is medical 
expertise, which reflects the specific 
knowledge and skills of our chosen 
specialty area. 

The SPPP guide is primarily a self-reflection 
tool for use by individuals to help them 
understand their own performance. 
Although there may be many ways to 
use this guide, we anticipate most will 
use it proactively to plan their continuing 
professional development (CPD) activities. 
Some Fellows may also use it to assist their 
relationships with patients, colleagues and 
organisations. In some situations the guide 
may form the basis for discussion between 
colleagues or be used to contribute to an 
organisational performance development 
conversation. 

The SPPP Executive is currently planning 
to pilot the framework in a number of 
different settings in order to understand 
individual experiences of using the guide 
and its usefulness as a tool for self-
reflection.

It is anticipated that some of the outcomes 
of this pilot will be presented at the RACP 
Congress in May 2012 along with the 
formal launch of the guide.

The SPPP Steering Committee would 
like to take this opportunity to thank all 
Fellows and trainees who were involved 

in consultation meetings and provided 
feedback on various drafts. This input was 
invaluable in ensuring that the guide was 
developed to be the most reflective of 
physician practice.  

Prior to wider dissemination of the SPPP 
Guide, an electronic version is available at 
the SPPP website: www.racp.edu.au/page/
sppp.

Should you have any questions please 
contact sppp@racp.edu.au.

Grant Phelps and Sarah Dalton 
Co-Chairs, SPPP Executive

education

Figure 1: Ten core domains of the SPPP framework
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Dual Fellows need to decide which accredited CPD program(s) they wish to undertake—generally the one that best meets their scope of 
practice—in order to maintain registration. 

To be considered as compliant with the RACP CPD Participation Policy, Fellows must participate in a continuing professional development 
program either of the RACP or an equivalent Medical College accredited by the Australian Medical Council (AMC), the Medical Council 
of New Zealand (MCNZ) or the equivalent international regulatory authority.

Fellows who participate in a CPD program of an equivalent Medical College, more aligned to their scope of practice, may elect not to 
participate in the RACP MyCPD program. Fellows must apply to the CPD Unit and provide current evidence of participation in order to 
be exempted from the RACP MyCPD program. Evidence of compliance is required to be forwarded to the RACP CPD Unit to be recorded 
on its file(s) each year; this could be the Statement or Certificate of Completion received from another College.

Please note that international regulatory bodies may have different CPD requirements from the RACP. We strongly recommend that you 
clarify your individual requirements with the relevant Medical Board for purposes of registration.

For further information, please contact the CPD Unit on +61 2 8247 6201 or MyCPD@racp.edu.au.

Sally Tyrie-Greenwell 
CPD Senior Education Officer 
Fellows Learning Support 
Office of the Dean

RACP CPD ReQuIRemenTS FoR DuAl FelloWS

RESEARCH FOCUS AT TASMANIAN 
ANNUAL SCIENTIFIC MEETING

T he Tasmanian Annual Scientific 
Meeting (ASM) took place at The 
Boathouse in Launceston on 15 
October. The program included 

Basic and Advanced Trainee presentations 
as well as three keynote speakers who 
presented on the topic of ‘Research in 
Working Life’. 

Congratulations to all trainees who 
worked so hard to prepare their research 
for presentation on the day. The 
professionalism and effort of the trainees 
was exceptional and all presentations 
were engaging, sparking many discussion 
questions. Special congratulations are 
due to Dr Mark Baldock, winner of the 
Basic Trainee award, and Dr Chong Ong, 
winner of the Advanced Trainee award. Dr 
Ong will be invited to present his research 

alongside other state winners at the RACP 
Congress in 2012. 

The keynote speakers delivered insightful 
presentations inspired by the topic, which 
highlighted how busy physicians and 
trainees manage to pursue meaningful 
research while still meeting their daily 
professional demands. The keynote 
speakers were Professor Matthew Jose, 
Professor Simon Foote and Dr Scott 
Fanning who were unified in their 
encouraging message that medical 
research thrives on a collaborative 
physician culture and pursuing the big 
questions. 

Thank you to the Tasmanian State 
Committee, particularly Alasdair 
MacDonald, Helen Cooley and Geoffrey 
Kirkland for their assistance on the day, 

and to Louise Nott for encouraging many 
trainees to present! 

In the week surrounding the ASM, 
Medical Education Officer Alexis Marsh 
attended over 15 department meetings 
to discuss Advanced Training with the 
relevant specialties across Hobart and 
Launceston.

With PREP Advanced Training mandatory 
for most specialties from 2011 onwards, 
the workshops generated useful 
discussion and acted as a reminder for 
trainees to ensure they complete their 
tools by 31 January 2012. 

For enquiries regarding Tasmanian events 
and workshops in 2012, email tas@racp.
edu.au or call 03 9927 7700.

Victorian State office Team

Dr Alasdair MacDonald welcoming attendees to 
the Tasmanian ASM

Left to right: Dr Gary Girao, Dr Jenny O’Hern, Dr Claire Hewer, Dr Mark Baldock
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A lmost all physicians realise 
the importance of continuing 
professional development in 
maintaining expertise. However, 

the College has taken some significant 
steps towards helping improve the quality 
of ongoing education as well as meeting 
the expectations of communities that this 
is documented.

Meeting the requirements of a continuing 
professional development (CPD) program 
is a regulatory requirement for all medical 
practitioners who are in active practice 
in Australia, New Zealand and overseas. 
To be considered as compliant, Fellows 
must participate in a CPD program either 
of the RACP or an equivalent Medical 
College accredited by the Australian 
Medical Council (AMC), Medical Council 
of New Zealand (MCNZ) or equivalent 
international regulatory authority. The 
RACP is accredited by the AMC and MCNZ 
to provide a CPD program. Participation 
in the RACP MyCPD program will enable 
participants to meet their RACP CPD 
requirements as well as provide evidence 
of compliance with CPD to meet individual 
regulatory requirements in order to 
maintain registration.

The online MyCPD program is a first 
attempt to improve accessibility and 
convenience, enabling participants to 
log on at any time to record and track 
their CPD. Activities can be entered 
prospectively or retrospectively into the 
program, allowing users to plan, record 
and reflect on their learning opportunities 
for the calendar year. Activities which are 
undertaken on a regular basis, such as 
journal clubs, teaching etc., can be entered 

once as a ‘Recurring Activities’ for a date 
range and the credits will automatically be 
accrued on the date of each occurrence.

For participants who need to record 
their CPD hours by ‘specialty’, there is 
the added benefit of being able to set 
up your ‘specialty areas’ in MyCPD to 
suit your practice needs. Once you have 
selected your ‘My Specialty Areas’, when 
you add activities in MyCPD you will be 
able to nominate your hours according 
to your specialty/ies. For New Zealand 
Fellows who are required by MCNZ to 
undertake cultural competence, peer 
review and clinical audit, these can also 
be recorded in the ‘My Specialty Areas’ 
section. All CPD hours and credits gained 
in MyCPD are automatically recorded on 
a participant’s online individual (Interim) 
Statement of Participation. Any hours 
nominated to your specialty/ies will also be 
reflected on the statement. The (Interim) 
Statement of Participation, downloadable 
at any time from the program, may be 
used as evidence of active participation 
in MyCPD if required for annual 
registration, appointment, contract 
renewal, promotion, or other professional 
requirements. 

We appreciate that first-time users of 
MyCPD may take a while to familiarise 
themselves with the program; however, 
we believe that over time the process will 
become relatively quick and the benefits 
of an online program will be a great 
advantage to participants.

One difficult goal is to encourage the 
reflection we tend to do informally to 
become a documented activity. A CPD 
program with reflective elements forms 

part of the Medical Board of Australia 
CPD registration standard, and this has 
the advantage of encouraging us all to be 
more active about reflection and provides 
ways of sharing this process with others, 
such as trainees. The current process for 
doing this can appear condescending, but 
the principle is right and work is being 
done to improve this component.

Meeting the demands of the community 
that CPD be of a high standard 
educationally and clearly documentable 
is a major challenge for clinicians who are 
all time poor. MyCPD is an early step in 
developing a workable system. If you have 
positive suggestions for improving it, we 
would welcome feedback. 

An online demonstration video has been 
linked to the CPD pages of the RACP 
website. In addition, participants may wish 
to have an individual one-on-one tuition 
session with one of the helpful staff in the 
CPD Unit. Participants have the option of 
undertaking a personal tuition session at 
the College in the new Fellows Lounge or 
over the phone. Please contact the CPD 
Unit on +61 2 8247 6201 or MyCPD@
racp.edu.au to arrange a convenient time. 
New Zealand Fellows may contact the 
Wellington Office on +64 4 460 8122 or 
MyCPD@racp.org.nz. 

Fiona Simpson 
Senior Executive Officer  
Continuing Professional Development  
Office of the Dean

MYCPD – THE BENEFITS FOR YOU

The RACP Board has approved the introduction of a standardised or common training fee structure across the College,  
commencing 1 January 2012. 

Standardising training fees makes the College fee structure simpler, fairer and more equitable for all trainees, and reflects the ongoing 
standardisation of educational training programs that has been taking place.

While training fees are set to be standardised from 1 January 2012, training fee standardisation will be phased in during 2012–2015 
for trainees in the following Faculties and Chapters: The Australasian Faculty of Occupational and Environmental Medicine; The 
Australasian Faculty of Public Health Medicine; The Australasian Chapter of Addiction Medicine; The Australasian Chapter of  
Sexual Health Medicine; and the Australasian Chapter of Palliative Medicine. 

The vast majority of trainees are not expected to be impacted by the decision to standardise training fees. 

For further information please visit the ‘News’ tab at www.racp.edu.au and click on ‘RACP Announcements’.

RACP BoARD APPRoVeS STAnDARDISATIon  
oF TRAInInG FeeS
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A s one of the many initiatives set 
up by the Royal Australasian 
College of Physicians, the 
CPD Grant is designed to 

promote and support education initiatives 
for Fellows’ continuing professional 
development. 

The grant serves as a seed fund to provide 
financial assistance for the development of 
educational resources by a community of 
Fellows that will contribute to the future 
continuing professional development of 
Fellows of the RACP. Precedence will be 
given to eLearning resources of continuing 
relevance that meet the resource selection 
principles below.

The nature and complexity of proposed 
activities will vary and therefore the grant 
itself may not cover all costs involved. 

Availability of funds 

We are delighted to announce an increase 
in the amount of individual funding 
of up to $10,000 per application to 

accommodate projects. However, this 
amount may vary at the discretion of the 
CPD Committee, funds available, and the 
number of applications.

eligibility

All Fellows of the College from the 
Divisions, Chapters and Faculties in 
Australia and New Zealand are eligible to 
apply for a grant.

Please note: The funding is intended to 
support the organisation of CPD activities 
and resources for a community of Fellows, 
and not for individual Fellow’s CPD 
undertakings. 

Selection principles 

Applications will be assessed according 
to the selection principles below, with 
precedence given to those that align 
closely to them:

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

2. Support as many Fellows as possible

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

4. Provide the College with an enduring  
 continuing education resource

5. Provide value for attendees and  
 contribute to their continuing  
 professional development.

Further information

For more information or to obtain a 
copy of the 2012 CPD Grant & Resource 
Development Application Form, please 
contact the CPD team via email MyCPD@
racp.edu.au or phone +61 2 8247 6201.

Closing date for applications is 31 
march 2012. Unfortunately applications 
received beyond this date cannot be 
considered.

Sally Tyrie-Greenwell 
CPD Senior Education Officer 
Fellows Learning Support 
Office of the Dean

CALL FOR APPLICATIONS  
FOR A 2012 CPD GRANT

The RACP hosted a most successful training day at the 8th Australian & New Zealand Adolescent Health Conference at Darling Harbour 
on 9–11 November, which was attended by over 550 people. 

The workshop, held in collaboration with the Association for the Welfare of Children and Young People in Hospitals (AWCH) and 
Children’s Hospitals Australasia (CHA), highlighted the College’s policies on the rights of youth in hospitals. In the afternoon the 
focus was on training for professionals dealing with adolescents, during which the importance of the role of the College and other 
professional bodies was emphasised.

The RACP is taking a lead in this neglected area and I was proud to be a part of the workshop, which was attended by over 60 people. 
There was a vigorous panel discussion on which the College was well represented by Professor Les White, Professor Kate Steinbeck, 
Professor Susan Sawyer and Dr Sharon Goldfeld. Also on the panel was international visitor, Professor Miriam Kaufman, 2012 Adele D 
Hofmann Visiting Professor in Adolescent Medicine and Health at the Hospital for Sick Children, Toronto, Canada.

Associate Professor Simon Clarke 
Director Adolescent Medical Unit 
Westmead Hospital 

RACP HoSTS TRAInInG DAY AT YouTH HeAlTH ConFeRenCe

Her Excellency Ms Quentin Bryce AC CVO, Governor-General of 
the Commonwealth of Australia, addressing the conference

Alicia Veasey, medical student and Board member of the Australian 
Indigenous Doctors’ Association, speaking at the conference
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Professional Affairs & Advocacy

T he College has recently 
undertaken surveys of the 
Fellowship, employees and 
external stakeholders on the 

development of organisational values for 
the College. It was critical not only for the 
College to develop organisational values 
but also for those values to be aligned 
with the vision and mission of the College 
itself, and the expectations of the Fellows. 
If there was a disconnect between the 
espoused values of the College and the 
expected values of the Fellows, then the 
College would have failed to accurately 
represent the Fellowship. If the disconnect 
was between the community and key 
external stakeholders, then the reputation 
of the College would be damaged and its 
performance would suffer. 

The College therefore undertook extensive 
research and consultation with the 
Fellowship and the employees, who have 
to operate and function within the values, 
and with the external stakeholders who 
will judge the success of the College on its 
commitment and adherence to the stated 
values.

Professionalism

excellence

Advocacy

Collaboration

This process has been underway for over 
a year. Based on the surveys, international 
and domestic comparisons with similar 
medical colleges and healthcare 
institutions, and the consideration of the 
Board, the RACP Board recently approved 
the following four values: Professionalism, 
Excellence, Advocacy and Collaboration. 
The RACP’s new organisational values 
will be communicated to staff, Fellows 

and trainees via a variety of internal and 
external modes of communication. 

What are organisational values?

Organisational values help influence the 
development of a strong and positive 
culture within an organisation. In the 
RACP’s case, the intention is for the values 
to serve as a guide for what are considered 
to be the appropriate behaviours of 
Fellows, trainees and staff—how we act 
or conduct ourselves, especially towards 
others—including the way in which we 
interact and work together. 

This agreed set of values for the RACP will 
therefore help to:

•	 establish	the	foundation	and	set	 
 relationship guidelines for interactions  
 between Fellows, trainees, employees  
 and other key stakeholders

•	 guide	the	basis	of	daily	decision	making

•	 improve	the	performance	and	 
 capability of the College

•	 engage	Fellows,	trainees	and	employees	 
 alike in promoting the behaviours that  
 are expected as part of these  
 relationships. 

Put simply, values help influence how we 
behave when nobody is watching or when 
we’re not sure how to act. We would all 

agree that the final set of agreed values 
should be held in the highest regard by 
everyone within the organisation, and by 
key external stakeholders and the wider 
community. They should reflect the strong 
beliefs of our organisation and, as much as 
is practicable, they should be aligned with 
the professional values of the Fellowship 
and not be at odds with anyone’s personal 
values and beliefs.

Research and development of the 
organisational values

In December 2010, the College Board 
considered the issue of organisational 
values and developed an initial list of 
possible values that included excellence; 
openness; integrity; consultative; 
Fellowship; advocacy; ethical; and trust. 
A final ‘long list’ of possible values was 
then agreed in early 2011 for testing 
with key stakeholders. This included: 
excellence; integrity; advocacy; Fellowship; 
respect; accountability; collaboration; and 
professionalism.

Following the decision of the April Board 
Executive, a survey of the Fellowship 
through SurveyMonkey was conducted 
using the ‘short-listed’ eight values, 
with an option for additional text where 
comments/suggestions could be made. 
The results of this initial survey are shown 
in Figure 1.

THE RACP’S  
ORGANISATIONAL VALUES

Sasha Grebe

1 of 1

Organisational Values Survey

How strongly do you agree that the following Values should be evident across the 
organisation and reflect how the RACP works together as one with Fellows and trainees? 
Please rate each of the Values.

 
Strongly

agree
Agree Neutral Disagree

Strongly
disagree

Response
Count

Excellence 68.6% (70) 22.5% (23) 5.9% (6) 1.0% (1) 2.0% (2) 102

Integrity 74.5% (76) 19.6% (20) 3.9% (4) 1.0% (1) 1.0% (1) 102

Advocacy 48.0% (48) 38.0% (38) 8.0% (8) 2.0% (2) 4.0% (4) 100

Fellowship 55.0% (55) 32.0% (32) 10.0% (10) 2.0% (2) 1.0% (1) 100

Respect 68.3% (69) 22.8% (23) 5.0% (5) 3.0% (3) 1.0% (1) 101

Accountability 61.0% (61) 31.0% (31) 4.0% (4) 3.0% (3) 1.0% (1) 100

Collaboration/Teamwork 50.5% (51) 37.6% (38) 7.9% (8) 3.0% (3) 1.0% (1) 101

Professionalism 64.0% (64) 26.0% (26) 6.0% (6) 3.0% (3) 1.0% (1) 100

 answered question 102

 skipped question 9

Figure 1: Results of first values survey of the Fellowship
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Values
Fellowship

3% Advocacy
5%

Accountability
11%

Integrity
14%

Collaboration
14%

Excellence
15%

Professionalism
18%

Respect
20%

Given the low response rate, the College 
President wrote directly to all Fellows 
and trainees and a second survey was 
undertaken. The results of this survey are 
shown in Figure 2.

The combined quantitative surveys of the 
membership yielded a participation rate 
of nearly 6%, with over 700 Fellows and 
trainees participating. This was considered 
a high participation rate for a voluntary 
survey of professional members on a 
‘corporate’ or organisational issue not 
considered a high priority. Based on the 
membership of 13,500, a sample of 700 
delivered an overall confidence interval of 
+/–3.6% at a 95% confidence level. The 
online survey also gathered qualitative 
data from the free text section that 
allowed Fellows to make comments and/
or suggestions. The analysis of this data 
showed that there was not significant 
support for any additional values not 
included in the survey.

In addition to these surveys of the 
Fellowship, the College gathered 
qualitative data from employees during 
one-on-one sessions or focus groups 
involving nearly 200 employees across 
Australia and New Zealand and in all 
state offices, as well as quantitative data 
from an online survey of employees that 
involved over 30% of the organisation. 
The employee results are given in  
Figure 3.

Data was also gathered from stakeholders 
during in-depth interviews. These 
external stakeholders included a former 
secretary of the Commonwealth 
Department of Health; a former CEO 
of Medicare; a professor of medicine; a 
professor in health policy; a former senior 
Commonwealth Department of Health 
official; a professor in business; a CEO of 
a health regulator; a CEO of a medical 
association; a CEO of a professional 
association; and an emeritus professor of 
management. The results of the survey 
are shown in Figure 4 on page 24.

As expected, this process took some 
time to ensure genuine buy-in from the 
numerous constituencies of the College 
and presented additional difficulties for 
the Board and management in ensuring 
the relevance of the values to the Fellows 
and their support for the process, as well 
as the final set of ‘agreed’ organisational 
values. The results of the surveys showed 
strong support within the organisation for 
the possible values and some preferences 
within the set of values. 

1 of 1

RACP Organisational Values Survey September 
2011

Of the eight values below, which four values do you believe best represent the Royal 
Australasian College of Physicians as a whole, its purpose and vision? (Please select four 
values only).

 
Response

Percent
Response

Count

Excellence 76.1% 497

Integrity 71.7% 468

Advocacy 45.6% 298

Fellowship 36.1% 236

Respect 28.9% 189

Accountability 25.9% 169

Collaboration/Teamwork 22.7% 148

Professionalism 80.6% 526

 answered question 653

 skipped question 0

Figure 2: Results of second values survey of the Fellowship

Figure 3: Results of qualitative and quantitative values  
surveys of College employees 
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As mentioned earlier, the College also 
looked at a number of domestic and 
international comparisons, and some 
of these were included in materials 
presented to the Board or to employees. 

On one level, these focused on 
comparative organisations and what 
sort of values they had developed. For 
example, employees were given the 
values of Georgetown University Hospital, 

Westmead Children’s Hospital, and the 
Royal Australasian College of Surgeons. 
On another level, the College was keen to 
ensure that the organisational values were 
consistent with the professional values of 
the Fellows, and it was felt that the values 
contained in the ‘long list’ were not 
incompatible with the professional values 
of other medical practitioners and similar 
medical and/or health organisations.

Identifying core values for our College 
is only the first step, as to become an 
effective values-driven organisation, 
these must be translated into behaviours 
that can be supported and adopted by 
everyone involved with the College—
Fellows, trainees and employees alike.

Sasha Grebe 
Director, Professional Affairs & Advocacy

Figure 4: Results of values interviews with external stakeholders

Value Strongly Disagree Agree Strongly Agree

Excellence 6

Integrity 5 2

Advocacy 8

Fellowship 7 1

Respect 2 5

Accountability 2 4

Collaboration 1 4 3

Professionalism 2 4 1

ANNOUNCING THE FIRST EDITION 
OF MEDISCUSSION – THE COLLEGE’S 
QUARTERLY PUBLIC POLICY  
DISCUSSION PAPERS

T he College is pleased to 
announce the release of the first 
edition of Mediscussion: The 
Australasian Physician Quarterly 

Public Policy Discussion Papers. The title 
‘Mediscussion’ is an amalgamation of 
the Latin word for doctor or physician, 
‘Medicus’, and ‘discussion’. The title 
underscores the nature of this report, 
which is to start a conversation with 
the Fellowship and with the broader 
community about current issues in health 
policy and to reflect on activities, and 
highlight achievements, in College policy 
and advocacy.

The first edition of Mediscussion reports 
on the College’s ‘small p’ and ‘Capital P’ 
policy and advocacy activities. ‘Capital 
P’ policy, or public policy, occurs when 
the RACP seeks to influence policy 
involving government at any level. The 
College’s influence in shaping National 
Health Reform, particularly through 
representation on the National Lead 
Clinicians Group, is a strong example of 
‘Capital P’ policy. 

‘Small p’ policy relates to general policy 
directed at individuals or the broader 
community, or to clinical policy such as 
the development or review of clinical 
indicators and clinical practice guidelines. 
The Australasian Faculty of Occupational 
and Environmental Medicine (AFOEM) 
Health Benefits of Work campaign is a 
good example of ‘small p’ policy (with 
a ‘Capital P’ element) as it advocates 
for changes in behaviours and attitudes 
through extensive promotion of the 
message that ‘work, in general, is good 
for health and wellbeing’.

The College’s policy and advocacy 
activities do not just relate to national 
health policy in Australia and New 
Zealand, but also to the policies of the 
Fellowship, the States and Territories and 
the areas of interest for the Divisions, 
Faculties and Chapters.  

Mediscussion demonstrates the depth 
and breadth of policy and advocacy work 
currently being undertaken across the 
RACP, as well as its relevance to current 
and emerging issues in health policy. The 

list of submissions and publications since 
May highlights the College’s value to key 
stakeholders and our ability to consult on 
a variety of health-related matters.

Mediscussion is part of a wider RACP 
initiative to involve Fellows in College 
policy and advocacy, as well as to support 
Fellows in their own advocacy efforts. 
The Policy & Advocacy Handbook and the 
public policy training courses provide 
opportunities for Fellows to learn more 
about policy and advocacy strategies and 
become more engaged with the College’s 
public policy work.

We encourage you to read Mediscussion 
to find out more about the College’s 
activities and achievements in policy and 
advocacy on a quarterly basis. 

You will find the first edition of 
Mediscussion enclosed with this edition 
of RACP News. We hope you find 
Mediscussion interesting and informative!

luke Clarke 
Manager 
RACP Policy & Advocacy Unit

Professional Affairs & Advocacy
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HELP SHAPE THE COLLEGE’S POSITION 
STATEMENTS AND AGREEMENTS ON 
INDIGENOUS HEALTH

The proposed plan will 
be an important step 
towards closing the 
gap in life expectancy 
and infant mortality 
between Indigenous 
and non-Indigenous 
Australians.

Expressions of interest 
are invited from 
Fellows and trainees 
who are interested 
in reviewing and 
updating the College’s 
position statements 
and agreements on 
Indigenous health. 

T he College’s Reconciliation 
Action Plan (RAP), which was 
described in the October 
edition of RACP News, includes 

measurable actions to enable the College 
to formally reflect reconciliation in our 
attitudes, structures, policies and services. 
A major priority for the College and for 
the implementation of the RAP is to 
review College position statements and 
agreements on Indigenous health. 

The College is now seeking to establish 
a Working Group of interested Fellows 
and trainees to lead the review and 
update of existing position statements 
and agreements on Indigenous health. 
This is an excellent opportunity to help 
shape and inform the College’s ongoing 
response to issues affecting Indigenous 
health to effect real improvements in 
health outcomes for Aboriginal and Torres 
Strait Islander and Maori peoples. 

The Working Group will work closely 
with the College’s Aboriginal and Torres 
Strait Islander Working Party and the 
Maori Health Committee. The aim is 
to develop achievable and sustainable 
position statements and agreements that 
result in meaningful partnerships with 
Indigenous communities and Indigenous 
and non-Indigenous health organisations 
so that the College can deliver on its 
commitment to improving the health of 
the Indigenous peoples of Australia and 
New Zealand.

The review of the College’s position 
statements and agreements on 
Indigenous health is opportune as it 
aligns with the Australian Government’s 
plan to develop a new National Aboriginal 
and Torres Strait Islander Health Plan. The 
proposed plan will be an important step 
towards closing the gap in life expectancy 
and infant mortality between Indigenous 
and non-Indigenous Australians. 

The content of the plan will be developed 
by an advisory group comprising a 
partnership between the Department 
of Health and Ageing and the National 
Congress of Australia’s First Peoples. The 
National Congress of Australia’s First 
Peoples has recently established the 
National Health Leadership Forum as the 
new national voice for the health interests 
of Aboriginal and Torres Strait Islander 
peoples. As a member of the national 
Close the Gap Steering Committee, the 
College is closely connected with the 
newly formed National Health Leadership 
Forum, and with the National Congress of 
Australia’s First Peoples.

The National Aboriginal and Torres 
Strait Islander Health Equality Council 
(NATSIHEC), chaired by Professor Ian 
Anderson, will provide strategic policy 
advice on the plan. NATSIHEC provides 
advice to Minister Roxon and the Hon. 
Warren Snowdon MP, Minister for 
Indigenous Health, to work towards the 
provision of equitable and sustainable 
health outcomes for Indigenous 
Australians. NATSIHEC also provides 
national leadership in responding to the 
Government’s commitment to closing the 
gap on Indigenous disadvantage.

The College is proud to announce that 
four Fellows, an Honorary Fellow and 
an Advanced Trainee of the College are 
members of NATSIHEC: 

•	 Professor	Ian	Anderson	FAFPHM	 
 (Chair) 

•	 Dr	Alex	Brown,	Honorary	Fellow	

•	 Dr	Christine	Connors	FAFPHM	

•	 Dr	James	Fitzpatrick,	Advanced	 
 Trainee, Paediatrics & Child Health  
 Division 

•	 Professor	Robyn	McDermott	FAFPHM	

•	 Professor	Paul	Torzillo	FRACP,	Adult	 
 Medicine Division. 

Members were selected for their extensive 
knowledge and expertise on Indigenous 
health issues and for their pre-eminence 
in the sector.

On behalf of the Board and the RACP 
Fellowship, the College President wrote 
to each of these physicians to offer 
congratulations on their appointment 
to NATSIHEC and to wish them every 
success for the task that lies ahead in 
advising on the National Aboriginal and 
Torres Strait Islander Health Plan.

Expressions of interest are invited from 
Fellows and trainees who are interested 
in reviewing and updating the College’s 
position statements and agreements on 
Indigenous health. Expression of Interest 
forms can be obtained from Sarah Barter, 
Policy Officer, by emailing sarah.barter@
racp.edu.au. Please return completed 
EOIs to Sarah by COB Wednesday, 21 
December 2011.

The College’s current position statements 
and agreements on Indigenous health are 
available on the website at: www.racp.edu.
au/page/policy-and-advocacy/indigenous-
health. 

luke Clarke 
Manager 
RACP Policy & Advocacy Unit
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TOWARDS AN INTEGRATED 
HEALTHCARE SYSTEM FOR THE 
BENEFIT OF THE COMMUNITY

A key pillar of the national 
health reforms are now being 
implemented through the 
establishment of the Lead 

Clinicians Groups (LCGs). 

The College achieved significant success 
in influencing the final design of the Lead 
Clinicians Groups model, demonstrated 
by the Government adopting nearly all 
of the College’s recommendations made 
in two submissions, correspondence and 
meetings with state and territory health 
ministers and departments, more than 
a dozen College meetings with Federal 
Government advisers and officials, and at 
least five stakeholder roundtables during 
2011. 

Additionally, the Commonwealth 
recognised the College as a valued 
stakeholder during the development 
of the health reform initiatives. In the 
National Health Reform Progress and 
Delivery report, it says:

The Government has also worked closely 
with the Australian General Practice 
Network in the development of the 
Medicare Local initiative and has met 
with a number of other key stakeholders 
including: state and territory health 
departments; individual Divisions of 
General Practice; medical bodies (including 
the Royal Australasian College of 
Physicians, the Royal Australian College of 
General Practitioners) and the Australian 
Medical Association; allied health 
professional groups such as the Pharmacy 
Guild; intellectual disability groups; 
Aboriginal and Torres Strait Islander health 
organisations and other stakeholders in the 
sector.1

The Australian Medical Association 
(AMA) and the Pharmacy Guild have 
a strong reputation as key influencers 
and highly influential advocates and 
lobbyists, so it is pleasing not only to be 
singled out from all the other specialist 
colleges but also to be recognised 
with the former organisations as key 
influencers. The College anticipates 
additional opportunities in the coming 
months for physician representation on 
clinical committees providing advice on 
Activity Based Funding. 

What is a lead Clinicians Group?

The key objectives of the LCGs are to:

assist in better coordination of patient 
care between hospitals and primary care 
settings and promote collaboration across 
health sectors to identify better ways to 
deliver services

... promote evidence-based clinical 
practices and assist with prioritising and 
implementing clinical standards and 
guidelines, leading to improvements 
in service safety, quality, efficiency and 
effectiveness.

Drawing membership from across 
the spectrum of the multidisciplinary 
team, the Lead Clinicians Groups’ key 
responsibilities will be to:

•	 provide	advice	and	guidance	on	the 
 continuity of the patient journey

•	 define	and	document	optimal	care 
 and referral pathways to and from  
 tertiary care

•	 promote	better	integrated	local	care	 
 across the continuum

•	 champion	the	evidence	base	for	 
 clinical decision making

•	 promulgate	local	examples	of	best	 

 practice models of care toward  
 broader implementation.

Providing the right care, at the right time, 
in the right location, by the right provider 
across the continuum of care will lead to 
better patient outcomes and will achieve 
a long-term objective of reducing the 
pressure on acute care settings.

opportunities for physicians

The Lead Clinicians Groups have the 
potential to provide physicians with a 
key platform to broker optimal models of 
care for the benefit of patients and the 
community. 

The role and function of the Lead 
Clinicians Groups are critical as they have 
the capacity to work in concert with 
the Medicare Locals and Local Hospital 
Networks (LHNs) to identify how the 
various sectors of the healthcare system 
can work collaboratively to achieve the 
COAG health policy objectives, as well as 
local opportunities for better healthcare 
through coordination and integrated 
models of care.

The LCG concept has significant 
potential to deliver locally tailored best 
practice models of care to facilitate 
better outcomes for patients and a more 
sustainable healthcare system.

The College is well placed to assist the 
Australian Government in ensuring that 
the Lead Clinicians Groups achieve their 
potential.

national lead Clinicians Group

The purpose of the National LCG is to 
‘advise the Minister for Health and Ageing 
on nationally relevant priorities and 
strategies to improve patient care across 
healthcare sectors’.

In a positive move, the Government has 
adopted the College recommendation 
for a National LCG, to provide leadership 
and expertise at the national level to all 
healthcare sectors. The National LCG will 
require clear communication pathways 
and relationships with the Australian 
Commission on Safety and Quality in 
Health Care, the National Health and 
Medical Research Council, the Australian 
Health Ministers’ Council, the Australian 
Health Ministers’ Advisory Council, and 
State and Territory Governments to 
complement existing mechanisms for 
clinical input.

Furthermore, the College will encourage 
the National LCG  to learn from the UK’s 

The suite of Council of 
Australian Government 
(COAG) national health 
reforms has the potential 
to enable the Australian 
healthcare system to deliver 
coordinated and integrated 
care in the most appropriate 
setting. This presents new 
opportunities for physician 
involvement through groups 
such as Medical Locals, Lead 
Clinicians Groups and Local 
Hospital Networks.

Luke Clarke

Professional Affairs & Advocacy
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National Institute of Clinical Excellence, 
including the National Clinical Guidelines 
Centre, which has developed a practical 
model template which could be adapted 
to suit the design of the Lead Clinicians 
Groups in the Australian context. 

Since the criteria for membership of 
the National LCG includes ‘actively 
practising clinicians who are able to 
exercise a “whole of system” view and 
who have a breadth of experience, skills 
and established networks’, it is pleasing 
to note the appointment of three RACP 
Fellows, from among the five medical 
specialist appointments, to this eminent 
body. The appointments include:

•	 Dr	Alasdair	MacDonald	FRACP,	RACP	 
 Board Director and President-Elect  
 of the Adult Medicine Division, whose  
 expertise covers a wide range of  
 general medical practice. He is also  
 Director of Medicine, Clinical  
 Integration, Reform and Stroke Care  
 within the Tasmanian Northern Area  
 Health Service.

•	 Professor	Nicholas	Glasgow	FAChPM,	 
 a practising Palliative Medicine  
 specialist and General Practitioner  
 in the ACT, and Dean of the Australian 
 National University Medical School.

•	 Associate	Professor	Craig	Whitehead	 
 FRACP, a practising geriatrician at  
 Repatriation General Hospital,  
 Adelaide, and the Regional Clinical  
 Director for Rehabilitation and Aged  
 Care.

On behalf of the Board and the RACP 
Fellowship, the College President wrote 
to each of these physicians to offer 
congratulations on their appointment 
to the National Lead Clinicians Group 
and to wish them every success for the 
many challenges ahead. Professor Kolbe 
remarked that this is a very exciting 
opportunity and that the College was 
proud to have three Fellows selected for 
the Group from such a competitive field 
of nominations of the highest calibre. 

local lead Clinicians Groups

The Local Lead Clinicians Groups, working 
with Medicare Locals, Local Hospital 
Networks, aged care and the private 
sector, have an opportunity to plan and 
resource to reduce avoidable admissions 
through more coordinated and patient-
centred care. 

Local Lead Clinicians Groups can be 
the ‘glue’ that connects local delivery 

of healthcare across multiple providers 
and multiple settings. By providing this 
connection, the Local Lead Clinicians 
Groups will capture opportunities and 
best practice that can be referred to 
the National Lead Clinicians Group to 
consider broader application.

Additional objectives for Local LCGs 
include providing:

•	 a	pathway	for	clinical	advice	to	be	 
 provided to local health service 
 managers and governing bodies, on  
 matters related to integration between  
 primary, community, aged and acute  
 care

•	 a	mechanism	for	improved	clinical	 
 communication between primary care  
 clinicians and hospital-based clinicians  
 to improve the provision of seamless 
 care and outcomes for patients

•	 advice	on	the	implementation	of	clinical	 
 standards and guidelines in the local  
 setting that will best meet the needs of  
 the local community

•	 advice	on	improving	patient	pathways	 
 and the optimal patient journey, with  
 a particular focus on those pathways  
 that involve both hospital and  
 community based care.

Local Lead Clinicians Groups will therefore 
provide advice to LHNs and Medicare 
Locals to enable development of the 
necessary strategies and processes for 
integrating the care provided by different 
services. These strategies will facilitate the 
development and uptake of improved 
systems for communicating or sharing 
information between the different care 
settings, especially connecting acute care 
with ambulatory and primary care, which 
will lead to improved patient outcomes.

Improved integration of community-
based care will lead to reduced hospital 
admissions and improved quality of life 
for patients through reduced interactions 
with the healthcare system, as well as 
system-wide savings over time.

The new arrangements will help 
to improve coordination, identify 
service delivery gaps and reshape 
underperforming elements within the 
continuum of care, and address identified 
service delivery gaps by appropriately 
directing funding through open and 
transparent governance to new or 
existing providers.

If an existing clinical engagement 
structure is working well, it could 

evolve into a Local LCG with added 
representation and responsibilities. 
Clinicians serving on current clinician 
groups, including many Fellows, have 
already devoted significant time and 
expertise to providing clinical advice.

The College will continue to advocate 
for the key objective of Local LCGs to 
be ‘lifting the gaze’ beyond the hospital 
boundaries and assuming a whole-of-
system perspective at the local level. More 
work needs to be done to ensure that 
the Local LCGs deliver on this potential 
and the College will encourage all 
governments not to miss this opportunity.

Conclusion

If harnessed fully, the proposed reforms 
will lead to reduced hospital admissions, 
improved quality of life for patients 
through reduced interactions with the 
healthcare system and deliver system-
wide savings over time. 

Stripping away the legacy of our 
inherited arrangements will allow our 
health system to allocate care in the best 
setting at the most appropriate time and 
in the most efficient and effective way. 
These new arrangements will help to 
improve the coordination of services and 
identify service delivery gaps within the 
continuum of care. 

As medical specialists, physicians are 
already involved in the provision of 
healthcare across a range of healthcare 
settings and are well placed to advise 
on innovative evidence-based solutions 
that drive coordinated care, improve the 
patient journey and deliver better patient 
outcomes.

For further information, see Lead Clinicians 
Groups: Enhancing Clinical Engagement in 
the Australian Healthcare System, Policy 
Position 2011, at: www.yourhealth.gov.
au/internet/yourhealth/publishing.nsf/
content/CA2578620005CE1DCA2578EF
001D4A90/$File/lcgs-PolicyPosition2011.
pdf.

luke Clarke 
Manager 
RACP Policy & Advocacy Unit
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HEALTH BENEFITS OF WORK:  
FROM CONSENSUS TO ACTION

T he Australasian Faculty of 
Occupational & Environmental 
Medicine (AFOEM) held their 
inaugural Health Benefits 

of Work: From Consensus to Action 
stakeholder meeting at the College 
on 16 November. Over 60 signatories 
attended the meeting at the RACP 
Education Centre, with industry leaders 
addressing the gathered audience on 
their organisational commitment to the 
Health Benefits of Work.  

The day’s proceedings began with 
key speakers discussing the alignment 
between the Consensus Statement 
and their organisations’ initiatives. 
Dr Liz Marles, Vice President of the 
Royal Australian College of General 
Practitioners (RACGP), heralded the 
positive outcomes from the Victorian-
based Health Benefits of Work GP 
campaign, calling for a similar program 
to be implemented across all Australian 
states and territories. 

Comcare CEO Paul O’Connor advocated 
that healthy workers ensure a healthy 
community. Mr O’Connor cautioned 
against underestimating the economic 
impact of disability, saying ‘Disability 
of the individual is disability of the 
economy’.

Accident Compensation Corporation 
Director Kevin Morris spoke about the 
‘better@work’ scheme his organisation 
piloted in Lake Taupo, New Zealand. He 
spoke of the importance of collaboration 
in order to move forward with 
initiatives resulting from the Consensus 
Statement. ‘Our next steps are to go 
from consensus to action and focus on 

appropriate rehabilitation, overcoming 
communications barriers and engaging in 
public education campaigns.’ 

Australian Life Underwriters and Claims 
Association Treasurer Chris Healey also 
provided a fresh perspective on the 
moves by the insurance industry to 
return injured workers to good, safe and 
sustainable work, citing improvements in 
technology and communication between 
stakeholders as key components in 
promoting the health benefits of work.

Key to the success of the stakeholder 
meeting was the diversity of delegates, 
with rehabilitation physicians, general 
practitioners, physiotherapists, members 
of the insurance industry, union delegates 
and government representatives all 
contributing to the robust discussion.

Dr David Beaumont, Chair of the AFOEM 
Policy & Advocacy Committee, facilitated 
the day’s proceedings, while AFOEM 
President Dr Robin Chase gave the 
opening address.

‘It has been an outstanding and 
productive year for AFOEM,’ Dr Chase 
said.

‘The stakeholder meeting has been a 
critical event for our Faculty, following 
the launch of the Consensus Statement in 
New Zealand in March this year.

‘The Faculty has received an 
overwhelming response to the Consensus 
Statement, with over 100 signatories 
giving their commitment to this 
important initiative. 

‘Critical to the Health Benefits of Work 
advocacy is the ongoing engagement 

with our stakeholders and supporters. It 
will be critical to maintain the dialogue 
and move the Consensus Statement to 
clear, defined actions.’

New Zealand Council of Trade Unions 
(NZCTU) President Helen Kelly was 
particularly insightful regarding the 
impacts of the Consensus Statement, and 
cautioned that care needs to be taken 
when implementing new strategies so 
as not to disadvantage workers or push 
them into work before they are ready. 

She said the NZCTU signed the 
Consensus Statement because those 
behind it have a genuine understanding 
of the health benefits of work, aiming to 
empower rather than to disadvantage 
workers. ‘There is growing evidence that 
suitable work, well planned and with 
proper rehabilitation even when you are 
injured, means that you recover more 
quickly.’

At the stakeholder meeting Mr Greg 
Tweedly, Chief Executive of Worksafe 
Victoria, spoke of the success of their 
recent Return to Work public awareness 
campaign. Mr Tweedly’s presentation 
included the Worksafe Victoria TV 
advertisement; a very powerful campaign 
promoting the health benefits of work. 
Mr Tweedly said that the campaign had 
met its targets in terms of awareness 
raising and that 83% of Victorians 
considered the campaign effective. More 
on what WorkSafe are doing can be 
found at howtoreturntowork.com.au.

Since the launch of the Consensus 
Statement, AFOEM has partnered with 
the RACGP, General Practice Victoria and 
WorkSafe Victoria to promote the health 

Health and Work

AFOEM Senior Executive Officer Deb Lockart (third from left) with AFOEM President Dr Robin Chase (back row, third from left), Fellows and key signatory figures
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benefits associated with work amongst 
GPs across Victoria. A number of practical 
tools are being developed and distributed 
to assist with this.

AFOEM President Dr Robin Chase said that 
he sees understanding the tools available 
to spread the Health Benefits of Work 
message and empowering healthcare 
professionals, employers and patients as 
essential for progress. 

 ‘Our next steps are to go from action 
to consensus and focus on appropriate 
rehabilitation, overcoming communication 
barriers and engaging in public education 
campaigns,’ Dr Chase said.

AFOEM would like to acknowledge the 
support of the stakeholder meeting 
attendees and the Consensus Statement 
signatories. Particular mention must go 
to WorkSafe Victoria and the RACGP 
for providing materials for the meeting 
information portfolio.

‘Realising the Health Benefits of Work’ 
presents compelling international and 
Australasian evidence that work is 
generally good for health and wellbeing, 
and that long-term work absence, work 
disability and unemployment generally 
have a negative impact on health and 
wellbeing.

The purpose of the Consensus Statement 
is to bring together a wide range of 
stakeholder signatories, who each affirm 
the importance of work as a determinant 
of health and commit to offering support 
and encouragement to those attempting 
to access the health benefits of work. 

The AFOEM President, Dr Robin Chase, 

this month presents on the Health Benefits 
of Work to the Faculty of Occupational 
Medicine, Royal College of Physicians of 
Ireland, at their annual meeting. He will 
also be conferred as Honorary Fellow of 
the Irish Faculty. 

Information relating to the AFOEM  
Health Benefits of Work Consensus 
Statement can be found at:  
www.healthbenefitsofwork.com.au.

DAVID BeAumonT PReSenTS AT 
AnnuAl TmF RISK mAnAGemenT 
ConFeRenCe & AWARDS

The Australasian Faculty of 
Occupational & Environmental 
Medicine (AFOEM) continues to 
champion the Consensus Statement 
on the Health Benefits of Work, 
with Dr David Beaumont, Chair 
of the AFOEM Policy & Advocacy 
Committee, presenting at the TMF 
Risk Management Conference & 
Awards.

Held at the Australian Technology 
Park, Sydney, on 20 September, the 
Conference attracted delegates from a 
broad range of industries, with a focus 
on reputation, workforce, mental 
health and legal risk management.

Dr Beaumont opened his presentation 
with the significant risks of long-
term worklessness on public health, 
industry and individual wellbeing; a 
topic that resonated strongly with 
the audience. Dr Beaumont further 
emphasised the role of all stakeholders 
in getting an injured person back 
to the workplace, including GPs, 
physicians, government, industry and 
employers, highlighting the important 
role of communication in overcoming 
barriers and misconceptions.

‘Presenting at the TMF Risk 
Management Conference provided 
the opportunity to engage with 
stakeholders that may not have 
previously been exposed to the 
“return to work” message,’ Dr 
Beaumont said.

‘It’s critical that we advocate the work 
of the Faculty and the College in 
returning the injured person back to 
the workplace.

‘I’m pleased to say that the delegates 
in the room understood what we are 
trying to achieve with this campaign. 
They asked questions that have given 
us, as a Faculty, a lot to think about, 
especially around other stakeholders 
we need to engage with further.’

Dr Beaumont said the most important 
outcome from the day was the 
question of taking the Consensus 
Statement forward, and putting into 
action, the recommendations made.

DR GRAeme eDWARDS ReCeIVeS 
HeAlTH PRoVIDeR ACHIeVemenT 
AWARD

On 26 October, Dr Graeme 
Edwards was announced as the 
winner of the Health Provider 
Achievement Award—Individual 
category at the Queensland 2011 
Safe Work and Return to Work 
Award Ceremony. The award was 
sponsored by Q-COMP, The Workers’ 
Compensation Regulatory Authority.

The nomination arose from Dr 
Edwards’ work promoting positive 
return to work outcomes by 
training doctors and employers and 
demonstrating effective solutions 
to their rehabilitation problems. 
This award is a great example of an 
individual Fellow advocating the role 
of Occupational Physicians.

Dr Edwards’ presentation, ‘What is 
Good Work?’, triggered discussion 
at the recent Health Benefits of Work 
stakeholder meeting. 

Expert panel discusses the Health Benefits of Work
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Alcohol Harm Prevention

AN INTERNATIONAL CONSENSUS FOR 
MEDICAL LEADERSHIP ON ALCOHOL

The Royal Australasian 
College of Physicians 
has further increased its 
commitment to alcohol 
reform, signing an 
international consensus 
statement for medical 
leadership on alcohol, 
published in the 1 October 
edition of The Lancet.1

T he consensus statement is 
 the initiative of the Royal  
College of Physicians in the 
UK. The consensus statement, 

as signed by RACP President Professor 
John Kolbe, is an excellent summary of 
the situation faced, both on a global 
level and in Australia and New Zealand, 
highlighting the important role of the 
medical profession in advocacy and 
treatment. RACP policy is consistent with 
the consensus statement position, and 
through the RACP Chapter of Addiction 
Medicine and the College Policy & 
Advocacy Committee, alcohol reform will 
continue to be a priority.

The consensus statement highlights 
the alarming increase in alcohol 
consumption, with the World Health 
Organization alcohol status reports 
indicating that alcohol is becoming 
the leading health risk in the world. 
Two billion people worldwide consume 
alcohol, and of these 76·3 million have 
alcohol misuse problems with substantial 
morbidity, mortality, and social harm. 

Problems associated with alcohol 
consumption in Australia and New 
Zealand are very common; virtually 
every family has a member with a past 
or present severe alcohol problem or has 
experienced harm from another person’s 
use of alcohol. These problems are 
responsible for major health, social and 
economic costs to the community. 

While evidence shows that we know how 
to effectively prevent alcohol problems 
and treat many people struggling 
with alcohol, the difficulty remains 
in implementing effective prevention 
methods. Furthermore, sufficient funds 
are not provided to allow effective 
treatment on the scale required.

The alcohol industry is powerful, lobbying 
governing and opposing parties, and 
therefore it is important that medical 

professionals continue to take a strong 
stance, according to Professor Paul 
Haber, President of the RACP Chapter of 
Addiction Medicine. 

‘Although the difficulties are daunting, 
the medical profession was in a similar 
position a few decades ago with tobacco,’ 
Professor Haber said. ‘However, tobacco-
related deaths have now been falling for 
some time, and we’ve recently witnessed 
the cigarette plain packaging legislation 
through parliament in Australia.’

‘There are many examples where the 
medical profession and others have 
campaigned long and hard for effective 
alcohol prevention strategies and 
eventually won, including Thiamin 
fortification of flour to prevent Wernicke–
Korsakoff Syndrome (WKS).

‘The medical profession must continue to 
be a countervailing force for the alcohol 
industry.’ 

The Commonwealth has acknowledged 
the significance of the problem with the 
establishment of the Preventative Health 
Taskforce and with the new addiction 
medicine specialty created as a Chapter 
within the RACP. This new specialty 
is struggling to establish adequate 

Medicare rebate, and specialist care in the 
community will only become accessible 
when this occurs.

The consensus statement references 
a ‘lamentable lack of any global 
remediable action’, calling for problems 
associated with alcohol to be elevated 
by strengthening policies and their 
implementation. 

‘The RACP agrees with the consensus 
statement position that there is an urgent 
need to put pressure on governments to 
promote evidence-based, cost-effective 
interventions to reduce harm,’ Professor 
Haber said.

‘We agree that the medical profession 
has the responsibility to speak out, to 
lead, and to voice on alcohol reform. The 
excessive numbers of injuries that take 
place every weekend are due to late night 
drinking and create unnecessary work for 
emergency departments and police.’

According to the consensus statement, ‘it 
is every clinician’s responsibility to address 
alcohol harm, both on a daily basis with 
individual patients and in the wider 
context of health harms and inequalities 
at the population level’. 

The following medical organisations have 
become signatories to the international 
consensus statement:

Royal College of Physicians of London; 
Royal College of Physicians and Surgeons 
of Glasgow; West African College of 
Physicians, Lagos, Nigeria; Royal College 
of Physicians of Edinburgh; Royal College 
of Physicians of Ireland; Slovakian Internal 
Medical Society; Ceylon College of 
Physicians, Columbo, Sri Lanka; American 
College of Physicians; National Academy 
of Medicine of Mexico; Royal Australasian 
College of Physicians, Sydney; Hong 
Kong College of Physicians; Hong 
Kong Academy of Medicine; Colleges 
of Medicine of South Africa; College of 
Physicians of South Africa; and Royal 
College of Physicians of Thailand.

References for this article are on page 37.

AlCoHol STATISTICS

•	 Statistics	show	that	86%	of	 
 Australian students have tried  
 alcohol by age 14, with this figure  
 increasing to 96% by age 17 years 
 (White & Hayman, 2006).2 

•	 The	lifetime	prevalence	of	alcohol	 
 disorders sits at 27.4% for males  
 and 9.3% for females.3

•	 Between	1996	and	2005,	an	 
 estimated 32,696 Australians aged  
 15 years and older died from  
 alcohol-attributable injury and  
 disease caused by risky/high-risk  
 drinking.4

•	 According	to	the	National	Health	 
 and Medical Research Council,  
 alcohol is likely to account for  
 a large proportion of emergency 
 department presentations.5

•	 Alcohol	abuse	in	Australia	is	a	 
 serious problem whose direct  
 costs have been estimated to be  
 over $35 billion.6
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STP PROMOTES ABORIGINAL AND 
REFUGEE COMMUNITY CHILD HEALTH

F unding from the Specialist 
Training Program (STP) is 
helping promote community 
child health in Aboriginal and 

refugee communities across Sydney and 
Wollongong.

Dr Karen Zwi successfully applied in 2010 
for three years of STP funding to establish 
a community paediatrics traineeship 
at the Sydney Children’s Community 
Health Centre. While the Centre already 
had established programs, there were 
insufficient registrar rotations to support 
them. The STP funding was therefore 
‘a perfect opportunity’ to create a new 
position to provide medical support to the 
existing programs.

The position allows the trainee to work 
predominantly with Aboriginal and refugee 
children, children with developmental and 
behavioural problems, and other high-risk, 
vulnerable children and their families in 
metropolitan and regional areas. The role 
focuses on developmental surveillance, 
early intervention, prevention, health 
promotion, chronic disease management 
and holistic care in the community.

Dr Zwi and Dr Susan Woolfenden (current 
supervisors) describe the benefits of early 
detection and intervention for supporting 
child development and health as being 
well documented. In refugee children, 
ensuring new arrivals are fully immunised 
and screened for infectious disease 
has long-term health benefits for both 

individuals and the community, and is 
highly cost effective.

For 2011, the position has been filled by 
Dr Meredith Sissons, who was attracted to 
the role as it provided ‘a rich opportunity 
to work with children and families from 
refugee and refugee-like backgrounds, 
and also with Indigenous families in the 
community’.

‘It also provided an opportunity to work 
with a dynamic team who were actively 
involved in advocacy and research,’ she 
said.

In the role, Dr Sissons has provided 
paediatric services at the La Perouse 
Aboriginal Community Health Centre 
and refugee clinics in Wollongong and 
Sydney. The latter involved helping to 
establish a health screening program 
for students with a refugee or refugee-
like background in an intensive English 
school. The experience allowed her to 
‘see first hand’ some of the challenges of 
setting up this kind of program.

‘[It also allowed me] to really feel what 
it is like to be working in the community 
in an integrated “holistic” model of 
care—with the students, the school nurse, 
the GPs, the teachers, the multicultural 
workers and the telephone interpreters,’ 
she said.

A major difference Dr Sissons has found 
between working in the community 
and within a hospital environment is the 

different health versus disease oriented 
focus. 

‘In the hospital, we tend to be very 
focused on disease. Acute healthcare 
problems are certainly encountered and 
addressed in the community, but we are 
also able to see the child as a member of 
a family and the wider community, which 
sometimes has resources that clinicians 
are unaware of in the hospital setting,’ 
she said

‘We also engage in health promotion and 
surveillance—the benefits of which can be 
far reaching.’

Dr Sissons describes the teaching she 
received as a medical student on the 
healthcare needs of Indigenous and 
refugee children as ‘at best, limited’, with 
very little exposure to this patient group 
in the hospital environment. 

‘Communication, which had always 
seemed relatively easy, was suddenly 
fraught with difficulties,’ Dr Sissons said. 
‘I began to recognise the importance 
of “cultural awareness”, and how little I 
actually had!’

‘Working in developmental paediatrics at 
the time, I also started to question how 
applicable some of our assessment tools 
were to these groups.’  

Dr Zwi and Dr Woolfenden agree that 
community training cannot be taught in 

Continued on page 33

Dr Karen Zwi Dr Susan Woolfenden Dr Meredith Sissons
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THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Health: Personal, Patient, Business*

I ’m not sure who said this (and on 
looking up a stack of quotation-
related websites, there are plenty 
who claim it). Whoever it was, was 

pretty spot on.

So often in medicine, we strive for the 
best: finishing this exam, that Masters, 
this Fellowship, that lecture series … 
and on it goes. Similarly for our families: 
great education, on-track personal 
and professional development and 
relationships, and good health.

Hang on. Good health? Aaaaah, the old 
health focus comes around again … and 
this time the topic is Doctors’ Health. 
What, us? Our health? Why?

I wonder how many of us realise the 
impact we have on our patients—even 
before we open our mouths. There’s no 
doubt we’re a bright bunch (relatively 
speaking), but we seem to continue 
to insult our own intelligence and 
knowledge by leaving our own health 
to last, and those ‘extra-curricular’ 
activities take up all of our spare time 
(teleconferences, lunch meetings, after-
work reading, post-grad studying and 
families—hopefully not in that order). 
It is this that we continue to use as an 
excuse as to why we don’t get any 
exercise / are carrying too much weight / 
haven’t prepared a healthy dinner again 
tonight.

Many years ago, I volunteered my 
services as a professional athlete to a 
large US children’s teaching hospital 
(I was a Medical Resident at the time). 
I wanted to work with young girls 
suffering eating disorders and my goal 
was to have a motivating and positive 
impact on their outlook. After many a 
week sitting in multiple multidisciplinary 
meetings, attending ward rounds and 
having one-on-one time with these girls, 
I couldn’t work out why the glum moods 
/ apathy / nil improvement continued on 
and on and on and on (apart from the 
pathophysiology that is a likely part of 
the illness itself). It was honestly like they 
were on a merry-go-round and weren’t 
ever going to get off.

It took a good, hearty, calorie-burning 
game of basketball (just the girls and 
I) one afternoon before the first of 

them opened up. Her comments were 
blatantly obvious, yet no one had 
considered them. I nearly fell off my 
chair listening to her imbedded thoughts 
gone verbal (almost word for word as I 
wrote it in a little book I carried at the 
time):

Have you seen the doctor looking after us? 
He’s so fat and gross. What motivation is 
that for us to get better? Why should we 
listen to what he has to say? If that’s the 
way he treats himself, then that’s fine, but 
we don’t want to be like that and we’re 
scared that what he’s telling us will lead us 
to be like him. He’s apparently ‘the best’ …

WHOA! 

Now we all know that there may be a 
part of those comments that was the 
illness itself talking, but the general gist 
was indeed correct about the stature of 
the doctor in charge, and the optimist in 
me couldn’t help but consider that there 
might be a glimmer of hope. Above 
all bureaucracy, and over a number of 
months, a change in psychiatrist saw 
such wonderful changes in the outlook 
for the girls: one even went home three 
weeks later (having been hospitalised for 
four months previously). Now I’m not 
saying that this change was the single 
catalyst, but it certainly made me stop 
and look at us as role models for our 
patients—whatever our specialty.

A second example—now on a personal 
note. I had a baby 10 months ago and 
was still ‘carrying a few extra kilos’ until 
recently (which were actually there 
before I fell pregnant but it made for a 
good excuse!). I was out with my family 
one day when someone I knew told me 
how ‘well’ I looked. I blushed and said 
that I was still a bit overweight ‘but I 
guess that’s to be expected after having 
a bub, eh?’ 

Their response? 

‘You’d think that 10 months would be 
enough time to lose a few kilos if you 
were motivated, though. Right? Perhaps 
you’re just too busy and tired running 
around working with a new bub and 
don’t really have the time?’

WHOA # 2!

So why was I continuing to make 
excuses? Yeah, it had been a busy  
10 months. I was back working full time 
as the founding Medical Director of a 

corporate health company and we were 
in a massive growth phase. And yeah, 
I did have a baby, but, I might add, he 
was a good sleeper and did not wake at 
all overnight from nine weeks (I usually 
keep that bit to myself these days so as 
not to sustain brutal wounds from other 
new mums). And lastly, the weight was 
there BEFORE I fell pregnant! So the 
whole baby thing was now just words 
out of my mouth—and certainly no 
good reason for my ongoing heaviness—
and it was no longer to be an excuse.

It’s not easy taking as much care of 
ourselves as we do our patients. It 
requires dedicated time, and sometimes 
an investment of money (no, I’m not 
talking about gym memberships). In 
my case it’s paying a small amount to 
a babysitter to come to our house first 
thing in the morning for an hour or so 
in order for me to get in a short run 
and to be there in case my bub wakes 
before I get back. This was the only way 
I could see for the kilos to go and the 
opportunity cost was a small financial 
contribution to a lovely uni student in 
our street who I know could do with the 
cash (especially as she’s already at my 
home at 6.30 am). The ROI has been 
huge—not only for me personally, but 
for my business.

Ten kilograms are gone—it’s taken 
a while, but I’m fine with that. The 
baby excuse is gone, my energy levels 
have improved out of sight and my 
productivity at work is definitely better 
(much more focused AND less coffee 
consumed looking for that morning/
arvo caffeine hit), my skin and eyes are 
brighter, my cholesterol lower, my waist 

‘It’s a funny thing about life: if you refuse to 
accept anything but the best, you very often 
get it.’

Doctors’ Health

It’s not easy taking as 
much care of ourselves 
as we do our patients. 
It requires dedicated 
time, and sometimes 
an investment of 
money (no, I’m not 
talking about gym 
memberships).
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measurement back towards a healthy 
range (although not quite there yet).

But the best thing I’ve noticed? My 
patients are listening more to my advice 
about health. 

The exact same executive clients with 
whom I’ve been having the same old 
discussions about weight/exercise/
cholesterol etc. over the last few years 
are now starting to take notice. They’ve 
noticed that the spring is back in my step 
and they’re excited that they can feel like 
this too!

They’ve been asking questions like ‘How 
did you do it?’ and ‘How do you fit it in?’ 
and ‘Tell us everything ’cos we want to do 
it too.’ And they’re finally starting to make 
those changes.

I recently conducted a quick survey of 20 
clients in our database with the greatest 
recent positive health changes and asked, 
‘Why now?’ (especially given that we’d 
been having the same discussions with 
the same recommendations over the past 
three years, with little change). 

We know WHAT to do; it’s just a matter 
of deciding HOW we’re going to do it … 
and WHEN it can start.

Good luck!

* I don’t profess to be an expert in 
eating disorders, weight loss strategy, 
motherhood or motivational measures; 
I’m just hoping to give you a better life 
(and happy to share part of mine in doing 
so)!

Dr Simone Ryan (nee Scovell) 
College Trainees’ Committee Executive 
AFOEM Advanced Trainee You know the general response?

‘Because you have shown us it is possible 
in real life—(no gimmicks, no meal 
plans, just small changes, consistency, 
time and effort)’ (combined summary of 
responses).

Our own health is vital—not only for 
ourselves, but as a role model for our 
patients and therefore our business. 
AND it’s not about eating rabbit food 
and running marathons for success (trust 
me!). It just takes time: time to plan, time 
to perform and time to wait for results.

Our own health is 
vital—not only for 
ourselves, but as a 
role model for our 
patients and therefore 
our business.

hospital settings. There is limited trainee 
exposure in the public hospital sector 
to community-based early intervention 
and multi-agency working. Vulnerable 
populations such as Indigenous children, 
children with disabilities and children 
from disadvantaged communities 
may not seek care in hospital settings. 
Paediatricians therefore need to be 
available and accessible across a wide 
range of clinical settings. However, 
research has shown that despite 
20% of paediatric practice being in 
developmental/behavioural difficulties, 
recent graduates feel ill prepared for this 
type of work. The STP program therefore 
provides a valuable opportunity to not 
only expand community paediatric 
services for vulnerable populations of 
children, but to provide trainees with a 
training experience which will benefit 
them in their future as independent 
practitioners.

Services provided at the Sydney 
Children’s Community Health Centre are 

most often delivered in collaboration with 
Aboriginal community health workers, 
early childhood nurses or refugee 
case workers. Dr Sissons describes this 
opportunity to work with and learn from 
a wide range of people as one of the most 
enjoyable aspects of the role.

‘In my role as refugee child health fellow, 
I have worked directly with refugee 
health nurses, staff from Refugee Health, 
Multicultural Health and the Division 
of General Practice, teachers and 
multicultural workers from an intensive 
English centre, interpreters and non-
government organisations including an 
asylum seeker centre,’ she said.

‘I’ve also had an opportunity to work 
in an Aboriginal children’s health clinic, 
and to work with an Aboriginal health 
education officer, early childhood nurses 
at the clinic and an exceptional woman 
with a background in art history who has 
been establishing a young parents’ group 
in the community.’

‘The collective knowledge of these 
individuals is immeasurable—and I am 
confident I would have never experienced 
this in the hospital environment.’

STP is an initiative by the Department of 
Health and Ageing (DoHA) to increase 
training opportunities for medical 
specialists in expanded healthcare 
settings, including rural and remote, 
private healthcare and community care. 
For more information email  
stp@racp.edu.au or visit  
www.racp.edu.au/page/stp.

louise Young 
Project Officer 
Specialist Training Program

Continued from page 31
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ROME VISITS  
ALICE SPRINGS

Rural Health

measuring health outcomes 
and how this can potentially 
improve patient care is 
an important aspect of 

healthcare delivery, particularly so for 
rural and remote areas. 

On 29 October the RACP hosted a 
workshop titled Working Together: Rural 
Health Outcomes across the Continuum 
of Care in Alice Springs, in conjunction 
with the Rural Medicine Australia 
Conference, as part of the Rural Outcome 
Measurement Enhancement (ROME) 
project. The workshop brought together 
some of Australia’s foremost experts in 
community, rehabilitation and general 
health services.

The overarching aim of the workshop was 
to facilitate discussion and ideas about 
how primary care specialists and other 
specialists could work together for better 
patient outcomes.

‘Rural specialists often work in isolation 
and have difficulty in accessing 
other specialists for consultation and 
collaboration in healthcare,’ RACP 
physician and one of the workshop co-
chairs Dr Howard Flavell said.

‘Rural clinicians often lack the 
infrastructure to assist with health 
outcome measurement and the use 
of this information to improve health 
outcomes.’

Without effective integration of healthcare 
services and a coordinated approach 
for rural healthcare workers, Australia’s 
health system will not cope with the 
challenges of an ageing population, a 
growing burden of chronic and complex 

diseases, pressure on access to services 
and Indigenous health gaps.

Presentations by speakers such as Dr Tony 
Burrell, Director of Patient Safety at the 
NSW Clinical Excellence Commission, 
inspired discussion amongst participants. 
Dr Burrell talked about the importance of 
incident monitoring and acknowledged 
work by Dr Steve Kendrick from NHS 
Scotland in which Dr Kendrick states: 
‘We must recognise that we are working 
in a healthcare system which is less 
“rational” and more complex, emergent, 
unpredictable, even chaotic and above all 
human …’, making incident monitoring 
essential for good patient care.

Attendees discussed the need for 
flexible training programs in rural areas 
where a critical mass of specialists is not 
always available to assist in supervision. 

Consultant Dr Sue Morey emphasised the 
need for a model for training doctors in 
the system in which they work. Associate 
Professor Graeme Maguire, General and 
Respiratory Physician at James Cook 
University and Cairns Base Hospital, 
highlighted the benefit of tailoring 
protocol to the environment in which 
doctors are working: ‘Excess mortality is 
borne by Aboriginal Australians in many 
diseases, and it is important to determine 
whether the process markers or guidelines 
are appropriate in these communities 
and to ask whether these processes are 
getting us the outcomes we want’.

Overall, the workshop provided an 
opportunity to engage directly with rural 
specialists and other healthcare workers 
to identify areas of focus that could assist 
in integrating care to improve patient 
outcomes in the rural setting.

The RACP and ROME Working Party 
would like to acknowledge all of the 
presenters who participated in the 
workshop for their fantastic contribution.  
In addition, we would like to thank the 
presenters for their patience due to their 
extended stay in Alice Springs and having 
to take the scenic route home due to 
flight interruptions.  

Funding for this workshop was received 
from the Department of Health and 
Ageing under the Rural Health Continuing 
Education (RHCE) Sub-program, Stream 
One.

Dr Jeremy Christley 
Rehabilitation Physician 
Chair, ROME Working Party

An engrossed audience, including Dr Howard Flavell (front left) and Ms Karen Harris

Dr Sheila Cook and Dr Graeme Maguire

This Project has been funded by the Department of Health and Ageing under 
the Rural Health Continuing Education Sub-program (RHCE) Stream One which 

is managed by the Committee of Presidents of Medical Colleges
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Physician in the Practice Clinic: A novel 
Approach to Diabetes Care

The Darling Downs District in south-east 
Queensland has a catchment area of 
350,000 people, serviced by Toowoomba 
Hospital, a major teaching hospital.

The diabetes clinic in 2009–10 had a wait 
list of more than six months and a fail to 
attend rate of 27%. 

The question was asked: ‘Is the hospital 
clinic the best way to provide care?’

Following engagement with the local 
Division of General Practice, the Physician 
in the Practice Clinic (PIPC) model was 
developed. The aim of this model is to 
improve care for patients with diabetes 
and endocrine disorders by:

•	 improving	access	to	hospital	clinics	 
 through reduced waiting lists and 
 appropriate referrals

•	 educating	and	supporting	GP 
 practices to provide better care.

Under this model, a specialist diabetes 
team is enlisted to visit the GP practice. 
In this setting a joint consultation by the 
specialist and the GP is held with the 
patient. The GP presents the key issues, 
investigations are reviewed by the team, 
including the diabetes nurse educator 
and practice nurse, and a care plan is 
discussed. 

The PCIC model ticks three key boxes for 
ideal care: 

Right care

Right time

Right place.

And importantly, all involved are 
improving their skills in the treatment of 
diabetes.

What the patients say about PIPC

I can remember what you say better in  
the GP surgery than when I see you at  
the hospital.

I can come back to my GP the next week 
and check what they said.

What the GPs say

I am happy to start to adjust my own 
patients’ insulin.

I can translate the ideas we discuss  
to a whole lot of my patients with  
Type 2 DM.

Currently, 26 general practices are 
involved (which are a source of 75% of 
clinic referrals) and a weekly GP clinic 

visit replaces a hospital outpatient clinic. 
In total, 63 GPs and 23 practice nurses 
have participated, with 80 GPs involved in 
education sessions. 

Results to date include: 

•	 296	patients	consulted	and	50 

Figure 1

Figure 2

2010−2011
Waiting list = 22

New referrals = 96

2009−2010
Attendances = 145

New cases seen = 17

Waiting time for 
new cases appointment

= 138 days

2010−2011
Attendances = 393

New cases seen = 118

Waiting time for 
new cases appointment

= <7 days

Clinic
Redesign

Project

Physician
in the

Practice

Building Capacity in the Type 1 DM Clinic

FTA = 27%
New visits

= 118

Review visits = 269

Total visits = 393

Total Visits = 145

FTA = 23%

New visits
= 17

Review visits = 98

A CASE STUDY PRESENTATION AT THE ROME WORKSHOP
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Innovations in Healthcare and Technology

PRACTICAL TIPS FOR TELEHEALTH 
VIDEO CONSULTATIONS

… that it [the stethoscope] will ever come 
into general use, notwithstanding its value, 
is extremely doubtful because its beneficial 
application requires much time and gives a 
good bit of trouble, both to the patient and 
the practitioner. Its hue and character are 
foreign and opposed to all our habits and 
associations. 

From The Times, london, 1834, 
regarding the new-fangled stethoscope

S ome things remain the same … 
The use of telehealth video 
consultations in Australia as an 
adjunct to conventional face-

to-face care has picked up since the 

Medicare reimbursement came into force 
in July this year. Despite this, though, 
there is still a lack of knowledge of how 
to go about doing video consultations 
and what the benefits are to patients.

Research and experience has shown that 
telehealth can:

•	 improve	the	management	of	patients 
 with chronic diseases1,2 

•	 significantly	reduce	hospital	 
 admissions for conditions such as 
 heart disease—30–40% reductions in  
 heart failure admissions3

•	 provide	local	health	professionals	 
 contact with specialists who they  
 would otherwise rarely or never  
 directly interact with2

•	 help	in	improving	Indigenous	health4

•	 be	a	great	platform	for	facilitating	and	 
 delivering training5

•	 provide	considerable	reduction	in 
 greenhouse gas emissions by virtue of  
 not having to fly or drive long  
 distances.6

This area is relatively new in terms of the 
volume of research but that is changing 
quickly as people embrace new forms 
of technology, and with the advent of 
wireless and portable computing. 

In general, those who have used 
videoconferencing for patient care have 
found it a very rewarding experience and 

patient acceptance is widely regarded 
as being very high.7 For patients who 
have long distances to travel there are 
significant savings in time and money. 
These savings and the convenience to 
patients should not be underestimated. 
In the instance of a consultation not 
requiring hands-on examination, 
telehealth has a great role to play to 
avoid the long-distance travel and risks 
and costs associated with it. 

Getting started with 
videoconferencing 

Doctors are often concerned that they 
cannot do a hands-on examination. 
This should not stop you from trying 
telehealth consultations. This is 
particularly the case for reviews of 
patients whom you may have seen face 
to face already. Such instances include 
review of test results and discussion and/
or management of chronic diseases 
where the hands-on examination is either 
not needed by the physician or can be 
done by a local health practitioner such 
as a nurse, medical student, general 
practitioner or Aboriginal health worker. 

Telephone advice to patients is, in itself, 
telehealth. Video consultations merely 
provide additional information to aid 
in communication and assessment. My 
experience is that patients appreciate 
being able to see as well as hear the 
doctor and find this comforting. 

Dr David Allen

 further cases discussed

•	 78%	discharged	to	GP	care

•	 22%	retained	for	follow-up	 
 in PIPCs.

A total of 348 patients have been 
removed to the hospital clinic. Failure 
to attend PIPC sessions was 4%. 
However, for each of these patients 
a case discussion between the 
endocrinologist and GP provided a 

care plan that was subsequently followed 
up by the GP.

As depicted in Figure 1, new cases seen 
in hospital have risen and waiting times 
have dropped to less than seven days.

Significant improvements in care are 
demonstrated in Figure 2 on page 35.

In short, the Physician in the Practice 
Clinic can:

•	 provide	specialist	care	in	a	patient- 
 centred environment

•	 reduce	waiting	lists	and	improve 
 access

•	 increase	knowledge	by	GP 
 practices of diabetes care.

Sheila Cook 
Director of Medical Services and 
Endocrinologist 
Toowoomba Hospital, Queensland
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There is often concern about the use of 
the particular software applications and 
devices. Video consultations can be done 
securely through desktop PCs with a 
simple webcam if appropriate software 
and/or devices are used. It is worth trying 
off-the-shelf inexpensive hardware such 
as that available at the local electronics 
store. This can provide remarkably good 
quality video and still images.

Familiarisation

It is important to learn the basic 
functionality of the application and 
hardware/devices you have chosen. 
This means practising consultations 
or videoconferences either informally 
with family, friends or colleagues, or 
in training sessions or other forms of 
communication. This helps deal with any 
glitches with the software or devices so 
that you are familiar with these before 
having the patient at the other end.

The doctor’s familiarity with the devices 
and software improves the quality of the 
consultation and is reassuring for the 
patient. Using the standard telephone at 
the start of a consultation enables easy 
communication, especially whilst you are 
establishing a connection or if there is 
poor quality PC-based audio.

Handling internet limitations

If your internet speed is poor or variable, 
avoiding use of internet telephony can 
reduce the bandwidth requirements and 
improve video quality. It also means that 
if there are dropouts due to interference 
or internet instability, you can still 
communicate with the patient. Patients 
don’t like voice dropouts but they will 
tolerate some degradation in video 
quality. 

Where the internet connection is shared 
and/or fluctuates in speed, you may find 
that the video quality deteriorates, and 
sometimes it will stutter or even halt. If 
you are sharing the internet connection, 
this will be an issue and may also be an 
issue for other users on the system. The 
application you use may allow you to 
adjust the video quality or it may adjust 
automatically. This means you may be 
able to control the frame rate to improve 
the video quality in instances where the 
detail is important, such as in close-up 
examinations or observing fine details. 
Reducing the frame may significantly 
improve the video quality where 
bandwidth is a concern. 

Consultations by videoconference 
are longer as they often involve more 
explanation for the patient as to the 
limitations of the technology and 
the type of examination that can be 
performed. If the internet connectivity 
is also poor it may add further to the 
length of the consultation. Therefore 
it is worthwhile, as mentioned above, 
to practise this several times until you 
are familiar with the limitations of the 
system. 

Preparing on the day

Before the first consultation, it is 
advisable on the day of the appointment 
to test the system, or have your staff 
test the system, to ensure that it works 
seamlessly so as to avoid any problems 
at the time of the consultation. Issues 
such as software updates or connectivity 
problems can then be dealt with prior to 
the scheduled appointment time. 

Workstation and office setup

Whilst in the consultation the patient will 
see you on their screen. If you position 
the video image of the patient just below 
the webcam, i.e. just below the top of 
the monitor where most people put the 
webcam, the patient will see you looking 
almost directly at them, so it appears 
more like eye contact. 

The door should be closed and 
signposted to prevent any interruption 
and it is worthwhile avoiding telephone 
calls if possible.

Ensure there are no distracting images 
behind you that the patient might 
see. A plain wall, perhaps with framed 
degrees, etc., is reassuring to the patient 
and is what they would expect to see 
when consulting with a physician. A 
lamp facing you, positioned behind the 
monitor, will ensure your face is easily 
visible and not shaded. 

With familiarisation, practice and 
good office layout, telehealth video 
consultations can be very rewarding, 
especially for the patient. Try to think 
of it as an adjunct to conventional 
telephone advice, and remember that 
there is now Medicare reimbursement for 
this service. 

Dr David Allen FAFoem 
Specialist in Occupational and 
Environmental Medicine 
Email: david.allen@telehealth.net.au
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Professor Murray Esler with his daughter,  
Danielle Esler

Associate Professor Markus Schlaich

RACP Fellow Professor Murray 
Esler and his colleague, Associate 
Professor Markus Schlaich, 
from the Baker IDI Heart and 

Diabetes Institute were awarded the 
2011 Australian Museum Eureka Prize 
for Medical Research Translation for their 
groundbreaking research in the field of 
hypertension.

Their research has demonstrated a link 
between high blood pressure and the 
over-stimulation of the kidneys by a 
sympathetic nervous system. Through 
their innovative studies, Professor Esler 
and Associate Professor Schlaich have 
pioneered a new treatment for patients 
with difficult to control hypertension 
using a radio-frequency ablation of the 
renal sympathetic nerves with a purpose-
designed renal artery catheter. 

The results from the clinical trials have 
revealed that the effects from the 
procedure are sustained over time, 
which could potentially revolutionise 
the treatment and management of 
hypertension. The procedure was 
developed in collaboration with partners 
from Melbourne and the USA and has 
been implemented in medical practice 
in Europe and Australia for treatment of 
drug-resistant essential hypertension. 

Professor Esler, a cardiologist and medical 
scientist, became a Fellow of the RACP 
in 1978. He is currently head of the 
Hypertension, Thrombosis and Vascular 
Biology Division and Associate Director 
of the Baker IDI Heart and Diabetes 
Institute located in Melbourne. He is 
also a Professor of Medicine at Monash 
University. 

His principal research interests include 
the human sympathetic nervous system; 
stress, and its effects on the heart and 

blood pressure; causes and treatments of 
high blood pressure and heart failure; and 
neurotransmitters of the human brain. 

As the author of more than 350 medical 
papers on these topics, Professor Esler 
has received numerous accolades for 
his outstanding work. In 2002, he 
was elected a Fellow of the Australian 
Academy of Science, and in 2007, he 
was appointed a member of the Order of 
Australia in the General Division. 

Shortly after Professor Esler became a 
Fellow of the RACP, his research was 
honoured by the College. In 1983, he 
was awarded the Eric Susman Prize, 
which recognises the best original 
contribution to internal medicine by a 
Fellow. Professor Esler’s Susman Prize not 
only foreshadowed his esteemed research 
career which followed, but also the 
success of his eldest daughter’s research 
in hypertension. 

Over three decades later, Dr Danielle 
Esler’s work was also acknowledged 
by the RACP Foundation. Dr Esler is 
the recipient of the 2011 and 2012 
Foundation for High Blood Pressure 
Fellowship. Dr Esler has been awarded 
the Fellowship for her research in 
hypertension and other chronic disease 
risk factors in Australian Aboriginal and 
Torres Strait Islander young adults. 

Professor Esler shared the Eureka Prize 
with his colleague, Associate Professor 
Markus Schlaich. Associate Professor 
Schlaich is a renal physician with specific 
interest in hypertension, its genesis and 
consequences. He currently heads the 
Neurovascular Hypertension and Kidney 
Disease Laboratory at the Baker IDI 
Heart and Diabetes Institute and holds 
an NHMRC Senior Research Fellowship 
and an academic appointment with the 
Department of Medicine at Monash 
University.

The Royal Australasian College of 
Physicians and the Research and 
Education Foundation commend this 
tremendous achievement in medical 
research and congratulate Professor Esler 
and Associate Professor Schlaich on their 
award. 

Additional information on Dr Danielle Esler’s 
research can be found in the June 2011 
edition of RACP News on page 36. 

miranda Handke 
Executive Officer 
Research and Education Foundation

THE RACP CONGRATULATES 
THE 2011 RECIPIENTS OF THE 
PRESTIGIOUS AUSTRALIAN MUSEUM 
EUREKA PRIZE 

Top Honours for Former Susman Recipients

The RACP Research and Education 
Foundation is pleased to announce 
the addition of a new paediatric 
award for 2013, the Oncology 
Children’s Foundation Scholarship. 
The scholarship is valued at 
$30,000 for up to three years and 
is intended to foster the growth 
of physician-scientists specialising 
in paediatric oncology, ultimately 
finding cures for childhood cancer. 

Purpose: To further research into 
improving or new treatments for 
childhood cancer

Value: $30,000 for up to three 
years (total value $90,000)

Tenable: Australia and  
New Zealand 

The scholarship is made available by 
a grant from the Oncology Children’s 
Foundation.

Additional information about the 
award, how to apply and eligibility 
criteria will be available in the 
2013 Awards booklet or on the 
RACP Foundation webpage, www.
racp.edu.au/page/foundation, in 
February 2012. 

AnnounCInG 
THe onColoGY 
CHIlDRen’S 
FounDATIon 
SCHolARSHIP  
FoR 2013
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CONGRATULATIONS TO PROFESSOR INGRID 
SCHEFFER, THE ASIA-PACIFIC L’ORÉAL-UNESCO 
FOR WOMEN IN SCIENCE LAUREATE FOR 2012 

Professor Ingrid Scheffer

RACP Fellow and paediatric 
neurologist Professor Ingrid 
Scheffer was recently named as 
one of the five global Laureates 

for the L’Oréal-UNESCO For Women in 
Science Awards for 2012.

Professor Scheffer has been 
acknowledged for her pioneering 
research in epilepsy which has 
transformed our understanding of 
the condition. Twenty years ago it 
was thought that epilepsy was largely 
attributable to injuries and tumours; 
genes were not thought to play a 
significant role. Now, thanks to the work 
of Professor Scheffer and her molecular 
genetic collaborators, we know that 
genes play a large role. This has opened 
the way to better diagnosis, treatment, 
counselling, and potential cures.

On 22 March 2012, Professor Scheffer 
will receive US$100,000 in recognition of 
her contribution to the advancement of 
science at the Awards Ceremony at the 
UNESCO Headquarters in Paris.

‘This is a true honour,’ Professor Scheffer 
said. ‘I am thrilled to be recognised 
for my work in epilepsy as a clinician 
and scientist. Women in science face 
additional challenges juggling a career 
and family, but if they are passionate 
about science, life can be incredibly 
rewarding.’

The L’Oréal-UNESCO Awards were 
created in 1998 to recognise five 
outstanding women researchers who 
have contributed to scientific progress. 
The award recipients are exceptional 
women scientists who serve as role 
models for the next generation, 
encouraging young women around the 
world to follow in their footsteps. Each 
year, one Laureate is chosen representing 

each of five distinct regions: Africa and 
Arab States, Asia (including Oceania 
and Pacific), Europe, Latin America, and 
North America (USA and Canada).

To date, Fellowships have been granted 
to more than 1200 women in 103 
countries, permitting them to pursue 
their research in institutions at home 
or abroad. The program has become a 
benchmark of scientific excellence on an 
international scale.

Professor Scheffer is Australia’s fifth 
L’Oréal Laureate. Past recipients are 
Elizabeth Blackburn (who went on to 
win a Nobel Prize), Suzanne Cory (now 
President of the Australian Academy 
of Science), Jenny Graves and Jillian 
Banfield. 

Professor Ingrid Scheffer holds the Chair 
of Paediatric Neurology Research at 
the University of Melbourne and is a 
senior principal research fellow at the 
Florey Neuroscience Institutes. She is 
also Director of Paediatrics at the Austin 
Hospital and a paediatric neurologist at 
the Royal Children’s Hospital. 

During her research career, she and her 
collaborative research group, including 
Professor John Mulley and Professor Sam 
Berkovic, discovered the first gene linked 
to epilepsy. This followed a complete 
reappraisal of the causes of epilepsy 
and the description of novel epilepsy 
syndromes of which she has been at 
the forefront. She is the current Chair of 
the Commission for Classification and 
Terminology for the International League 
Against Epilepsy.

Her collaborative group has found 13 
of the 23 genes that cause epilepsy. 
The work has shown that mutations in 
ion channel genes, such as sodium and 
potassium, are a major cause of epilepsy. 
Genetic abnormalities in the transport 
of glucose across cell membranes can 
also cause epilepsy. And her work has 
shown that a severe form of epilepsy 
previously regarded as caused by 
vaccination is actually genetic—due to 
a sodium channel gene defect. Seizures 
are then triggered by a fever caused by 
vaccination or infection. 

In 2007 Professor Scheffer was awarded 
the highest accolade in epilepsy 
research, the American Epilepsy Society 
Clinical Research Recognition Award. Her 
work was also recognised by the RACP 
Research and Education Foundation 
when she was awarded the Eric Susman 
Prize for 2010. 

The Royal Australasian College of 
Physicians and the Research and 
Education Foundation applaud the 
global recognition of Professor Scheffer’s 
research and congratulate her on this 
distinguished award.

Additional information on the L’Oréal-
UNESCO Awards can be found at  
www.scienceinpublic.com.au/loreal. 

The Awards available in 2013 
will be announced in February 
next year. However, the RACP 
Foundation is pleased to advise that 
this will include a new initiative—
the Gaston Bauer Work Shadow 
Grant.   

The purpose of the award is to 
allow rural Fellows and trainees the 
opportunity to undertake a short-
course Work Shadow program 
with specialists at a hospital or 
institution. Work shadowing has 
traditionally been seen as a way of 
giving work experience, but it is 
also a means of enabling others to 
find out more about different work 
roles and gain wider perspectives of 
a role and/or institution. 

This award was developed by the 
RACP Foundation in conjunction 
with an initiative by Education 
Services, to meet the objectives 
required by the donor, the 
Macquarie Health Corporation, in 
recognition of Dr Gaston Bauer AM.  

Dr Gaston Bauer is a Life Fellow 
and former Council member who 
was a prominent physician and 
cardiologist who dedicated more 
than 60 years to heart research. He 
helped establish the North Shore 
Heart Research Foundation and 
was a founding member of the 
Medical Graduates Association at 
the University of Sydney.

For details regarding the award, 
make sure you read the RACP 
Foundation 2013 Awards booklet 
which will be posted to you in 
February.

AnnounCInG 
GASTon BAueR 
WoRK SHADoW 
GRAnT
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AN UNUSUAL HOLIDAY

F or two weeks in September I left 
the 21st century to live as an 
18th-century seaman aboard the 
Australian-built replica of Captain 

Cook’s ship on his first voyage of discovery, 
His Majesty’s Bark Endeavour. I and my 
fellow ‘seamen’ were subject to all the 
tradition and much of the discipline which 
applied aboard the original Endeavour.

Endeavour is no ordinary Disneyland replica: 
she is fully certified by the Australian 
Maritime Safety Authority for seagoing 
duty around the world, and her officers are 
qualified and experienced merchant marine 
officers. At present she is circumnavigating 
Australia, and I joined ship at Exmouth 
in Western Australia for the voyage to 
Geraldton.

Although there are some concessions 
to the 21st century on board (showers, 
fully equipped galley and freezer room, 
engine for use when absolutely necessary, 
and GPS navigation—and no cat-o’-nine-
tails), everything else is as it was in Cook’s 
time. There is a core professional crew 
and a voyage crew on each leg, providing 
additional manpower to sail the ship. Our 
daily duties were:

•	 standing	four-hour	watches,	 
 day and night

•	 scrubbing	decks

•	 cleaning	showers	and	heads

•	 galley	duty

•	 taking	turns	on	the	helm	 

(very heavy—two people needed)

•	 sail	handling.

Occasionally we would ask ourselves: ‘Did 
we really pay to do this?’  

The voyage was hard work and no pleasure 
cruise. After sleeping, eating, cleaning, 
standing watch, sail handling (no winches 
of course) and catching up on sleep, there 
was little free time, and I read only two 
chapters of my book. Hair? Make-up? 
Forget them! For some, the first few days 
were a nightmare as the wind was fairly 
strong and the sea confused, and almost 
three-quarters of the voyage crew were 
down with seasickness and making friends 
with plastic buckets. It was the roughest sea 
encountered since Endeavour left Sydney. 

I at least had a cabin, having joined up 
as a supernumerary, the term used on 
the original voyage for Mr Joseph Banks 
(later Sir Joseph) and the other gentlemen 
scientists and artists. With this status, I had 
a choice of participating in work on the 
ship or not participating but I went with 
the full intention of doing what everyone 
else was doing. The only difference 
between me and the voyage crew was that 
my fellow watch mates had hammocks in 
the general mess deck, whereas I had a 
bunk and use of the Great Cabin. When 
Endeavour was at her rolling best, and I 
was wedging myself into the bunk, I rather 
wished I had a hammock.

I had the honour of having Mr Banks’s 
cabin—all 2 m x 1.6 m of it. No swinging 
cats there, and certainly no comfortable 

seating; in fact, no seating at all. I have read 
that Mr Banks slept in the Great Cabin, 
having given over his cabin to his two 
greyhounds. It’s hard to imagine a more 
unsuitable breed of dog to take on a long 
voyage in a ship behaving like a bucking 
bronco most of the time. I reckon they 
deserved a cabin!

Endeavour’s rigging is very complex and 
even the well-experienced sailors amongst 
us felt like beginners. For the first time 
since the ship’s commissioning in 1994, 
all 17 km of the rigging and other lines 
were completely renewed before the 
ship left Sydney in April at the start of the 
circumnavigation. The standing rigging was 
made from manila fibre in the 17th-century 
ropewalk at Chatham Dockyard in England, 
using traditional rigging techniques. 
Synthetic rope was not used, as it has a 
tendency to stretch and thus would not 
provide adequate support to the masts. 
As in centuries past, the manila rope was 
soaked in raw, natural Stockholm tar to 
preserve it.

Challenges

•	 Being	sent	up	the	mast	on	day	1	(the	 
 mainmast, if you please)

•	 Calls	for	all	hands	on	deck	after	you	 
 have just turned in after a watch

•	 Summons	to	a	wet	and	unfamiliar	 
 foredeck on a dark night, hauling on  
 goodness knows what line (mutinous 
 mutterings)

•	 Having	the	misfortune	to	be	on	anchor		

Sailing in a brisk Force 6 On duty at the helm
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 line duty, either handing out or hauling  
 in the enormous, muddy, tar-soaked 
 104 mm hawser. What grubby looking  
 urchins we appeared after that exercise;  
 several items of clothing and shoes were  
 irreparably tarred and ended up in the  
 rubbish bin.

Highlights

•	 My	fellow	crew	members:	people	from	 
 all walks of life but as ordinary seamen,  
 all equal and mostly sharing a passion  
 for the sea and the history of the ship

•	 Whales—everywhere:	sighing	gently	 
 past the stern of the ship at anchor,  
 show-offs breaching and fin slapping  
 only 100 m away, and mothers with calf  
 a mere 20 m from the ship

•	 Always	a	petrel	or	two	soaring	and	 
 dipping over the waves, and delicate  
 flying fish gliding quickly from wave top  
 to wave top

•	 Arriving	on	deck	for	a	new	watch	at	 
 night and seeing the wondrous panoply  
 of the heavens, with the occasional  
 shooting star

•	 Sailing	in	a	brisk	Force	6	wind	and	 
 enjoying the intense steely blue of the  
 sea and as we sailed further out to sea,  
 the long ocean swells

•	 Our	single	stop	on	the	voyage:	landing	 
 from the zodiac onto a pristine  
 and utterly deserted beach near Point  
 Inscription, where the Dutch explorer,  
 Dirk Hartog, landed in 1616 (the year in  

 which Shakespeare died, and long  
 before the English and French explorers  
 surveyed the east coast of Australia)

•	 The	ceremonial	firing	of	the	ship’s	 
 cannon on departure from Exmouth and  
 arrival in the port of Geraldton, where 
 we frightened the citizens who had  
 come out to welcome us.

Not generally known is the fact that 
Endeavour is involved in collection of 
scientific data for two global projects:

•	 As	a	floating	meteorological	station 
 in less frequented areas, she transmits  
 data every six hours to the Bureau of 
 Meteorology in Melbourne. The data  
 is then fed into a global climate tracking 
 project.

•	 Deploying	surface	drifting	buoys	 
 at predetermined positions on the  
 circumnavigation to track currents  
 around the Australian coast. Four buoys  
 have been launched, one of them into  
 the Leeuwin current on our leg. The  
 buoys are full of scientific sensors,  
 and data is transmitted by satellite to  
 the US National Oceanic and  
 Atmospheric Administration every  
 three hours.

Our Leeuwin current buoy needed a name, 
and the voyage crew were asked to submit 
suggestions for consideration by the 
Captain and the First Officer. Apparently 
the First Officer favoured the second of 
three on my list (Fitzroy, after Captain 
Fitzroy of HMS Beagle, who surveyed the 
western Australian coast all the way up to 

Darwin in the 1870s), but the Captain liked 
the first on the list and had a casting vote. 
I therefore had the honour of launching 
the buoy from the ship’s rail. Before the 
assembled company in the waist of the ship 
I named the buoy Investigator, the ship 
in which Matthew Flinders made the first 
circumnavigation of Australia. I thought the 
association was apt, and the name conveys 
a sense of scientific purpose.

The shouted orders to ‘ease away, haul 
away’, ‘two, six, heave’ (the traditional Royal 
Navy chant for pulling in a coordinated 
fashion) and ‘belay your lines’ still ring in my 
ears. All good fun, except when handling 
the dreaded anchor line! And I still have tar 
in my fingernails.

If you are interested in a challenge well 
outside your usual comfort zone, have a 
look at www.endeavourvoyages.com.au. 
A few places on the remaining legs of the 
circumnavigation may be left, and there 
will be a voyage to Lord Howe Island in 
June 2012 for the transit of Venus.

And by the way, the food on board was 
terrific. Not a single meal repeated during 
the whole voyage, vegetarian and other 
dietary needs catered for, and every meal 
something to look forward to after a watch. 
Nigel and Eddie, Cook and Cook’s Mate, 
were probably the most popular crew 
members on board.

Fairlie Clifton 
Executive Officer 
Adult Medicine Division

Endeavour at anchor in Turtle Cove, Dirk Hartog Island (isn’t she beautiful?) Launching the drifting buoy, Investigator, into the 
Leeuwin current
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Interview

JOHN O’DONNELL 
RACP BOARD MEMBER

Why did you 
nominate or 
agree to join the 
College Board?

I was tapped 
on the shoulder 
by a senior 
colleague. 

I had been 
involved in 

organising the College clinical examinations 
in my region since 1989, initially as an 
organiser, then as a co-opted examiner. I 
was invited to join the New Zealand Clinical 
Examinations Committee (NZ CExC) in 
2002 and chaired the committee from 2006 
to 2010. Latterly, I have been a member of 
the National Examiners Panel in Australia. 

In accepting the Chair of NZ CExC I didn’t 
realise that I would automatically find 
myself on a number of New Zealand based 
and joint College committees. In those 
days, in accepting a position you were 
never quite sure what you were agreeing 
to. It was the College’s way of drawing you 
in. Don’t get me wrong, I was willingly 
seduced and have thoroughly enjoyed the 
learning, teaching, friendship, fellowship—
and the laughs. With that experience I was 
hungry for more so it didn’t take me long 
to agree to the nomination.

What are the contributions you would like to 
make during your time on the Board?

In 2008, to me, the incorporation of 
the College was an anathema. My gut 
feeling was that running the College as a 
company/business just wasn’t right. My 
response to the reformers was ‘Leave the 
College alone. It is functioning just fine 

thank you. Go busy yourselves with some 
other unnecessary activity.’

My ideas of corporate governance had been 
heavily coloured by my experience of the 
NZ Health Reforms of the 1990s and early 
2000s. Those were very unpleasant times. 
Participants at the bottom were excluded 
from decision making and doctors cast 
as ‘the conflicted’. Generic management 
replaced doctor managers. A gaping divide 
between budget-focused management and 
doctors developed. Of course those divisive 
reforms weren’t confined to health and in 
retrospect could not be considered ‘good 
corporate governance’. Sadly, in many 
respects they were global, and they have 
failed badly. 

Over the past 18 months on the Board I 
have been on a very steep learning curve. 
The realisation that the College was not 
in good shape and that reform was not 
an option but a necessity was a surprise. 
I hadn’t appreciated the size (in terms of 
finance, a $60 million business) or the 
complexity of the College. I was ignorant 
about the legal framework in which we 
operated, the responsibilities of company 
directors, and the antinomy that governs 
the relationship between the Board and the 
CEO, embraced in a dance with an ever-
changing lead—all somewhat scary stuff 
which rapidly focuses the mind. 

I hear you say, ‘How about answering the 
question?’

My contributions? To work towards 
ensuring that Fellows remain engaged 
with their College. Without them there 
is no College. As to the how, well, first to 
continue to fill the gaps in my knowledge of 

good and effective corporate governance. 
Second, to work to ensure that there is 
alignment between the primary purpose 
of a doctor—care for his/her patients in 
his/her community—and the primary aim 
of the College—education and advocacy. 
As a Board we are charged with steering 
the culture of the College in a direction 
that achieves that aim. For me, that will 
be through striving to apply the principles 
of respect for human dignity, solidarity, 
subsidiarity, charity and truth. 

What are your interests away from work and 
the Board?

Family and friends. My wife Kathryn and 
I have four daughters who are all grown 
up now and have left the nest, and one 
grandson—a delight. I think old friends take 
on a more treasured place as you get older 
but I still delight in making new ones.

Sport. I don’t have the same passion for 
golf as Kathryn, but I have resigned myself 
to the fact that the game is caviar and the 
beauty of it will be revealed. I engage with 
mountain bike riding with a little more 
caution these days after sustaining a broken 
wrist and broken elbow. 

Leisure. Reading and tramping with friends 
in the South Island high country—soul food.

Real food. Bluff oysters (natural—no lemon) 
as a starter, then a thick cut of blue rib-eye 
steak with a glass of full-bodied Coonawarra 
Cab Sav. I’m salivating as I type.

The RACP Board has announced that an Extraordinary General Meeting (EGM) will be held during the RACP Future Directions in Health 
Congress 2012. The Congress will be held at the Brisbane Conference & Exhibition Centre, Queensland, 6–9 May 2012. The EGM is 
proposed to be held on Tuesday, 8 May 2012.  

As the largest annual event on the College calendar, holding the EGM during the Congress will provide many Fellows with the 
opportunity to attend the meeting. A number of resolutions proposing amendments to the Constitution are to be put to the meeting 
for Fellows’ consideration. The EGM process will be managed by the College, assisted by the independent registry provider Link Market 
Services. Fellows will receive formal notification of the meeting and will be invited to submit any questions on the proposed resolutions 
in advance of the meeting.

The RACP Board will also be holding its Annual General Meeting (AGM) in Sydney at 1 pm on Friday, 25 May 2012. Further 
information and details about both the AGM and the EGM will be provided in the February 2012 edition of RACP News. 

Trina Backstrom 
RACP Communications Manager 

RACP To HolD eXTRAoRDInARY GeneRAl meeTInG  
AT ConGReSS 2012
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COLLABORATIVE  
APPROACH TO INDIGENOUS  
CARDIOVASCULAR HEALTH

letters to the editor

Learning from history

That the President of the College (Professor 
John Kolbe) should write advocating unity 
(‘One College: more that unites us than 
divides us’, RACP News, August 2011) is 
understandable but reality cannot be denied 
indefinitely. Few would argue today that 
dentists should have a medical degree; 
more might claim that all opticians and 
audiologists should be medically trained, but 
history is against such contentions. With the 
exponential growth in knowledge and the 
ever increasing number of procedures and 
treatments, the emergence of groups with 
special expertise in narrow areas is inevitable. 
It is also inevitable that in an ever increasing 
curriculum, much of the conventional medical 
education is almost irrelevant to many 
doctors’ subsequent professional life.

At one time the detailed anatomical study of a 
once living human individual was the initiation 
rite of all doctors no matter in what specialty 
they ultimately practised. That rite was the 
unique and defining feature of a medical 
education. That the detailed knowledge of 
human anatomy as taught through dissection 
is of less importance in the medical degree 
is rational as there is now a huge mass of 
new, important information to be absorbed 
by the medical student. The once unifying 
experience of all medical graduates has been 
eroded to the point of being extinguished.

Today, no one qualifies as simply an 
‘engineer’ but instead gains a qualification as 
a particular variety of the multitude of types 
of engineer: medicine will and must adapt 

We all recognise that Indigenous 
cardiovascular health is a major 
issue affecting populations in 
Australia, New Zealand and 

beyond. The Cardiac Society of Australia 
and New Zealand (CSANZ) has had two 
very successful multidisciplinary meetings 
addressing this issue, the most recent of 
which was held in June this year in Alice 
Springs. 

At that meeting a number of important 
papers were presented and subsequent 
key discussions led to the formulation of 
suggestions for support of and contribution 
to the advancement of Indigenous 
cardiovascular health. These issues are likely to 
be relevant to Fellows of the College across a 
broad range of disciplines, not just cardiology. 

A collaborative proposal submitted by CSANZ 
and the RACP has been successful in securing 
funding from the Department of Health and 
Ageing under the Rural Health Continuing 
Education Sub-Program (RHCE) to support 
delivery of an Indigenous module. The 
module is aimed at physicians, primary care 
practitioners, nursing practitioners and other 
allied health professionals with an interest in 
and commitment to the issues of Indigenous 
cardiovascular health.

The funding will support the development 
and delivery of a web-based project during 
2012–2013.

The module developers anticipate that 
this will be an interesting, helpful and 
constructive contribution to the CPD efforts 
in this important field and we look forward 

to feedback from Fellows and users of the 
module. 

For further information please contact Lynne 
Portelli at lynne.portelli@csanz.edu.au.

similarly. It would be better to work towards 
an acceptance of such a change and learn 
from history rather than being enslaved by 
it. There will still be a need for a medical 
‘generalist’, both as a diagnostician and as 
a holistic therapist, but the role will require 
better definition.

GR Crowe 
General or Plenary Physician 
Kent Town SA

Another look at the industrial 
use of chrysotile in Thailand

I have lived in Thailand for over eight decades 
and have served as a chest physician with 
particular interest in occupational health. 
I edited the first Thai language Textbook 
of Occupational Medicine in 1999, with a 
foreword by Professor Dr Marc B Schenker of 
the University of California at Davis.

That textbook was based on experience. 
Earlier, after I had returned from postgraduate 
training in the United Kingdom and the 
United States in 1955, I started looking for 
patients with asbestos-related diseases. I 
encountered a case of pleural mesothelioma 
which I reported in the Vajira Medical Journal 
in 1968. To date I have collected a total of 57 
mesothelioma cases; some of them were my 
patients and others were the cases of various 
medical institutes (Thammasart Med J 2011). 
What puzzles me is that only one recent case 
of pleural mesothelioma with a history of 
working in a factory using asbestos material 
has been reported; other than that there is 
no conclusive evidence of asbestos aetiology 

in mesothelioma in Thailand (J Health Sci 
2009;18:155–161).  

My other research work has revealed 
interesting findings in this regard: (1) 
asbestos bodies in randomised autopsy lungs 
in Thailand (J Med Assoc Thai 1985;68:174–
182) showed a 33% yield among the 330 
deceased persons examined, with none 
of them having had a history of asbestos 
exposure; (2) studies attempting to identify 
asbestos air pollution in the city of Bangkok 
(Siriraj Hosp Gaz 1985;37:705–708) reported 
absolutely no asbestos dust in the air during 
periods of heavy traffic; and (3) a search for 
asbestos in vermiculite (Thammasat Med J 
2011;11:178-81) yielded a positive report.

Hence, the recent action of governmental 
authorities, together with the backing of 
non-governmental organisations in banning 
the import of chrysotile for industrial use, 
has caused unease among the industries 
concerned and an odd feeling among 
scientists who have sound knowledge of the 
non-existence of asbestos hazards, compared 
with other environmental threats, such as 
cigarette smoking, consuming alcoholic 
drinks and the excessive use of fossil fuels. 

I write this letter in order to elicit other 
opinions that may show that my skepticism 
about the ban perhaps is not justified.

Somchai Bovornkitti mD FRCP FRACP  
Hon. FACP 
Emeritus Professor of Medicine, Mahidol 
University, and Fellow of The Royal Institute 
of Thailand

The Royal Australasian
College of Physicians

This Project has been funded by the Department of Health and Ageing under 
the Rural Health Continuing Education Sub-program (RHCE) Stream One which 

is managed by the Committee of Presidents of Medical Colleges
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JOHN MURRAY NEUTZE MB CHB MD 
FRACP ONZM, 1934–2011

A leading heart specialist, medical 
researcher and teacher Professor 
John Neutze trained and 
mentored several generations 

of cardiologists and paediatricians. He is 
remembered as a man with a common 
touch, sharp wit and quixotic sense of 
humour. 

John was born in Geraldine and grew 
up in rural New Zealand during the 
depression and war years. A humble man, 
he was suspicious of those who presumed 
authority, and in his later years set to 
exposing the intellectual shallowness of  
the ideologically driven health reforms of 
the day. 

His role as a health advocate was grounded 
in a selfless and caring personality that 
made him popular with patients, families 
and staff. A meticulous approach to 
medical research, superb clinical skills and 
an untiring capacity for hard work placed 
him at the forefront of advances in the 
treatment of congenital heart defects in the 
1960s and 70s. 

John graduated MB ChB from Otago 
University in 1958. He trained at Green 
Lane Hospital under Dr James Lowe before 
joining a leading foetal and infant cardiac 
research group in the United States. At 
that time most babies with severe heart 
defects died shortly after birth. While in 
America John realised that the team in 
New Zealand had the ability to make a 
major contribution to this field. He also 
witnessed first hand the problems inherent 
in privately funded medicine, an experience 
that contributed to his lifelong support for 
a strong public health system. 

John returned to New Zealand in 1967 and 
with surgeon Sir Brian Barratt-Boyes and 
cardiac radiologist Dr Peter Brandt further 

developed the world-leading Cardiac Unit 
at Green Lane Hospital. 

These were exciting times. Cardiac surgery 
using the heart–lung bypass machine 
was in its early days, and infant cardiac 
surgery was just around the corner. For 
it to become a reality babies had to be 
stabilised prior to surgery. John was a 
leading innovator and was instrumental 
in a number of firsts in this field. Shortly 
after returning to Green Lane Hospital, he 
performed the first balloon septostomy 
in New Zealand—a life-saving procedure 
that involved passing a balloon from a 
vein in the leg across the top chambers 
of the heart. Using X-ray guidance, the 
balloon was inflated, pulled across the 
foramen ovale, and a larger atrial septal 
defect created. This procedure heralded 
the advent of interventional cardiology, an 
area in which John was active throughout 
his career. 

Perhaps most notably John was a central 
figure in the first use of prostaglandin in 
the world, an event that was recorded 
in The Lancet in 1975. Prior to this, there 
was no way of stabilising babies with 
duct-dependent congenital heart disease. 
Diagnosis was frequently made post 
mortem, and in those who survived to 
surgery, acidosis and multi-organ failure 
complicated treatment, contributing to a 
high mortality rate. By maintaining patency 
of the arterial duct, prostaglandin has 
revolutionised the treatment of newborn 
babies with heart conditions. It remains in 
use today and has allowed countless blue 
babies to survive so that cardiac surgery 
can be undertaken with low risk. 

With help from physiologists and 
technical staff at Green Lane Hospital, 
John developed a method to measure 
oxygen uptake, which enabled accurate 
assessment of systemic and pulmonary 
blood flow. Detailed and precise 
measurements of pulmonary vascular 
resistance, accumulated over many years, 
resulted in an understanding of pulmonary 
haemodynamics that guides operability to 
this day.

For several decades John and Dr Louise 
Calder were the only two paediatric 
cardiologists at Green Lane Hospital and 
covered the call roster three months about. 
Despite this rigorous workload, John found 
time to discuss cricket and politics, seeking 
and valuing the opinions not only of 
colleagues, but also of patients and families. 
He maintained a keen interest in music and 
gardening and was a proud supporter of his 
sons’ sporting endeavours. Always leading 
by example, John is fondly remembered for 

his antique commuter bicycle, upon which 
he negotiated Auckland’s increasingly 
chaotic traffic wearing a series of old suits 
and a trademark bow tie. 

Dr John Neutze was a world expert in 
the care of children with rheumatic heart 
disease and was a member of the WHO 
advisory group on rheumatic fever and 
rheumatic heart disease. He was Chair of 
the Department of Cardiology at Green 
Lane Hospital for 18 years, and received an 
honorary professorship from the University 
of Auckland in 1994. His contribution 
to cardiology was further recognised 
in 2000 when he was made an Officer 
of the New Zealand Order of Merit. A 
prolific author, his publications included 
6 textbooks, 13 book chapters and over 
100 medical articles. John was a strong 
supporter of a number of professional 
organisations. He served terms on the 
Council for the Asian-Pacific Society of 
Cardiology and the Cardiac Society of 
Australia and New Zealand, and sat on the 
scientific committee of the National Heart 
Foundation of New Zealand. Retirement 
did not curtail these activities, and he was 
elected for a term to the Medical Council of 
New Zealand. 

An extraordinary New Zealander who 
touched the lives of countless families, 
John Neutze set the standard to which his 
colleagues aspire. He is survived by Beverly, 
his wife of 54 years, three sons and six 
grandchildren. 

Dr Tom Gentles FRACP 
Paediatric Cardiologist 
and Green Lane Hospital cardiology 
colleagues
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DR RUGGERO (GERRY) ZUCCOLLO  
MB CHB (CAPETOWN) MRCP FRACP  
13. 2.1947 – 10. 9.2011

R uggero (Gerry) Zuccollo was 
born in Velo D’astico, a town 
in the province of Vicenza, 
Northern Italy, the youngest 

of three children. His father, Francesco, 
worked in a paper factory and his mother, 
Dorina, was a seamstress. The family 
moved to South Africa in 1955 when 
Ruggero was eight. He had to learn 
English quickly and mastered his English 
accent through listening to the BBC 
world service. Ruggero was studious, 
performing with distinction in his studies 
and also excelling in sport at school, 
particularly rugby and tennis. He saved his 
parents money by attaining scholarships 
each year to pay for his school fees.

Ruggero enrolled to study medicine at 
the University of Capetown at the age 
of 16. His parents were worried that he 
was too young to leave home but despite 
their concern he graduated successfully 
in 1970 with his classmate and future 
Wellington colleague Carl Burgess. 
Ruggero then worked as a house surgeon 
at Groote Schuur Hospital where Dr 
Christian Barnard, the famous cardiac 
transplant surgeon, often called on him 
to translate for his Italian patients. He 
moved to Port Elizabeth the following 
year, working mostly in cardiology, and 
there first met Jane MacDonald, whom 
he later married. Ruggero and Jane 
moved on to Salisbury in England where 
he did rheumatology and rehabilitation 
attachments before coming to New 
Zealand, to Wellington, in 1977 for the 
first time. At this time Ruggero worked as 
a general medicine registrar and first met 
his good friend, Lindsay Haas, during an 
attachment as his registrar in neurology. 
Although Ruggero was still known by his 
birth name at home and by his family, the 

colleagues and friends he worked with all 
knew him as ‘Gerry’. 

Gerry later worked in geriatrics at 
Dunedin hospital and after returning to 
England was a registrar in geriatrics at 
Nottingham Hospital. Although he had a 
very broad-based training as a physician, 
Gerry’s first love was geriatrics. After 
qualifying MRCP, Gerry worked first as 
a consultant geriatrician in Grantham 
from 1986. He returned to Wellington in 
1993 to an appointment as a consultant 
geriatrician at Wellington Hospital and 
was admitted to the College as FRACP 
in 2001. He worked on the general 
medicine roster for a number of years but 
more recently had cut down his hours 
and stopped doing calls. He was working 
in geriatrics and with the stroke service 
when he became ill.

Gerry Zuccollo was a gifted clinician, 
demonstrating particular skill in his chosen 
specialty of geriatrics. He was always 
completely at ease with the elderly and 
treated them as equals with absolutely 
no hint of condescension to age. Gerry 
took clinical skills very seriously and 
communication with his patients was 
another critical component of his skill 
set. He was appointed as clinical senior 
lecturer in the Department of Medicine at 
the University of Otago, Wellington, from 
2002, where his teaching and mentoring 
skills were highly regarded by medical 
students and junior medical staff.

Outside work Gerry had a lifelong interest 
in sport, playing tennis with colleagues 

every weekend, and following regional 
rugby and the All Blacks with religious 
fervour. Music was another interest, 
opera in particular. A decrease in working 
hours in more recent times also allowed 
Gerry to return to one of his early loves, 
photography. 

During the short three months of his illness 
Gerry showed great courage in facing what 
was to come and put his mind to making 
the most of the time that was left to him. 
His family, friends, colleagues and patients 
have all been greatly saddened by his 
passing. Ruggero (Gerry) is survived by his 
wife Jane (Perinatal Pathologist) and sons 
James and Edward.

Dr Dawn elder FRACP

Gerry Zuccollo was 
a gifted clinician, 
demonstrating 
particular skill in his 
chosen specialty of 
geriatrics. He was 
always completely 
at ease with the 
elderly and treated 
them as equals with 
absolutely no hint of 
condescension to age.
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MEDICINE AND MUSIC –  
GOOD BEDFELLOWS

Richard Blazé and lead singer Henry Wagons at The Corner Hotel, Melbourne, 2010 (photo Michael Christian) On tour, 2009 (photo Michael Christian)

After Hours

u nlike previous ‘After Hours’ 
writers, I am not a physician. 
Having only just passed ‘the 
quiz’, I embark on my formal 

advanced training in neurology in 2012. 
However, like other contributors, I do 
have a passion outside medicine. My 
other career is in music, as guitarist in 
the Melbourne band, Wagons. Playing in 
what is essentially a nationally, and more 
recently internationally, touring rock’n’roll 
band is often difficult to reconcile with life 
as a doctor. Yet the struggle to balance 
the two disciplines has provided two sets 
of unique experiences beyond value, 
and allowed each of the practices to be 
enriched by perspective gained from the 
other.

In my teens my school friends and I 
formed bands that would perform at 
various school functions whenever the 
staff relented to our enthusiasm which, 
it can be said in retrospect, dwarfed our 
ability. Owing to inordinate amounts of 
time spent skipping classes to receive 
extra lessons from the secondary school 
guitar teacher, academic achievement, 
if it could be said there was any at all, 
was minimal. On leaving school, I quickly 
formed a ‘proper’ band with old school 
friends and worked hard at attempting 
to gain a foothold in the live Melbourne 
music scene. 

This scene was incredibly vibrant and 
chaotic in the 1990s. It was certainly 
a wonderful time and place to ‘grow 
up’ in as an aspiring musician. The rise 
of independent music following the 
recognition received by local Melbourne 
post-punk bands of the 80s such as the 
Birthday Party (fronted by Nick Cave) 
and The Moodists (fronted by Dave 

Graney) was given a further boost by 
the phenomenon of grunge in the early 
90s. After that there were Indie bands 
playing in dozens of Melbourne venues 
every night of the week—given life by 
the new mainstream acceptance of what 
was previously considered ‘alternative’. 
This was fertile ground for almost any 
band, and for musicians there was plenty 
of opportunity to get involved and ‘learn 
the trade’—so much so that, despite the 
significant disintegration of Melbourne live 
music networks since the introduction of 
licensed gaming in Victoria, musicians from 
all around Australia (and even beyond) 
continue to migrate to Melbourne to hone 
their live performances.

In general, local bands that achieve any 
level of success are often associated with 
a sub-group espousing a certain sound or 
perhaps a certain style of performance. 
Wagons is often referred to as being ‘alt 
country’ or ‘indie country’. Over the 
years, the sound of Wagons evolved 
into something that had reviewers—and 
certainly those who devise FM radio 
playlists—quite divided over how the band 
should be classified. The issue seems to 
extend to regard for where we sit in the 
scheme of the Australian music industry 
too. For example, Wagons recently won 
an Australian award for Best Independent 
Country Music Album, for which the 
other nominees included Kasey Chambers 
and Troy Cassar-Daly, yet the band has 
never performed at the Tamworth Music 
Festival—the biggest country music 
festival in Australia—and, in general, is not 
associated with any other country music 
artists locally.

Most reviewers go to some length to 
describe to readers what our band sounds 

like. In the press it has been described 
as succinctly as ‘Fat Elvis Music’ and 
‘Country-noir’ (The Age), and recently, less 
eloquently as the product of: 

 The theoretical love child of The Doors  
 and ZZ Top (crossed with) the  
 theoretical love child of Johnny Cash  
 and The Bad Seeds (American 
 Songwriter Magazine).

While the earlier recordings certainly 
reflected a more traditional country 
influence, the most recent record,  
‘Rumble Shake and Tumble’, explores 
some 80s pop music production values 
inspired by the techniques of Jeff Lynne, 
who worked with ELO and the Traveling 
Wilburys. It is described as more ‘straight-
up rock’n’roll’ than country. Luckily there 
has been the freedom to pursue different 
styles, even within the context of being 
signed to record labels and distribution 
companies, and I think this freedom has 
kept the band fresh and engaged after  
11 years of working together. 

In its current format, Wagons is a 
six-piece band (three guitars, drums, 
keyboard, bass, and voice—everyone 
except me sings). The lead singer, 
Henry Wagons, writes and performs the 
songs on an acoustic guitar, and the 
rest of us write and perform our own 
parts around Henry’s basic structure. 
There’s not a lot that’s subtle about 
the band’s performances. The aim is to 
put on a high-sensation, entertaining 
show and certainly not to take ourselves 
too seriously. There is always plenty 
happening visually on stage, with lots 
of movement and people swapping 
instruments between most songs. Part 
of what keeps our audience engaged is 
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Richard and Henry at The Forum, Melbourne, 2011 Wagons at the Queenscliff Music Festival, 2011 (photo Michael Christian)

the ‘edge-of-chaos’ spectacle—there’s a 
sense that the whole production could 
disintegrate at any minute. 

Over the 11 years there have been five 
official Wagons’ recordings released, but 
the band’s profile grew dramatically upon 
signing to Spunk Records/EMI with the 
third record ‘Draw Blood’. Today, Wagons 
has full-time management through 
Wemanage in Sydney, and is signed to 
labels in the USA and Canada, where we 
have booking agents and publicists as well 
as the same sorts of administrators for 
Australian operations. The band as a full-
time entity operates quite differently now 
from when it started, and while everything 
is much easier with people looking after 
the administrative and logistical side 
of things, there was certainly a sense 
of camaraderie within the band in the 
early self-funded days that I believe is an 
essential part of the cohesiveness the band 
now relies on as part of its strength.

Playing in a band is never a fiscally sound 
proposition, but it’s the cost in time 
required to rehearse, play, record and then 
tour that really impacts on everything else 
in one’s life. Intermittently there have been 
personal developments that have had to 
be factored in to the Wagons’ schedule 
such as weddings, babies and medical 
degrees. Fortunately, since the beginning, 
Wagons has always been a very flexible 
entity, often morphing down to a three-
piece or four-piece for parts of tours that 
some of us couldn’t commit to. While this 
kind of arrangement is not viable for most 
bands, we have been lucky enough to 
make it work for us.

When the band was establishing itself, 
we would play fairly relentlessly in much 

smaller venues, often establishing 
month-long ‘residencies’ in pubs around 
Melbourne, which would give us a 
weekly gig and something to advertise. 
Forays into interstate territory would 
involve leisurely car trips up and down 
the east coast, and to Adelaide, for up to 
a couple of weeks at a time. With many 
of us becoming increasingly ‘time poor’, 
the days of taking a couple of weeks off 
whatever else we were doing are close  
to over.

To that end, the band acquired a second 
guitarist a couple of years ago. He was 
a singer/songwriter with the same 
management as Wagons. His presence 
and availability gives me the freedom to 
continue to write the guitar parts and 
play in the band whenever I can. When 
my medical work commitments need to 
take priority he is there to play my parts. 
Certainly, this was particularly useful in 
the year leading up to the Part 1 exams, 
during which I managed only a handful of 
shows, and about six hours in total in the 
recording studio. 

Now that exams are finally behind me 
I have been able to play much more 
and have been enjoying it immensely. 
As I write this, I’m on a flight to Sydney 
for two shows tonight and tomorrow 
night, and I have a 6 am flight back to 
Melbourne on Monday morning in an 
attempt to get back to my registrar job by 
8 am. Over the years I’ve luckily learned 
how to switch between my double lives 
reasonably succinctly as required.

When people at work in the hospital 
hear that I am in a band they often ask 
when they can come to see me play. 
Unfortunately, we don’t get to play locally 

as much as we used to and there is not 
a lot that I can plug prior to the summer 
festival season. Wagons has performed 
at a number of the summer festivals 
including the Big Day Out, The East and 
West Coast Blues and Roots festivals, Falls 
Festival, Meredith Music Festival and 
Queenscliff Music Festival, as well as at 
regional and several international festivals. 
On a personal level, while it’s certainly 
a thrill to play at these big shows, and 
especially to meet lots of other musicians, 
I find the shows that are the most fun 
are the more intimate encounters with 
audiences. 

As my medical career evolves and 
my family life develops increasing 
complexity, it’s important that any 
after-hours activities impact on others 
as little as possible. My wife, Cindi, has 
been involved in the music industry 
too and is passionate about her own 
musical endeavours. She is not merely 
understanding of what I do, but actively 
encourages and supports my participation 
in Wagons to whatever extent I can. Cindi 
and I have three children between the 
ages of one and four, and that provides 
perspective on everything we do. While 
it has been great to see our kids at the 
odd rehearsal and sound check, they 
still haven’t seen a full-blown Wagons 
show. I hope that I may still be playing 
occasionally when they are old enough 
to come along, and that Cindi and I, by 
maintaining our interest in our after-hours 
projects, inspire their active participation 
in the arts too. 

Dr Richard Blazé 
Registrar 
Royal Melbourne Hospital
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TURNING THE WORLD  
UPSIDE DOWN

Turning the World upside Down: The 
Search for Global Health in the 21st 
Century by Nigel Crisp. The Royal Society 
of Medicine Press, London, 2010,  
228 pages. 

Lord Nigel Crisp takes us 
on his journey into global 
health, tells the story well, 
and injects some fresh ideas.

H aving run England’s National 
Health Service for five years, Lord 
Crisp was asked by then Prime 
Minister Tony Blair to investigate 

what the United Kingdom could do to 
improve health in developing countries. 
Two exalted titles, one huge health service, 
and a lofty ambition; this gives some sense 
of where this book is coming from. It is 
the viewpoint of a supremely experienced 
health service manager from a rich world 
setting, who has learnt an enormous amount 
about global health through a multitude of 
conversations, reading and travel.

The thesis, passionately argued, is that 
healthcare—its professions and systems—is 
in trouble in both the rich and the poor 
worlds, and that, although these troubles 
look different, the remedies lie in greater 
exchange of ideas in both directions. The 
problem assessment for developing countries 
addresses root causes, arguing ‘that efforts 
to improve health need to tackle problems 
at … three levels simultaneously—dealing 

clinically with disease, tackling poverty and 
disadvantage, and confronting the social, 
economic and political structures that get in 
the way …’ (p. 38). Crisp sees the problems 
of healthcare in wealthy countries as lying 
firstly in a disregard for the whole-person 
needs of patients, secondly in the unnatural 
divide between public health and clinical 
medicine, and thirdly (drawing heavily on 
his work experience) in the unhealthy power 
and vested interests of those ‘institutions 
and forces’ in the existing medico-industrial 
system that are so resistant to change.

Crisp takes the reader through the crisis in 
the global health workforce, the good and 
the bad of development assistance in health, 
and provides some of his most interesting 
insights in central chapters on how we 
can learn from low- and middle-income 
countries. His analysis unpacks most of the 
critical issues in international health, makes 
good use of global data, and offers some 
penetrating observations. Some examples: 
even if all emigrée professionals who have 
left Africa returned they would barely meet 
12% of that continent’s health workforce 
problem; more flexible training can match 
the worker to the task rather than to the 
requirements of professional associations; 
at the grassroots, trained lay health workers 
(Community Health Workers) can generate 
healthy behaviour change and deliver some 
healthcare services (integrating clinical care 
with public health); development agencies 
must link aid with trade given that foreign 
direct investment in developing countries 
is 20 times greater (and global trade 100 
times greater) than the volume of aid; or 
consider what could be learnt about culture 
and treatment if it is true that schizophrenia 
outcomes are better in low-income 
countries.

The book ends with Crisp’s view on the core 
values of global health: acknowledging our 
interdependence, valuing each individual, 
and promoting health as a basic human 
right. His closing call to action proposes a 
‘Movement’ of people and ideas starting 
with health professionals, thorough redesign 
of health worker education, and the 
creation of alliances between individuals and 
institutions across all countries.

A discursive style requires the reader to 
take this book as a single sweep of rhetoric 
rather than a text to be dipped into. 
Crisp’s discussions are built around real 
conversations, his own observations, and 
practical program examples. Every point 
has one (or three) cogent illustrations. This 
makes it an accessible read, but also brings 
some irritations: poorly chosen stories can 
dilute an argument’s force. The tales of 
complexity and top-down programming 

used to illustrate the downside of 
international aid are a little tired and 
easily countered. Inaccuracies such as the 
off-hand assertion that it is ‘probably true’ 
that Nepal has only one paediatrician 
(which would come as news to the Nepal 
Paediatric Society), and the mis-location of 
John Snow’s Broad Street pump in Clapham 
rather than Soho, raise concern that other 
errors less obvious to this reviewer may have 
also crept in. The publication date of early 
2010 means some supporting data—from 
2008–2009—are getting slightly old. And if 
more of the stories are set in wood-panelled 
halls than the mud floors of village huts, 
well that is possibly part and parcel of this 
particular perspective.

This book would make a stimulating, useful 
and not-too-lengthy primer for associates or 
Fellows of the College with even a passing 
interest in global health, especially senior 
physicians of both clinical and public health 
flavours. For those working in global health, 
it provides a fresh perspective and some 
new ideas. And for anyone interested in 
the AFPHM’s new global health curriculum, 
Lord Crisp’s most welcome polemic would 
make an excellent evening’s investment. 

Chris Morgan FRACP is a Principal Fellow in 
the Centre for International Health at the 
Burnet Institute, Melbourne. He teaches 
global health for Monash University and the 
University of Melbourne.

Book Reviews

The evolution of Haematology 
at St Vincent’s Hospital Sydney, 
1857–2010

James C Biggs and Alan J Concannon

This book describes the beginnings of 
St Vincent’s Hospital and outlines some 
world highlights in the development of 
haematology and blood transfusion. 

After World War II pathology underwent 
some subspecialisation, to emerge by 
the late 1960s as a fully integrated 
Department of Clinical and Laboratory 
Haematology at St Vincent’s. This change 
preceded the development of a combined 
postgraduate training program and 
qualifications, resulting in Fellowships of 
the Royal Australasian College of Physicians 
and the Royal College of Pathologists of 
Australasia, enabling those so qualified 
to practise in both laboratory and clinical 
haematology.

Significant highlights in the Department 
included the development of an active 
research program and new diagnostic 
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Do you need to pay an international invoice, 
purchase a property or send money to family 
members overseas? 

Our new partnership with OzForex allows you 
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Register online today  
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and therapeutic measures and later the 
establishment of the first Australian bone 
marrow transplant unit in 1975, which 
led to significant improvements in the 
treatment of leukaemia. 

The inadequate facilities of the past 
have now been significantly improved 
with state-of-the-art accommodation for 
patients, laboratory workers and research 
and administrative staff—and work on this 
is continuing.

Reflections of more than 50 people 
who contributed to the growth of the 
Department over the last 60 years place a 
human face on its development. 

All proceeds from the sale of this book will 
go to the Haematology Research Fund at 
St Vincent’s, Sydney. If you would like to 
purchase a copy, please email mpayten@
stvincents.com.au for further details.
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Classifieds

NORTHLAND, 

NOT JUST 
A PRETTY place.

There are few places in the world that can match what Whangarei, 
Northland, New Zealand has to offer.  From forest to beach, it is a region 
of unspoilt natural beauty that has to be seen to be believed, with limitless 
outdoor opportunities and the climate to pursue them year-round.

And if it’s a career challenge you are after, you’ll fi nd it here. Our unique 
demographic profi le will give you experience to cases which maybe rare 
in other areas.

Right now we’re recruiting Medical Registrars to 
commence work in May 2012. Accredited 24 month Basic Training and 12 
month Advanced Training Positions with the Royal Australasian College of 
Physicians.  We provide close supervision with a commitment to teaching 
- active clinical training programme with didactic sessions, interactive case-
based teaching, journal club and RACP focussed lectures. You must be eligible 
for registration with the Medical Council of New Zealand (www.mcnz.org.nz).

For full job descriptions and to apply visit

www.northlanddhb.org.nz/job-search/ 
or check out what else Northland has to offer by visiting 

www.northlandnz.com

Applications are invited for a Commonwealth Funded 
Specialist Training Position (STP) either for elective training 
in cardiology or general medical training with interest in 
cardiology. Period of employment will be from January 2012 
for 12 months.

This is an exciting opportunity to gain a vast experience in 
cardiology with exposure to acute, inpatient and chronic 
cardiovascular presentations as well as remote clinical 
services. There will be significant opportunity to participate 
and gain expertise in Echocardiography, transesophageal 
echocardiography, exercise stress testing, exercise and 
dobutamine stress echocardiography, 24 hour Holter under 
supervision from local and interstate cardiologist. There is a 
strong association with the Baker IDI and Flinders University 
to provide research opportunities and participation in 
undergraduate and postgraduate teaching programs.  It is 
hoped this position will facilitate steps into future advanced 
training in cardiology, add skills toward general medical 
training in cardiology or complement existing cardiology 
advanced training.  The opportunity exists to negotiate 
further training interests.

For further information please send CV to  
Dr Nadarajan Kangaharan. 
Co-director Division of Medicine, Royal Darwin Hospital. 
Tel: 0421549076  | Email: nadarajan.kangaharan@nt.gov.au

Cardiology Registrar 
Position – Alice Springs 

Hospital - 2012

CONSULTING OPPORTUNITIES
Consider a new income stream as an Independent Medical Examiner 
with the leading national provider of independent medical advisory services for :

Motor Vehicle Accidents:  Worker’s Compensation:  Fitness for Duties: Military compensation:   
Personal injury & illness:  Public Liability:  Income protection and Superannuation

MLCOA offers:

Opportunities are customised to meet your personal business needs and lifestyle. 

If you would like to be part of an organisation with 25 years expertise that values experience  
contact us at your earliest convenience.

• Fully optimised consulting days
• Payment monthly – guaranteed
• No medical negligence
• Minimal court requirements

• Full administration support:  file preparation, 
typing and storage

• Interstate and regional consulting if desired
• Advice, training and peer support

T:  Carol Busby 0435 830 548     
E:  contact@mlcoa.com.au     www.mlcoa.com.au

Medico Legal Consultants of AustraliaADELAIDE     BRISBANE    CANBERRA     DARWIN     HOBART      MELBOURNE     PERTH    SYDNEY

Specialists must have or be eligible for AHPRA Medical Specialist Registration.
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Medical Indemnity Protection Society Ltd 
po box 25 carlton south vic 3053 | info@mips.com.au | www.mips.com.au
member services | p. 1800 061 113 | f. 1800 061 116 | abn 64 007 067 281

Whether just starting out, working in an established practice or winding down 
your hours, MIPS has a GP membership category to suit you. Benefits include 
MIPS Members’ Medical Indemnity Insurance Policy, MIPS Protections for non 
medical indemnity matters, medico-legal advice, Group Personal Accident 
cover, risk management education sessions, special member benefit offers, 
e-publications and more! Apply online at www.mips.com.au

Medical Indemnity Protection Society Ltd (MIPS) is an Australian Financial Services Licensee (AFS Lic. 301912). MIPS Insurance Pty Ltd (MIPS Insurance) is a
wholly owned subsidiary of MIPS and holds an authority issued by APRA to conduct general insurance business and is an Australian Financial Services Licensee
(AFS Lic. 247301). Any financial product advice is of a general nature and not personal or specific.



52     RACP news December 2011

Who else...  
has so many finance 
specialists on call? 

 
On call 1300 131 141  
www.investec.com.au/medicalfinance

• Equipment, Fitout & Motor Vehicle  
    Finance 
• Commercial Property Finance 
• Call & Term Deposits
• Home Loans
• Professional Overdraft Income
• Goodwill & Practice Purchase Loans
• Income Protection & Life Insurance
• Medical Indemnity

L-R:  Paul Catanzariti, Michael Fazzolari, Jeff Miller, Simon Moore, 
Sam Baxter, Debbie Kiely, Andre Karney, Todd O’Reilly, 
Michael Foley, Ryan Raymond, Stafford Hamilton, Amanda Abbott, 
Richard Curia, Nick Tagg, Alan Coughlan, Craig Spiegel, 
Lynne Kelly, Di Stewart, Melinda Goddard, Adrian Raath, 
Sandi Constanti, Michelle Gianferrari, Barry Lanesman, Jacqui Lombard, 
Ricky Wong, Tony Kalmin, Kingsley Valladares, Kelly Gall,  
Angela Warren, Penny Murphy, Paul Hastings, Bill Dale. 

 

Medica l  and 
Denta l  F inance

Investec Professional Finance Pty Ltd ABN 94 110 704 464 (Investec Professional Finance) is a subsidiary of Investec Bank (Australia) Limited ABN 55 071 292 594 (Investec Bank) AFSL/ACL 234975. All finance 
is subject to our credit assessment criteria. Terms and conditions, fees and charges apply.  Deposit products are issued by Investec Bank. Before making any decision to invest in these products, please 
contact Investec Professional Finance, a division of Investec Bank, for a copy of the Product Disclosure Statement and consider whether these products suit your personal financial and investment objectives 
and circumstances. We reserve the right to cease offering these products at any time without notice. Income Protection/Life Insurance is distributed by Experien Insurance Services Pty Ltd (Experien Insurance 
Services) which is an authorised representative of Financial Wisdom Limited. AFSL 231138 (AR No.320626). Experien Insurance Services is part owned by Investec Professional Finance Pty Ltd.
 


