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T
he College is a dynamic and complex organisation with a long and 
strong history. That history provides a platform, and a framework, 
from which to manage the present and build the future. The 
dynamic nature of the organisation means that it has historically 

been, and needs to continue to be, capable of change, of adaptation, 
of growth, of inner energy and drive to maintain its relevance, currency 
and contribution to the professional lives and roles of its Fellows, its 
responsibilities to and for its trainees, and to the education and standards 
of the profession.

The complexity of the organisation, historically and currently, reflects 
the College’s roles and responsibilities to its Fellows, trainees and the 
profession, which is evident in the layers of governance, administration 
policy and politics that have grown up around these. The complexity within 
the organisation also reflects the complexity of the broader environment, 
particularly the layers and interactions of government authorities, funders 
and standard-setting bodies, of education and training institutions and 
organisations with which the College necessarily interacts.

Over time, the interaction of the dynamic need for change and the parallel 
need to manage complexity within and without the College environment 
has contributed towards long-established, and often long-unquestioned, 
structures, arrangements, practices and expectations. These are often 
strengths, but, perhaps equally often, can be impediments to maintaining 
the dynamic nature of the College, and to it being flexible and agile in 
response to both internal and external complexities.

There is a clear need for the College to have the capacity to manage 
change that affects its role and responsibilities. Both the College as a 
whole, and Fellows and trainees as individual professionals, are constantly 
aware of, and often expected to respond to, almost continuous change 
initiated by government, by educational policies and practices, by 
workplace and professional expectations. The changes of recent years are 
significant: the College faces an unprecedented increase in the projected 
number of trainee entrants to the profession, in the required number of 
skilled and available supervisors for those trainees, in the range of settings 
and funding arrangements for health service provision, in the safety and 
quality expectations of government and private funders of health services, 
and in the expectations and health knowledge of the community and 
patients – to list only some.

Managing the expectations of these changes, and ensuring that the College 
and its Fellows and trainees are well positioned to inform and influence 
changes relevant to us, as well as to respond effectively and efficiently to 
those changes, is a significant challenge to which the College, the Board 
and all members need to give careful thought.

Whilst this is a challenge for all, it is neither surprising nor daunting. Indeed, 
Dr Grant Phelps recently summed up the importance of change very simply 
and clearly.

‘Change is good. Healthcare is about change – it’s a given. Without 
innovation, we are delivering old-fashioned clinical care. Without change, 

MANAGING CHANGE WITHIN THE COLLEGE

Dr Bolitho reflects on managing change within the College and the importance of innovation for  

the health and growth of our organisation.

Dr Leslie E Bolitho AM

PRESIDENT’S COMMUNIQUé 

we become stale and ineffective. We don’t 

embrace change to the extent we should.’ 

(See article by Dr Grant Phelps on page 12.)

I agree with Dr Phelps that, as a profession, 

we have not embraced change as we 

should. I propose that, as a College, we 

focus not only on how to become effective 

and innovative in embracing change, but on 

becoming leaders in our field.

There are five components to successful 

engagement in and delivery of change.

Both the College Executive and the Board 

are currently undertaking workshops on 

how to embrace and manage change 

effectively. The program we have all 

undertaken is the Prosci Executive Guide to 

Change Management which focuses on five 

sequential steps to successful change, with 

the acronym: A.D.K.A.R. These steps are:

Awareness of need for change 

Desire to engage and participate in change 

Knowledge of how to change 

Ability to implement change 

Reinforcement to sustain change

RACP NEWS / DeCember 2012
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Our pressing challenge and immediate opportunity, then, is to share our 
awareness of the need for change, to identify what needs to change within 
the College as well as in our broader policy and workplace environments, 
and to build a College culture of participation in change. At the same time 
we need to build the knowledge and skills of the College and our Fellows 
to engage with these changes and work to ensure that the College and our 

Fellows are able to contribute towards, lead 
or drive the desired changes and support 
their sustainability over time. 

Dr leslie e bolitho Am 
President rACP

RACP NEWS / DeCember 2012
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SeASoNS GreeTINGS

This being the last edition of RACP News for 2012, I would like to send best wishes for the Festive Season to all College 
Fellows and trainee members, to the College staff and to the many supporters of our College. The College has enjoyed 
a very active and progressive year in many areas, which ensures a strong future for the benefit of all. Therefore I wish to 
take this opportunity especially to thank all who have actively contributed over the past year and I look forward to your 
continuing support for the challenges ahead in 2013. 

I hope you all have a safe and joyful Festive Season and a healthy and fulfilling New Year.

Dr leslie e bolitho Am  
President rACP
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T 
he inaugural conference hosted by Health Workforce Australia 
(HWA) in Melbourne, 12–13 November, took ‘Inspire 2012’ as 
its name and aim. HWA, as many readers would know, was 
established by the Council of Australian Governments as a 

Commonwealth Statutory Authority to deliver a national, coordinated 

approach to health workforce reform. The RACP has stayed close to 

developments since HWA began work in 2008.

I attended this conference because, in the Faculty of Public Health 

Medicine, many of our Fellows are approaching retirement, and we must 

develop strategies to keep our numbers up, even though demand for 

public health services has proved difficult to quantify. The workforce 

difficulties that Divisions, Faculties and Chapters across the College 

now face may reflect the diversity of challenges confronting the health 

workforce at large. Maldistribution might be the biggest problem; 

whatever the workforce question, it seems clear that ‘more of the same’ 

will not be an adequate answer.

‘Answers’ will include some mix of the options described by Professor 

Jim Buchan, in the first week of his appointment at HWA as Director 

of Research. The options were: ‘scaling up’ (there was little discussion 

of the increased cohort of medical graduates at this meeting); 

redistribution; active international recruitment; and changing work 

tasks and other innovation. The latter theme dominated the sessions I 

attended. For example, Professor John Bessant, the Chair of Innovation 

and Entrepreneurship at the University of Exeter Business School in the 

UK, spoke on the importance of user-led innovation in today’s world of 

‘knowledge spaghetti’.

Dr Gulin Gedik, from WHO’s Western Pacific Regional Office in Manila, 

presented an international perspective that seemed pessimistic. The 

uneven distribution of healthcare workers (HCWs) has been a prime 

concern of WHO for many years; Dr Gedik described the development 

of a code that aims for self-sufficiency and sustainability of personnel 

(currently a mirage for many poor countries), together with fair treatment 

for immigrant HCWs (industrial standards are often breached at 

present).1 

WHO recognises the impossibility of regulation that would reverse the 

brain drain of HCWs, promoting their return to place of origin. As yet, the 

evidence base for optimal distribution mechanisms, between and within 

countries, remains inadequate. Australia and New Zealand should be 

able to contribute here.

Dr Brendan Murphy FRACP, CEO of Victoria’s Austin Health Group, 

highlighted the importance of cost in any workforce reform: reducing the 

rate of growth of costs must become a driver, alongside consideration of 

shortages, maldistribution, fragmentation and productivity. He proposed 

a ‘stretch’ of the workforce, to be achieved, for example, with an 

additional workforce of physician assistants (see article on pages 8–10). 

WORKFORCE INSPIRATION

Dr Charles Guest, President of the Faculty of Public Health Medicine, looks broadly at the issues 

facing the health workforce worldwide, and some possible solutions, as discussed by speakers at the 

recent Health Workforce Australia conference in Melbourne.

Professor Jim Buchan, recently appointed as 
Specialist Adviser, Human Resources in  
Health, HWA

Dr Gulin Gedik, World Health Organization
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Doctors and other HCWs with tertiary-level education should then be able to 
focus on what they do best, the cognitive and complex tasks of healthcare. 

Murphy described expansion of the roles of registered and enrolled nurses, 
nursing assistants and allied health staff; these roles could eventually 
include some tasks now performed by medical practitioners. The ‘Assistant 
Workforce’ probably now has many ready applicants who would find 
human interaction to be the most attractive aspect of working in healthcare, 
sometimes in contrast with the academic and other drivers that are attractive 
to doctors, particularly later in their careers. The development of this 
‘Assistant Workforce’ should be possible without undermining the existing 
workforce, or current standards of care.

Brenda Wraight, Director of Health Workforce New Zealand, described 
emerging themes in New Zealand, similar to those in Australia. Additional to 
making better use of the existing workforce (perhaps the prime theme of this 
conference), we need an increasing focus on prevention, rehabilitation and 
self-care; funding for community and regional initiatives, with tighter control 
of hospital costs; telemedicine, clinical networking and other work practice 
innovations (see article on pages 15 and 16). 

Much of this now requires research and evaluation. For example, will a 
fully extended workforce, with physician assistants, improve the quality of 
care? Will nurse practitioners, working to protocols, provide better care than 
doctors working without protocols? 

While it may be ideal for the educated consumer to drive the health 
workforce debate with evidence-based rational approaches to changing 
care, health economics does not follow the rules of supply and demand seen 
in other, less complex marketplaces.

The College was well represented at the meeting. Mr Sasha Grebe presented 
a College project on dual-trained physicians. Briefly, the RACP’s model of 
dual-trained physicians (general medicine plus another specialty) aims to 
build self-sufficiency in rural areas to diagnose and manage complex and 
chronic disease by increasing the specialty services that can be provided 
locally in rural communities (see article on page 11). 

The need for re-emergence of the generalist medical and other healthcare 
practitioners has been much discussed, for example in the recent powerful 
article by Dr Karen Hitchcock in RACP News.2 One response to this would be 
a larger role played by the College in the design and accreditation of training 
positions. Activities that foster the One College idea within the RACP would 
also support this return to a higher proportion of Generalist Physicians. 

Increased flexibility, and reduced rigid demarcation of who does what, must 
not come at the cost of reducing the quality of care. This builds on College 
President Dr Leslie Bolitho’s recent discussion of collaboration.3 Networking, 
coordinating and cooperating will all need increased attention to improve the 
flexibility of the workforce.

Dr Paul Redmond, Director of Employability and Educational Opportunities at 
the University of Liverpool, provided a brilliantly funny guide to recruitment 
and retention for those of us coming to grips with Gen Y. How we recruit will 
remain critical in defining our workforce, alongside changes in demography, 
expectations and technology.

This conference did not answer every question posed by the sustainability 
of healthcare. How could it? But the sell-out crowd, with its high level of 
engagement, was reason for optimism. HWA has stimulated workforce 
inspiration. For 2012, at least, mission accomplished.

Dr Charles Guest 
AFPHM President
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Challenges for the College regarding the physician workforce in New Zealand are many, ranging from 

acute specialist shortages to the worldwide problem of an ageing population. Dr Peter Roberts, Chair 

of the NZ Workforce Policy Committee, discusses these issues and how they may be addressed.

these proposals, registered nurses would 
have the option to become designated 
prescribers. This proposed innovation is 
based on a demonstration conducted by 
registered nurses practising in diabetes. 
The role of the diabetes nurse specialist 
would allow nurses to prescribe common 
medicines for patients with diabetes, 
reducing pressure on medical staff, as 
the nursing staff would be able to monitor 
these patients and provide routine 
medications in one appointment. Further 
demonstrations are underway at six sites 
across New Zealand.

The New Zealand Policy and Advocacy 
Committee have met with the Nursing 
Council to discuss how the College 
might work closely with them on issues 
of prescribing. The Committee believes 
that the diabetes model could be applied 
to other medical specialties such as 
cardiology, rheumatology, gastroenterology 
and renal medicine to improve efficiencies 
within the health system. 

response to review of 
the Health Practitioners 
Competence Assurance Act 
2003

The College has submitted a response 
to HWNZ on the first phase of a 
comprehensive review of the Health 
Practitioners Competence Assurance Act 
2003 (HPCAA), as there is concern that the 
proposed review will change the primary 
intention of the HPCAA, which is to protect 
the public from harm. The review focuses 
on many issues that appear to be outside 
the premise of the HPCAA.

For example, one of the stated purposes 
of the review is to ‘support health 
priorities’; however, this is the role of the 
Government and regulators such as the 

STRATEGIC APPROACHES TO ADDRESSING 
WORKFORCE CHALLENGES IN NEW ZEALAND

T 
he shortages in the specialist workforce in New Zealand are more 
acute than those reported in Australia; New Zealand has the lowest 
ratio of specialists per thousand of population (0.8 compared with 
the OECD average of 1.8).1 The situation is further exacerbated 

by the nature of healthcare delivery in New Zealand: smaller hospitals 
with fewer specialists delivering health services in the most economically 
and socially deprived areas in the country. This maldistribution of medical 
specialists makes delivering an equitable health service challenging. 
Another difficulty pertinent to the New Zealand workforce is the failure to 
retain medical practitioners within the health sector and the subsequent 
need for overseas trained doctors. While overseas trained doctors make 
a valuable contribution to the health sector, New Zealand’s reliance upon 
them makes us somewhat vulnerable. 

These enduring issues need to be considered against a background 
of legislative change. The primary Act regulating medical practitioner 
governance, the Health Practitioners Competence Assurance Act 2003, is 
under review, along with the Medicines Act 1981. Changes to these Acts will 
have further implications for the medical workforce. 

At the same time, innovations such as the formation of new health 
practitioner groups and technological developments (for example, eHealth 
records) are beginning to shape the future workforce and how patients are 
managed within the health system.

Strategies being considered by the College to address these challenges are 
discussed below.

Physician Assistants 

The development of new roles within the health sector is one approach to 
addressing future healthcare demands. Recently, Health Workforce New 
Zealand (HWNZ) facilitated a demonstration at an Auckland District Health 
Board (DHB) where two United States trained physician assistants (PAs) 
were employed in general acute surgical teams. The evaluation of the 
demonstration was not well received by the health sector due to a number 
of issues relating to regulation, cultural competence and scope of practice.2

However, a project is now underway to employ six to eight PAs, recruited 
from the United States, in primary care and emergency care in a number of 
rural locations throughout New Zealand. The College in New Zealand has 
been invited to join the advisory group to assist with the evaluation of this 
project.

Changes to prescribing rights

In light of the revision of the Medicines Act 1981, there are proposals to 
expand the prescribing rights of various health practitioner groups. Under 
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Table 1: New Zealand Fellows in  
the Adult medicine Division

Number Percentage

Total 1029 100

Male 758 73.7

Female 271 26.3

Age (years)

30–39 153 14.9

40–49 301 29.3

50–59 310 30.1

60–69 160 15.5

70–79 57 5.5

80–89 31 3.0

90–99 4 0.4

Total 1016 98.7

Note: Some Fellows did not provide  
their age. 

Source: RACP ‘Which Doctor’ database 2012

Table 2: New Zealand Fellows in  
the Paediatric Division

Number Percentage

Total 346 100

Male 187 54.2

Female 159 46.1

Age (years)

30–39 54 15.7

40–49 130 37.7

50–59 98 28.4

60–69 41 11.9

70–79 14 4.1

80–89 3 0.9

90–99 2 0.6

Total 342 99.3

Note: Some Fellows did not provide  
their age. 

Source: RACP ‘Which Doctor’ database 2012

Medical Council of New Zealand (MCNZ), who must be kept at ‘arm’s length’ 

from health targets and government health priorities in order to maintain 

independence, clear role delineation and transparency in decision making. 

The review also proposes introducing regulations to improve pastoral care 

and develop multidisciplinary teams, neither of which can be regulated or 

governed by statute. Pastoral care, for example, develops when there is a 

positive culture within the workplace through strong clinical leadership and 

appropriate clinical supervision. A regulator’s role is to set standards, review 

competence and, if necessary, implement disciplinary procedures, not to 

provide support to health practitioners.

The New Zealand committees are carefully monitoring the review process 

as the proposals have the potential to significantly impact how healthcare is 

delivered in New Zealand.

Demographics of the New Zealand health workforce 

A seminal paper published by the World Health Organization and the 

Organization for Economic Cooperation & Development in 2008 described 

factors that remain present in New Zealand’s health workforce today, 

namely, that New Zealand has high rates of both immigration and emigration 

of doctors.3 The report highlights New Zealand’s reliance on overseas 

trained doctors. But attracting doctors to New Zealand will become 

increasingly difficult given the worldwide shortage of doctors. Currently, 

41% of the medical specialist workforce gained their primary medical 

qualification outside New Zealand. The more disturbing fact is that 16–20% 

of these overseas trained doctors leave New Zealand within two years. This 

swift departure may be linked to working conditions experienced in New 

Zealand4, or it could be that doctors use New Zealand as a ‘staging post’ to 

their preferred destination. 

The College provides advice to the MCNZ regarding the qualifications, 

experience and training of overseas trained physicians (OTPs) and their 

comparability to Australasian trained physicians. In 2011 the New Zealand 

office received 75 OTP applications from the MCNZ; in the same year 16 

OTPs were granted vocational registration.5

Historically, a significant number of New Zealand doctors departed to 

practise in Australia.6 It is estimated that approximately 29% of New Zealand 

trained doctors are practising overseas7, and research indicates that the 

‘push’ factors are more important than remuneration alone as motivators 

to leave New Zealand.8 However, it will be interesting to see if this trend of 

seeking employment in Australia will continue in view of the large number of 

individuals entering Australian medical schools. It is possible that in the near 

future the converse may occur, with Australian doctors seeking employment 

in New Zealand.

The need for generalists continues to drive the structure of the health 

workforce in New Zealand. As noted earlier, the geographical distribution 

of healthcare delivery in New Zealand is based on providing care to a 

complex population often without recourse to highly specialist or sub-

specialist facilities. The physician working in this environment needs to 

be able to diagnose and treat patients with co-morbidities, and therefore 

many physicians practising in New Zealand are dual trained and have 

knowledge in two parallel specialties, for example, general and acute 

medicine and respiratory medicine. Currently over 70% of Advanced 

Trainees are undertaking dual training in two medical specialties.9 A smaller 

percentage of trainees are following a joint-training pathway with The Royal 

Australasian College of Physicians in an internal medicine specialty while 

being concurrently enrolled with another medical college, training in another 

specialty such as pathology.
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Ageing workforce 

As in all OECD countries, the New Zealand workforce is ageing; however, 

the very small numbers in some medical specialties in New Zealand 

compounds the problems this presents. For example, recent data indicates 

there are 56 Fellows who are neurologists, but of these individuals 10–12 

(21%) are likely to retire in the next five years.10 The impact of retirement will 

be acutely noticed in these smaller specialties. The phenomenon of the 

older doctor seeking retirement is playing out against an ageing general 

population who will be presenting with increasing co-morbidities while also 

holding high expectations of the health sector to treat them.11

In response to this situation, HWNZ has considered how older physicians 

may be utilised effectively in the workforce when they no longer wish 

to remain in clinical practice. A report, Retention of doctors in their ‘third 

age’, provides a number of strategies outlining how older doctors may be 

deployed effectively in the health sector.12 Suggestions include enabling the 

older doctor to change the focus of their practice, for example by decreasing 

interventional practice, reducing their caseloads or working part-time. Older 

doctors could also provide support to younger doctors on how to handle 

difficult patients, and they could provide the human connection with younger 

doctors to balance with the humane side the technological forms of medical 

education such as simulation, using information ‘just in time’ and e-based 

learning that are increasingly being introduced. These approaches could 

allow the older doctor to provide valuable expertise that might reinvigorate 

the Apprentice–Master dyad, as well as leadership to the workforce for 

a longer period, while ameliorating aspects of the forecast workforce 

shortage. 

māori in the workforce

Recruiting Māori into the physician and paediatrician workforce remains a 

challenge. The Māori Health Committee is working closely with Te Ora (The 

Māori Doctors Association) to promote internal medicine and paediatrics as 

a viable option for Māori doctors. Data indicates that few Māori choose to 

be medical practitioners – currently only 2.8% of the medical practitioner 

workforce identify as Māori13, while 14.6% of the population are Māori.14 Māori 

often find it difficult to integrate a Māori kaupapa (philosophy/approach) into 

healthcare delivered in a hospital structure setting. Therefore Māori tend to 

gravitate towards general practice, psychiatry and public health15, medical 

specialties that do not require working within the hospital structure.

Into the future

The Government has taken heed of the fact that the medical workforce 

in New Zealand is experiencing shortages. There are plans underway to 

increase the number of places in medical schools; however, it takes more 

than 10 years to train a medical specialist and the issue of how the current 

medical specialist workforce can ‘fill the gaps’ until these new doctors are 

fully trained remains. We are increasing our emphasis on clinical governance 

and mentoring of doctors in training, both concepts that will improve patient 

outcomes and increase job satisfaction, but these activities will also involve 

broadening medical specialist activities well beyond their clinical roles.

Dr Peter roberts 

Chair, NZ Workforce Policy Committee

rosemary matthews 

Senior Executive Officer: Policy, Advocacy,  

External Relations & Member Services 

New Zealand Office
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T
he project, Managing Complex Chronic Disease in Rural Hospital 
Networks: Dual-trained Physicians, focuses on examining hospital 
data from a regional Local Health District (LHD) in NSW to obtain 
evidence of the feasibility of a workforce model of dual-trained 

physicians in improving rural health services. It is hoped that this data will 
allow the RACP to properly test the notion that a training and employment 
model that sees physicians trained in general medicine and another 
specialty (for example, endocrinology or respiratory medicine) will result in 
improved health outcomes and chronic disease management in rural and 
regional areas. It is also hoped that such a model will assist in making health 
more financially sustainable over the long term.

The project fits into a set of projects being coordinated by Health Workforce 
Australia (HWA), all of which focus on the roles of Rural Medical Generalists 
and Rural Dual-trained Physicians, which are presented as a possible 
alternative to ‘fly-in, fly-out’ care provision. The College is looking at the 
cost savings of dual-trained physicians against the current costs related 
to patient transfers to metropolitan hospitals, and is engaging an external 
subcontractor to assist in data analysis and in identifying ways to strengthen 
the evidence base in support of dual-trained physicians.

The RACP’s work towards developing General Medicine has been validated 
by HWA’s recent report, Health Workforce 2025, Volume 3, on the supply 
and demand projections for the medical workforce, by specialty. The 
report indicates the need to increase the generalist workforce and improve 
distribution to rural areas. 

Another function of the project is to evaluate two dual-training positions 
being set up as a pilot in the Western Local Health District in conjunction with 
the NSW Ministry of Health. 

The positions, one in General Medicine and Endocrinology and one in 
General Medicine and Respiratory Medicine, will begin in 2014. In working 
closely with the Ministry and the LHD to develop new dual-training pathways 
in general medicine and an additional speciality, the intention is to provide 
most of the training involved in rural and regional areas. The Ministry of 
Health is funding the positions specifically to increase the dual-trained 
physician workforce in rural NSW and reduce costly and disruptive transfers. 

While dual training currently exists, a four-year accredited program with a 
specific workforce outcome is a new initiative. One of the roles is in Dubbo 
and the other is in Orange. Recent information from the Medical Schools 
Outcomes Database and Longitudinal Tracking Project indicates that the 
longer the time spent in rural areas, the more likely it is that junior doctors 
will choose a rural career.

In evaluating the set-up for this pilot, the project aims to contribute to the 
body of knowledge guiding models of dual-trained physicians’ processes to 
achieve the model’s objectives. 

RACP RECEIVES HWA FUNDING TO  
ASSESS DUAL-TRAINED PHYSICIANS’ 
BENEFIT TO RURAL HEALTH
The Commonwealth Minister for Mental Health and Ageing, Mark Butler, announced in October 

funding for the RACP through Health Workforce Australia’s program aimed at building the  

workforce in rural and regional areas. 

The project is sponsored by the Dean 
of the RACP, Professor Richard Doherty, 
and conducted through the College’s 
Policy and Advocacy Unit. A steering 
group consisting of key staff from across 
the RACP will monitor the project as it 
progresses, ensuring that contractual 
obligations to HWA are met and the project’s 
objectives are achieved. This work aims 
to set the foundation for further work in 
developing dual-trained physicians for the 
rural workforce, in partnership with other 
jurisdictions and HWA.

The HWA-funded Research Project is a key 
plank in the RACP’s efforts to expand dual 
training in a stable and evidence-based 
manner. Working with our partners in the 
Commonwealth and State Governments, the 
RACP will continue to promote better health 
outcomes and sustainability in rural and 
regional areas.

Alex lynch 
Regional Policy Officer (NSW)

Anne mooney  
Senior Policy Officer

RECENT INFORMATION FROM 

THE MEDICAL SCHOOLS 

OUTCOMES DATABASE AND 

LONGITUDINAL TRACKING 

PROJECT INDICATES THAT 

THE LONGER THE TIME SPENT 

IN RURAL AREAS, THE MORE 

LIKELY IT IS THAT JUNIOR 

DOCTORS WILL CHOOSE A 

RURAL CAREER.
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REFLECTING ON CAREER CHANGES – 
PROFESSIONALISM TAKES MANY FORMS

Continuing our professionalism reflection series, Co-Chair of the SPPP Working Group Associate 

Professor Grant Phelps considers how his thinking on professionalism has evolved over the years via 

many career changes.

HEALTH WORKFORCE

 innovation, we are delivering old- 
 fashioned clinical care. Without change, 
 we become stale and ineffective.  
 We don’t embrace change to the extent  
 we should. 

•	 Our	healthcare	system	reflects	our	 
 society. It is what it is. We can’t change  
 society, but we can work towards a more  
 effective and efficient healthcare system.  
 That’s why I work.

•	 There	is	no	substitute	for	values.	People 
 work best in an environment where values  
 are shared because they’re meaningful.  
 People need to connect with something  
 important to them. Values need to be  
 lived – having them on a plaque on a  
 wall counts for nought. You are how  
 you behave.  

This is the essence of professionalism as  
I see it.

Associate Professor Grant Phelps  
FrACP FrACmA 
Co-Chair SPPP Working Group

I
am easily bored, and probably hard to please. At least my wife and 
kids think so. My career has had many turns, not always for the better, 
but I do count myself privileged to have had the opportunity to work 
in so many facets of this extraordinary industry. I knew early on in my 

training that I wanted to work in a regional setting – I grew up on the ‘see 

regional South Australia tour’ that my teacher parents decided upon as their 

chosen career path. I also realised that an academic hospital life wasn’t for 

me – I was a doer, not a dreamer. I thought my life would be captured by 

clinical medicine and that I’d live out my doctoring days dealing with the GI 

tracts of the good people of Western Victoria.

It’s odd how life doesn’t quite work out as you planned – here I am in 

an academic position whilst leading the safety and quality program for a 

significantly disadvantaged jurisdiction and working in other ‘big picture’ 

roles, including contributing to safety and quality policy nationally, not to 

mention being captured by the College’s committee structure! I’ve become 

a dreamer. 

To get there, I’ve roamed around public and private practice in various 

guises, healthcare management and leadership, and physician training 

and a variety of other College roles, including thinking deeply about 

the profession and professionalism. Remarkably, I’ve even survived the 

joys (and occasional heartaches) of working in health bureaucracies in a 

variety of roles. I’ve also experienced the vagaries of obtaining specialty 

qualifications in a second college in mid-career. I’ve been fortunate that 

along the way people have had faith that I’d do a good job. I hope I’ve met 

their expectations, although I know I’ve made every mistake you could 

make during my journey. 

What have I learned as I head into the later stages of my working life? Has 

my thinking about professionalism developed? 

•	 I’m	a	slow	learner.	It’s	only	now	that	I	can	appreciate	that	the	decisions	 

 I’ve made at each step have been for a reason – opportunities don’t  

 just materialise.

•	 I’ve	learned	to	be	much	more	reflective.	Understanding	yourself	and	the	 

 way you work and think is important to bringing people along with you.  

 I’ve learned that lesson the hard way.  

•	 Committees	were	invented	for	a	reason	–	groups	make	better	decisions.		

•	 Autonomy	as	a	professional	attribute	is	rarely	in	our	patients’	best	 

 interests. I’ve also learned that despite my experience and qualifications,  

 I rarely know best. The recipients of our care make the right decisions if 

 we give them the right information.

•	 We	need	to	be	proud	of	our	achievements.	Making	a	difference	to	people	 

 is important. We don’t celebrate this enough.

•	 Change	is	good.	Healthcare	is	about	change	–	it’s	a	given.	Without	 

Dr Grant Phelps
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W
hen I sit down and think about the ‘professional highs’ I’ve 
had in my career, there are several days that come to mind. 
I distinctly remember the first time I actually wrote patient 
notes, the first cannula I sited correctly (without leaving a 

pool of blood on the floor) and the first resuscitation I attended where, 
frankly, I had no idea what to do. But above all, I remember the day when 
I finished a shift as an intern in Emergency and went home with a smile 
on my face – because I had made all the decisions that day on my own. I 
remember being so proud that I didn’t have to ask any questions. Not one.

And then there were the lows. The time I nearly gave an angry young man 
with his jaw wired enough sedative to sink an elephant before my savvy 
senior registrar stopped me in the corridor and asked how I had planned 
to manage the airway if he obstructed. I hadn’t thought of that. Or the time 
I was totally out of my depth in the middle of the night with a deteriorating 
patient and all I could think of was the consultant’s departing words, ‘Feel 
free to cope …’ 

Now I work as a Consultant Paediatric Emergency Physician and the 
idea that any of my trainees would either be so confident as to never 
ask questions or too terrified to call me makes my heart sink. We live in a 
professional world where independence has been a marker of success, 
but is increasingly recognised as a contributing factor to many outstanding 
failures. Am I a good enough clinical supervisor to keep the team on the 
road to success? How would I know? Supervision is essential in a busy 
Emergency Department where one can only actually see a fraction of the 
patients one is responsible for. So what is good clinical supervision, and do 
I actually meet the mark?

Active supervision has been defined as the ability of a supervisor to 
recognise opportunities for intervention to improve patient care. Elements 
of active supervision include routine oversight (pre-planned monitoring of 
clinical care), responsive oversight (closer monitoring when specific issues 
arise), direct oversight (direct intervention by a supervisor) and backstage 
oversight (oversight activities of which junior staff are not directly aware). 
The International Association for Medical Education outlines some 
good supervisory behaviours, including direct guidance of clinical work, 
engaging in problem solving and offering feedback. I guess that broadly 
means knowing what individuals are doing and helping them do better. So 
how do I go about that?

In the last few years I’ve had some really interesting conversations with 
trainees about what it means to be a good supervisor. I’ve learned that 
supervision is a two-way street. I think my role is to be clear about what 
I want to be told and to be available to discuss decisions that matter. I 
also need to be alert to triggers that might indicate a need for ‘responsive 
supervision’, or flying in to take a closer look when required. Like when 
the tachycardia doesn’t resolve or the pain doesn’t go away. In addition 
to this, I’m learning that trainees appreciate knowing when to call and, 

REFLECTING ON CLINICAL SUPERVISION – 
HOW TIMES CHANGE

Dr Sarah Dalton, Co-Chair with Associate Professor Grant Phelps of the SPPP Working Group,  

looks back on her career, as well as more recent discussions with trainees, to reflect on what  

makes a good supervisor. 

in particular, what triggers I want to know 
about. I think it’s all about encouraging 
questions and setting expectations – having 
these discussions early in the term seems to 
facilitate a smoother journey later on.

Looking back at my experiences as a junior 
doctor, I recognise the greatest supervision I 
had was the perfect mix of hands-on/hands-
off oversight. And it only happened in the 
context of trust, good communication and 
lots of questions. Getting the balance right 
is hard – but reflecting on what works and 
what doesn’t can only lead to improvement. 
I sometimes wonder about the registrar who 
saved my angry young man – how did he 
know I needed his advice? Experience? Yes. 
Intuition? Maybe. But more than anything, 
he was available and he was interested. 
Perhaps there’s a lesson in that for all of us.

Dr Sarah Dalton FrACP 
Co-Chair SPPP Working Group

Dr Sarah Dalton
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MANAGING POORLY PERFORMING DOCTORS

Dr Nicki Murdock, Acting Deputy Director of Medical Services at the Royal Children’s Hospital, 

Brisbane, explains how a partnership between medical administrator and doctor can lead to the best 

possible outcomes for all.

hospital. Managing doctors is a partnership 
and Medical Administrators should work with 
their doctors to help them to achieve the best 
service they can within the constraints of 
available resources. 

It is easy to get into a confrontational situation 
with a doctor or group of doctors. But often 
their complaint is not about anything the 
Medical Administrator has control over. For 
example, we are all facing financial constraints; 
that has been the reality of 2012. I simply don’t 
hold a budget to fund new services, however 
worthy. My job is to move from sitting across 
the desk from the clinician to sitting on the 
same side of the desk, with ‘reality’ sitting on 
the other side. Together, the clinician and I can 
work to confront reality and develop ways to 
improve our services without ignoring reality. 
Once reality is faced the argument changes 
from frustration with me to tackling the real 
problem, the reality of the situation.

Administration is not about the ‘Fierce 
Conversations’ of Susan Scott, it’s about 
the ‘Powerful Conversations’ of reasonable, 
committed professionals working collectively 
to improve services. Together we are more 
than the sum of our parts!

Dr Nicki murdock 
Acting Deputy Director of Medical Services 
Royal Children’s Hospital, Brisbane

m
anaging Poorly Performing Doctors – it’s a pretty confronting 
title really, isn’t it? And what do we mean by it? As a Medical 
Administrator I find that the vast majority of doctors are clinically 
sound and so poor performance is more about the behaviour of 

doctors than clinical standards.

Ask a patient what poor performance is and they’ll tell you it’s about the 

behaviour of a doctor who doesn’t explain before doing, a doctor who doesn’t 

talk with other professionals involved in care, a doctor who turns up late to 

every clinic.

Ask doctors and they will talk about colleagues who don’t share the on-call 

load, always take the school holidays off and don’t help with the administrative 

tasks.

Ask me and I will say, ‘Doctors who won’t do the necessary paperwork for 

credentialling, the doctor who starts a new service with no regard to the 

financial impact or the impact on support services, the doctor who doesn’t 

control overtime, or the doctor who makes my heart sink every time he 

phones.’

Recently I had a light bulb moment and realised that part of the problem is 

that the demographics of doctors has changed and consequently their values 

and ideas of what constitutes professional behaviour has changed. So I need 

to explain to every new doctor in my facility, and some old, the standards 

of behaviour we expect in our organisation. To do this I use the College’s 

Supporting Physicians’ Professionalism and Performance (SPPP) Guide 

and the Royal Australasian College of Surgeons’ Surgical Competence and 
Performance Guide. I also have an on-boarding document that relates to our 

facility.

Using these documents I can develop a shared understanding of the 

expectations of the doctor and what that doctor can expect from us as a 

ProFeSSIoNAlISm reFleCTIoN SerIeS – SHAre Your STorY

There is a resolve by both doctors and colleges to be well equipped to rapidly adapt to a shifting environment, 
modify educational models, and continually perform compassionate, patient-centred care under increasing 
resource constraints. But what does this really mean for the day-to-day practice of physicians?

This series of reflections are based on the Consensus Statement: Medical Professionalism, which was 
developed by the Royal Australasian College of Physicians, with the Royal Australasian College of Surgeons 
and the Royal College of Physicians and Surgeons of Canada.

If you are interested in providing a reflection on the Consensus Statement, together with comments 
about situations you have experienced in the past (or experience on a daily basis) which challenge your 
professionalism, we would like to hear from you. Articles are to be no longer than 300 words and wordsmith 
assistance will be provided. 

Please email sppp@racp.edu.au to register your interest.
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Associate Professor Sabe Sabesan

RURAL TOWNS IN NORTH QUEENSLAND 
REAP THE BENEFITS OF A ‘TELEONCOLOGY’ 
MODEL OF CARE

Member of the RACP Telehealth Working Group, Associate Professor Sabe Sabesan, discusses  

the requirements and process for building and implementing a successful telehealth model of  

care for cancer patients.

In 2009, TCC was successful in securing 
$860,000 over three years from 
Queensland Health to expand teleoncology 
services and to build capacity for rural sites. 

Changes to the existing model included:

•	 All	new	patients	could	be	seen	first	via	 
 videoconferencing to make sure the  
 future care was coordinated if and when 
 patients travelled to Townsville.

•	 Patients	from	Mount	Isa	did	not	need	to	 
 travel to Townsville unless requested by  
 the patients or the treating teams.

•	 All	solid	tumour	chemotherapy	regimens	 
 could be administered at Mount Isa  
 Hospital.

•	 All	admitted	inpatients	were	to	be	seen	 
 by medical oncologists in ward rounds via  
 videoconferencing.

As a result of the teleoncology model of 
care, Mount Isa Hospital Cancer Care Unit 

l
ack of access to cancer care is a well-established problem faced 
by many rural, remote and Indigenous communities in Australia and 
other countries with large rural populations.1,2 Access difficulties are 
encountered in health promotion and in primary care, diagnostic, 

allied health and tertiary care services. Major contributors to access 
difficulties for rural cancer patients are long travel distances, dispersed and 
low-density settlements, and health workforce shortages.3

Health workforce shortages apply to all health professional groups 
including many specialist groups.3 To provide specialist services closer 
to home for rural patients, several models of face-to-face outreach 
services exist. However, patients from smaller towns travel to major 
centres for complex treatment for many reasons, including inadequacy of 
resources and service capabilities of smaller hospitals, and time and cost 
considerations for oncologists or other specialists to travel to towns with 
smaller patient loads.1

Telehealth models in cancer care (referred to as ‘teleoncology’) can 
facilitate the provision of specialist services closer to home. A successful 
telehealth model relies on keen providers, an adequate workforce and 
sufficiently resourced remote facilities. Consequently, to build a telehealth 
network it is important to ensure the growth of capacity at remote sites in 
parallel with the providing sites.4 

The Townsville Cancer Centre (TCC), the tertiary cancer centre for 
Northern Queensland, covers a large geographical area of more than 
750,000 square kilometres. Just over half of the population in this area 
live in one of three coastal cities and associated hinterland, with the rest 
of the population spread over 98.9% of the catchment area. The Medical 
Oncology Department at the TCC covers half of the northern catchment 
area.

Given the large geographical area it covers, the TCC embarked on 
providing cancer care to rural towns through telehealth in 2007. The largest 
town in the network is Mount Isa, 900 kilometres west of Townsville with 
a population of 20,000. Since most rural Queensland Health hospitals 
were already fitted with videoconferencing technology at this time, the 
coordination and mobilisation of human resources were the next steps in 
establishing this teleoncology network.

Teleoncology clinics between Townsville and rural sites were established 
in May 2007 by informal arrangements between the TCC Department 
of Medical Oncology and the doctors and nurses at rural sites. Patient 
appointments were booked via medical oncology clinics in Townsville. Prior 
to the introduction of teleoncology, cancer patients were managed by the 
emergency department on a goodwill basis. 
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oncologists available on demand through 
videoconferencing. In addition, savings 
resulting from the reduction of patient 
travel to Townsville can be used for making 
this model of care self-sustainable.

Another benefit of this improved capability 
is that the Townsville Hospital and Cairns 
Base Hospital are now in a position to send 
training registrars to Mount Isa Hospital 
under the supervision of local internal 
physicians, visiting medical officers and 
medical oncologists via the teleoncology 
model. Hopefully, exposure to good-quality 
training in the rural sector will translate 
into attraction and retention of a mature 
workforce to this sector in the future.

The teleoncology model and, indeed, 
telehealth are viable alternatives to face-
to-face outreach models for smaller rural 
towns where the small patient load does 
not justify frequent specialist travel. 

Associate Professor Sabe Sabesan 
Medical Oncologist, Townsville Cancer 
Centre, Townsville Hospital 
Clinical Dean, Townsville Clinical School, 
James Cook University

Townsville

Townsville
Teleoncology Network
Red dots denote towns serviced by 
the Townsville Cancer Centre 
teleoncology model
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has improved its level of service provided to cancer patients. A recent study 
reported that teleoncology videoconference consultations are conducted 
around three to four times per week at this site by all four Townsville-based 
medical oncologists, with additional appointments available ‘on demand’. 

Teleoncology has provided many opportunities for the benefit of patients 
and rural health workers. Coordination of care has become more efficient 
and the need for travel to Townsville has decreased. Mount Isa Hospital 
has become a complete medical oncology unit with specialist medical 

The RACP, with funding and support from the Department of 
Health and Ageing, is providing support services to members 
interested in telehealth through the Physicians Telehealth 
Support Project. Members can contact the RACP Telehealth 
Support Officer for:

•	 information	on	how	to	integrate	telehealth	in	the	 
 workplace 

•	 access	to	the	Introduction	to	Telehealth	CPD	module,	 
 RACP Guidelines and Practical Tips for Telehealth and  
 other important resources

•	 advice	on	technology,	including	software	testing	 
 (Skype, GoTo Meeting)

•	 information	on	the	Physicians	Telehealth	Support	Project	 
 initiatives and upcoming events.

Contact Diana Withnall, Telehealth Support Officer at 
telehealth@racp.edu.au or phone 61 2 9256 5432. 

Alternatively, visit www.racptelehealth.com.au or refer to the 
December edition of Mediscussion for the latest telehealth 
project developments. 
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ROME VISITS  
FREMANTLE

Access to healthcare services and specialists in regional, rural and remote communities  

is a major challenge for the Australian health sector. Here we focus on RACP strategies  

for addressing this challenge. 

the health sector in rural areas. These 

models also include looking at improving 

the communication and collaboration 

between physicians and other healthcare 

professionals in rural and remote 

communities.’

RACP Dean Professor Richard Doherty 

presented on RACP rural training and 

workforce strategies. ‘An ageing population 

combined with rising rates of chronic, co-

morbid disease presents new challenges for 

the provision of healthcare and workforce 

planning, particularly in rural and remote 

areas,’ Professor Doherty said.

The RACP has advocated for an expanded 

model of dual-trained physicians. This model 

has the potential to address some of the 

complex barriers associated with access 

to healthcare in remote communities. The 

model is intended to increase access to 

specialist services by expanding the scope 

of general physicians through formal training 

and recognition in an additional specialty.

‘The RACP model links specialty services 

through strategic networks that can improve 

the capability of rural health teams to 

manage complex illnesses locally,’ Professor 

Doherty said.

‘To address workforce issues in rural 

T
he development of a sustainable workforce that meets the unique 
needs of the remote setting is critical to improving the healthcare 
in rural and remote communities. The RACP calls for an increased 
focus on the healthcare needs of Australians located in rural and 

remote sites, and notes the role of pioneering models of training in the 

establishment of an effective and sustainable workforce.

On 25 October 2012 the RACP hosted a workshop titled ‘Models of Training 

and Models of Care’ in Fremantle, Western Australia, as a pre-workshop to 

the Rural Medicine Australia Conference. The workshop brought together 

some of Australia’s foremost experts in medical, rehabilitation and general 

health services.

The overarching aim of the workshop was to facilitate discussion and 

ideas about models for training specialists outside tertiary centres and 

how innovative models of delivering healthcare can lead to better patient 

outcomes.

Dr Jeremy Christley, rehabilitation physician, Fellow of the AFRM and Chair 

of the ROME Working Party, recognises the role of innovative strategies 

in addressing the complex challenges of specialist healthcare provision in 

remote Australia.

‘The need for improved access to healthcare specialists and services in rural 

communities is critical,’ Dr Christley said.

‘Innovative approaches to care, such as the provision of rehabilitation 

services in the community, are key to addressing the current issues in 

‘AN AGEING POPULATION 

COMBINED WITH RISING 

RATES OF CHRONIC, CO-

MORBID DISEASE PRESENTS 

NEW CHALLENGES FOR THE 

PROVISION OF HEALTHCARE 

AND WORKFORCE PLANNING, 

PARTICULARLY IN RURAL AND 

REMOTE AREAS.’  

UPCOMING EVENTS – FREE VIDEOCONFERENCES 
AND WORKSHOP FOR RURAL SPECIALISTSRural Outcome Measurement

Enhancement Project

ROME
Videoconference: Sepsis Management
Presenters: Professor Tony Burrell, 
Ms Mary Fullick, Dr Josh Davis
Date: Thursday, 2 August 2012, 3.30–5.00 pm AEST
Register: events@racp.edu.au

Videoconference: Mental Health in Indigenous Populations 
and Farming Communities
Presenters: Dr Rob Parker, Dr Tricia Nagal
Date: Wednesday, 22 August, 3.30–5.00 pm AEST
Register: events@racp.edu.au

Face-to-face Workshop
Models of Training and Models of Care
Date: Thursday, 25 October 2012
Place: The Esplanade Hotel, Fremantle, Western Australia 

The program for this workshop, to be held in conjunction with the Rural 
Medicine Australia Conference, will focus on models of care and training 
in rural and remote settings, as well as providing examples of measuring 
health outcomes using models of care from rural settings. Speakers 
include Professor Richard Doherty,  Associate Professor Andrew Cole, 
Dr Sheila Cook, Dr Mike Williams, Dr Tom Bowles and Professor Ian Ring.

RACP CPD credits are available for participation in these events.

For further information please contact Lauren Dalton at 
Lauren.Dalton@racp.edu.au. Registration details for the 
workshop will be available at: www.racp.edu.au/page/rome.

AVAILABLE NOW!

Recording of previous videoconferences

Falls, Fractures and Outcomes for Older People
Guest speakers: Professor Ian Cameron 
and Dr Laura Ahmad 
Topics covered included: 
•  The peri-operative management of fracture patients
•  Rehabilitation for older people after hip and other fractures
   (hospital and community)
•  Tertiary prevention of falls and fall-related injury.
 
Indigenous Health Outcomes
Guest speakers: Dr Carole Reeve, Dr Jaye Martin 
and Ms Bilawara Lee 
Topics covered included: 
•  How to measure health outcomes in an Indigenous population
•  ATSI Health Performance Framework
•  Using audit as a specific tool in improving Indigenous health outcomes
•  Improved understanding of cultural protocols for working in 
    Aboriginal communities.

Recordings are available at My Resources Gateway  
www.racp.edu.au/page/educational-and-professional-
development/continuing-professional-development

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

Dr Sean George, Kalgoorlie, WA. Courtesy Dr Sean George.
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Australia, the focus needs to be on two prime objectives: improving 

composition of the physician workforce, and advancing the distribution of 

the physician workforce, particularly in rural areas.’ 

Ensuring the physician workforce is able to meet the changing needs of the 

community is a major priority of the RACP.

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.

Highlights from the workshop included a presentation by Consultant 

Physician Dr Jaye Martin, who currently has two Specialist Training Program 

(STP) positions in the Kimberley Region, Western Australia. This region is 

twice the size of Victoria and services a population of around 38,000 with 

approximately 47% being Indigenous. Medical registrars gain experience 

in Aboriginal health, in particular the ambulatory care of complex chronic 

disease, with the Kimberley having the highest incidence of sexually 

transmitted infections in the country and the 
highest rate of end-stage kidney disease 
in WA. Thirty per cent of the Indigenous 
population have type 2 diabetes and there 
is a high incidence of acute rheumatic fever 
and rheumatic heart disease. Whilst working 
in the area creates challenges such as 
personal isolation, basic working conditions 
and extensive travel, the work is fascinating 
and varied and gives medical registrars the 
chance to become confident in managing a 
wide range of conditions, many of which are 
rarely seen in city teaching hospitals (see 
article on page 19). The registrars value the 
challenge and, as Dr Martin states, ‘it is a 
great place to live’.

Another perspective of rural medicine training 
was provided by Dr Sean George, who 
was born in Kuwait. A Fellow and Head of 
Department of General Medicine at Kalgoorlie 
Hospital in WA, Dr George discussed the 
trials and tribulations of an Overseas Trained 
Physician living in rural Australia. Dr George 
commented that, ‘while the difficulties 
include isolation, availability of pathology 
and radiology services, staff recruitment and 
access to locum cover, the community is very 
welcoming, and has an appreciation of the 
medical services offered. I have formed deep 
friendships within the community.’

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 training more specialists in rural areas 
and improving 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 
contributions. 

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

rome Working Party members 
Dr Jeremy Christley FAFRM, Chair 
Dr Howard Flavell FAFRM 
Dr Nadarajah Ramesh FRACMA 
Ms Lauren Dalton, Project Manager

This project has been funded by the Department of 

Health and Ageing under the Rural Health Continuing 

Education (RHCE) Sub-program Stream One which 

is managed by the Committee of Presidents of 

Medical Colleges. The RACP is solely responsible for 

the content of and views expressed in any material 

associated with this project.

Varying environments of Western Australia: the stunning Geike Gorge, near 
Fitzroy Crossing in the Kimberley (courtesy Dr Jaye Martin) and an open-cut mine 
near Kalgoorlie (courtesy Dr Sean George).
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Working in the Kimberley was an excellent experience that provided a 

wide spread of complex medical cases, the opportunity to shape a new 

role, autonomy, experience of complicated chronic diseases and outpatient 

care. But, most of all, it offered exposure to practising medicine in rural 

and remote areas, from the hospital setting in towns to clinics in Aboriginal 

communities hundreds of kilometres from the nearest hospital.

The job was always varied. One day I might be attending multidisciplinary 

team meetings at Broome Hospital, discussing complex patients before 

doing a round of consults on the ward. That afternoon I might have headed 

off to Derby for two days of clinics at the 
hospital and the Aboriginal Medical Service, 
seeing consults in the hospital and teaching 
the medical students. Another week I could 
be doing tutorials for the medical students in 
Broome before a clinic at the hospital. And 
yet another I would head off for several days 
by car, travelling east to Fitzroy Crossing, 
Halls Creek and Balgo for clinics.

There are two consultant physicians in 
the Kimberley, so most clinics are shared 
between a registrar and a consultant – a 
fantastic opportunity to discuss cases 
and ask for advice. I always felt well 
supported but was also encouraged to be 
independent. 

A challenging aspect of the job was 
needing to think laterally about managing 
medical problems in remote areas. This 
was highlighted when I was in an Aboriginal 
community, several hours’ drive from the 
closest hospital. Utilising clinical skills and 
making firm, albeit somewhat creative 
management and follow-up plans were key. 

Yet it was also in one of these communities 
that I realised how much I enjoyed the job 
and the life in the Kimberley. It was the start 
of the wet, 42˚C outside and the humidity 
was building, and the Fitzroy River was 
flowing fast after some early rain. I had 
driven for a few hours down a pindan road 
looking out at the large rock formations 
and changing colours of the scenery. At 
the clinic I met some delightful people with 
significant chronic diseases, simply getting 
on with things. Driving away that afternoon,  
I reflected on how much I had learnt over 
my time in the Kimberley and how lucky I 
was to be doing a job that allowed me to 
see that side of Australian life and medicine. 
I will certainly have a long-term connection 
with rural medicine in my future career.

It’s not all easy going in the Kimberley.

Dr James Marangou

A PerSoNAl eXPerIeNCe oF WorKING IN THe KImberleY 

Dr James Marangou is a medical registrar at Royal Perth Hospital in his second year of physician training. He is from 
Perth and studied at the University of Western Australia. After having some exposure to rural health as a student, 
James spent 2011 working at Broome Hospital, where his experiences strengthened his interest in rural medicine. 
He presented at the workshop to offer a junior doctor’s perspective of training in the country.
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T
he Royal Australasian College of Physicians’ (RACP) overarching 
policy priority is to ensure that we have a health system in place 
that delivers the right care, at the right time, by the right provider,  
in the right setting. Health systems in Australia and New Zealand  

do a good job of achieving this to a large extent, but some barriers remain  
in place. The RACP advocates breaking down these barriers through  
several policy streams. Primary among them, establishing best practice 
models of care. 

As a College, we are increasingly advocating for access to specialist services 
in the community. There are two main reasons for this. First, the evidence 
is clear that patients receiving their care in the ambulatory setting often 
achieve better results than those receiving their care in the hospital. It means 
that physicians are better able to coordinate multidisciplinary care between 
themselves, GPs and other allied health professionals, while patients can 
spend more of their time in their own home. Second, care in the community 
typically costs less than hospital-based care. The College’s submission to the 
Federal Budget highlights two such areas in particular: access for rural and 
remote communities, and ambulatory rehabilitation services. 

Improving Aboriginal and Torres Strait Islander  
access to healthcare

Aboriginal and Torres Strait Islander peoples continue to experience poorer 
health outcomes than non-Indigenous Australians. Life expectancy remains 
10 years less on average, and up to 80% of this difference is attributed 
to chronic disease. Timely access to high-quality, culturally appropriate 
specialist medical care provided by specialist physicians is essential to 
prevent and manage chronic disease and to close the gap in life expectancy 
and infant mortality between Indigenous and non-Indigenous Australians.

There are several barriers to accessing specialist medical care in these 
target communities. First, the distribution of the physician workforce is 
skewed largely toward metropolitan regions, restricting access to rural 
and remote communities. There is also a comparative lack of private 
health insurance and enrolment in Medicare, which makes specialist 
care unaffordable. Finally, mainstream health and hospital services have 
historically been unwelcoming for Aboriginal and Torres Strait Islander 
peoples, with low levels of Indigenous staff, discriminatory practices and 
communication barriers.

There is currently no formalised, systematic model across Australia that links 
and prioritises outreach from regional hospitals and by private practitioners 
to Aboriginal and Torres Strait Islander communities experiencing high rates 
of chronic disease. Outreach remains ad hoc and driven by supply rather 
than demand. 

In our Federal Budget submission, the College has recommended that the 
Government maintain its commitment to the Close the Gap Statement of 

COLLEGE STEPS UP ADVOCACY FOR BEST 
PRACTICE MODELS OF CARE

In its submission to the 2013–14 Federal Budget, the College emphasised the need for improved care 

delivery to two communities lacking access to optimal care: Indigenous peoples and people with 

disabilities. This article discusses the rationale for the College’s recommendations.

Intent and the priorities to reduce levels of 
Indigenous chronic disease and shift health 
services from hospitals to primary care by 
strengthening primary care and Aboriginal 
Medical Services. 

broadening rehabilitation services

Despite the ageing of the population and the 
increasing number of people with disabilities 
in Australia, current models of rehabilitation 
do not provide optimal care. Service delivery 
mechanisms for rehabilitation services and 
programs are not consistent and coordinated. 

Access to rehabilitation and restorative 
programs in Australia is generally only 
available to inpatients following a severe 
acute illness or injury. These rehabilitation 
models foster a culture that neglects the 
potential for patients with progressive onset 
disability to improve and remain independent 
in the community. Under the current 
healthcare system (with few exceptions) the 
patient needs to be – or at least needs to 
have been – admitted to hospital to be able 
to receive comprehensive, publicly funded 
rehabilitation services delivered by specialist 
rehabilitation physicians. Provision of these 
programs in the community is limited to those 

THE COLLEGE HAS 

RECOMMENDED THAT THE 

GOVERNMENT MAINTAIN ITS 

COMMITMENT TO THE CLOSE 

THE GAP STATEMENT OF 

INTENT … AND SHIFT HEALTH 

SERVICES FROM HOSPITALS 

TO PRIMARY CARE BY 

STRENGTHENING PRIMARY 

CARE AND ABORIGINAL 

MEDICAL SERVICES.  
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with the means to pay or with private health insurance, or as part of disease-
specific hospital outreach programs. 

Disability often develops gradually as people age and as a result of the 
interaction between chronic disease and co-morbidities during the ageing 
process. People may experience a gradual loss of reserve and function, but 
because there is no sudden onset of disability, such as from a stroke or a hip 
fracture, they do not need to be admitted to hospital and are penalised by 
a lack of rehabilitation services in the community. This often leads to further 
functional decline, loss of independence, reduced quality of life, increased 
reliance on family caregivers, or lack of productivity. It can also lead to 
greater reliance on community support services or to premature admission 
to a residential aged care facility. In some situations, admission to a costly 
inpatient rehabilitation program is sought as the only means of accessing 
formal rehabilitation services, or the person may be unnecessarily admitted 
to hospital in order to meet the eligibility criteria to access a transitional 
aged care package. People under the age of 65 years are particularly 
disadvantaged as they do not have access to this package.

The RACP has recommended that a strategic plan be developed for the 
delivery of integrated rehabilitation services in the ambulatory setting. This 
includes removing barriers to cooperation between specialist physicians 
and allied health practitioners, in particular, through a direct referral pathway. 
The College is advocating for a pilot program to be funded initially so that 
results could be evaluated before the program would be rolled out on a 
broader basis. The College is also strongly advocating for increased access 
to specialist medical care for residents of aged care facilities, to both provide 

A
t its recent Annual Scientific Meeting in Queenstown, the Internal 
Medicine Society of Australia and New Zealand (IMSANZ) signed 
a Memorandum of Understanding with The Royal Australasian 
College of Physicians.

direct care for residents as well as upskilling 

staff at these facilities. 

michael Gaskin 

Senior Policy Officer, Policy & Advocacy

reference

1. Australian Institute of Health and Welfare (2010). 
 Contribution of chronic disease to the gap in  
 adult mortality between Aboriginal and Torres  
 Strait Islander and other Australians. Cat. No.  
 IHW 48. Canberra: AIHW.

[SOME] REHABILITATION 

MODELS FOSTER A CULTURE 

THAT NEGLECTS THE 

POTENTIAL FOR PATIENTS 

WITH PROGRESSIVE ONSET 

DISABILITY TO IMPROVE AND 

REMAIN INDEPENDENT IN 

THE COMMUNITY.

IMSANZ President Dr John Gommans, RACP President Dr Leslie E Bolitho and 
AMD President Dr Alasdair MacDonald

Dr Alasdair MacDonald (President – Adult 
Medicine Division) noted that  IMSANZ 
is one of the first Specialty Societies to 
have signed the agreement under these 
new arrangements, and congratulated the 
society on progressing this strong working 
relationship.

The memorandum was developed in 
consultation between the College and 
the Specialty Societies earlier in the year. 
It is a formal agreement that sets out the 
relationship of the Societies and the College 
and how they will work together in areas of 
mutual interest, such as education, policy 
and advocacy, and research.

The memorandum was signed for IMSANZ 
by Dr John Gommans (IMSANZ President) 
and for the College by Dr MacDonald, in the 
presence of the RACP President, Dr Leslie 
Bolitho (pictured).

IMSANZ AND THE RACP SIGN MOU
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standard of medical care to all patients 
regardless of disability; when appropriate 
address the patient, not the carer; and 
communicate clearly and with courtesy.’ 

The Policy Statement outlines a number 
of recommendations regarding separate 
topics, including the impact of disability 
in childhood and also in adult life. One of 
the recommendations is that all trainees 
complete a module in the management of 
those patients with disability.

When it comes to disability, compassion and 
empathy are required by everyone involved. 
‘We could all benefit by slowing down, 
being open to collaboration, and working in 
tandem with other healthcare professionals, 
the patient, and the carers. Disability is 
a journey that involves many,’ Professor 
Beange said.

The RACP is dedicated to advocating for 
improved patient healthcare outcomes within 
the disability sector. For more information 
about the Policy Statement on Disability, or 
to read the statement, please visit the RACP 
website.

edwina lau 
Communications Officer

I
n July 2012 The Royal Australasian College of Physicians (RACP) 
launched the Policy Statement on Disability, a comprehensive document 
with an objective to ‘increase knowledge about disability within the 
College and, more broadly, to help people with disabilities achieve their 

full potential’. The Policy Statement was two years in the making, and the 
Faculty of Public Health Medicine (AFPHM) appointed FAFPHM Professor 
Helen Beange as convenor of the Working Party. The Working Party 
consisted of volunteers from the Paediatrics & Child Health Division, AFPHM, 
the Australasian Faculty of Rehabilitation Medicine, and the Australasian 
Faculty of Occupational & Environmental Medicine. Two additional academics 
in the field of disability also joined the Working Party.

Professor Beange spoke to the RACP about her involvement in the 
development of the statement as well as her own experiences with disability.

‘As a practising Public Health physician working in the field of disability, 
I thought I knew all there was about effective management of patients 
with disability. Losing my sight to macular degeneration has allowed me 
to understand disability as a patient, and it has been a challenging and 
revealing experience. Undergoing medical treatment as a person with a 
disability exposed me to the often fragmentary and uncoordinated care 
people can experience. This experience instigated my interest in developing 
a disability policy.

‘It was very important to the authors of the policy that we first define the 
scope of disability,’ Professor Beange said. ‘There is a range of disabilities, 
including mental and physical, affecting people from childhood through to 
old age, all of which are important to capture. The authors hope the Policy 
Statement will change attitudes about disability and highlight the need for 
prevention, early intervention and continuous care from childhood to old age. 

‘People with disability are at increased risk of illness and injury, increased 
rates of hospitalisation, and are more likely to die earlier compared to those 
without disability. Often those who develop a disability over the age of 65 
are managed by the aged care sector, and those who are born with disability 
do not experience a seamless transition from paediatric care through to 
adulthood.’

Professor Beange outlined the fragmentary care someone with disability is 
at risk of receiving. ‘For example, paediatricians and the multidisciplinary 
teams will usually provide excellent care for a child with a disability until he/
she reaches the age of 18, after which specialised care ends and there is no 
formal transition from the care of the paediatrician.

‘In short, we wanted to increase awareness of the challenges associated 
with living with a disability, recognising there are often barriers to healthcare 
including costs, lack of relevant training and the attribution of symptoms to 
disability and not disease,’ Professor Beange said.

‘For me, there are a number of ways in which healthcare professionals can 
directly help those living with disability. For instance, provide the same 

STATEMENT ON DISABILITY KEY TO 
IMPROVING AWARENESS

POLICY & ADVOCACY

Professor Helen Beange, Convenor of the Working Party responsible for the development of the 

Statement, speaks here from a professional and personal experience of disability of the importance of 

this document in increasing awareness of the need for early intervention and continuous care. 

‘PEOPLE WITH DISABILITY 

ARE AT INCREASED RISK 

OF ILLNESS AND INJURY, 

INCREASED RATES OF 

HOSPITALISATION, AND ARE 

MORE LIKELY TO DIE EARLIER 

COMPARED TO THOSE 

WITHOUT DISABILITY.
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T
he model of connected care involves multiple healthcare 
professionals working together to achieve the best possible 
healthcare outcomes for their patients. Good management of 
patients often requires many people working collaboratively, 

which is often easier when they are co-located.

Dr Irwin Lim, a rheumatologist and Fellow of The Royal Australasian 

College of Physicians, is an advocate of connected care. Dr Lim co-owns a 

group of three practices located in northern and western Sydney that are 

completely integrated. The business has been in operation for more than 

10 years, opening with a single clinic and expanding over time. It is now a 

fully functioning model of connected care, with a patient able to visit any 

one of the three locations and receive ongoing treatment.

To outline the benefits of connected care, Dr Lim offered a typical example 

of a patient with knee osteoarthritis. 

‘Let’s say a patient visits a rheumatologist in a traditional setting, presenting 

with pain in the knee,’ Dr Lim explained. ‘The office might have one 

specialist, an administrative staff member, and a waiting room. After 

examining the patient, the specialist will treat the arthritic knee, but might 

also recommend appropriate next steps. These could include visiting a 

dietitian for weight loss, or a physiotherapist to build muscle and improve 

knee stability. These measures have clear benefits but often prove difficult 

to achieve, for both doctor and patient. The patient is often left to their 

own devices, having to make the appointments, locate and visit the new 

clinic(s), follow through with the treatment plan, and try to coordinate 

several ongoing appointments. 

‘Unfortunately this disjointed approach is often the reality for patients with 

complex and chronic disease.’

This becomes significantly more difficult if the patient is elderly, has a 

disability, or is located in a more remote community. Other challenges can 

include lengthy travel times and distances, adding to the overall cost of 

treatment.

The model of connected care instead allows the patient to manage their 

disease in conjunction with a team of specialists and allied healthcare 

professionals, often at the one location. This can be fulfilling for both 

the patient and the practitioner. ‘If I see a patient and refer them to a 

physiotherapist in my clinic, I can touch base about the patient’s progress 

with that practitioner at our next team meeting, or even in the hallway,’ Dr 

Lim said.

‘Similarly if a colleague has a question about a patient, they can knock on 

my door for an instant answer or just send me a note through our shared 

medical practice software. This increased rate of information flow greatly 

improves communication between those managing the patient, working to 

improve a patient’s healthcare outcome.’

APPLYING CONNECTED CARE TO IMPROVE 
PATIENT HEALTHCARE OUTCOMES

RACP Fellow Dr Irwin Lim speaks to RACP News about the challenges and rewards of providing 

connected care to patients in a private healthcare setting.

enhanced communication

Improved communication is a focus of the 

entire practice. The three clinics share a 

single database which is hosted offsite, 

ensuring that at any one time a practitioner 

anywhere (both within a clinic and outside a 

clinic) can log into the database and access 

a patient’s file. Sharing information this way 

is faster, easier, and more accurate.

barriers to connected care

As with all models, there are barriers. There 

are no government subsidies or incentives 

to provide such comprehensive care in a 

community-based setting.

‘As a small business, we relied heavily on 

committed individuals in the very beginning, 

subsidising the costs involved,’ Dr Lim 

explained.

‘It would be easier for physicians to just 

concentrate on their own consultation work. 

Working within a team in a private clinic 

setting to address chronic diseases is much 

more challenging; there are increased costs 

initially, the investment of time is greater, 

Dr Irwin Lim
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‘ENGAGING OUR HEALTHCARE 

PROFESSIONALS TO 

PARTICIPATE IN KNOWLEDGE 

SHARING IS BENEFICIAL TO 

OUR BUSINESS, AND TO THE 

INDIVIDUAL EMPLOYEES. 

IT IS ALSO KEY TO THE 

MODEL OF CONNECTED 

CARE, WHICH LOOKS TO 

INTEGRATE DIFFERENT TYPES 

OF TREATMENT TO IMPROVE 

PATIENT HEALTHCARE 

OUTCOMES.’

and you have to encourage a change in both practitioner’s and client’s 
approach to healthcare.

‘Both the will and a certain level of investment are required to effect 
connected care. This model requires a larger space and increased numbers 
of genuinely engaged staff.’

Importance of professional development

Now with over 30 staff across the three clinics, there is a strong focus on 
effective teamwork. ‘The personal motivation to develop the business for 
me was about the collaborative nature of the model,’ Dr Lim said. ‘I didn’t 
want to work by myself, stuck all the time in my own room. Building a team 
and working with like-minded people was a much more attractive option.’

Dr Lim recognises the importance of work culture across the three clinics, 
and the business invests in the professional development of its staff. ‘To 
engender a collaborative working culture, you need your staff to be highly 
skilled, respected and liked by each other. 

‘As an example, we actively encourage our physiotherapists to improve 
their specific rheumatology knowledge. We facilitate twice-weekly training 
sessions, with team members taking turns to present and educate, aiming 
to build the group’s combined knowledge base and camaraderie.

‘Once a quarter we also facilitate a multidisciplinary workshop to help 
upskill our staff. This can involve case presentations or inviting an external 
specialist to teach us new skills. Engaging our healthcare professionals to 
participate in knowledge sharing is beneficial to our business, and to the 
individual employees. It is also key to the model of connected care, which 
looks to integrate different types of treatment to improve patient healthcare 
outcomes.

‘To have a connected care approach you need your team to genuinely 
connect. One way to facilitate this is to educate people to be open to 
collaboration and information sharing.’

Multidisciplinary care can be challenging and involve barriers including 
large investments in time and funding. It is, however, an effective way 
to manage those patients with complex and chronic diseases who 
require thorough and ongoing treatment. Working collaboratively with 

other specialists and allied healthcare 
professionals is one way in which connected 
care can be implemented across a range of 
specialities. 

edwina lau 
Communications Officer

CoNGreSS 2013 – CAllING All INNovATIve PHYSICIANS!

Congress 2013 abstract submissions are now open (until 21 January 2013) for the Professionalism and 
Performance stream. This stream will include free papers around ‘innovation in the areas of professionalism’ 
with a focus on improvements in the non-clinical areas of physician practice (as highlighted in the SPPP Guide).

Do you have an innovative approach to teaching and learning that results in great improvements in patient 
care? Perhaps you have developed systems to achieve integrated communication, collaboration and 
teamwork within your practice? Or have had success in mentoring your colleagues to become leaders, or 
skilfully managing trainees?

All of these areas are relevant to our daily practice, regardless of specialty. Don’t miss this great opportunity to 
share your innovations and methods of improving physician performance in non-clinical areas.

For further information regarding abstract submissions, please visit the RACP Congress 2013 website: www.
racpcongress2013.com.au/call-for-abstract-submissions/.
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Mark these dates in your diary

Call for Abstracts
Now open

Registration
Open late December/early January

Congress
26 – 29 May 2013

racpcongress2013.com.au

The Royal Australasian College of Physicians invites you to attend 
the RACP Future Directions in Health Congress 2013 in Perth.

Contact 
For more information and to
register your interest please visit:
www.racp2013congress.com.au 
Or call + 61 3 9645 6311

Program Highlights

The Congress will be celebrating 75 years
of the RACP.  

Join us at the Congress to celebrate the 
key achievements of the College, explore 
the priority areas for the future, meet 
and discuss current improvements, and 
drive future directions in healthcare across 
Australasia through various College and 
College associated initiatives and programs.

The Congress program will include various 
keynote and concurrent sessions on the 
following working stream topics*:

• Physicians as Advocates 
• Physicians as Clinical Leaders
• Physicians as Educators 
• Physicians of the Future
• Physicians as Medical Experts
• Physicians’ Performance and
 Professionalism 
• Physicians in Research 
• Physicians in the Workplace
* Detailed descriptions of working stream topics

can be viewed on the Congress website.

Plus…

• Basic Trainee Workshop:  How to
  Present Yourself Best in the Clinical
  Examination

•  Advanced Trainee Workshop: 
  Becoming a Physician

•  Supervisors Workshop

•  RACP Trainee Research Awards for
  Excellence

•  Wiley-Blackwell Publishing Award for
  Excellence in Medical Education

•  The Best of Grand Rounds –
  Wiley-Blackwell Publishing Award
  for Clinical Excellence

•  HIV Master Class

•  75th College Anniversary Gala Dinner

•  Trade Exhibition

•  Poster Presentations

•  And more…

Refer to the Congress website for
latest Congress announcements and 
program updates.
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SEXUAL HEALTH MEDICINE
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T
he Congress was held at the Melbourne Convention and Exhibition 
Centre, back to back with the Australasian HIV/AIDS Conference, 
and received overwhelming support from Chapter Fellows and 
other healthcare professionals from all over the world. Nearly 900 

people registered and around 1400 attended the Congress on the overlap 
day with the HIV/AIDS Conference. 

Of particular interest to attendees were the latest research on and trends 
in the prevalence of chlamydia, gonorrhoea, HIV and the human papilloma-
virus (HPV):

•	 Last	year,	soaring	rates	of	chlamydia	in	Australia’s	youth	made	headlines 
 across the country. Speakers informed delegates that this upward trend is  
 continuing and discussed what could be done to turn back the tide.

•	 The	‘clap’	is	making	a	comeback	and	most	of	the	drugs	we	use	to	treat	 
 it no longer work. Responding to the question, ‘Is untreatable gonorrhoea 
 inevitable?’, Professor David Lewis from South Africa’s National Institute  
 of Communicable Diseases warned delegates that the ‘frightening’ levels  
 of gonorrhoea resistance to antibiotic treatment could see untreatable  
 strains emerge, and that such strains were likely to spread globally.

•	 Australian	researchers	–	who	are	world	leaders	in	HPV	–	showcased	the	 
 dramatic reductions in HPV associated conditions that have occurred 
 since Australia introduced a national vaccination program in 2007. 

•	 With	the	International	AIDS	Conference	coming	to	Australian	shores	in	 
 2014, all eyes will be on Australia’s response to HIV. Discussion in  
 Melbourne centred around Australia’s involvement in the search for a  
 cure. The Melbourne Declaration was launched at the HIV/AIDS  
 Conference, calling on State, Territory and Commonwealth Governments  
 to work with community-based organisations, research centres and  
 professional organisations to: 

 – increase uptake of, and better HIV testing

 – enhance access to antiretroviral treatment

 – make HIV pre-exposure prophylaxis (PrEP) available

 – strengthen a partnership response and an enabling environment,  
  including support for HIV research and dissemination of information.

IUSTI WORLD CONGRESS AND 
AUSTRALASIAN HIV/AIDS CONFERENCE

International and Australian experts convened in October to speak on the latest Sexual Health 

Medicine and HIV breakthroughs at the 13th International Union against Sexually Transmitted 

Infections (IUSTI) World Congress 2012 in Melbourne. 

In the US, partners of people living with HIV 
are now being offered PrEP antiretroviral 
treatment to reduce the risk of their 
contracting HIV. Is this something we should 
introduce in Australia? And what could such 
an approach mean for high-prevalence low-
income countries in Africa?

With the IUSTI World Congress 2012 being 
held in conjunction with the Australasian 
HIV/AIDS Conference 2012, there was a 
plethora of international and Australasian-
based speakers at both events.

Dr raj Patel, IUSTI President and Consultant 
Physician specialising in Sexual Health 
and HIV Medicine and working in Genito 
Urinary Medicine at The Royal South Hants 
Hospital in England, opened the Congress 
with the Gollow Lecture on ‘Will herpes ever 
be curable?’ Herpes virus infections are 
common and appear to infect all vertebrate 
species. DNA mapping confirms that these 
viruses are ancient in origin and have co-
evolved with their hosts to develop complex 
lifecycles, exploiting immunologically 

Dr Raj Patel delivering the Gollow Lecture 
during the Opening Ceremony
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privileged sites to maintain infection and often relying on social and 
behavioural host attributes to enhance infectivity.

James Ward, an Indigenous health researcher with more than 15 years’ 
experience working in Aboriginal health, has a strong interest in building 
capabilities in Aboriginal communities to enable self-determination 
and control by Aboriginal peoples of their own health. His impassioned 
presentation, ‘What’s required to make a difference?’, received much 
media attention. Over the last decade chlamydia rates have exploded in 
the Australian population and syphilis and gonorrhoea have escalated 
among specific population groups. However, for Aboriginal and Torres Strait 
Islander people, these infections are in endemic proportions and continuing 
to escalate, which has been confirmed by the recent surge in STI research 
activities in Aboriginal communities. This research also points to a hidden 
epidemic of STIs in both urban and remote Aboriginal communities.

Dr Sevgi Aral, Clinical Professor, University of Washington School of 
Medicine, and Associate Director for Science, Division of STD Prevention, 

Centers for Disease Control and Prevention 
in the United States, spoke on ‘Networks 
and STIs’. Many types of networks affect the 
epidemiology and prevention of STIs and 
our understanding of these phenomena. The 
beginnings of the science of networks can 
be found in mathematics and more recently 
sociology, but the past few years have been 
marked by the emergence of a new science 
of networks, stimulated by the availability 
of massive data sets reflecting real-time 
network connections. Dr Aral’s presentation 
summarised recent studies of sexual 
networks, social networks, and patient–
provider–health-system networks, and 
discussed determinants and consequences 
of these different types of networks.

Media interest was high, with television, 
print and radio across the country covering 
the Congress and highlighting key research 
statistics resulting from the presentations. 

On a lighter note, overseas delegates were 
treated to an Australian wildlife experience 
at the Welcome Reception. Even the Aussie 
delegates were delighted to get ‘up close 
and personal’ with a koala, wombat, eastern 
grey wallaby joey, carpet python and a blue 
tongue lizard, courtesy of Ballarat Zoo!

For those who were unable to attend the 
Congress or attendees who would like to 
revisit certain sessions, please visit the 
Virtual Conference homepage where you 
can download speaker presentations and 
view plenary sessions from each day. You 
can also check out the extensive media 
coverage of the IUSTI World Congress 2012 
at: www.iusti2012.com/Virtual-Conference. 

Abstracts of the IUSTI 2012 Congress and 
the 2012 Australasian HIV/AIDS Conference 
can be found at: www.iusti2012.com  
or www.hivaidsconference.com.au. 

To read more about the Melbourne 
Declaration go to:  
www.melbournedeclaration.com/ 

The 2013 Australasian Sexual Health 
Conference will be held in Darwin  
23–25 October. Please visit: 
www.shconference.com.au for more 
information.

Suzanne marks 
Executive Officer 
Australasian Chapter of Sexual Health 
Medicine

Trainee presenters at the Penelope Lowe Trainee Update Breakfast

The wombat was a particular hit with both international and Australian visitors at 
the Welcome Reception.
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SUPERVISION SUPPORT STRATEGY 2012–2016

In this, the Year of the Supervisor, the College is focusing its efforts on professional development and 

support for supervisors to ensure the best possible training for our future physicians.

S
upervision is fundamental to the success of the College’s training 
programs and to the future of the medical profession. However, 
it is well documented that there are a number of key dilemmas 
facing supervisors, including adapting to and leading change in 

Medical Education in evolving healthcare settings, and managing a diverse 
array of workforce demands and training responsibilities.

To create a sustainable program of supervision, a Supervision Support 
Strategy has been created. The purpose of the strategy is to outline the 
principle approaches to be used to improve education and support for 
supervisors of the College during the period 2012–2016. The strategy is 
currently being circulated to Education Committees across the Divisions, 
Faculties and Chapters for their discussion and input.

The six focus areas outlined in the strategy are given below.

1. Engagement/Workforce 
 Development

Engaging, recruiting and 
communicating with supervisors

2. Policy Role definition 
Policy framework to underpin all 
aspects of supervisory practice

3. Training Face-to-face and online workshops 
Follow-up support strategies 

4. Support Workshops and events 
Integrated and accessible resources

5. Rewards and Recognition Supervisor accreditation 
Keeping supervisors engaged

6. Research and Evaluation Evaluating the strategy components 
Conducting and publishing research

 
This strategy responds to the key recommendations relating to supervision 
in the Australian Medical Council’s accreditation standards. It also draws 
on feedback from Fellows and trainees from the PREP consultation that 
was undertaken between May and July 2011. The PREP consultation used 
various methods including focus groups, online surveys, hospital visits and 
phone interviews, to gather feedback on the implementation of PREP. The 
College received responses from over 1800 Fellows and trainees across 
Australia and New Zealand. 

During the consultation, the issue of supervision was one of the most 
frequently debated topics among consultation participants. Comments were 
wide ranging and included critiques of the College’s supervision model for 
Basic Training, the need for intensive recruitment and suggestions about 
training models for supervisors.

Key developments in the Supervision Support  
Strategy 2012

engagement  
•	 Interviews	have	been	conducted	with	some	leading	Fellows,	which	will 
 be showcased in a promotional video about the importance of  
 supervision.

•	 Plans	to	develop	a	recruitment	strategy	 

 are currently underway.

Policy  

•	 Consultation	has	been	carried	out	 

 throughout 2012 on key focus areas and  

 topics related to the supervision policy.  

 The development of a discussion paper  

 based on this consultation has  

 commenced.

Training  

PREP consultation participants strongly 

advocated for access to professional 

development opportunities for supervisors 

to support them in their roles as teachers 

and assessors. In response to this, we have 

developed a training program for RACP 

supervisors entitled ‘Supervisor Professional 

Development Program’. Progress on this 

program during 2012 has included:

•	 Developing	and	trialling	the	first	of	three 

 face-to-face workshops, ‘Practical Skills  

 for Supervisors’, at events including the  

 RACP Congress and the IMSANZ ASM.  

 The workshop will undergo further  

 piloting between January and June 2013. 

•	 Commencing	the	planning	and	 

 development of a second workshop  

 ‘Teaching and Learning in Health  

 Settings’.

Support 

•	 Medical	Education	Officers	are	assisting	 

 facilitators to roll out the ‘Practical Skills  

 for Supervisors’ workshop. 

•	 Planning	has	commenced	for	additional	 

 follow-up support for supervisors to be  

 provided through a coaching program.

For further information concerning the 

Supervisor Support Strategy, please contact 

the Supervisor Learning Support Unit at: 

supervisor@racp.edu.au.

erin murphy 

Acting Senior Executive Officer, Supervisor 

Learning Support 

Julie Gustavs 

Manager, Education Development, Research 

& Evaluation

EDUCATION
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T
he ultimate purpose of medical education is to improve patient care 
outcomes by empowering healthcare professionals with appropriate 
knowledge, skills and competencies. Research in medical education 
contributes significantly towards this endeavour by improving 

theory, practice and outcomes of medical education at all levels. 

Concurrent with the impetus towards evidence-based medicine, research 

in medical education is increasingly gaining attention, as well as rigour, 

and is now regarded as a dynamic and productive field of scientific inquiry.1 

However, many leading authors have commented that the evidence base 

for decisions made in medical education is often inadequate; and that there 

is insufficient evidence to support even the most influential theories and 

common practices in the field. Some of the key issues identified across 

medical education research include lack of theoretical underpinnings; 

inappropriate research methods including failure to construct and address 

POSTGRADUATE MEDICAL EDUCATION AND 
RESEARCH – WHAT ARE THE GAPS AND 
OPPORTUNITIES?

This article discusses the broad scope for researchers to build on the medical education knowledge 

base, which in turn will contribute to improvements in physician education and training and ultimately 

patient care. 

research questions adequately; and 
unclear linkages between research and 
evaluation.2–8 

Despite the growing emphasis on improving 
curriculum frameworks including new 
assessment methods in work-based 
education and training, there is a lack 
of research in several key areas of 
postgraduate medical education and 
training. Most of the research in medical 
education has focused on curricular aspects 
of undergraduate medicine, and therefore 
postgraduate training has not received 
nearly as much attention.8,9 

THe WIleY-blACKWell PublISHING AWArD For eXCelleNCe IN meDICAl eDuCATIoN

What is the award? 

The Wiley-Blackwell Publishing Award for Excellence in Medical Education is an opportunity for Fellows and trainees 

of the College to showcase their research in the field of specialist medical education at the RACP Congress. 

What is required for entry? 

An abstract on medical education research that has been undertaken in the field of physician education. Examples 

may include methods of integrating formative assessment into the workflow, novel teaching and assessment 

techniques, the use of technology in teaching and learning, trainee or Fellow experiences in the continuum of 

physician education.

What will happen with the abstract? 

Four abstracts will be selected and the researchers of these abstracts will give a presentation during the RACP 

annual Congress. The abstracts are judged by a panel of medical education experts and a winner will be selected. 

What is the prize? 

The winning researcher will receive a certificate and monetary award of $1500, and will be featured in RACP News.

When is the abstract due? 

The abstract needs to be submitted by 21 January 2013. 

How do I submit an abstract? 

The abstract should be submitted via the RACP website: www.racpcongress2013.com.au/call-for-abstract-

submissions/

Where can I find out more information? 

For further information email curriculum@racp.edu.au or phone +61 2 8247 6292.



30

EDUCATION

RACP NEWS / DeCember 2012

Pressure) therapist on site, as well as strong 

links to dental sleep medicine,’ he said. 

The position was established in 2008 by 

MSDC Director and STP Supervisor Dr 

David Cunnington, with the aim of creating 

a program that could effectively deliver the 

new sleep medicine curriculum that was 

then in development.

STP SLEEP MEDICINE TRAINEES BENEFIT 
FROM PRIVATE AND PUBLIC SETTINGS 

An innovative sleep and respiratory medicine training program operating within both public  

and private settings will enter its fifth year in 2013, thanks to funding via the College’s Specialist 

Training Program (STP).

T
his unique position sees a trainee spend three days per week at a 
private facility, Melbourne Sleep Disorders Centre (MSDC), and two 
days per week in a public setting at Melbourne’s Western Hospital. 
Current Advanced Trainee Dr James Trauer described the position 

as ‘quite unlike any other respiratory/sleep Advanced Training position in 

Victoria’. 

‘The team at Melbourne Sleep Disorders Centre has a unique multidisciplinary 

make-up with psychologists and a CPAP (Continuous Positive Airway 

Embedded within these gaps are opportunities for researchers and 
educationists to undertake research in several neglected areas of 
postgraduate medical education. From the perspective of physician 
education and training, we have identified various areas for potential 
qualitative and quantitative research. Some of these are: 

•	 Supervision. Exploring how balance can be achieved between  
 independent learning and risk minimisation; understanding effective  
 supervision at multiple levels within complex high-volume environments;  
 exploring the causes and solutions for ‘failing to fail’; and ways to train  
 supervisors in non-clinical skills.

•	 Learning	and	assessment. Examining the predictive validity and overall  
 impact of formative assessments in improving training and patient care  
 outcomes; exploring strategies to assess and improve non-clinical skills;  
 and understanding and enhancing reflective or mindful practice among  
 trainees and physicians.

•	 Professionalism. Understanding professional identities among 
 physicians and their impact on physicians’ roles as educators and  
 service providers; and exploring the impact of sociocultural changes in  
 professionalism among trainees and physicians.

•	 Work-based	environments. Exploring how changes in education and  
 training can be successfully implemented and sustained within complex  
 and complicated healthcare environments. 

Given these gaps in specialist medical education, there is immense 
scope for budding researchers to make a contribution towards improving 
physician education and training. Like any other field of scientific inquiry, 
research in medical education demands rigour and dedication, but it also 
comes with rewards and recognition – the most important of which is 
improving patient care.

Priya Khanna 
Research Officer

Julie Gustavs 
Manager, Education Development, Research & Evaluation
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given the unique nature of the position 
and also that sleep medicine is a relatively 
new specialty. 

‘Thankfully, we have been able to fill the 
position each year and the standard of 
trainees we have had has been really 
exceptional,’ he said.

louise Young 
Specialist Training Program

STP is an initiative funded 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.

‘The experience gained from “road testing” the new curriculum could then 
guide development of other sleep medicine training positions to meet the 
broader training requirements encompassed in the new curriculum,’ Dr 
Cunnington said. 

‘The real advantage of STP funding is that it allows an Advanced Training 
position to be designed from the starting point of “What would be best for 
training?” In contrast, to get approval for an additional Advanced Trainee in 
a hospital setting, often the starting point is “What would be best for service 
delivery?”’

At MSDC, trainees spend one clinic per week seeing patients with a 
consultant physician, either observing or leading the consultation. This 
allows strong supervision with regular opportunities to ask questions, 
something Dr Trauer describes as invaluable.

‘Working with physicians who are dedicated to working exclusively in sleep 
medicine provides a fascinating perspective on the specialty.’

Dr Cunnington said the experience was not only beneficial for patients 
but also for trainees: patients ‘appreciate the open and frank discussion’ 
and physicians ‘find it stimulating and challenging’. He added that, as a 
consultant in private practice, this was an aspect he particularly enjoyed. 

‘Having smart, keen doctors sitting next to me whilst I am seeing patients, 
and co-managing patients within my practice, really keeps me on my toes 
and is highly motivating for me to maintain my standards of practice.’ 

The other two days at MSDC are spent, under a physician’s supervision, 
doing follow-up of patients with complex sleep conditions such as circadian 
rhythm disorders, insomnia, hypersomnias and parasomnias.

‘Many of the problems do not require inpatient treatment, and therefore are 
not seen in public hospital settings,’ Dr Cunnington said.

Dr Trauer also described the MSDC position as having a greater emphasis 
on ambulatory care, with less acute and inpatient medicine. This provided a 
valuable training opportunity.

‘[With] the shift towards ambulatory care increasingly being provided 
through private or Medicare-billed practices, finding innovative methods for 
creating training positions is essential,’ he said.

However, the two days per week at Western Hospital means there is no risk 
of any isolation Dr Trauer might experience as a private practice trainee, 
such as missing out on the ‘team atmosphere’ amongst registrars.

‘Similarly, the risk of losing skills in respiratory medicine is avoided through 
the links to the respiratory unit at the Western. Therefore, one year of 
Advanced Training in private practice strongly complements two years of 
training in public hospitals.’

The position was also developed to include set times for learning and 
research. The days at the MSCD consist of a half-day clinic with the 
remainder kept free for reading, research and self-directed learning. Dr 
Trauer said this flexibility has allowed him to prepare for a PhD next year, 
something he would have been less able to do had he been fully based 
in a public unit. The STP position, he said, offered a focus on mentorship, 
training, research and preparation for consultant life, which ‘provides an 
opportunity to take stock prior to completing training’.

Dr Cunnington said liaison between MSDC and Western Health was good, 
with strong support from both organisations for the position. This has made 
it easy to address any problems and to refine the position each year based 
on feedback from trainees. Recruitment has sometimes been a challenge, 

Dr David Cunnington, Melbourne Sleep 
Disorders Centre Director and STP Supervisor

Advanced Trainee Dr James Trauer
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Another successful NZ Trainees’ Day

New Zealand’s Annual Trainees’ Day is continuing to grow in popularity. 
This year, the fourth for this event, Trainees’ Day was held on 19 September 
in Queenstown prior to the Internal Medicine Society of Australia and New 
Zealand (IMSANZ) Annual Scientific Meeting, which no doubt contributed to 
the high attendance. Ninety attendees took part in the day, many of whom 
stayed on for the IMSANZ conference.

This year’s theme was ‘Evolution’, tying in with the theme of ‘Transitions’ 
for IMSANZ. The presentations and workshops provided opportunities for 
attendees to gain advice and practical skills in leadership, professional 
development, academia and education. 

The morning presentations were on a variety of topics to encourage 
discussion. Keynote speaker Professor Des Gorman, Executive Chairman of 
Health Workforce New Zealand, spoke on ‘Growing New Zealand Doctors’. 
Other topics focused on transitioning patients from paediatrics to adult 
medicine, transitioning from registrar to consultant, and dealing with difficult 
colleagues. Former New Zealand Health and Disability Commissioner 
and current RACP Board member, Professor Ron Paterson, presented on 
competence and professionalism in the modern physician.

The afternoon offered a series of interactive workshops. Attendees were 
asked to choose three out of nine workshops in which to participate. 
Choices included working rurally, combining part-time training with 
motherhood, medical academia, clinical leadership, overseas Fellowships, 
making the most of Advanced Training, and sleep/insomnia. A workshop on 
professionalism in practice, which included interviewing tips for jobs, was 
facilitated by Director of Education Dr Marie-Louise Stokes and Dr David 

Spriggs, a Fellow of the College.

Trainees benefited from the presence of 
College President Dr Leslie Bolitho AM 
and other Fellows who contributed to and 
interacted with trainees in various sessions 
throughout the day.

The afternoon concluded with closing 
remarks from New Zealand President Dr 
John O’Donnell, followed by dinner at a local 
restaurant where trainees and Fellows were 
able to debrief and relax with new and old 
acquaintances.

Feedback from the trainees and Fellows who 
attended was once again highly positive.

The NZ Trainees’ Committee would like 
to sincerely thank the Fellows and other 
distinguished presenters who gave their time 
freely for this event and without whom this 
day would not be possible. They would  
also like to thank IMSANZ for allowing the 
New Zealand Trainees’ Day to be a part of 
their ASM.

Dr Justin beardsley and  
Dr Annaliesse blincoe 
Co-Chairs, New Zealand Trainees’ Committee 

THe vINe 
COLLEGE TRAINEES’ COMMITTEE NEWS

TRAINING & TRANSITIONS

Beautiful Queenstown, location for Trainees’ Day 2012 NZ Trainees’ Committee Co-Chairs Dr Justin 
Beardsley and Dr Annaliesse Blincoe
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How to survive as a new consultant 

A publication aimed at those making the transition from registrar to consultant 

will shortly be available for circulation. 

How to survive as a new consultant was developed by New Zealand Fellow and 

member of the Specialist Advisory Committee (SAC) on General Medicine and 

Acute Care Medicine in New Zealand, Dr Stephen Dee, along with colleagues 

from the Wellington Young Physicians Peer Group at the Hutt Valley and Capital 

and Coast District Health Boards (DHBs), and is endorsed by the RACP and the 

Internal Medicine Society of Australia and New Zealand (IMSANZ). The SAC, 

as well as other New Zealand College committees, have contributed to and 

reviewed this publication.

The publication contains information on the transition from registrar to 

consultant, with a focus on the importance of collegial relationships, how to 

deal effectively with complaints, working with patients and their family (whānau), 

developing peer review groups, and how to ensure a healthy work–life balance.

How to survive as a new consultant primarily addresses practitioners in the New 

Zealand health sector, but aspects of the publication will be relevant to many 

RACP members. 

Written by new consultants for new consultants, this guide provides a range of 

references and resources that can be used throughout this transition phase. 

Examples include information on the Medical Council of New Zealand’s (MCNZ) 

expectations of interns, the RACP Professional Qualities Curriculum (PQC), a 

template for annual appraisal, a guideline commentary on ‘Consulting with 

Māori and their whānau’, and guidance on effectively participating in a peer 

review group, which is an MCNZ requirement for continuing professional 

development in New Zealand.

Dr Dee and his colleagues decided to develop this resource after reading 

the Royal College of Physicians’ A tricky time, advice for new consultants. 

It is hoped that the publication will also be beneficial to Overseas Trained 

Physicians who come to study and practise in New Zealand where the 

regulations, practices, and interactions with colleagues and patients are often 

very different.

‘After discussing our own experiences of becoming consultants within our 

Young Physicians Peer Group, we identified aspects of our new roles where we 

would have benefited from further guidance, 
and we wanted to document this for future 
new consultants,’ said lead author Dr Dee.

The publication will soon be available to 
RACP members on the website and in hard 
copy and it will continue to be updated 
when necessary.

For further information on this publication, 
please email: communications@racp.org.nz.

Associate Professor mark lane  
Chair – Adult Medicine Division  
Committee (NZ) 
New Zealand President-Elect                                        

Dr Stephen Dee 
Principal Author

Professor Des Gorman presenting to traineesDr Leslie Bolitho and Dr Marie-Louise Stokes engrossed in a presentation 



34 RACP NEWS / DeCember 2012

INDIGENOUS HEALTH

ONLINE RESOURCE FOR PHYSICIANS 
WORKING IN ABORIGINAL  
CHILD HEALTH

T
he Australian Aboriginal Child Health Modules were made 
available to all College members in August 2012. A successful 
one-month, online-facilitated discussion ran in conjunction with 
the launch and fostered some interesting discussions between 

trainees, Fellows, and others interested in working in rural and Aboriginal 

health. 

Following on from the launch and the facilitated discussion, the modules 

are still available for any trainees and Fellows interested in undertaking 

them. The modules focus on the following areas:

i. cultural awareness relating to Aboriginal  

 families and communities

ii. the social determinants of Aboriginal  

 child health – past, present and future

iii. the spectrum of common illnesses in  

 Aboriginal children in remote and  

 urban settings (including ear, skin and  

 eye infections, anaemia, bronchiectasis,  

 rheumatic heart disease and post- 

 infectious glomerulonephritis)

iv. developmental problems, including  

 Foetal Alcohol Spectrum Disorders  

 and the effects of early life trauma 

 (adverse social, nutritional and  

 emotional experiences) on development.

These modules are highly interactive 

and include video and audio footage, 

interactive questions, discussion questions, 

opportunities to speak with other 

participants and detailed recommended 

readings. 

Fellows of the College who participate in 

the Aboriginal Child Health Modules are 

eligible to claim continuing professional 

development points under Category 3: Self-

Assessment Programs at a rate of 2 credits 

per hour.

For more information contact the eLearning 

Design & Resource Development Unit at the 

College by email at rhce@racp.edu.au or 

visit the webpage, www.racp.edu.au/page/

child-health-modules.

Sarah Champion 

eLearning Design & Resource Development

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. The RACP is solely responsible for 

the content of and views expressed in any material 

associated with this project.  
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ONLINE RESOURCE FOR PHYSICIANS 
WORKING IN INDIGENOUS 
CARDIOVASCULAR HEALTH

A
vailable now, the Indigenous Cardiovascular Health Modules 
have been created for those looking to further their knowledge 
and understanding of Indigenous health issues. The three 
modules focus on Indigenous Cardiovascular Health within the 

following topic areas:

1. Coronary Heart Disease. This module utilises scenarios involving a  

 fictional Indigenous family, with a focus on the link between the  

 various disease states and their relation to family members and the 

 family structure. 

2. rheumatic Heart Disease. This module  

 adopts a similar approach to that of the  

 Coronary Heart Disease module. 

3. Service Provision. Making use of the  

 family structures developed in the two  

 earlier modules, the Service Provision 

 module shifts the medical professional’s  

 focus to practice, in terms of identifying  

 current barriers to Indigenous  

 cardiovascular healthcare and showing  

 how practice can evolve in order to  

 enhance the provision of services to  

 Indigenous Australians.

Modules 1 and 2 have a particular focus on 

the respective risk factors, prevalence of 

the disease, outcomes, barriers to acute 

and chronic healthcare, and the initiation 

of practice improvement in healthcare 

provision to Indigenous Australians. 

The Indigenous Cardiovascular Health 

Modules provide an engaging learning 

environment through the use of an array 

of rich multimedia content sourced and 

compiled from within the Cardiac Society 

of Australia and New Zealand (CSANZ), 

the broader profession and the wealth of 

available literature. 

This resource has been developed by 

the CSANZ, in conjunction with The Royal 

Australasian College of Physicians. For 

more information, contact the eLearning 

Design & Resource Development Unit at the 

College by email at rhce@racp.edu.au or 

visit the webpage, www.racp.edu.au/page/

cardiac-health.

Sarah Champion 

eLearning Design & Resource Development

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. The CSANZ is solely responsible for the 

content of and views expressed in any material 

associated with this project.
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and the College Trainees’ Committee. He 

previously represented trainees on the NSW 

HETI Paediatric Physicians Training Council 

and was a panel member for the 2010 

External Review of the NSW Prevocational 

Education and Training Program.

His research interests include vaccines, 

public health and infections in 

immunocompromised hosts. He is the author 

of a book on the art of American painters.

BOARD OF DIRECTORS

The Royal Australasian
College of Physicians

ASSoCIATe ProFeSSor GrANT PHelPS 
ADulT meDICINe DIvISIoN boArD rePreSeNTATIve 

Associate Professor Grant Phelps is a recently lapsed Gastroenterologist/

General Physician turned management consultant based in Ballarat. He has 

been in clinical practice in Western Victoria since 1991 in both the public and 

private sectors. A five-year stint as Clinical Director of Internal Medicine in 

Ballarat was a game-changer career-wise. 

Associate Professor Phelps’ consulting interests include clinical leadership, 

clinical engagement and clinical quality improvement. He has had a 

longstanding involvement with the College through physician training and 

RACP policy as a member of the former Committee for Physician Training, a 

DPT and a National Panel examiner. More recently, he has been Interim Chair 

of the Quality Expert Advisory Group during a time of some upheaval. He 

co-chaired with Sarah Dalton the College’s recent work on developing the 

Supporting Physicians’ Professionalism and Performance (SPPP) framework. 

This work grew alongside his interest in supporting the performance of 

doctors within an organisational context, stemming from a large piece of 

work he undertook for the Victorian Department of Health to develop a 

meaningful and engaging performance development process for senior 

doctors. The SPPP was strongly informed by this experience.

Associate Professor Phelps has taken a sabbatical from clinical practice in 

the last 12 months in order to pursue his interest in healthcare improvement 

and clinical leadership. This has given him the opportunity to provide 

part-time medical leadership to the Tasmanian Health Department’s Safety 

and Quality program at a time of great change in the Australian healthcare 

system. The opportunity to be front and centre at this time has been 

fundamental in driving his view of the importance of clinicians as leaders 

of change in healthcare. He is passionate in his view that clinicians must 

be equipped with the management and leadership skills they need to 

drive change in a way which adds value at every level of the system, but 

particularly to patients. He sees this as a major task for the College, and 

it is one of the reasons he also chose to qualify as a Fellow of The Royal 

Australasian College of Medical Administrators.

Associate Professor Phelps is set to take up a part-time academic 

appointment with Deakin University’s Medical School where he has been 

working to establish a Masters program in Clinical Leadership, due to 

commence in late 2012. 

Dr JIm NeWCombe 
TrAINee APPoINTmeNT To THe boArD

Dr Newcombe is the Paediatric Infectious Diseases Fellow at Sydney 

Children’s Hospital, Randwick. He is a dual Advanced Trainee in Paediatric 

Infectious Diseases and Microbiology. 

Dr Newcombe is the Paediatric Co-Chair of the NSW Trainees’ Committee 

DIRECTOR PROFILES

New Board Director Associate Professor Grant Phelps has had an enduring commitment to the 

College, and newly appointed Trainee Director Dr Jim Newcombe has already shown his support 

through a number of trainee activities.

Associate Professor Grant Phelps

Dr Jim Newcombe
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CONJOINT MEDICAL EDUCATION SEMINAR 2013

Friday 8 March 2013   
Sofitel Sydney Wentworth, Australia

“Serving the Community: Training Generalists and Extending Specialists” 

REGISTER NOW

Further Information: 
Ally Chen
Conferences & Events Management
Royal Australasian College of Surgeons
250-290 Spring Street  
EAST MELBOURNE VIC 3002 
Australia  
T: +61 3 9249 1260 
F: +61 3 9276 7431 
E: cmes@surgeons.org
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THE DHULIKHEL EXPERIENCE  
– A REFRESHING CHANGE

RACP Fellow Dr Fiona Foo explains why the developed world should be grateful for the medical 

attention we receive – and sometimes complain about. An inspiring story.

I
magine you had chest pain and were having an acute myocardial infarct 
– only to present to the hospital and be told you would have to pay the 
equivalent of several years of your annual salary to have an angiogram 
and stent. Or, if you had severe valvular heart disease, were getting 

short of breath with acute pulmonary oedema, but couldn’t afford to stay a 
day in hospital, let alone have a valve replacement? What would you do? 

While some people complain about our medical system and costs, they 
don’t realise how lucky we are. I had the opportunity to spend some time in 
Dhulikhel Hospital (DH), teaching interventional cardiology techniques to the 
two local cardiologists who have minimal experience in this subspecialty. 
DH is a rural hospital 30 kilometres north-east of Kathmandu, Nepal. In this 
third world country with low incomes, no health insurance, poor government 
hospital services, and a commercial and expensive private health sector, 
people are still friendly, happy and extremely grateful for any help given 
them. It was a refreshing experience – and not just because of the  
Nepali chai. 

DH is a not-for-profit, community-based hospital whose mission is to provide 
affordable healthcare to all. The hospital doesn’t receive government 
support, but gets some donor support from organisations such as Rotary 
International and covers some operational costs from fees. It is also the 
university hospital for all the medical programs run in collaboration with 
Kathmandu University, so it is a teaching hospital too (you can gather this 
from the throngs of white-coated medical students combing the hospital).

From the hospital’s website – ‘it is guided by the principles of social equity, 
sustainable development and harmony with nature. Through its trained staff, 

it provides cost effective, compassionate 
and quality health care services. The 
hospital believes in the fact that quality 
health services need not always be an 
expensive commodity and limited only to 
those who are able to afford.’

The hospital endeavours to service a 
population of approximately 1.9 million 
people, and has already provided services 
to 50 out of the 78 districts of the country.

Dr Ram Makaju Shrestha set up DH in 1996. 
Every morning, at 8 am sharp, he heads a 
hospital meeting with all the departments, 
from paediatrics, obstetrics, surgery and  
orthopaedics, to ICU, CCU, medical etc. 
It’s a concept that nowadays doesn’t exist 
in big teaching hospitals in the developed 
world. However, it definitely builds a 
team approach and a sense of ‘this is our 
hospital’. Everyone goes for breakfast after 
the meeting! You definitely get a feeling of 
community and commitment when you  
are there. 

The dedicated doctors and nurses are paid 
modestly and none of them ‘moonlight’ 

Cardiology Catheter Laboratory team after inserting the first coronary stent Dhulikhel Hospital, Nepal
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elsewhere. Their days are busy, yet they don’t seem stressed. There are 
multiple patients waiting outside outpatients at any one time and people 
queuing for investigations and medications. Doctors, nurses and allied 
health staff don’t complain about workloads, and the patients – well, they 
have patience. It is a great environment.

Rotary Australia donated a cardiac catheter theatre to the hospital some 
time ago, but they only started doing diagnostic angiograms the month 
before I arrived. With very few resources, it becomes clearer how much 
everything costs when you break them down. For example, a bare metal 
stent costs 55,000 rupees (100 rupees = 1 AUD), a drug eluting stent 84,000 
rupees. Even a guide wire costs 9900 rupees. At the Kathmandu Heart 
Centre in Kathmandu – which receives some government funding – it would 
still cost around 120,000 rupees for a bare metal stent insertion, and around 
250,000 rupees for a drug eluting stent insertion.

Patients unable to pay the cost have home visits to assess their financial 
need before qualifying for a reduced cost service.

I was fortunate to have some coronary stents donated from Boston 
Scientific and Terumo, which were like gold at DH. Apart from a few 
questions with airport security and police on the rural roads, I managed to 
get the two boxes safely there. Lucky I was able to pack light!

After assisting the two cardiologists with a few diagnostic angiograms, we 
had a patient present with unstable angina and placed the first coronary 
stent at DH. Previously, patients either would not have had a stent (and 
continued to have angina or myocardial infarcts) or would have had to wait 
and probably pay large amounts in Kathmandu for it. Subsequently, I guided 
the two cardiologists through several more stenting procedures. Getting 
patients back for procedures is often problematic too. They may not turn 
up, being afraid or unsure of the procedure. They often just put up with 
the chest pain or, worse, have infarcts, die young or develop heart failure. 
Patients are grateful: they never flinch on the cath lab table, and when you 
are done, they and their family thank you sincerely with palms pressed 
together saying ‘Namaste’.

Like any third world country, resources are limited, though relatively 
speaking DH has very good facilities. Instead of asking ‘What would give 
the best results?’, you become used to asking ‘What do I have available in 

stock?’ Reusing and resterilising equipment, 
by necessity, makes you realise how much 
we take for granted in the developed 
world, and that our modern, expensive and 
resource-intensive medicine is applied in 
fact to the minority of the world population.

I will be going back to DH again next year 
and hopefully on a regular basis to help 
with their endeavours to improve cardiology 
services to their community. The two 
cardiogists, Dr Koju and Dr Sanjay, were 
inspiring, wanting to deliver the developed 
world’s technology to the third world. The 
people, the country and the scenery are 
added motivation. 

For me, the DH experience can be summed 
up as refreshing. It was a good reminder of 
how fortunate we are in Australia and New 
Zealand, and the importance of appreciating 
this. And if anyone wants to know what 
severe shortness of breath at minimal 
exertion feels like, try a half-marathon at 
>4500 metres; I now have such insight!

Dr Fiona Foo FrACP 
General and Interventional Cardiologist 
Sydney Cardiology Group

Touching Everest Dr Foo with Dr Hull after the Tenzig Hillary 
Everest half-marathon
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T
he RACP Foundation is pleased to support the Queensland State 
Committee (QSC) in announcing a new educational award. In 2013 
the Queensland State Committee will offer, through the RACP 
Foundation, its first Educational Development Grant. The award 

aims to assist Queensland Fellows and trainees of the Divisions, Faculties 
and Chapters of the RACP to implement or undertake educational projects or 
activities. 

The College realises the importance of receiving funding for education in a 
timely manner as applicants are often on a ‘need now’ basis for such funding. 
To accommodate these needs, all applications received by the closing date 
at the end of February will be considered for funding at the next Queensland 
State Committee meeting. Depending upon funding availability, there may be 
opportunities for a further round of funding applications later in the year.

The RACP Foundation and the QSC are dedicated to providing funding in the 
most effective and helpful way to Fellows and trainees.

The Queensland State Committee echoes the excitement of the RACP 
Foundation in supporting this new award for 2013. The Chair of the QSC, 
Associate Professor Michael Gabbett, explains: ‘The funds were raised as 
a result of the hard work of many past and present Queensland Fellows. 
The Committee is absolutely delighted to be able to return the funds to 
Queensland Fellows and trainees. We are particularly grateful to the College 
Finance Committee for supporting this venture and the RACP Foundation for 
their great assistance in designing the bursary.’

The Committee also hopes to release new awards designed to aid funding of 
research for Queensland Fellows and trainees in the future.

NEW QUEENSLAND STATE COMMITTEE 
EDUCATIONAL DEVELOPMENT GRANT 2013

The year ends positively with this announcement of a collaboration between the Queensland  

State Committee and the RACP Foundation.

Associate Professor Michael Gabbett,  
Chair of the Queensland State Committee

QueeNSlAND STATe CommITTee eDuCATIoNAl DeveloPmeNT GrANT 2013

Purpose: To assist Queensland Fellows and trainees implement or undertake educational projects or activities 
including the following:

•	 Gaining	new	technical	expertise	 
•	 Training	at	an	appropriate	institution 
•	 Provision	of	education	services	(e.g.	webinar,	lectures)

Requests for funding to allow attendance or participation at a conference will not be considered.

value: Applications for projects up to the value of $10,000 will be considered.

eligibility: Queensland Fellows and trainees of the RACP, its Divisions, Faculties and Chapters. Applications for group 
projects will be considered eligible providing they are led by a Queensland Fellow or trainee.

Applications are now open for the 2013 award. All applications received by 28 February 2013 will be considered 
for funding in February. If no applications are considered of merit, the application process will be reopened and 
applications will be considered on an individual basis.

This grant is made available by the Queensland State Committee. 
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T
he RACP Foundation offers its warm congratulations to Professor 
Stephen Clarke who has been awarded the Eric Susman Prize 2012 
for his work on cancer-associated inflammation, in particular its 
relationship to impaired outcomes in colorectal cancer (CRC) and 

malignant mesothelioma. Professor Clarke’s work is at the forefront of this 
research internationally, and others are confirming these findings in a variety 
of cancers. 

Stephen Clarke is a Professor of Medicine at the University of Sydney as well 
as a full-time Senior Staff Specialist in Medical Oncology at Royal North Shore 
Hospital in Sydney. He is well regarded in his profession and was recently 
awarded an OAM for his work in Oncology and Pharmacology. He is one of 
very few full-time clinicians in Australia who has been able to combine clinical 
work with clinically relevant translational research, and his efforts are an 
inspiration to up-and-coming clinician researchers. The Eric Susman Prize is 
an appropriate recognition of his efforts as well as demonstrating to young 
clinicians that research and clinical work can be combined.

Professor Clarke’s research has been recognised by over $15 million in 
competitive grant funding and has resulted in over 200 publications, over 30 
of which relate to cancer-associated inflammation. It has provided the basis 
of five awarded and two completed PhDs in the past few years, and has also 
led to profitable collaborations with researchers in the US and Europe. The 
work is highly clinically relevant and will provide new inexpensive and simple 
predictors of treatment outcomes. In addition, a better understanding of the 
biology should identify targets for treatments aimed at improving treatment 
outcomes and survival for patients.

In ongoing work, Professor Clarke and his colleagues are assessing the 
molecular pathogenesis leading to an elevated NLR, initially in colorectal 
cancer patients. In addition, in conjunction with Roche Pharmaceuticals, an 

PROFESSOR STEPHEN CLARKE – RECIPIENT 
OF THE 2012 ERIC SUSMAN PRIZE

A well-deserved award for another of the RACP’s dedicated and hard-working clinician researchers.

Professor Stephen Clarke

rACP TrAINee reSeArCH AWArDS For eXCelleNCe

Congratulations to the following trainees who will be representing their State, Territory or New Zealand  
in the national competition:

In the field of Adult Medicine: 
Queensland: Dr Paul Griffin  |  New South Wales and ACT: Dr Yamin Oo  |  Northern Territory: Dr Melanie Hanson 
South Australia: Dr Anjana Radhakutty  |  Tasmania: Dr Melanie Wuttke  |  Victoria: Dr Tiffany Shaw 
Western Australia: Dr Edward Fysh  |  New Zealand: Dr Christy MacDonald

This competition will be held at Congress 2013 in Perth.

In the field of Paediatric Medicine: 
Queensland: Dr Alberto Pinzon-Charry  |  New South Wales and ACT: Dr Siah Kim  |  Northern Territory: Dr Swarna 
Shashi Bhaskara  |  South Australia: Dr Suja Mathew  |  Tasmania: – |  Victoria: Dr Erin Mills  |  Western Australia:  
Dr Vinutha Beliyurguthu Shetty  |  New Zealand: Dr Annaliesse Blincoe

The venue for this competition will be announced in the next few weeks.

Australia-wide study (ASCENT) has been 
established to prospectively evaluate the 
predictive utility of the NLR in patients 
receiving chemotherapy. This study will also 
collect samples for proteomic analyses to 
correlate with the NLR.

Stephen Clarke was nominated by Associate 
Professor Janette Vardy of Sydney University.
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Faculty and Chapter awards, directed 

through the RACP Foundation, we are now 

proud to announce that over 100 awards are 

available annually with a total value of over 

$2.2 million. The College endowment funds 

have now reached over $34 million.

The College has also seen a substantial and 

promising increase in the total number of 

applicants for the 2013 awards, including 

an impressive 25% increase in the number 

of PhD applicants. Next year also promises 

to be an exciting year. New partnerships 

are being investigated, as are opportunities 

for international scholarships. The RACP 

Foundation, in collaboration with Policy & 

Advocacy in Australia and New Zealand, is 

evaluating the Indigenous awards currently 

on offer across the College in accordance 

with the College’s Reconciliation Action 

Plan, to provide support that is relevant and 

culturally appropriate. 

The RACP Foundation would like to wish all 

Fellows and trainees Season’s Greetings 

and a safe and happy holiday.

If you are interested in supporting the RACP 

Foundation or learning more, please contact 

the RACP Foundation office on 61 2 9256 

9620 or email foundation@racp.edu.au.

A
s the end of the year approaches, we would like to take the 
opportunity to reflect on what has been a most prosperous year 
for the RACP Foundation. It seems that nearly every year the 
number of recipients and the value of awards offered have been 

able to grow since formation in 1991, and this, the 21st year, has been no 

exception. It is not without the overwhelming support of our Fellows and 

trainees and our individual, institutional and corporate donors that this 

continued growth and expansion has been made possible.  

Through subscription contributions, Fellows and trainees gave over 

$420,000 as an investment in our future health by supporting research 

and education. With the consolidation of administration of the Division, 

THANK YOU AND SEASON’S GREETINGS 
FROM THE RACP FOUNDATION

Season’s Greetings from Laina and Miranda, RACP Foundation

ADvANCeD TrAINee SeleCTIoN AND mATCHING IN 2012

The Advanced Trainee Selection and Matching (ATSM) online matching has now been completed for the 2013 
training year. 

This year, eight matches were run covering nine specialties across six states/territories, including a separate  
‘multi-specialty’ match covering six specialties over seven states/territories for both continuing and first year 
Advanced Trainees.

The specialties and states/territories involved in the matches this year were Gastroenterology (Vic/Tas, ACT/NSW, 
Qld, WA, SA), Respiratory & Sleep Medicine (Vic/Tas), Nephrology (Vic), Endocrinology (Vic), Infectious Diseases (Vic), 
Cardiology (Vic/Tas/NSW/ACT), Medical Oncology (Vic), Rheumatology (Vic, NSW/ACT) and AFRM (Qld, SA). The first 
match was opened for trainee registrations on 25 June and the final match was run on 11 September.

A total of 509 trainees applied for 263 positions and, of these, 237 were trainees matched with registered positions, 
with the results of each match released by the College to the Specialty Coordinators on the same day.

If you would like more information relating to the ATSM online matching service please visit the website  
at www.racp.edu.au or email atselection@racp.edu.au.
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I have no hesitation in recommending  
this book.

Chris Pearson 
Chair, Child Development and Behaviour SIG 
Chapter of Community Child Health

S
andra Johnson, a highly experienced developmental paediatrician 
and teacher based in Sydney, has responded to an important 
deficit in texts available to paediatric trainees in Australia. That 
she has succeeded is undoubted, but she has gone further in 

producing a book which could reasonably be useful for paediatricians 
in general. It is available in two forms – a soft cover book and an online 
module with case studies for testing understanding of the topics.

Sandra is the principal author and she has brought together a group of 
her colleagues to contribute chapters in their areas of expertise. The book 
has a foreword and recommendation by internationally renowned British 
paediatrician David Hall, to emphasise the book’s importance.

The book contains 15 chapters including ‘Normal Development’, 
‘Developmental Assessment in the Young Child’, ‘Motor and Coordination 
Problems’, ‘Hearing and Vision Loss’, ‘Autism Spectrum Disorders’, ‘Specific 
Learning Disorders’, as well as other relevant chapters within the spectrum 
of community child health, and ends with a chapter written by Sandra on 
‘Legal Issues’.

Each chapter has a useful format, beginning with definitions and concepts 
and proceeding to an approach to assessment, relevant investigations, 
management, practice points, an extensive list of references and 
recommendations for further reading.

As always, one can imagine the additions that could be included in a 
second edition. An obvious focus for expansion would be in the area of 
practical skills. Sections on counselling, working in a multidisciplinary team 
and advocacy for the child with other agencies such as schools could also 
be usefully added.

RECOMMENDATION FOR NEW BOOK ON 
CHILD DEVELOPMENT PAEDIATRICS

A Clinical Handbook on Child Development Paediatrics by Sandra Johnson. Elsevier Australia, 

Chatswood, NSW, 2012, 316 pages. Special offer available for orders placed by 31 December 2012. 

Telephone 1800 263 951 (Australia) or 0800 170 165 (NZ).

BOOK REVIEW
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TrIbuTe To ASSoCIATe ProFeSSor PeTer ebelING  
8.10.1926–23.10.2012 

The College was saddened to learn of the death of Associate Professor 
Peter Ebeling in Melbourne in October. Succeeding Dr E Graeme 
Robertson, Peter was the Director of Neurology at the Royal Melbourne 
Hospital for over 20 years, until 1992. He trained in Melbourne with Dr 
Robertson and then at the National Hospital, Queen Square. He built up 
an outstanding clinical department, inspired many junior doctors to train 
in Neurology and was honoured by the RACP for his contributions. He 
was one of Australia’s most distinguished neurologists, a gifted clinician, 
teacher and mentor. He will be remembered by his colleagues for his 
clinical acumen, keen intellect and total dedication to his patients. 
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Restored bush on Matiu/Somes Island, looking over Wellington Harbour  
to the Hutt Valley

o
ne of the privileges of being retired is that you can pick and 
choose which activities to get involved with, which often means 
doing some of the things that have been on your ‘to do’ list  
for years.

My wife is a very keen gardener and completed a botany degree after her 
retirement from running the local hospital emergency department. As a 
spin-off from her interests, I have also become involved with Forest and Bird 
activities, mainly as a source of brawn rather than brain where expertise  
is needed.

The Royal Forest and Bird Protection Society (F&B) was set up in 1923 and 
currently has 70,000 members who maintain 38 reserves around the country, 
lobby and campaign for the protection of our native species and have 8 
lodges in wilderness areas where people can enjoy the native bush and 
birds. Many of their volunteer members are involved in restoration of bush in 
areas of available land around New Zealand to the extent that there are about 
300 such projects in the Wellington area alone. I have been involved in two of 
these as a relative late-comer over the last 10 years.

Matiu/Somes Island in the middle of Wellington Harbour has a long history 
as a sanctuary of many sorts going back to pre-European days when the 
local Iwi used it as a defensive Pa. Since then it has been a quarantine 
station, initially for sheep and later for human immigrants in the 19th century, 
an internment camp during both World Wars, and subsequently an animal 
health research station. Workers on the island were keen to restore some 
of the original flora but officialdom was less enthusiastic about the cost. In 
1981, two members of the local F&B started a campaign of replanting that has 
continued for the next 30 years. This has involved many hundreds of people, 
and my discussion of this project is really a tribute to them.

THE JOY OF CONSERVATION

AFTER HOURS

Over the years, potting facilities and plant 

nurseries were established and large groups 

were involved in planting out. As more 

and more bush areas became established, 

weeding and caring for the growing plants 

became more important, although much 

less exciting than seeing new areas planted. 

Within the last couple of decades, the focus 

has again changed with the realisation of the 

importance of using original species of trees 

and shrubs as much as possible to repopulate 

the area.

In 1987, intensive efforts with a grid of bait 

stations were made to rid the island of rats.  

It was declared rat-free three years later.  

This meant that native birds, lizards, insects 

and the unique tuatara could be reintroduced 

into a safe habitat. The island has also 

become a major nesting site for little blue 

penguins. Care is still taken to maintain the 

predator-free status.

The bulk planting of trees and shrubs resulted 

in at least 60 species being reintroduced, 

a phase that came to an end in 2006. The 

Department of Conservation assumed more 

control of the island management and was 

joined in this by local Iwi in 2009 as part of 

a settlement under the Treaty of Waitangi. 

Since then I, along with a few others, have 

volunteered to babysit some of the smaller, 

less common trees in the bush, checking them 

every few months to ensure that they don’t 

become overgrown by the canopy. The aim is 

to increase the biodiversity on the island. This 

approach is making a difference, and visiting 

the island now, made easier by regular ferry 

services, gives a glimpse of its former bush-

clad state, in terms of trees and also birds and 

other animals.

The other area of conservation that I 

am involved with is on the shores of the 

Pauatahanui inlet, just north of Wellington. 

Here again, a few enthusiastic F&B members 

realised the potential of a waste area as a site 

for wading birds and coastal plants. The area 

had been used for farming activities, and as a 

rubbish dump and go-kart track. In 1984 this 

Public Domain was officially redesignated a 

Wildlife Reserve, and restoration began.

RACP NEWS / DeCember 2012
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Digging out a pond at Pauatahanui As it is now with native planting and bird life 

Shallows developed to attract wading birds to the Pauatahanui Reserve

It is a very low-lying area with a number of streams running into the very 

shallow inlet, which means that the water varies from fresh to brackish to salt, 

providing habitats for a unique range of plants and an increasing variety of 

birds.

The initial workers on the site laid out tracks and boardwalks, dug out 

substantial ponds and began raising hundreds of thousands of plants, potting 

them, planting them out and clearing around them to avoid their being 

overgrown. Clearly, this work has involved a whole army of volunteers and it is 

the F&B members who have kept the project on the move for over 25 years. 

Assistance does come from the Department of Conservation and the two local 

authorities but the day-to-day maintenance and development are left to the 

volunteers.

My main involvement is doing the simple things like planting out and 

maintaining tracks, while those who know what they are doing get on with 

raising seedlings, potting them up and planning what needs planting where.

Predators present a different problem here 

as far as their control is concerned. Rats and 

stoats can travel long distances, so there is a 

need for constant supervision of the trapping 

lines. It is of concern that six stoats have been 

caught in the last year or so after a period of 

about one per year. This apparently uphill task 

is worth it, however, as predator control in the 

Wellington area has led to a huge increase 

in the bird population and even allowed the 

release of kiwi in one area under controlled 

conditions.

Increasing areas of New Zealand, currently 

mainly on offshore islands, are being rendered 

free of predators (rodents, mustelids and 

possums) and there are aspirations to remove 

these unwanted imports from Stewart Island 

and even the whole of mainland New Zealand.

Why do I get involved in these activities? They 

give plenty of opportunity for fresh air and 

sunshine, my fellow workers are very congenial 

and from interesting backgrounds, and they 

have amazing skills. Then, too, I see the 

importance of rescuing our heritage from some 

of the degradation caused by our society’s 

perpetual focus on dollars, with little thought for 

all the other pleasures and necessities of life. I 

would also like my grandchildren to be able to 

enjoy the natural environment that has been so 

much a part of my life.

I find the physical exercise much more 

productive than jogging or golf, which means, 

selfishly, the real conservation is of me as much 

as it is of the landscape. 

Dr Archie Kerr

RACP NEWS / DeCember 2012
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PAEDIATRIC PRIVATE PRACTICE  
OPPORTUNITY ON VICTORIA’S 
MORNINGTON PENINSULA 

The Bays Hospital in Mornington wants to support new  
Paediatricians to establish a busy local private practice in the 
area. 
A ready made private practice is virtually guaranteed and 
every opportunity exists to pursue particular interests in your 
field. 
The hospital will assist in terms of practice set‐up, consulting 
rooms, appointment and billing software and mailouts to the 
local GP referral base. 
The hospital relies on a paediatric oncall roster to manage 
caesarean section cases and neonatal care.  Two local private 
hospitals deliver over 1000 babies annually and a Level II  
Special Care Nursery supports stabilisation and ongoing care 
of neonates at The Bays. 
And then there is the lifestyle—wineries, golf courses, the 
beach, climate, schools—all only an hour from Melbourne 
CBD. 
For further information, contact Anita Woods, Director of 
Nursing on 0403 500 574 or anitawoods@thebays.com.au 

RACP NEWS / DeCember 2012

The Bays Hospital in Mornington wants to support new 
Paediatricians to establish a busy local private practice in 
the area.

A ready made private practice is virtually guaranteed and 
every opportunity exists to pursue particular interests in 
your field.

The hospital will assist in terms of practice set-up, 
consulting rooms, appointment and billing software and 
mailouts to the local GP referral base.

The hospital relies on a paediatric oncall roster to manage 
caesarean section cases and neonatal care. Two local 
private hospitals deliver over 1000 babies annually and a 
Level II Special Care Nursery supports stabilisation and 
ongoing care of neonates at The Bays.

And then there is the lifestyle—wineries, golf courses,  
the beach, climate, schools—all only an hour from 
Melbourne CBD.

For further information, contact Anita Woods, Director of 
Nursing on 0403 500 574 or anitawoods@thebays.com.au

www.racp.edu.au/page/australasian-chapter-of-sexual-health-medicine

http://www.racp.edu.au/page/australasian-chapter-of-sexual-health-medicine


47

MEMBER ADVANTAGE

CLASSIFIEDS

The Royal Australasian College of Physicians  
Member Advantage Benefit Program

Visit Member Advantage at www.memberadvantage.com.au/racp  
or call 1300 853 352 (Australia) or +61 3 9695 8997 (New Zealand)  
^ Available to Australian residents only. 

Holiday Gift Guide
With the festive season approaching there’s no better time  
to enjoy your benefits with family and friends.

Gift hampers

Enjoy a 20% discount^ on gourmet food 

and wine hampers. Perfect for families.

Adrenalin experiences

12% off experiences including winery 

tours, sailing and skydiving.

Magazine subscriptions

Choose from popular magazines  

and save 8% off subscription rates.

Romantic getaways

Spoil your loved one with a beach holiday  

and save on accommodation rates.

RACP NEWS / DeCember 2012

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

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

GASTROENTEROLOGIST  
ALBURY WODONGA

Medical Oncologist required for a busy modern and 
friendly Medical Oncology Practice located on the sunny 
Gold Coast. Australia.

The practice covers all the Gold Coast and Northern NSW 
regions.  The position could be either part time or full time.

For more information please contact  
PHONE: (07) 5597 1305  |  FAX: (07) 5597 1205 
EMAIL: reception@gcho.com.au

MEDICAL ONCOLOGIST 
REQUIRED



All finance products are issued by Investec Bank (Australia) Limited ABN 55 071 292 594, AFSL 234975, Australian Credit Licence No. 234975 (Investec Bank). All finance is subject to our credit assessment criteria. 
Terms and conditions, fees and charges apply. Information contained in this document is general in nature and does not take into account your personal financial or investment needs or circumstances. We reserve 
the right to cease offering these products at any time without notice. You should obtain independent financial, tax and legal advice, as appropriate.
Qantas Frequent Flyer points are earned in accordance with the Investec/Qantas Terms and Conditions  available at www.investec.com.au/card. Points are earned on eligible purchases only. You must be a member 
of the Qantas Frequent Flyer program in order to earn and redeem points. Qantas Frequent Flyer points and membership are subject to the Qantas Frequent Flyer program Terms and Conditions. Full details are available 
at www.qantas.com/frequentflyer. Investec Bank recommends that you seek independent tax advice in respect of the tax consequences (including fringe benefits tax, and goods and services tax and income tax) arising  
from the use of this product or from participating in the Qantas Frequent Flyer program or from using any of the rewards or other available program facilities. Insurance products are offered by Experien Insurance Services,  
the preferred supplier of insurance products to Investec Bank.

Home loans  |  Car finance  |  Transactional banking and overdrafts  |  Savings and deposits  |  Credit cards  |  Foreign exchange  |  Goodwill and practice purchase loans 
Commercial and industrial property finance  |  Equipment and fit-out finance  |  SMSF lending and deposits  |  Income protection and life insurance

O u t  o f  t h e  O r d i n a r y™

As you well know, running a practice involves balancing a myriad 
of priorities. Purchasing equipment is high on the list, but it’s often 
devilishly complicated – it takes specialist expertise to put together  
a simple and cost-effective solution.

This is where Investec comes in. We specialise in providing financial solutions 
for medical and dental professionals, so our team thoroughly understands the 
pros and cons of different methods of funding your equipment. Whether it’s 
buying outright or leasing, you can rest assured that we’ll work out the optimal 
structure for you; even better, you can finance the equipment on an Investec 
credit card and earn Qantas Frequent Flyer miles on your eligible purchase.  

 
Take a look at investec.com.au/medicalfinance or call one of our 
financial specialists on 1300 131 141 to find out how we can help.

Is your 
equipment 
finance as 
complex as a 
triple bypass? 
It’s time for a second opinion


