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TAKE UP THE CHALLENGE:

Join us for the RACP Congress 2011 in spectacular Darwin from 22 – 25 May 2011.  
The Congress will examine the challenges of indigenous health and chronic disease over a 4-day 
program and will feature outstanding keynote presentations from the following leading specialists: 

Sir Mason Durie – Massey University (New Zealand) 

Professor David Simmons –  Cambridge University Hospitals NHS Foundation Trust (United Kingdom)

Professor Zulfiqar Bhutta – Aga Khan University (Pakistan)

Professor Jonathan Carapetis –  Menzies School of Health Research (Australia)

Professor John Boulton – University of Newcastle (Australia) 

Professor Lars Gemzoe – Gehl Architects (Denmark) 

Dr Tom Calma – Australian Government, Department of Health and Ageing (Australia) 
Dr Kerry Arabena – Lowitja Institute (Australia) 

For more information visit www.racpcongress2011.com.au

Or contact the Congress Secretariat at WaldronSmith Management 
61 Danks Street, Port Melbourne, VIC 3207, Australia 
T: +61 3 9645 6311  F: +61 3 9645 6322  E: racpcongress@wsm.com.au

CALL for ABSTrACT  
SUBMiSSioNS Now oPEN
Visit the Congress website for award/prize 
details and to submit your abstract.

Deadline for abstract submissions:  
25 february 2011

EArLY BirD rEGiSTrATioNS
Book early and take advantage of additional 
savings. Register online from the Congress 
website and secure your accommodation.

Early bird registrations close 04 April 2011

indigenous Health and Chronic Disease

Images provided by NT Tourism

DiSCoVEr THE TErriTorY
Stay a little longer and discover the natural 
beauty of Darwin and the Territory. Whether  
it be a sunset cruise on Darwin Harbour,  
a blue water fishing adventure, a Tiwi Island 
Cultural experience, a day visit to Litchfield  
Park or Arnhem Land or a 4WD through 
Kakadu, the Territory offers the quintessential 
Australian experience. 

Details of touring options are available on  
the website – don’t miss your opportunity  
for a truly memorable experience.
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Professor John Kolbe, Dr Jennifer Alexander and 

Professor Richard Larkins at the Research and Education 

Foundation Awards Sydney event.

Send us your photos

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

File formats of 300dpi, at A4 size, can be 
emailed as jpegs to racpnews@racp.edu.au
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A POSITIVE BEGINNING TO  
THE NEW YEAR

letter from the President

I would like to wish everyone a very 
happy New Year and I trust that 
the summer break finds Fellows, 
trainees and College staff relaxed and 

reinvigorated ready for the challenges 
and opportunities that 2011 will bring.

While 2010 also had its challenges, the 
year finished on a very positive note. 
We received news that the Australian 
Medical Council (AMC) had awarded 
continued accreditation of the College’s 
training programs until December 2014, 
subject to satisfactory annual reporting. 
This is a significant achievement and 
my thanks go to the large number 
of Fellows and staff who worked so 
hard to make this happen. The AMC 
noted, however, the need to ‘address 
the uncertainty concerning reporting 
structures and pathways for education 
decision-making’. Consequently, a Board 
Working Party has been established to 
review the governance of education and 
make recommendations on changes to 
the education governance structure. The 
Working Party will report its findings at 
the next meeting of the Board.

I am also delighted to announce that Dr 
Marie-Louise Stokes has been appointed 
to the position of Director of Education. 
Although Marie-Louise did not officially 
take up the position until early February, 
the Board had the opportunity to meet 
her informally at the December Board 
meeting. I commend to you a profile 
of Marie-Louise’s achievements and her 
views on medical education on page 8. 
Interviews for the position of Dean took 
place in January, with an appointment to 
be made in the near future.

At the December meeting, the Board 
approved the Code of Conduct for 
the College (see page 6). A mutually 

respectful and collegial relationship 
amongst Fellows, trainees and staff 
is vital for the smooth, efficient and 
effective functioning of the College. 
This Code will provide guidance for 
Fellows, trainees and staff engaged in the 
operations and activities of the College. 
The Code supports the development 
of an appropriate culture within the 
organisation and encourages support and 
individual accountability for these values. 
And it provides direction for those seeking 
to raise concerns about inappropriate 
behaviour by Fellows or trainees. The 
Board also approved the By-Laws of an 
RACP Standards Committee to which 
alleged breaches of the Code may be 
referred. Of course the hope is that the 
behaviour of Fellows and trainees is of 
such a consistently high standard that 
this Committee will not be called upon to 
deliberate on a case. 

In December, the Board approved a 
revised Privacy Policy and an Intellectual 
Property Policy. The Board also approved 
the request for tenders for the publication 
of the Internal Medicine Journal and the 
Journal of Paediatrics and Child Health, 
tenders for which will be considered 
in joint consultation with the editorial 
committees of both journals. 

The Research and Education Foundation 
(REF) held a strategic planning day in 
November at which the role and future 
direction of the REF was discussed. A new 
Strategic Plan has been developed and 
the Board expressed its continued support 
for the important work of the Foundation, 
particularly in the provision of support for 
‘entry level’ researchers. Using the funds 
generated by the voluntary donations to 
the REF by Fellows via the subscription 
process, the Board has approved the 
establishment of a Fellowship and two 
entry level research awards. Applicants 
from all areas of the College are eligible 
for these grants.

A number of Fellows have raised concern 
in relation to the Australian Health 
Practitioner Regulation Authority’s 
definition of a practising doctor as 
someone who makes use of their medical 
knowledge irrespective of whether this 
occurs in relation to the clinical care of 
patients. This is relevant to many Fellows, 
particularly those who may have retired 
from clinical practice. Many such Fellows 
still have the potential to make enormous 
contributions to teaching, in the role of 
Professional Development Advisor, and in 
many other areas of physician practice. 

The College is well aware of this issue and 
the associated inequities and is working 
with the Committee of Presidents of 
Medical Colleges, the Committee of 
Deans of Australasian Medical Schools 
and the Post Graduate Education 
Committees to address this issue with 
the Medical Board of Australia. The 
matter has also been raised at other fora 
and there is a general awareness of the 
unforeseen and unwanted implications of 
this legislation.

Of course CPD compliance is now a 
requirement of registration in Australia 
and New Zealand. The College wishes to 
support such Fellows and is examining 
how they may meet the College CPD 
requirements. CPD should reflect the 
physician activity of an individual, 
while recognition of learning needs 
and reflection are other important 
components. Many of the activities that 
these Fellows are engaged in would likely 
qualify them for CPD ‘points’. 

Also in this edition of RACP News is 
an article on the MyCPD Gateway 
forthcoming launch (see page 17). The 
Gateway is designed to help Fellows 
meet the demands of mandatory 
CPD. It contains over 200 resources, 
including lectures on e-learning modules, 
developed and/or presented by Fellows. 
This not only reflects the enhanced focus 
of the educational activities of the College 
on CPD, but represents a shift from the 
College merely providing a framework 
for CPD and a mechanism for reporting 
participation, to one of active provision 
of educational material for Fellows. In 
relation to this, the Board has approved 
a strategic plan for investment in the 
College’s IT capability, comprising a 
multimillion dollar project over the next 
few years to provide adequate IT support 
for all of the College’s activities, foremost 
amongst these being education  
(see page 31). 

Let me once again wish you all the very 
best for 2011. I think I can promise that 
this will be an exciting and productive 
year for the RACP and I look to all of you 
for your support and input.

John Kolbe 
President
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T he Board of the RACP takes 
its fiduciary and other 
responsibilities very seriously. In 
relation to its role in setting the 

strategic direction of the organisation, 
the Board has developed a Statement of 
Strategic Intent for the College in which 
the objectives and measures of success 
for the organisation over the next few 
years are set out. Building on this, the 
organisation has developed a Strategic 
Corporate Plan which describes how the 
strategic direction and objectives set by 
the Board will be met.

The Board also recognises its role in 
‘setting the culture’ of the organisation. 
An organisation, especially one like 
the RACP, requires more than by-laws 
and policies to operate effectively and 
efficiently. The culture and philosophy 
of the organisation needs to permeate 
across all its activities and be reflected in 
the activities of its Fellows and staff. 

For some time the College has had a 
policy of ‘Working Together’ which 
describes the expectations of the 
Board with respect to the conduct and 
behaviour of staff. The College also has 
a Bullying and Harassment Policy which 
aims to avoid and prevent this kind of 
behaviour across the College.  

In line with these existing policies, the 
Board recently approved the RACP Code 
of Conduct for Fellows and trainees 
engaged in the operations of the College. 
The College is currently finalising a very 
similar Code of Conduct for Employees of 
the College.

The RACP Code of Conduct is different 
from the external codes of conduct for 
Fellows and trainees in their clinical 
settings. That environment is covered by 
the Australian Medical Council’s Code of 
Conduct and the guide to professional 
standards, conduct and ethics published 
by the Medical Council of New Zealand, 
and various institutional policies. The 
Board’s concern relates to the behaviour 
of those engaged in the operations and 
activities of the College, including those 
duties associated with the work of the 
College. This includes both staff and 
Fellows and the interaction between 
them. A mutually respectful and collegial 
relationship is vital for the smooth, 
efficient and effective functioning of the 
College.

The Code of Conduct provides a clear 
framework through which the values 
of the organisation are established and 
serves as a guide for everyone involved 
in the operation and activities of the 
organisation. The Code supports the 
development of an appropriate culture 
within the organisation and encourages 
support and individual accountability for 
its values. The Code also provides a clear, 
explicit and consistent benchmark for 
desirable behaviours against which the 
actions of individuals can be measured 
and assessed.

The Code does not and cannot cover 
every eventuality but it does provide 
clear guidance for dealing with difficult 
or unforeseen situations. It provides an 
overarching framework to link with other 
specific policies and procedures and to 
fill the gaps where these may not directly 
apply. The Code also provides support 
and direction for those seeking to raise 
concerns about inappropriate, unethical, 
illegal or fraudulent behaviour by Fellows 
or trainees.

The Board has also approved the 
By-laws of the RACP Standards 
Committee which reports directly to 
it. Any reported breaches of the Code 
by Fellows or trainees will be referred 
to this Committee. Any breaches by 
employees of the Code of Conduct for 
Employees will be referred to the CEO 
and management. It is crucial that there 
is transparency in the application of 
both the Code of Conduct for Fellows 
and trainees and the Code of Conduct 
for Employees to promote confidence 
and trust in the process. However, the 
desired outcome is that the standards 
of behaviour of Fellows, trainees and 

staff will be such that the Standards 
Committee will never be required to 
deliberate on a case.

The Standards Committee may refer its 
findings and recommendations to the 
RACP Board which maintains ultimate 
responsibility under the Constitution for 
the behaviour of Fellows and trainees and 
the reputation of the College. In such a 
situation, the Board may take action as 
set out in the Constitution. The decisions 
of the Standards Committee may be 
reviewed, if necessary, by the College 
Appeals Committee for consistency, 
procedural fairness and equity.

Some of the areas covered by the Code 
include Proper Use of Position and 
Resources, Gifts and Entertainment, and 
Fair Dealing. A summary of the Code is 
included on page 6 and the full version is 
available on the College website.

While the hope is that the newly 
introduced Codes of Conduct will 
provide guidance for Fellows, trainees 
and staff, and referral of issues to the 
Standards Committee will rarely, if ever, 
be necessary, it is essential that the RACP 
has such policies in place to send a clear 
message that it considers the highest 
standards of behaviour of its Fellows, 
trainees and staff to be an important and 
serious issue.

John Kolbe

The Code of Conduct 
provides a clear 
framework through 
which the values 
of the organisation 
are established and 
serves as a guide for 
everyone involved 
in the operation 
and activities of the 
organisation.

It is essential that 
the RACP has such 
policies in place to 
send a clear message 
that it considers the 
highest standards 
of behaviour of its 
Fellows, trainees 
and staff to be an 
important and serious 
issue.

PROMOTING A PRODUCTIVE AND 
HARMONIOUS WORKPLACE

Professional Affairs
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The RACP aims to maintain a high standard of ethical behaviour and expects its Directors, Fellows and  
trainees to treat each other and others with fairness, honesty and respect at all times. 
The Code of Conduct (‘Code’) applies to Directors, Fellows and trainees while they are at the College premises,  
acting for or representing the College, dealing with College employees or conducting College business. 

PURPOSE 
•	 Articulate the high standards of honest, ethical and legal behaviour expected of the College’s Directors, 

Fellows and trainees
•	 Encourage the observance of those standards
•	 Guide Directors, Fellows and trainees as to the practices thought necessary to maintain confidence in  

the College’s integrity
•	 Set out the responsibility and accountability of individuals in particular to report unethical practices or 

suspected breaches of this Code.

COMPLIANCE WITH LAWS,  
REGULATIONS, POLICIES AND  
PROCEDURES

The College requires and expects its 
Directors, Fellows and trainees to:
•	 Comply with all laws, rules and  

regulations that apply to the College in 
the conduct of its business and affairs

•	 Abide by all applicable rules and 
standards of bodies empowered to 
regulate the sectors in which the 
College operates

•	 Comply with all contractual 
obligations and other undertakings 
without attempting to evade or delay 
compliance

•	 Abide by all protocols, policies and 
procedures of the College.

HONESTY AND INTEGRITY

The College expects that its Directors, 
Fellows and trainees will:
•	 Deal fairly and consistently with all parties
•	 Be respectful in all dealings with others 

and treat them openly and honestly 
without prejudice or discrimination

•	 Not behave in a manner that is 
fraudulent, corrupt or unlawful

•	 Refuse all payments and incentives 
from third parties that may compromise 
decisions or judgements.

PROPER USE OF POSITION  
AND RESOURCES

Broadly this includes duties to:
•	 Act in good faith and in the best 

interests of the College as a whole
•	 Act with due care and diligence
•	 Act for proper purpose
•	 Avoid conflicts of interest or duty.

 

GIFTS AND ENTERTAINMENT

All Directors, Fellows and trainees must 
refrain from soliciting gifts or benefits 
from other parties when acting on behalf 
of the College or any of its College 
bodies. All individuals must exercise 
due care and discretion when giving or 
receiving business related gifts.

In general, reasonable offers of gifts 
and entertainment such as social or 
sporting events, of moderate value, 
may be provided or accepted where it 
is legal and in accordance with business 
practice. However, gifts of travel or 
accommodation must not be accepted 
without approval. 

CONFIDENTIALITY AND PRIVACY 

All Directors, Fellows and trainees  
must maintain the confidentiality of 
all proprietary, commercial or other 
information that is confidential to the 
College, its Fellows, trainees or employees 
that is acquired in the course of performing 
their duties for the College.

FAIR DEALING

The College expects its Directors, 
Fellows and trainees to deal fairly and 
respectfully with each other and with 
employees at all times.

The College expects that its Directors, 
Fellows and trainees will not take unfair 
advantage of any party dealing with 
the College through illegal conduct, 
manipulation, undue influence,  
concealment, abuse of privileged or 
confidential information, misrepresentation  
of material facts, or any other unfair 
dealing practice.

CONDUCT AND BEHAVIOUR

The College strives to promote working 
relations based on loyalty and mutual 
trust. Relations between Fellows and 
trainees engaged with the College, 
and Fellows, trainees and College staff 
members, irrespective of hierarchical 
levels, should be characterised by 
cooperativeness, mutual respect and 
courtesy. Furthermore, all members of 
the College should respect the cultural 
and other diversity among all people 
involved in the operations or activities of 
the College.

Harassment and bullying of any kind 
are unacceptable, and may compromise 
Occupational Health and Safety 
requirements. 

PROTECTION AND PROPER USE  
OF THE COLLEGE’S ASSETS

The College expects that its Directors, 
Fellows and trainees will use reasonable 
endeavours to protect the assets of the 
College and to ensure their efficient use 
for legitimate College purposes. 

Directors, Fellows and trainees must 
protect the assets of the College 
(including proprietary information such 
as intellectual property, strategic plans, 
employee information, and any other 
information concerning the College that 
is not generally known to the public). 

COMPLIANCE WITH THE  
CODE OF CONDUCT

The Board of Directors of the College 
has established a College Standards 
Committee to investigate any reported 
breaches of the Code.

EXTRACTS FROM THE RACP CODE OF CONDUCT

RACP Code of Conduct 

To view the full text of the RACP Code of Conduct, please visit www.racp.edu.au/page/racp-governance
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NATIONAL HEALTH REFORM AND THE RACP

During 2010 the RACP has 
sought to engage more 
effectively with governments 
on public policy development 

and administration, particularly through 
the national health reform debates, 
by taking a much broader view of the 
College’s policy and advocacy work. 
This has meant that the College has 
become more involved with the political, 
regulatory and legislative processes. The 
reasons for this are twofold. 

First, if we are to have a coherent, cogent 
conversation with the legislators on 
fundamental reforms to the healthcare 
systems of Australia and New Zealand, 
we must be able to look at all aspects 
of the health system. To step back from 
a comprehensive analysis of all the 
issues would risk creating an artificial 
boundary that would restrict our ability 
to engage with the legislators and 
politicians on fundamental public policy 
development and implementation. This 
would certainly reduce our standing as 
a valued partner and as an advocate for 
our Fellows, trainees, patients and the 
wider community. As a result, we are 
now being approached by government 
advisers and officials for direct input at 
the development stage to a broad array 
of issues. 

Second, the Constitution of the RACP 
clearly states that the College is to 
‘seek improved health for all people by 
developing and advocating health and 
social policy in partnership with health 
consumers and jurisdictions’. So, we 
are certainly looking to develop strong 
working relationships with government to 
this end.

As part of this new broader approach, the 
College lodged a submission in response 
to the Australian Commonwealth 
Government’s Discussion Paper on 
Medicare Locals, which has now been 
distributed as an RACP Discussion Paper. 
The College also lodged a 2011/2012 
Budget Submission to the Australian 
government and met late last year with 
the Secretary of the Commonwealth 
Department of Health and Ageing 
regarding the Budget and health reform 
processes.

This represents a critical opportunity for 
the College to engage with government 
at a formative stage in the public policy 
process. Our approach aligns with 
the government’s own planning and 
budgetary cycles. The College has greatly 
enhanced its position within government 
recently and has increased its level of 
engagement with the regulatory, political, 
parliamentary and legislative stakeholders. 
This is an important part of our Shape 
the Agenda strategy to influence health 
reform and advocate for our Fellows and 
trainees, and ultimately achieve better 
patient outcomes.

The purpose of this paper is to promote 
discussion within the Fellowship on the 
development and implementation of the 
Commonwealth Government’s National 
Health and Hospitals Commission’s 
reforms and the role of Australia’s 
physicians and paediatricians in national 
health reform.

It is recognised that College Fellows 
are engaged in a variety of different 
healthcare settings. The focus of the 
Discussion Paper is on the impact of 
health reform on ambulatory and primary 
care and, in particular, the new Local 
Hospital Networks and Medicare Locals, 
as well as on how ambulatory care 
in primary healthcare settings can be 
enhanced nationally. However, many of 
the issues raised in this paper could apply 
to all physicians and paediatricians in all 
medical settings. 

The Discussion Paper has been developed 
on the fundamental proposition that 
physicians and paediatricians play a 
crucial role in ambulatory care, including 
promoting and maintaining health and 
preventing illness, as well as diagnosing, 
treating and managing illness, especially 
chronic illness. 

For the specific purpose of this public 
policy Discussion Paper, the College has 
sought to focus on the role of specialists 
in the care settings currently under 
debate, namely the non-acute settings, 
with a focus on ambulatory and sub-
acute care, including in aged-care and 
mental-health settings. The current 
health reform process affords a unique 
opportunity to explore ways to develop 
a more coordinated and multidisciplinary 
approach for the entire healthcare 
system and especially to better connect 
ambulatory and primary care with other 
care settings.

The College has not at any time sought 
to ‘negotiate’ on behalf of individuals, 
groups, specialties, Divisions, Faculties 
or Chapters. This position is entirely 
consistent with previous discussions 
regarding industrial representation, 
and the actions to date do not create 
a precedent for any involvement by 
the College in industrial matters. In the 
course of this advocacy, the College is 
not representing anybody as a bargaining 
agent; there is no direct representation 
and there are no negotiating parties. 

The College has made no applications 
or submissions regarding any workplace 
or employment terms or conditions. It 
has merely commented on remuneration 
issues as they relate to the structural 
reforms under consideration by the 
government and, as a consequence of 
the reform agenda, what direct impact 
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trainees engaged with the College, 
and Fellows, trainees and College staff 
members, irrespective of hierarchical 
levels, should be characterised by 
cooperativeness, mutual respect and 
courtesy. Furthermore, all members of 
the College should respect the cultural 
and other diversity among all people 
involved in the operations or activities of 
the College.

Harassment and bullying of any kind 
are unacceptable, and may compromise 
Occupational Health and Safety 
requirements. 

PROTECTION AND PROPER USE  
OF THE COLLEGE’S ASSETS

The College expects that its Directors, 
Fellows and trainees will use reasonable 
endeavours to protect the assets of the 
College and to ensure their efficient use 
for legitimate College purposes. 

Directors, Fellows and trainees must 
protect the assets of the College 
(including proprietary information such 
as intellectual property, strategic plans, 
employee information, and any other 
information concerning the College that 
is not generally known to the public). 

COMPLIANCE WITH THE  
CODE OF CONDUCT

The Board of Directors of the College 
has established a College Standards 
Committee to investigate any reported 
breaches of the Code.

EXTRACTS FROM THE RACP CODE OF CONDUCT

RACP Code of Conduct 

To view the full text of the RACP Code of Conduct, please visit www.racp.edu.au/page/racp-governance

Policy & Advocacy

The College has greatly 
enhanced its position 
within government 
recently and has 
increased its level of 
engagement with the 
regulatory, political, 
parliamentary and 
legislative stakeholders.

The current health 
reform process 
affords a unique 
opportunity to explore 
ways to develop a 
more coordinated 
and multidisciplinary 
approach for the entire 
healthcare system and 
especially to better 
connect ambulatory 
and primary care with 
other care settings.
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there might be on the clinical settings and 
consultations for all specialists. We have 
specifically limited comment to discussion of 
the principles and how the government may 
utilise the general measures of remuneration 
and other incentives to better support 
physicians and paediatricians in ambulatory 
settings.

Having a detailed and practical conversation 
with the legislators on these fundamental 
reforms without mentioning such matters, 
thus creating an artificial public policy 

boundary, would restrict our ability to 
engage with the departments, regulators 
and parliaments. We are seeking to develop 
effective relationships with all ministerial 
advisers and departmental officials involved 
in public health policy issues.

The College will continue to educate and 
represent the physicians and paediatricians 
of Australia and New Zealand and 
will seek to promote positive health 
outcomes through the maintenance of 
high professional standards, education 

and professional development, medical 
research and evidence-based public policy 
and advocacy, in the public interest.

The RACP Discussion Paper can be viewed 
on the College website at: www.racp.edu.
au/page/policy-and-advocacy.

Please contact the Policy and Advocacy 
Unit for further information: policy@racp.
edu.au.

Sasha Grebe 
Director, Professional Affairs & Advocacy

DR MARIE-LOUISE STOKES 
NEW DIRECTOR OF EDUCATION

Dr Marie-Louise Stokes

W hen Dr Marie-Louise Stokes 
took up her appointment 
as Director of Education in 
February, she brought over 

23 years of public health experience to 
the College, including 10 years in medical 
education. 

Marie-Louise has a BA MBBS (Hons) from 
the University of Sydney (1988), a Masters 
in Public Health from the University of 
Sydney (1995) and a Graduate Diploma 
Applied Epidemiology from the NSW 
Department of Health (1994). Marie-Louise 
became a Fellow of the RACP Australasian 
Faculty of Public Health Medicine in 1995. 

Following graduation, Marie-Louise 
completed her pre-vocational training 
in New South Wales and then joined the 
NSW Health Department’s Public Health 

Officer Training Program. In 2000, she 
moved to establish her career in medical 
education, assuming the role of Medical 
Advisor and Manager in the Medical 
Education Training and Workforce Unit of 
the NSW Health Department. 

In 2002, Marie-Louise became Medical 
Advisor for the NSW Medical Training 
and Education Council and in 2006 was 
appointed to the position of Senior Medical 
Officer at the NSW Institute of Medical 
Education and Training. In 2008, she was 
promoted to General Manager. During 
her career in medical education, Marie-
Louise contributed to the development of 
a number of specialist training networks 
in New South Wales, including the 
Basic Physician Training Networks. She 
is a member of the Australasian Faculty 
of Public Health Medicine Education 
Committee and the College’s Physician 
Educator Expert Advisory Group.

We asked Marie-Louise the following 
questions.

What attracted you to medical education? 

I believe education and research are the 
foundations of our health system and 
are essential to the provision of good 
healthcare for patients and for the health 
of our communities.

The way we approach medical education 
and training influences the quality of our 
health system. 

What are the key factors to consider for the 
introduction of curricula in the health system? 

It’s critical to understand the strengths and 
challenges of the service-based teaching 
environment that is fundamental to our 

medical training system. We know that, 
as a doctor, you learn ‘on the job’ by 
applying your knowledge in practice, 
by reflecting on your experiences, by 
observing and being observed, and by 
receiving meaningful feedback about your 
performance. 

The shift to newer workplace-based 
assessments such as the mini-CEX is 
an important development in medical 
education. We need to understand all the 
dynamics of the day-to-day work setting 
and how these newer assessment methods 
can be accommodated. 

What about implementing new curricula  
like PREP AT? 

There are many factors that influence 
how well College programs like PREP AT 
perform. Physician engagement is critical.

Clarity and consistency of purpose and 
good communication with trainees and 
Fellows about their roles, responsibilities 
and the new program requirements are 
very important, as are having the right 
tools and resources available for the job. 

We also need to think about the role of the 
health system more broadly. Governments 
have responsibility for funding, regulating 
and managing health services. They are 
important stakeholders in education and 
training and their support can make a big 
difference to the delivery of postgraduate 
training. 

By working closely with all those involved 
in physician education and through regular 
robust reviews of how well things are 
going, the College can ensure curricula 
and assessments continue to be fit for 
purpose and meet AMC requirements. 
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ASSOCIATE PROFESSOR  
ALEXANDRA BUNE AM

Associate Professor Alexandra Bune

In this series of articles, 
four female physicians 
consider the challenges 
they have faced and the 
important changes affecting 
women in medicine that 
have occurred during 
their careers. They also 
discuss work–life balance, 
leadership, and the rewards 
they have gained from 
participating in the work of 
the College.

I have been fortunate to live through 
an era in which opportunities for 
women entering medicine have 
expanded dramatically. Few social or 

institutional barriers now exist for women 
in pursuing their personal goals other 
than limitations of time and personal 
choice.

In the 1960s, when I was a medical 
student, career limitations for women in 
medicine who wished to specialise and 
work in a public hospital setting were 
real and difficult to overcome. Although 
barriers for women in medicine still exist, 
they are now more social and biological 
than instutionalised as a part of the 
culture.

It would be easy to become complacent 
about the achievements of the physicians, 
both men and women—but especially 

men—who have worked to bring 
about the changes in opportunity for 
women over the past 50 years. During 
this time the proportion of females in 
medical school intakes has grown from 
around 20% to more than 50% of each 
cohort. It is always hard to see the era 
previous to one’s own as anything other 
than history and irrelevant, and that is 
probably a good thing as it allows the 
next generation to expect more and to 
continue to strive for further change in 
the right directions. Nevertheless, I shall 
remind my readers of a little of it now.

After graduation from Sydney University, 
I trained at Royal Prince Alfred Hospital 
in the early 1970s at a time when things 
were changing rapidly for the better 
for junior medical staff: better pay and 
conditions for resident medical staff, 
brought about by fellow members of the 
junior staff at major teaching hospitals 
around the country. During 1975, 
votes taken and carried at industrial 
meetings entrenched the principle 
of overtime payments for after-hours 
work. Many, including me, saw this as 
the beginning of the end, but in fact 
it probably heralded the beginning of 
better conditions and safer working 
hours for young doctors. In 1968 an 
active education program for physician 
trainees had been started by senior 
registrars, now, of course, a standard 
feature of every teaching hospital. In the 
early 70s Royal Prince Alfred expanded 
training opportunities by doubling the 
number of medical registrars from six to 
twelve, and in the first year offered four 
of the new positions to women after 
competitive interview. I was a beneficiary 
of both of these improvements in training 
opportunities.

In mid-1975, the family moved to 
Adelaide where my husband took up 
the foundation chair of medicine at the 
new Flinders University Medical School. 
Flinders, like Newcastle Medical School, 
was an innovator in medical education, 
and in that environment I developed 
an early interest in medical education, 
which remains very strong. Over the past 
decade I have had the opportunity to 
be involved in the genesis of three other 
new medical schools (ANU, Griffith and 
University of Western Sydney) and my 
work in those new enterprises benefited 
greatly from that early experience at 
Flinders. 

In Adelaide I was a staff specialist at the 
Repatriation General Hospital, Daw Park, 
which rapidly became a teaching hospital 
of Flinders University, employing more 
staff specialists and academics, and I 
came to appreciate the cultural changes 
and the expansion of resources required 
to transform a small general hospital into 
an integrated teaching hospital, in which 
teaching and research were important 
elements in the quality of patient care.  
My time there was greatly enriched by 
my colleagues, the students I met and 
the physician trainees who worked in 
our early training program, and by the 
chance to teach as a regular part of 
working life.

During these years we raised five children, 
several dogs and sundry cats, none of 
which (other than the children of course!) 
chosen by us. I worked as a full-time 
general physician and cardiologist with 
ward and coronary care responsibilities. 
So I lived with the problem, shared by 
so many young women these days, of 
balancing the demands of personal and 
professional life, never very satisfactorily I 
suspect. 

Women in medicine

Women show a far 
greater preference 
than men for working 
in specialties ‘with 
more “plannable” 
hours and a relatively 
greater amount of 
patient interaction.

There is no simple solution to this 
problem. What I learned sounds now 
like stating the obvious: it is important 
to make compromises, to set limits 
on your working life by making some 
choices and being decisive, not merely 
coping from day to day. There must be 
time for you as well as for your children 
whose needs are more unpredictable and 
possibly, ultimately, more important than 
those of the patients under your care 
who, nearly always, can be managed as 
well by someone else in an emergency. 
Increasingly this message should be given 
to young men also, many of whom are 
similarly juggling busy professional lives 
early in their careers with the need to 
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This type of registration applies only 
to practitioners who, on 30 June 
2010, held a type of registration 
that allowed them to refer and/or 
prescribe, but not receive a fee for 
providing that service. The National 
Law does not allow the Board to 
grant this type of registration to any 
new applicants. Occasional Practice 

registrants need to comply with the 
Continuing Professional Development 
standard. For more information on this 
please contact the Medical Board of 
Australia: www.medicalboard.gov.au. 

In light of this information, the CPD EAG 
will be reviewing the Mandatory CPD 
Policy as it relates specifically to Fellows 
who fall in this category as soon as 

possible. Communication will follow. 
For more information please contact 
the CPD Unit on (+61) 2 8247 6201  
or email: MyCPD@racp.edu.au.

work part time. Furthermore, women 
show a far greater preference than men 
for working in specialties ‘with more 
“plannable” hours and a relatively greater 
amount of patient interaction’.2 Given 
the high proportion of women in medical 
school intakes across the western world, 
these trends have important implications 
both for workforce planning and for 
leadership in the profession. Solving them 
will require more than provision of better 
child care and much greater flexibility on 
the part of the profession.3

One of the most rewarding parts of 
my own medical life, undoubtedly, has 
been involvement with the RACP over a 
period of 20 years on state committees, 
education and workforce committees, 
the Committee for Examinations and 
the College Council. This brought me 
into contact with many interesting and 
talented people, all of whom were busy 
but gathered in their spare time for a 
single common collegial purpose, that of 
improving the education and training of 
young physicians and setting standards of 
care; nearly all were men, but now many 
more are women. Some of my closest and 
most valued friendships arose through 
those connections within the College.

During this period the College of 
Physicians elected its first female 
president, Dr Priscilla Kincaid Smith 
(1986–88) and 10 years later, Dr Jill 
Sewell. Both these people, as women, 
made signal contributions to medicine 
and to the College. In my view, it is of 
the utmost importance that women 
continue to put up their hands to be 

involved in College activities to ensure 
that these workforce and training issues 
are recognised and remain high on the 
College agenda, as the proportion of 
female trainees continues to rise.

I have used this invitation as an 
opportunity to speak about issues which 
I believe should still be occupying the 
College and the minds of young women 
who seek to become physicians. There is 
no more rewarding aspect of medicine 
and no more privileged job available 
in our society. I have found infinite 
variety and fascination in medicine and 
have never been bored. I have never 
regretted training as a general physician 
which, in my day, allowed me to practise 
successively in general medicine, 
cardiology and hypertension, and finally 
for the last 15 years in geriatrics at Royal 
North Shore Hospital. 

Finally, it is worth saying that the changes 
in opportunity for women in medicine 
that have occurred over the past 40 years 
have required not only the strong voice 
of women but mentorship and advocacy 
from a large number of individual men 
for it to happen. This has certainly been 
my experience, to be born at a time when 
the medical world was ready for change 
and to benefit from that change.

References

1. Dacre J (2009). Women in Medicine: The 
Future. Report to the RCP.

2. ibid.

3. ibid.

lImITeD ReGISTRATIon  
(PuBlIC InTeReST – oCCASIonAl PRACTICe) 

Women in medicine

In my view, it is of the 
utmost importance 
that women continue to 
put up their hands to 
be involved in College 
activities to ensure 
that … workforce and 
training issues are 
recognised and remain 
high on the College 
agenda.

contribute on the home front. The current 
generation of men has made huge strides 
in the sharing of domestic responsibilities 
but there will always be an unequal load 
while women have the babies. 

At the time I graduated and for many 
years afterward, part-time work was seen 
as an indication of a lack of seriousness 
about one’s career. Part-time work is now 
an accepted fact of the medical workforce, 
though public employers are still putting 
barriers in the way of doctors who wish 
to train part time and job share, no doubt 
because of the increased organisational 
complexity involved. 

Career breaks and part-time work have 
workforce implications. Most recent 
studies suggest that ‘women on average 
provide 60% of a full-time equivalent 
doctor as against 80% for men’.1 In the 
UK, 30% of women consultants currently 
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DR CATHERINE YELLAND 

W e will know that we have 
really moved on the day 
we see articles on ‘Men in 
Medicine’. But we are not 

there yet, or I would not have agreed, 
without hesitation, to write this article.

I have a section on the bookshelf on 
Women in Leadership. The titles include 
Work Won’t Love You Back, Nice Girls 
Don’t Get the Corner Office, This Side of 
Doctoring, Jobs for the Girls, Navigating 
Mid Life: Women Becoming Themselves, 
Why Men Can Do Only One Thing at a 
Time and Women Never Stop Talking, 
Doing Leadership Differently, When I Go to 
Work I Feel Guilty and even The Women’s 
Power Handbook. The titles almost say it 
all. I hasten to add that, like most home 
libraries, it is a collection of books that 
were gifts or passed on, as well as those 
I have bought myself, out of curiosity, or 
in search of some magic answer. I have 
larger collections of cookbooks, travel 
books, raising children books, novels and 
even medical books. I also do not read 
leadership books anymore.

I am currently the President of the 
Adult Medicine Division, and therefore 
a member of the Board of the College. 
How did this happen? The answer is 
a reflection of most of the factors that 
influence women in medicine. There are 
educational, family and cultural factors, the 
second wave of feminism which coincided 
with my childhood and adolescent years, a 
colleague who told me I had to do my bit 
on a committee, and some highly valued 
mentoring.

Q. How do you balance personal and 
professional responsibilities?  

Another book on my shelf is I Don’t Know 
How She Does It. Do men ever ask this? 
Implicit in this question is the assumption 
that women somehow do have to juggle 
their commitments in a way men do not. 
We know from household survey data 
that women continue to carry more than 
50% of the household responsibilities even 
when they work full time. And we only 
have 24 hours in our days, just like men. 
Women also tend to take responsibility for 
most of the executive tasks—organising 
children, appointments, social activities, 
holidays. This is not to say that men do not 
contribute, because of course they do, but 
to acknowledge that a female doctor with 
family responsibilities is probably doing 
many more hours at home, in addition 
to her day job. The responsibilities also 
change, but not necessarily lessen, over 
time. The demands of a small baby are 
obvious, but the constant taxi-ing and 
emotional work of raising teenagers may 
have just as big an impact on the working 
day. I am almost at the end of many 
years of having my start and finish times 
dictated by the needs of offspring, so that 
any reading or extra work-type work done 
at home was a bonus, and could not be 
relied on, so the normal working hours 
were all the working hours. How many 
professional men could say this?

Q. What have you learned about leadership 
during your career?

Women do leadership slightly differently. 
Generalisations are always risky, and the 
management literature does not meet 

the usual standards of evidence required 
in medicine. Women tend to be more 
consultative (they talk more), listen to 
others more, are more attuned to non-
verbal cues, and may be more motivated 
by a sense of ‘someone has to do the 
job’ than by personal gain. Women 
tend to underestimate their abilities and 
need to be mentored and encouraged 
(acknowledgements to the Principal of my 
daughters’ school). They often need to 
be asked, and they need to be reassured. 
They often think they talk too much, 
but discourse analysis may show that in 
meetings men dominate discussion and 
decisions. 

Q. What would you do differently with the 
benefit of hindsight?

Doctors know hindsight is a powerful tool, 
but not a particularly helpful one. Life is 
not as predictable as we thought when 
we were registrars, and the trajectory may 
change in ways we did not choose. There 
are a couple of job decisions that did not 
work out well. I would have changed my 
name when I got married, so that I would 
have the same name as my children, but 
that was not fashionable at the time. I 
would have worked less and had more 
time at home, but there were other factors 
impinging at the time. But these were 
trivial. The events I really would have 
changed were not ones over which I had 
any control. On the whole, the career 
side of things has probably worked out 
about as I would have expected, given 
my abilities and skills, and desire to have a 
family. I think most of my colleagues at the 
mid or later stage of their careers would 
say the same.

Q. What are the barriers faced by women 
today. How do they differ compared with 
earlier in your working life?

I think the barriers are the same. Maternity 
leave is now paid, but this is hardly likely 
to be a major deciding factor for most 
women. I left school in the mid 70s, when 
women could do anything. I passed the 
FRACP exam when Priscilla Kincaid Smith 
was the first female president of the 
College. I worked in a hospital where there 
were strong female role models, for whom 
I had enormous admiration. I was never 
aware of any discrimination as a registrar 
and, although I have certainly been aware 
of it since, I have regarded it as a reflection 
on those with a narrow view rather than 
on women’s abilities. Nevertheless, women 

Dr Catherine Yelland

This is not to say 
that men do not 
contribute, because 
of course they do, but 
to acknowledge that 
a female doctor with 
family responsibilities 
is probably doing 
many more hours at 
home, in addition to 
her day job.
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Women in medicine

Dr Mary Clementina De Garis enrolled in medicine at the 
University of Melbourne in 1900, graduating with honours. 
Early Melbourne women doctors had formed the Victorian 
Medical Women’s Society in 1896 and worked towards 
gaining equal rights for women and girls, particularly their 
right to knowledge, and control and protection of their bodies. 
Prohibited, by virtue of her sex, from sailing with the Australian 
Red Cross in 1916 during World War I, she went to England, 
where she worked in the Manor War Hospital in Epsom before 
going with the Scottish Women’s Hospitals to Serbia where 
her exemplary service was awarded the Order of St Sava, 
Serbia III Class. 

After post-graduate study overseas, Dr De Garis settled in 
Geelong, working as Honorary Obstetrician and Honorary 
Consulting Obstetrician to the Geelong and District Hospital, 
where she was one of the motivators in the commissioning 
and building of a maternity ward in 1931. She was 
recognised by hospital management in 1938 for achieving 
the delivery of 1000 babies without a single maternal 
death—and without the assistance of blood transfusions or 
antibiotics! 

This year marks the centenary of International Women’s Day 
(IWD). From humble beginnings in the early 1900s, a time of great 
expansion and tumult in the industrialised world, IWD has grown 
to become a global day of celebration in both developed and 
developing countries, and is now an official holiday in countries 
such as Armenia, Belarus, Bulgaria, China, Kyrgzstan, Macedonia, 
Mongolia, Russia and Vietnam.

While huge steps have been taken towards equality for women, 
particularly in the developed world since the 1970s, many women 
still do not receive pay equal to that of their male counterparts, 
women are not equally visible in politics or leading positions in 
business, and in many parts of the world access to education by girls 
is still secondary to that of boys. However, many battles have been 
fought and won. Women are now welcome in universities, women 
can work and have a family, women have choices. We now have 
female prime ministers, many female doctors, female astronauts, 
female mechanics, female board members, such that the younger 
generation of women, particularly in Western countries, are able to 
accept these huge forward strides as a given. 

The centenary of International Women’s Day provides a unique 
global opportunity both to remember those who fought so hard 
in the past to initiate change and to inspire women to continue to 
strive towards women’s equality in every corner of the world.

are still not represented in the higher levels 
of management and decision making in 
proportion to their contributions to the 
workplace and society, and it remains 
true that families make demands and, in 
meeting these, women compromise their 
work lives.

Q. What can the College do to overcome 
these barriers?

We can do a lot. We need to accept the 
different demands on women, and to 
mentor them to see their roles over a 
career, not just a few years. The initial 
years of physician training are intense and 
demanding, and may not leave much time 
for leadership roles, but exactly the same 
would be said of young men. In recent 
times, our trainee representatives on the 
Board were both women, then they were 
both men, and now they are a woman 
and a man. What matters is that they are 
able to speak for all trainees, and this is not 
achieved unless we have some diversity 
over time in gender, cultural background 
and perhaps age. The same should apply 
to all committees, and effort needs to be 
put into achieving this through mentoring 
and asking those with the skills required, 
but who may not have the confidence to 
seek such positions in the College. We also 
need to remember that women may not 
be able to take on roles in their 30s and 
40s, when one more task is just too much. 
But by their 50s and 60s, they may not 

only have more freedom, but their skills in 
interpersonal relations, organisation and 
lean thinking may be a real asset to the 
organisation. If only someone would ask, 
they might say yes!

So why don’t I read women in leadership 
books anymore? Partly because I’m not 
given them anymore, but also because 
the formulas are not very helpful—they 
perpetuate stereotypes—and because, 
rather than looking for what might be 
leading somewhere, I now look to work to 
be interesting, enjoyable and worthwhile, 
such as my roles within the College.

Dr Catherine yelland FRACP 
Geriatrician and General Physician 
Princess Alexandra Hospital, Brisbane 
President, Adult Medicine Division

By their 50s and 
60s, [women] may 
not only have more 
freedom, but their 
skills in interpersonal 
relations, 
organisation and 
lean thinking may 
be a real asset to the 
organisation. If only 
someone would ask, 
they might say yes! 

DR mARy ClemenTInA  
De GARIS 1881–1963  
A RemARKABle  
WomAn DoCToR

CenTenARy oF  
InTeRnATIonAl  
Women’S DAy 
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Specialist training in 
non-tertiary centres 
such as ours has 
become important, 
not just for the 
experience it offers 
but because medical 
graduates are 
wishing to complete 
training closer to 
their home town.

ASSOCIATE PROFESSOR  
SUSAN MOLONEY

I was invited to write an article for RACP 
News about Women in Medicine and 
the changes I have seen during my 
career. To my mind it has not been a 

long career, so I was a little surprised to be 
asked, but I suppose I do have to own up 
to wearing glasses and hiding grey hair! 
My 70-year-old colleague who is in the 
office next door tells me age is relative. 
For those of you who do not know me I 
am currently the President-Elect for the 
Paediatrics and Child Health Division. I 
am a general paediatrician working as the 
Director of Paediatrics Gold Coast Hospital 
and have been there for the last 11 years. 
Those who do know me know I am not 
good at talking about myself, so this has 
been a challenge!

My journey into medicine started at 
university in Brisbane. Coming from 
a graduating high-school class of 21 
students in a small North Queensland 
town it did seem a far world away. During 
my medical school years I was awarded a 
Public Service scholarship which allowed 
some financial freedom while living 
away from home, and also gave me the 
opportunity to spend my first three PGYE 
years in Toowoomba, Mount Isa and 
Bundaberg. These were very rewarding 
years and certainly confirmed my reasons 
for wanting to specialise but remain a 
generalist. Following the usual year in 
the UK doing locum work and travelling, 
my training commenced at the Mater 
Children’s Hospital and was completed 
at Princess Margaret Hospital and Port 
Hedland Hospital.

My first consultant position was in Hervey 
Bay as a Staff Specialist prior to successfully 

being appointed to my current role. From 
2001 to late 2008 I was also the Executive 
Director of Family, Women’s and Children’s 
Health for the Gold Coast District. During 
my time at the Gold Coast, I have also 
chaired the Southern Area Child and Youth 
Network and the Queensland Statewide 
Under 12 Months Mortality Committee, 
and was the paediatric clinical lead for the 
Queensland Statewide Clinical Services  
Capability Framework Review. In my spare 
time, our team assisted in the design of a 
new 750-bed hospital with a new single-
room NICU. I have also done volunteer 
work for Operation SMILE in Cambodia, 
China and Papua New Guinea—these trips 
certainly put clinical life into perspective.

On commencing at the Gold Coast, I was 
the first female departmental director. 
This did come as a surprise. However, this 
hospital, like many others, is changing 
from having predominantly VMO specialist 
roles to staff specialist roles. This has clearly 
allowed more work flexibility and part-time 
opportunities for women as consultants, 
and more women are now working in 
specialist positions and as departmental 
heads in my hospital. 

There is also now a much greater emphasis 
on multidisciplinary teams. I work with 
a fantastic local paediatric team which 

During the last 10 years I have had a 
number of roles in the College. I have 
twice been on the Council (replaced 
by the Board), and during one of those 
periods I was the only female council 
member. Currently, in my role as 
President-Elect of the Paediatrics and 
Child Health Division, I am again on the 
Board and am also the interim Chair of 
the College Education Committee. In 
this capacity I am leading a review of 
educational governance, which is part 
of the overall governance review of the 
College and the updating of the By Laws. 

I have enjoyed immensely my time on 
College committees and panels—it allows 
me to get out of the very busy clinical 
head space and look at the wider aspects 
of many parts of my daytime job. The new 
Board structure is certainly a significant 
positive change and better able to look at 
strategic directions of the College. Gender 
mix seems to be no longer a problem and 

the trainees on the Board have also proved 
to be an invaluable addition. 

What else has changed? Well, the major 
change is that there are more medical 
schools; from a personal point of view, this 
would have allowed me to spend six years 
at university closer to my family. Locally, 
having two new medical schools has 
had a dramatic change on the workforce 
and culture. Specialist training in non-
tertiary centres such as ours has become 
important, not just for the experience it 
offers but because medical graduates are 
wishing to complete training closer to their 
home town. I suspect there will be even 
more pressure to allow training in wider 
settings and some of this push is in fact 
coming from local graduates and trainees. 
Already we have seen benefits to both 
the Gold Coast and individuals as a result 
of rotation and exposure to clinical work 
outside the tertiary clinical centre. We have 
a number of specialists who had previously 
been registrars here during early stages of 
their training returning to practise locally. 
We are also clearly becoming less reliant 
on IMGs to form the junior workforce. 
Interestingly, it is now harder for our local 
graduates to be IMGs in other countries—
my time overseas was fantastic and did 
influence choices in my following years.

Associate Professor Susan Moloney at Port Moresby 
Hospital during an Operation SMILE visit

There is no doubt that 
the multidisciplinary 
team approach to 
clinical practice has 
benefited not just 
patients but staff  
as well.
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has had to adapt to many changes 
over the last 10 years. We now have 
two new medical schools, a new Gold 
Coast University Hospital on the way 
with significant model-of-care changes, 
and dramatically increasing population 
numbers. There is no doubt that the 
multidisciplinary team approach to clinical 
practice has benefited not just patients 
but staff as well, and allowed us to move 
reasonably smoothly through all these 
changes.

Finally, I was also asked to comment on 
what I have learned about leadership. I 
think it is about being honest, listening to 
others’ views and not taking on too much 
individually. It is OK to delegate but you 
need to respect what those to whom you 
have delegated have done and allow them 
to be recognised for it. Nevertheless, you 
often do have the final responsibility and 
not everyone will understand that some 
decisions are taken from a broader view, 
and not on the grounds of what will affect 
one shift or one week. Leadership today is 
often a team event and is not just about 
the individual.

Clinical leadership and engagement is 
important for all parts of the health sector, 
so I would encourage others to take the 
opportunity to take on leadership roles. 
But you do need to ensure that the clinical 
team around you is happy to support you 
in the role and be part of the process. You 
can’t do it all yourself.

DR MARION MATEOS

Dr Marion Mateos is a 
Paediatric Haematology/
Oncology Fellow. She is 
currently a member of the 
College Trainees’ Committee 
and Co-Chair of the NSW 
Trainees’ Committee.

Q. How do you balance personal and 
professional responsibilities?

This is always a difficult question. It is very 
easy to say one needs ‘balance’, but is it 
achievable?

Do not as some ungracious pastors do, 
Show me the steep and thorny way to heaven, 
Whiles like a puffed and reckless libertine 
Himself the primrose path of dalliance treads

From Hamlet by William Shakespeare 

I loved my English essays and Shakespeare 
at school. But unfortunately, reading is 
something that I don’t find time to do these 
days. I find my balance through running 
by the beach, yoga, meditation, spending 
time with my partner, Jon, and juggling 
that with time at work. My job is pretty 
demanding, and my family and friends are 
an incredible support. If someone had told 
me 15 years ago that I would be pursuing a 
career in Paediatric Haematology/Oncology, 
I would not have believed them, nor even 
understood what it was. Perhaps I would 
have asked for a different page of the 

‘Choose your own adventure’ novel. In all 
honesty, I love what I have chosen to do, 
as it is an incredibly rewarding, though 
difficult, path. 

I spoke at a University of Sydney ‘Women 
in Medicine’ night in 2010, and the 
best bit of advice from a fellow guest 
speaker was ‘Plan your holidays well in 
advance’. Travel is a passion of mine, as 
are languages. I lived in Hong Kong for a 
few years and now have fluent Mandarin 
Chinese. I would love to tie in languages 
and travel with my current subspecialty, 
which may be possible in the future. 

In late 2009, I spent four months travelling 
and working in North America. These were 
literally some of the best months of my life, 
exploring, meeting new amazing people, 
reconnecting with my Mexican family, and 
skiing through a fantastic Whistler winter. I 
spent three months working at Vancouver 
BC Children’s Hospital and I would highly 
recommend this sort of experience—a 
side step from the usual well-established 
medical treadmill. 

Q. What are the barriers faced by 
women in medicine today?

The sense of these barriers becomes more 
real as I get older and closer to wanting a 
family of my own. Looking after children 
and tending to a busy medical career, 
from where I sit, almost seems impossible! 
I think that individual strategies are 
required, including calling on family and 
friends for support and having a partner 
willing to share in all family responsibilities. 

Colleagues of mine who started their 
medical career later in life have more 
challenges, especially where they had 
children early in medical life. Exams are 
over for me, but I am planning to do a 
PhD in the future. 

The other barrier is part-time work, which 
affects both men and women. Taking time 
off to look after children is no longer just 
the domain of women. Accessing part-
time positions seems easier in shift work or 
for registrar positions, but more difficult as 
a consultant, though appears to be more 
achievable in paediatric hospitals. 

Q. What can the College do to 
overcome these barriers?

Flexible Training was the buzz word 
for 2010 and continues to be high on 
the trainee agenda. I hope that the 
College will work with trainees within the 

Dr Marion Mateos on holiday with  
her partner, Jon.

I think [leadership] 
is about being 
honest, listening to 
others’ views and not 
taking on too much 
individually.
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appropriate committees to find a workable 
model for Flexible Training. Proposals are 
being discussed currently. It is important to 
create a training brief that allows trainees 
to begin a family, do a PhD, and have time 
off for personal reasons, within both basic 

and advanced training, without arbitrary 
time period limits. The reality is that 
higher degrees and PhDs are increasingly 
necessary in subspecialty medicine. 

Maternity leave is very important and 
needs to be supported at all levels of 
the College and the health system. 
We need to develop a system in which 
doctors covering an unfilled maternity 
leave position are supported and not 
overworked themselves. Perhaps some 
sort of relief roster could be part of the 
maternity leave model. 

The pattern of work varies for a woman 
throughout their working life, and whilst 
part-time work may be necessary early on 
in their career, women often return to the 
workforce with renewed vigour in a full-
time capacity. 

Q. What have you learned from your 
involvement in College activities?

I have been very involved with many 
committees throughout my time within 
medicine. Jon thinks I’m crazy. ‘Why 
would anyone want to go to meetings 
voluntarily?’ he chuckles. 

I believe that assuming leadership roles 
provides trainees with an important 
set of skills that translate into everyday 
medical life. Public speaking in meetings 
and presentations thus become far less 
daunting. 

Being involved in the committees of the 
College at a state and national level allows 
insight into training requirements and has 
also been valuable in my own personal 
development. 

Q. What have you learned about leadership 
during your career to date?

Do not be afraid to lead from the front. 
Have courage, be organised and be true to 
your personality. 

Maternity leave is 
very important ... but 
we need to develop 
a system in which 
doctors covering an 
unfilled maternity 
leave position are 
supported and 
not overworked 
themselves.

T he College is delighted to 
announce that two RACP 
Fellows were presented with 
Research Australia Awards by 

Her Excellency Professor Marie Bashir 
AC CVO at a reception at Government 
House in Sydney on 25 November 2010. 
Research Australia is a unique national 
alliance of over 190 member and donor 
organisations with a common mission 
to make health and medical research a 
higher national priority.

Professor John Funder Ao was 
presented with the Pfizer Australia 
Leadership and Innovation Award. For 
over 30 years Professor Funder has 
been a leader in medical research in 
Australia, rewriting the pathophysiology 
of adrenal steroid action in the 
cardiovascular system. He has been an 
innovator in publishing guidelines for the 
management of primary aldosteronism 

and in translational research has critically 
examined and recast what was believed 
about aldosterone, cortisol and mineral 
cortisol receptors. In addition, he has 
made very substantial contributions to 
research governance, representation, 
ethics, funding and translation nationally 
and internationally. In his ‘retirement’ 
he remains passionately committed 
to medical research, its translation to 
healthcare and to the importance of 
research and innovation to Australian 
society.

Professor Colin Binns, a leader in health 
science research for over 30 years, 
received the Research Australia Lifetime 
Achievement Award for his dedication to 
the advancement of primary healthcare 
and health services both nationally 
and internationally. His many landmark 
studies have provided evidence for 
improving outcomes in the fields of 

nutrition, breastfeeding, cancer, drug 
and alcohol abuse, Aboriginal health, 
and health promotion. His commitment 
to the field of public health led him to 
establish the School of Public Health 
at Curtin and a number of research 
centres, including the National Centre 
for Research into the Prevention of Drug 
Abuse (now Australia’s world-renowned 
National Drug Research Institute) 
and the Centre for Health Promotion 
Research. Professor Binns remains highly 
regarded internationally and is engaged 
regularly as an adviser to international 
governments and health bodies.

RACP FELLOWS RECIPIENTS OF 
RESEARCH AUSTRALIA  
AWARDS 2010
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Between 7 and 20 December, the STP 
Unit issued a total of 78 Funding and 
Administration Agreements to relevant 
legal Fund Holder entities. This involved 
extensive liaison with State Health 
jurisdictions, senior administrative 
personnel within the Australian healthcare 
system, and our Fellows. 

One of the next challenges for the STP 
Unit is the allocation of up to $22,000 
(GST inclusive) pro rata full-time 
equivalent (FTE) per annum to supplement 
the additional costs incurred by trainees 
located in Inner Regional Australia, Outer 
Regional Australia, Remote Australia, and 
Very Remote Australia. Payment of any 
such supplement will be at the discretion 
of the College. The next edition of RACP 
News will feature an article about this 
funding allocation and news on the 2012 
Application Round. 

For information on the STP please email: 
stp@racp.edu.au.  

Christine Frew  
Specialist Training Program Manager

RACP RECEIVES $80 MILLION 
FUNDING TO RUN SPECIALIST 
TRAINING PROGRAM TO 2013 
The Specialist Training 
Program (STP), an 
amalgamation of several 
Commonwealth-funded 
programs dedicated to 
the increased training of 
our young doctors, has 
grown exponentially, with 
a dramatic increase in 
available training positions 
across Australia.

T he STP is making a significant 
contribution to the Australian 
healthcare system, helping 
better train specialists through 

education that matches the healthcare 
needs and reflects the way health services 
are delivered. Most importantly, the 
program has developed networks of 
training posts across a broad range of 
settings beyond traditional teaching 
hospitals, including regional, rural and 
ambulatory settings, the private sector, 
community settings and non-clinical 
environments. 

On 24 November, a revised Funding 
Agreement for the Specialist Training 
Program was entered into between the 
Royal Australasian College of Physicians 
and the Department of Health and Ageing 
valued at over $80 million to run STP until 
the end of 2013. Through this agreement, 
the College is responsible for managing 
and administering contractual and 
financial obligations to shortlisted facilities 
employing 188 FTE trainee positions.

The program offers the College a chance 
to demonstrate strong leadership, 
as well as improved administration 
and relationship and organisational 
management, to our Fellows, State Health 
jurisdictions, and the Department of 
Health and Ageing. It also provides the 
College with the unique opportunity to 
shape the delivery of physician training 
outside the traditional hospital setting 
and to strengthen our position as the sole 
physician training provider in Australia 
and New Zealand. The agreement offers 
substantial benefits including funding for 
administration and support projects and IT 
infrastructure development.

STP enhancement support activities/
projects identified as a priority for 2011 
include, but are not limited to, the 
following key domains:

•	 Building	capacity	for	effective	 
 supervision of specialist training and  
 providing local support for trainees and  
 supervisors at funded STP posts 

•	 Evaluation	for	quality	improvement	 
 of posts 

•	 Up-skilling	and	support	of	international	 
 medical graduates 

•	 Increasing	the	education	e-learning	 
 network through the development of  
 video lectures, online training modules  
 and other e-learning materials. 

A Specialist Training Program Advisory 
Group consisting of four Fellows and one 
trainee with a variety of experience in the 
program has been convened to advise the 
College (via the Director of Education) on 
the development of processes and criteria 
around the accreditation and recruitment 
of STP sites, the approval of support 
programs to enhance training networks 
and policies governing the STP project, 
to ensure the achievement of deliverables 
and the alignment of STP-accredited posts 
to service the needs of the community and 
components of the training curricula. 

Specialist Training Program Advisory 
Group members include: 

Dr Laura Ahmad – Geriatric Medicine 

Associate Professor Jill Sewell – Community 
Child Health 

Associate Professor Nicola Spurrier – Public 
Health Medicine 

Dr Nicole Hancock – General Medicine 

Dr Vanessa Farr – Trainee. 

A productive inaugural face-to-face 
meeting was held on 6 December 
with valuable advice being provided 
on issues such as STP Guidelines, Rural 
Support Loading allocation, and Reserve 
List ranking. Terms of Reference of the 
Specialist Training Program Advisory 
Group can be found at: www.racp.edu.
au/page/stp. 

A relationship management model to 
administer and support the facilities 
employing STP trainees around Australia 
has been implemented, with the 
appointment of two Project Support 
Officers in November 2010:

Louise Young – manages  
NSW, SA, NT, ACT 

Ruby Savage – manages  
VIC, QLD, TAS, WA 

Information on placing your training 
positions in the RACP Training 
Positions Supplement

As in the past, the College will once 
again be producing the RACP Training 
Positions Supplement. Please note the 
following details for submitting your 
positions.

Submission email address:  
TrainingPositions@racp.edu.au 

Deadline: Friday, 25 February 2011

Cost:                                      
1/3 page (approx. 250 words) – $250*   
1/2 page (approx. 450 words) – $335*    
Full page (approx. 600 words) – $415* 

*GST not included 

Further information and last year’s 
Training Position Supplement can be 
viewed on the RACP website: www.
racp.edu.au.

Contact: Fay Varvaritis, Advertising 
Officer, Training Positions Supplement 
Email: trainingpositions@racp.edu.au 
Tel: (02) 9256 5482

2011–2012 RACP 
TRAInInG PoSITIonS 
SuPPlemenT
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e veryone in the College was 
delighted to receive the news that 
the Australian Medical Council 
(AMC) had resolved to extend 

RACP accreditation to December 2014. 
This accreditation covers programs for 
trainees as well as continuing professional 
development (CPD) for Fellows.

In September 2010, the College submitted 
a Comprehensive Report to the Australian 
Medical Council. This report included 
a detailed response to each of the 
AMC’s recommendations in their 2008 
Accreditation Report on the College and 
a five-year strategic vision in line with the 
AMC Standards for Medical Education and 
Training. 

The College’s 2010 Comprehensive Report 
was considered by the AMC’s Specialist 
Education and Accreditation Committee, 

who resolved to extend the College’s 
accreditation for four years. This brings the 
total accreditation to the maximum of 10 
years, from 2004 to 2014. 

The AMC commended the College’s 
substantial progress in initiating and 
implementing substantial changes to its 
training programs and noted that, overall, 
the College continues to meet AMC 
accreditation standards.

In particular, the AMC commended work 
undertaken in the following areas:

•	 Appointment	of	the	Medical	 
 Education Officers

•	 Progress	on	developing	the	 
 PREP program

•	 Support	for	the	College	Trainees’ 
 Committee

•	 Improvements	in	the	assessment	of 
 Overseas Trained Physicians (OTPs)

•	 Mandatory	Continuing	Professional	 
 Development (CPD)

•	 Integration	of	the	Faculties	and	 
 Chapters in educational developments.

Additional work is required in the 
areas of educational governance and 
decision making, site accreditation and 
implementation of the PREP program. 
The College will report on progress on the 
remaining recommendations in annual 
reports to the AMC.

Briony Bounds 
Senior Executive Officer 
Education Deanery

AMC GRANTS RACP  
MAXIMUM ACCREDITATION

T he Continuing Professional 
Development (CPD) Expert 
Advisory Group (EAG) and 
associated subcommittees 

have been working with the College on 
the development of a resources portal, 
called MyResources Gateway, to support 
Fellows in their continuing learning and 
professional development. So, it is with 
a lot of excitement that we announce 
that the Gateway will be launched on 
21 February 2011. The Gateway will be 
housed on the RACP website with a quick 
link available from the home page, as well 
as from the CPD pages of the website. 

For those of you first hearing about it, 
MyResources Gateway is an online site 
that facilitates easy access to a collection 
of high-quality resources and is freely 
available to all Fellows and trainees across 
the Divisions, Faculties and Chapters of 
the College. Already featuring around 
300 resources, the MyResources Gateway 
project will continue to identify and assess 
educational resources and thus grow in 
size and relevance. This project will also 
assist the College in identifying gaps in 
resources and help to inform College 
development and/or sourcing of new 
educational material. 

Although the primary role of the 
MyResources Gateway is to provide access 

to resources for the purposes of CPD, the 
project has more inclusive benefits and 
other exciting possibilities. The Gateway 
includes resources for Basic and Advanced 
Trainees, and a longer term goal of the 
project is to develop the Gateway in the 
style of an interactive ‘community of 
practice’ whereby Fellows can directly 
participate in the discussion, creation and 
evaluation of material. As the Gateway is 
viewed as an ongoing project, we wish to 
encourage feedback from users (Fellows 
and trainees) which can be used to guide 
site improvements and development.

The CPD EAG and its committees would 
like to continue to develop communication 
and cooperation on this project with the 
Divisions, Faculties and Chapters and it is 
hoped that we may link the work of the 
Gateway with the already significant CPD 
support offered by them. If you would 
like to know how you or your Society, 
Faculty or Chapter can become involved 
in MyResources Gateway, please contact 
the Educational Resource Project Officer, 
Eamon Vale, eamon.vale@racp.edu.au, 
for more information. 

The CPD Unit would like to take this 
opportunity to thank Dr Ruth Marshall and 
members of the MyResources Gateway 
Steering Committee along with members 
of other CPD committees for the huge 
amount of time and work they have 
(and continue to) put into this project. 
We would also like to thank Nick Zervos, 
Gagan Chawla and the rest of the IT team 
who have at times worked exceptionally 
hard to meet deadlines and fit the project 
in amongst often competing priorities.

eamon Vale  
CPD Education Resource Project Officer 
Education Deanery

MYRESOURCES GATEWAY LAUNCH 

A longer term goal 
of the project is to 
develop the Gateway 
in the style of an 
interactive ‘community 
of practice’ whereby 
Fellows can directly 
participate in the 
discussion, creation 
and evaluation of 
material. 
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The Rural Health Continuing 
Education (RHCE) program 
awards grants to develop and 
deliver Continuing Professional 

Development (CPD) activities for 
specialists and/or multidisciplinary 
teams. RHCE funds are available to rural 
specialists via their Specialist Medical 
Colleges. 

We are pleased to announce that the 
RACP has been successful in receiving 
funding for three projects under the 
Rural Health Continuing Education Sub-
Program stream one, which is funded by 
the Department of Health and Ageing.

The contracts were signed by Jennifer 
Alexander on 8 December 2010 and 
work on these projects will commence 
shortly.

Below is a brief outline of each project. 
Should you require further information, 
please contact Bianca Heggelund at: 
bianca.heggelund@racp.edu.au. And do 
look out for project progress information 
at the College Congress being held in 
May this year. 

1. Australian Aboriginal child 
health short course 

Project Type: eLearning Modules 
Project Duration: 2 years

This course has been developed in 
response to the need for improved 
cultural awareness in healthcare delivery 
and understanding of the role of cultural 
and socio-economic determinants in 
health outcomes.

The four-module course will cover:

•	 Cultural	awareness	relating	to	 
 Aboriginal families and communities

•	 The	social	determinants	of	Aboriginal	 
 child health

•	 The	spectrum	of	common	illnesses	in	 
 Aboriginal children in remote and  
 urban settings

•	 Developmental	problems,	including	 
 Foetal Alcohol Spectrum Disorders,  
 and the effects of early life trauma.

The modules will be supported by online 
forums and the course will conclude with 
a workshop where participants and other 
interested parties can discuss issues that 
have been raised in the modules and 
forums, as well as other Indigenous health 
issues.

2. using simulation and the 
theme of the deteriorating 
patient to develop skills and 
training capacity in rural and 
remote multi-professional teams 

Project Type: Mentoring Program 
Project Duration: 3 years

This project is a mentoring program 
which will up-skill specialists as educators 
and support them to deliver simulation 
and skills-focused training workshops to 
multi-professional teams working within 
their local facilities and regions. The 
training workshops will cover a range of 
topics aimed at improving clinical and 
professional skills, and will be presented 

within the theme of ‘the deteriorating 
patient’.   

Specialists can participate in any one 
or more of the courses as stand-alone 
activities. Alternatively, they can complete 
a full mentoring program, if they work at 
a facility that wishes to sign up to deliver 
a rural workshop.

3. enhancing rural health 
outcomes measurement 

Project Type: Development of Clinical 
and Professional Services 
Project Duration: 1 year

This course will focus on health outcomes 
management and will comprise two 
videoconferences and a residential 
workshop. 

The first videoconference will cover 
practical issues for rural specialists in 
applying health outcomes measurement 
and the second will cover designing rural 
research projects/proposals using health 
outcomes measurement. The workshop 
will focus on assessing patient outcomes 
in rural clinical practice.

Participants can download their 
Statement of Participation from 
within the MyCPD program. 
This statement may be used 

by participants as evidence of active 
participation in MyCPD if required 
for annual registration, appointment, 
contract renewal, promotion or other 
professional requirements.

The statement updates automatically as 
activities and credits are entered, allowing 
participants to access their most current 
statement.

To download and/or print your Statement 
of Participation, please follow the steps 
outlined below:

1. Log on to MyCPD.

2. Click ‘View Activities’ accessible from 
 the menu on the left-hand side of  
 the screen.

3. Click ‘Print Statement’ located at the  
 top of the screen to print your  
 statement for the current year—this  
 will open your Statement of  
 Participation in a pdf document  

 which you can then download and/ 
 or print.

4. For previous years, navigate to  
 the year you wish to print by using  
 the yellow arrows located either side  
 of the ‘Summary for <year>’—you  
 can then click ‘Print Statement’ as  
 per step 3.

Sally Tyrie-Greenwell 
Education Officer, CPD Unit 
Education Deanery

YOUR MYCPD –  
STATEMENT OF PARTICIPATION
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CPD 2 U VIA A  
TRAVELLING ROAD SHOW

under new government 
legislation implemented in 
Australia in 2010, medical 
practitioners are now required 

to participate in CPD in order to maintain 
their medical registration. 

In addition to this, the RACP CPD 
Mandatory Participation Policy came 
into effect from January 2011. This new 
policy requires all Fellows of the College 
in active practice and/or with practising 
registration to participate in CPD in order 
to maintain Fellowship. This includes all 
Fellows of the Divisions, Faculties and 
Chapters.

In light of this, the CPD Unit has designed 
a ‘travelling road show’ to assist Fellows 
with a smooth transition. The program is 
designed as a series of presentations over 
2–2.5 hours covering the following:

•	 Information	about	the	RACP	CPD	 
 Mandatory Participation Policy

•	 How	Fellows	can	best	meet	the	new	 
 Medical Board of Australia regulatory  
 requirements for CPD

•	 ‘What	is	CPD’	and	‘What	counts	 
 as content’

•	 How	to	develop	a	Professional 
 Development Plan within the RACP  
 MyCPD program

•	 The	purpose	of	reflection,	how	 
 reflection is undertaken, and the  
 mandatory requirement to complete  
 this 

•	 A	demonstration	of	the	MyCPD 
 program, including how to add  
 activities, print statements, and log  
 recurring activities

•	 Question	and	Answers	will	conclude	 
 the session.

There is no registration fee for this 
event. Simply contact your regional 
Medical Education Officer (MEO) (see 
relevant contact details above) for further 
information and to register for the event.

It is proposed that the workshops will be 

held in the evening, with locations and 
times to be confirmed by the regional 
MEO. Workshop updates will also be 
advertised in e-bulletins and newsletters 
as they come to hand. 

your 2010 myCPD return is due 31 
march 2011, so please take advantage 
of this opportunity, particularly if you are 
new to the MyCPD program.

Fiona Simpson 
Senior Executive Officer, Continuing 
Professional Development 
Education Deanery

Location Date MEO Contact
Adelaide Wednesday, 2 February Liz Kennedy 08 8465 0971

Melbourne Monday, 7 March Shaylin Rose 03 9927 7715

Perth Tuesday, 8 March Jeanette D’Castro jeanette.dcastro@racp.edu.au

Hobart Wednesday, 9 March Shaylin Rose 03 9927 7715

Victoria rural  
(Geelong)

Wednesday, 16 March Shaylin Rose 03 9927 7715

Darwin Wednesday, 23 March Lauren Davies 07 3872 7004

Townsville Monday, 28 March Lauren Davies 07 3872 7004

Brisbane Tuesday, 29 March Colleen Green 07 3872 7005

Sydney Wednesday, 30 March Carmen Axisa 02 8247 6226

Cairns Thursday, 31 March Lauren Davies 07 3872 7004

A s one of many initiatives set up 
by the College, the CPD Grant 
is designed to promote and 
support education initiatives 

for Fellows’ Continuing Professional 
Development. 

The grant serves as a seed fund for the 
development of educational resources 
that will support the future CPD of the 
community of Fellows of the RACP. 

Availability of funds 

An amount of up to $5000 may be 
approved per application. However, this 
amount may vary at the discretion of the 
CPD Committee, the amount of funds 
available and the number of applications. 
The total amount of grant funding the 

College has made available for the 2011 
year is $40,000 for Australia and $15,000 
for New Zealand.

eligibility

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

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

Further information

For more information or to obtain a copy 
of the 2011 CPD Grant Application Kit, 

please contact the CPD team via email 
myCPD@racp.edu.au or phone 02 8247 
6201.

Closing date for applications is 31 march 
2011. Applications received beyond this 
date cannot be considered.

Fiona Simpson 
Senior Executive Officer, Continuing 
Professional Development 
Education Deanery

CALL FOR APPLICATIONS FOR A  
2011 CPD GRANT
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REVALIDATION OF DOCTORS  
– REPORT FROM THE UK

I n December 2010, the General 
Medical Council (UK) held an 
international symposium on 
‘Revalidation: Contributing to 

the Evidence Base’. Sponsored by the 
GMC, the Health Foundation, and the 
Federation of State Medical Boards of the 
United States, the meeting of 38 invited 
participants heard from 11 speakers at 
a two-day event in London (after snow 
caused the venue to be moved from 
Leeds Castle to Euston Road!). The 
meeting provided valuable insights into 
the slow progress towards mandatory 
revalidation of doctors in the UK—and 
lessons for other medical regulatory 
systems, including Australia and New 
Zealand.

Background
First, some definitions. Revalidation is 
defined in the British Medical Act as an 
‘evaluation of a medical practitioner’s 
fitness to practise’. The GMC describes 
revalidation as a process to assure patients 
and the public, employers and other 
healthcare practitioners that licensed 
doctors are up to date and practising to 
the appropriate professional standards. 
In New Zealand the process is called 
recertification; in the US, maintenance of 
licensure. 

Revalidation has been on the agenda for 
12 years in the UK, after a substantial 
majority of the GMC agreed, in February 
1999, to its introduction. Why has 
something seemingly so simple proved 
so complicated? The delays have resulted 

from lack of clarity about the purpose of 
revalidation; disagreement over its form 
and content; vigorous opposition from 
within the profession to the imposition of 
perceived bureaucratic external controls; 
and cost concerns.

Implementation of a modest form of 
revalidation was pending in 2004, 
when Dame Janet Smith, the judge 
who presided over the inquiry into GP 
Harold Shipman (who killed around 250 
patients), damned the GMC’s proposals 
as inadequate to give the public real 
reassurance of a licensed doctor’s fitness 
to practise. This in turn led to CMO Liam 
Donaldson’s 2006 report, ‘Good Doctors: 
Safer Patients’ and the Government’s 
2007 White Paper, ‘Trust, Assurance 
and Safety—The Regulation of Health 
Professionals in the 21st Century’, which 
have shaped the current proposals.

The GMC is now well advanced in its 
plans, with pilots being trialled. During 
a major consultation in 2010, five key 
themes emerged: revalidation needs to 
be ‘as streamlined, straightforward and 
proportionate as possible’; the model 
must be flexible; costs must be minimised 
(a major concern given the cost pressures 
on the NHS); further detail is needed 
before revalidation is rolled out; and the 
proposed models need further testing and 
evaluation.

One of the first actions of the new 
coalition government Health Secretary, 
Andrew Lansley, in May 2010 was to ask 
the GMC to delay revalidation, so that 
the pilots could be extended—while 
expressing support for its introduction. 
In October 2010, the GMC and all four 
departments of health issued a Statement 
of Intent, committing to launch 
revalidation across the UK in late 2012. 

The plan is that every licensed doctor in 
the UK will be required to be revalidated 
every five years. A local ‘responsible 
officer’ will make a recommendation to 
the GMC about whether a doctor should 
be revalidated. The recommendation will 
be based on the results of the doctor’s 
annual appraisals. These, in turn, will 
be based on the doctor’s CPD portfolio, 
supplemented by multi-source feedback 
from patients and colleagues. If the GMC 
is not satisfied that a doctor should be 
revalidated, he or she will be subject 
to ‘fitness to practise’ processes, in the 
same way as a doctor who is subject 
to a serious complaint or competence 
concerns.

Symposium themes
Conference participants noted that 
doctors continue to enjoy high levels 
of public trust—but surveys show that 
people assume external checks already 
occur, before doctors are able to renew 
their licence to practise; and that 
confidence in doctors would be increased 
if their performance was subject to a 
regular review.

Despite the general support for 
revalidation, there was a lack of 
agreement as to its purpose. The most 
commonly expressed concern remains 
that revalidation will be used to weed out 
‘bad apples’, and that it is not sensitive 
enough to do that effectively. Most 
participants agreed that the primary 
purpose is to give the public assurance 
that a licensed doctor meets minimum 
standards, and is thus ‘good enough’; but 
that a second, not inconsistent purpose, is 
to improve the quality of medical practice 
overall. 

There was a lot of discussion about the 
need not to undermine professionalism 
by external regulation. No country 
represented at the symposium had a 
simple success story to tell, although the 
Physician Achievement Reviews developed 
in Alberta, Canada, seem to have been 
accepted by the profession there as a 
worthwhile quality assurance process. 
Medical boards in the US described fairly 
limited initiatives to develop standards 
for re-licensure. The American Board 
of Internal Medicine is developing 
sophisticated tools for recertification of 

The challenge is to 
give patients and 
the community the 
assurance they seek 
… that any registered 
doctor is competent 
and fit to practise, but 
to do so in a way that 
supports doctors’ own 
professionalism and 
is not bureaucratic, 
expensive and 
protracted.

Professor Ron Paterson presenting at the 
international symposium on ‘Revalidation: 
Contributing to the Evidence Base’ held in London 
in December 2010
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specialists, including the use of exams as 
one component to test clinical problem-
solving skills. However, the use of exams 
is not currently proposed for revalidation 
in the UK.

A recurrent theme was the need to make 
a start, accepting that the tools used in 
revalidation will become more robust over 
time. Participation in CPD and clinical 
audit will certainly form part of appraisal 
and revalidation processes. There is a lot 
of nervousness about the use of multi-
source feedback, but recognition that 
patient feedback is an important ‘report 
on experience’, and that colleague 
feedback provides valuable information 
about a doctor’s performance.

Conclusion
I came away from the symposium 
convinced that revalidation of doctors 
will become a reality in the UK over the 
next couple of years; that international 
experience suggests it takes at least a 
decade to introduce such a major change; 
and that how reforms are communicated 
to the medical profession is critical, given 
the cultural shift involved. 

Similar reforms seem inevitable in 
Australia and New Zealand, and are likely 
to be no less contentious. My own view 
is that, in 2011, the public should not 
have to take the competence of doctors 
on trust. The challenge is to give patients 
and the community the assurance they 
seek—and which legislators say is their 
entitlement—that any registered doctor is 

competent and fit to practise, but to do 
so in a way that supports doctors’ own 
professionalism and is not bureaucratic, 
expensive and protracted. 

Professor Ron Paterson  
University of Auckland 
RACP Board Member

Invited participants at the symposium 

T he first phase of consultation 
for the development of the 
framework for the Supporting 
Physicians’ Professionalism and 

Performance (SPPP) project is underway 
with a number of stakeholders within the 
RACP.

The framework will consist of a set 
of observable behaviours that cover 
the range of competencies Fellows 

demonstrate in their day-to-day work, 
with a focus on professionalism.  

The framework may be used as a means 
to identify potential areas of improvement 
and to recognise, promote and support 
quality performance. It is crucial that 
the set of behaviours that make up this 
framework are appropriate for the diverse 
membership of our College, which is why 
your involvement is important. 

How can you be 
involved?
•	 A	feedback	session,	open	to	all	 
 interested Fellows, will be held on  
 the first day of the College Congress  
 in Darwin on Monday, 23 May 2011.  
 Otherwise, please come and visit the  
 booth in the exhibition area.

•	 Visit	the	SPPP	website	www.racp.edu. 
 ua/page/sppp or email sppp@racp. 
 edu.au. 

We are currently investigating options for 
online feedback and engagement of the 
wider Fellowship and will advertise these 
options through the website and RACP 
News in the coming months.

If you have any queries, please 
email Bianca Heggelund at: Bianca.
Heggelund@racp.edu.au.

HAVE YOUR SAY: SUPPORTING 
PHYSICIANS’ PROFESSIONALISM AND 
PERFORMANCE PROJECT
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Dr Les Bolitho, RACP President-ElectDr Anthoulla Mohamudally, palliative care 
physician, Royal Darwin Hospital

TERRITORY HORIZONS –  
NT ANNUAL SCIENTIFIC MEETING

In 2010, La Nina, still bringing 
devastation to large tracts of Australia’s 
eastern states, brought a short sticky 
dry season to the Top End and an early 

intense wet, with warnings of cyclonic 
activity.

The beginning of the wet also saw the 
Top End host the Northern Territory’s 
combined RACP and Faculty of Public Health 
Medicine’s Annual Scientific Meeting with a 
range of presentations on obesity, pandemic 
flu, infectious diseases, chronic disease, 
adolescent medicine and palliative care. 
Presenters came from the Royal Darwin and 
Alice Springs hospitals, the Menzies School 
of Health Research and the Centre for 
Disease Control. There were also a number 
of superb interstate speakers.

Our Queensland neighbours were 
represented by Cairns Base Hospital’s 
Dr Josh Hansen (one-time Royal Darwin 
Hospital infectious diseases registrar). His 
presentation on his work in Bangladesh on 
the haemodynamic consequences of severe 
falciparum malaria was of clear, practical 
clinical value, and further strengthened the 
ties that bind the tropical north of Australia.

The first day saw a focus on alcohol-related 
harms in the NT. Advocacy on this issue, led 
largely by Dr Steven Skov, has been a strong 
focus for the NT RACP Committee during 
2009 and 2010, including regular letters to 
NT News and participation in community 
education forums. The aim of this advocacy 
is for legislation regarding the sale of alcohol 
in the NT to be informed by evidence-based 
public health policy.

We also heard a fascinating presentation 
by one of our general medical and 
infectious diseases registrars, Dr Tim Gray, 
on the Australian medical response in 
Kot Addu, Pakistan, following the flood 
crisis there in 2010. Tim was attached 
to the Public Health Unit in Darwin for 
six months as part of a year of general 
medicine training offered to our senior 
trainees, including six months of high-
level, ward-based general medicine and six 
months’ broad exposure to public health 
practice. Tim spent a month in Pakistan as 
one of the medical officers assigned to the 
team put together by the National Critical 
Care Trauma Response Centre located at 
Royal Darwin Hospital. 

The second day saw a focus on adolescent 
medicine and palliative care with brilliant 
presentations by local and guest speakers. 
The charismatic Professor Susan Sawyer 
spoke about the concept of an adolescent-
friendly hospital. Peter Azzopardi, an Alice 
Springs paediatric trainee, demonstrated 
the lack of an evidence base to guide us 
in promoting the health and wellbeing of 
young Indigenous Australians. Dr Carolyn 
Maclennan (DPPE) spoke about the 
context in which all this plays out. Clearly 
there is huge unmet need in this most 
vulnerable of patient groups.

Rob Rosby, the Co-chair of the Board 
of Inquiry into the broken NT child 
protection system spoke passionately 
about the report ‘Growing Them Strong 
Together’. 

One of the highlights of the conference 
was a talk given by paediatric palliative 

care physician Dr Jenny Hynson who 
spoke on the dying child. The wisdom and 
beauty of this talk is something seldom 
seen in scientific meetings. Before we try 
and pull together the threads of medical 
information, family dynamics, the spiritual 
and the philosophical in order to have 
‘that conversation’ with a patient, we 
should all have examined the nature of 
hope, grief and loss and what we conceive 
them to be. Jenny’s talk gave eloquent 
focus to these thoughts.

Dr Frank Brennan spoke on pain relief 
as a human right. Many who work in 
developed countries amongst health-
literate populations take for granted the 
high expectations patients have of their 
right to pain relief and personal comfort. 
This cannot be taken for granted in poor 
socio-economic settings, such as remote 
Indigenous and non-Indigenous Australia, 
as well as in developing countries’ 
populations. Medical process here can 
be brutal and brutalising for patient and 
doctor alike. For us, as patient advocates, 
to ignore suffering because it is accepted 
by the patient and their society is not 
consistent with ethical practice. The United 
Nations has started the long path to 
redressing this fundamental inequality in 
healthcare delivery.

Our new palliative care consultant in the 
NT, Dr Anthoulla Mohamudally, gave a 
provocative talk on the nature of futility 
and how families can receive the harshness 
of this word … and what happens when 
they do not accept all that we are trying to 
communicate by its use.
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The Royal Australasian College of 
Physicians would like to acknowledge 
the devastating impact of the 
Queensland floods and offer heartfelt 
support to those affected by this 
natural disaster that has gripped the 
entire state. 

The College recognises the enormity 
of the situation facing many, the sad 
loss of life and the lasting impact of 
the floods. Our thoughts are with all 
those directly affected, including our 
Fellows, trainees, College staff and 
their families.

Due to the flood crisis, the RACP 
Queensland office was closed to 
accommodate the evacuation of most 
Brisbane offices and to allow our 
employees to be with their families. We 
would like to thank these employees 
for their professionalism and continued 
dedication to their work, particularly given 
the circumstances, and to also thank our 
Fellows and trainees for their flexibility and 
understanding during this period.

Queensland continues to show exceptional 
strength under harrowing conditions, and 
the College acknowledges the significant 
contribution of search and rescue teams 

and medical workers, particularly under 
these trying circumstances. 

We would also like to acknowledge 
the period of uncertainty facing many 
in remote parts of Victoria, where 
communities brace for the floods still 
to come. With all east coast states 
impacted, the College recognises this 
will be a challenging time for healthcare 
professionals and healthcare services 
across Australia. 

For those in affected areas, the 
challenge of getting life as back to 
normal as possible is just beginning.

QUEENSLAND FLOOD CRISIS

Dr Jenny Hynson, palliative care paediatrician, Victoria

Dr Tim Gray, Senior Medical Registrar, Royal Darwin Hospital

Dr William Majoni, renal physician, Royal Darwin 
Hospital

Both the President of the College, Dr John 
Kolbe, and the President-Elect, Dr Les 
Bolitho, attended the meeting and spoke 
at length to our trainees from Darwin and 
Alice across paediatrics, public health and 
adult medicine. It is sometimes a challenge 
to assess and value the training available 
in the Northern Territory even though the 
President and President-to-be obviously 
do. This training does not always fit into 
the training pathways of some of the many 
and varied SACs. We are encouraged, 
however, by the comments that perhaps 
some cracks are beginning to form in these 
facades. We hope this will let the light in.

Dr emma Spencer 
Chair NT RACP Committee
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Policy & Advocacy

A HAPPY AND HEALTHY NEW YEAR: 
BEYOND THE RESOLUTIONS … 

A new year, a new start, and a 
new batch of resolutions made. 
All over the world people have 
recently made their annual 

pledge to better themselves in the 
coming year—to eat healthier, drink 
less, go to the gym more, change jobs, 
quit smoking, learn Spanish … sound 
familiar? Despite our good intentions, 
however, many of us make our New 
Year’s resolutions with the acute 
knowledge that rather than being life-
changing decisions they will probably 
only be month-changing ones (or is that 
just me?)

For most of us, New Year’s resolutions 
are just a bit of fun (‘una pequeña 
broma’ as the Spanish might say—I 
didn’t say I’d never achieved ANY of my 
resolutions!), but of course from a health 
perspective, some resolutions are more 
pertinent than others. 

The rates of ill health through 
preventable chronic diseases caused by 
tobacco smoking, risky consumption 
of alcohol and obesity (usually through 
poor diet and physical inactivity) are 
high and increasing. Such lifestyle 
risk factors contribute to over 30% of 
Australia’s and New Zealand’s total 
burden of death, disease and disability.1,2

Even though tobacco smoking remains 
the number one preventable cause of ill 
health and death, risk factors linked to 
weight, poor diet and physical inactivity 
are not far behind. In Australia and New 
Zealand, 3 in 5 adults are overweight or 
obese.3,4 This is even more pronounced 
in indigenous populations with obesity 
levels around 42% among Maori adults, 
64% in the Pacific population, and 
60% for Indigenous Australians.3,4 Both 
countries are currently ranked in the 
worst third among OECD countries 
for obesity levels5, and these numbers 
are expected to rise. Not surprising 
when considering that 1 in 4 Australian 
and 1 in 5 New Zealand children are 
overweight or obese, and the increased 
likelihood that obese children will 
become obese adults. 

Obesity is associated with a long list 
of adult health conditions, including 
cardiovascular disease (ischaemic heart 
disease, high blood pressure and stroke), 
various types of cancer and type 2 
diabetes. The latter is Australia’s and 
New Zealand’s fastest growing chronic 
disease. In Australia alone an estimated 
275 people develop diabetes every day6, 
and it is currently the 6th leading cause 

of death.7 In 2008 it was estimated that 
over 240,000 Australians had type 2 
diabetes as a result of being obese8—a 
particularly concerning number when 
it is considered that up to 60% of cases 
of type 2 diabetes are preventable.3 
Perhaps a bit too serious for a New Year’s 
resolution to tackle!

So, what can be done? As individual 
doctors, many of you will already be 
helping your patients by providing them 
with lifestyle advice and support to 
help them to lose weight or maintain a 
healthy weight. But tackling the obesity 
epidemic is far bigger than individuals—
as a College of health advocates there is 
much more we can do together to push 
for broad changes to the environment 
we live in to try and prevent obesity and 
support healthier lifestyles.

The RACP advocates for action to be 
taken to enable Australians and New 
Zealanders to live healthier lives and 
to reduce the burden of preventable 
chronic diseases. We believe that 
governments should address the obesity 
epidemic through a comprehensive 
approach, focusing on the underlying 
causes, particularly in regard to groups 
with greater prevalence, such as 
indigenous populations and those in 
lower socio-economic groups. 

The main factors implicated in the rising 
levels of obesity are increased energy 
intake in our diets, more sedentary 
lifestyles, decreased walking, cycling 
and transport-related physical activity, 
and changes in family structures.9 These 
are not freak behaviours, but perfectly 

normal ways for most of us to live our 
lives. For many there is nothing more 
ordinary than driving to the shops 
rather than walking—in fact, sometimes 
there is no real choice, if the physical 
environment is such that it is too 
difficult, or even too dangerous, to do 
otherwise. And why wouldn’t we eat the 
processed, high-energy foods for which 
we are bombarded with advertisements 
every day? Often we do not even know 
what is in the food we buy (in shops or 
restaurants) or how much we should 
have, and we wouldn’t necessarily 
understand what it means for our diet 
anyway. We might not even have access 
to fresh healthy foods, or know how to 
use them if we do.

The fight against obesity is a fight to 
realign what our society sees as ‘normal’. 
The RACP believes there is a clear role 
for government in making unhealthy 
behaviours less ordinary, and supporting 
healthier living. Of course, in response, 
some will cry ‘nanny state’, arguing that 
there is no place for the government in 
such matters. A similar argument was 
levied at tobacco smoking in years gone 
by, though I doubt many would argue 
now that government intervention 
wasn’t appropriate! As being overweight 
or obese is currently more prevalent 
then smoking today (around 20% of 
Australians and New Zealanders smoke 
regularly), it seems imperative that 
governments must take action here 
too—to try to make healthier choices 
easier choices for their citizens—to save 
both lives and health and social care 
budgets.

Advocating for change
The RACP has been active in the 
public health policy area, for example, 
advocating for the development of 
Australia’s first National Preventive Health 
Agency and for changes in tobacco 
legislation. We have also been developing 

Tackling the obesity 
epidemic is far bigger 
than individuals—as 
a College of health 
advocates there is 
much more we can do 
together to push for 
broad changes to the 
environment we live in  
to try and prevent  
obesity and support 
healthier lifestyles.

The RACP believes 
there is a clear role for 
government in making 
unhealthy behaviours 
less ordinary, and 
supporting healthier 
living.



RACP news February 2011     25

policy position statements to advocate for 
specific government interventions, where 
there is evidence that they will assist with 
the prevention of chronic disease. In 
regards to obesity, the College has so far 
developed two evidence-based papers 
advocating government action.

mandatory front-of-pack Traffic 
light labelling on food and 
beverages

There is substantial evidence that the 
current Nutritional Information Panels 
(NIPs) on food packaging are not widely 
effective in conveying information 
about the healthiness of food and drink 
products. Consequently, consumers are 
not being sufficiently helped to make 
healthier food choices. The addition 
of colour-coded nutrient content 
information on the front of packaging, 
known as ‘Traffic Lights’, aiming to guide 
people towards healthier choices, has 
been shown to increase accessibility 
to nutritional information for a wide 
range of consumers and assist them 
in making healthier food choices. The 
RACP advocates for making Traffic Light 
information mandatory on the front of 
food and beverage packaging in Australia 
and New Zealand, to support the 
information already provided on the NIPs 
on the back and sides of food packaging, 
as a positive step in the multifaceted 
approach required to reduce the 
burden of obesity, as well as combating 
dangerous levels of salt consumption.

Televised junk food and beverage 
advertising directed at children 
and young people

The constant bombardment of 
advertisements during television 
programs viewed by children for nutrient-
poor, energy-dense food and beverages 
makes their consumption normal and 
influences children’s preferences for 
unhealthier ‘junk’ foods and poorer 
diets. Rates of televised junk food and 
beverage advertising in Australia and 
New Zealand are high, and voluntary 
arrangements with the food industry to 
restrict advertising do not sufficiently 
protect children from being ‘sold’ 
products which negatively influence their 
health. There is significant evidence that 
protecting children from the advertising 
of junk products is a cost-effective way to 
reduce future obesity levels, particularly 
as part of a wider cultural shift away from 
unhealthy foods and diets. The RACP calls 
for the advertising of such products to 
be banned during times when significant 
numbers of children are likely to be 
watching television.

It is hoped that through implementing 
such changes, along with other evidence-
based policies, programs and support 
mechanisms, we can start to reduce the 
prevalence of obesity and the chronic 
diseases which stem from it. We can help 
people to be healthy now, and for the 
long term … not just for a few weeks in 
the New Year. 

Both policies are available on the Policy 
and Advocacy section of the RACP 
website. For more information please 
contact policy@racp.edu.au.

luke Clarke in collaboration  
with former Senior Policy officer  
Karen Steadman 
Policy and Advocacy Unit 
Professional Affairs & Advocacy
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Research and education Foundation 

AWARDS, CANAPES AND COCKTAILS

TT he 2011 Research and 
Education Foundation award 
recipients and award donors 
were invited for an evening 

of cocktails and canapés at the RACP 
offices to honour their achievements 
and contributions. The receptions took 
place in Melbourne on 6 December and 
in Sydney on 8 December.

The Chairman of the Research and 
Education Foundation, Professor Richard 
Larkins, was the gracious host at the 
events, introducing and congratulating 
the 2011 winners. During the evenings, 
award recipients shared inspiring 
descriptions of their research projects 
and what they aspire to achieve through 
their dedicated work. 

These events are wonderful 
opportunities for the benefactors of the 
Research and Education Foundation 
awards to hear, first hand, how 
their generous contributions make 
a difference in the Australian and 
international scientific and medical 
community and, ultimately, in patients’ 
lives. 

The Research and Education Foundation 
would like to sincerely thank the donors 
and supporters who make the awards 
possible, and congratulate the 2011 
awards winners.

Dr Meg Jardine being congratulated by Professor 
Richard Larkins Award recipients and donors at the Melbourne reception

Professor Stephen Kent, winner of the 2010 Eric Susman Prize, with Dr Darryl Maher of CSL Pharmaceuticals

Professor Ken Roberts and Mr and Mrs Ian and Zanette Brown with Dr Martin Gallagher

Ms Tessa Cooper, Professor Ken Roberts and Dr Marie-Louise Stokes
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Dr Natasha Cook, Ms Jennifer Doubell, Professor Richard Larkins, Professor Stephen Kent, Dr Amy Crosthwaite, Dr Stephen Ting, Dr Louis Li Huang, Professor Peter 
Ebeling, Associate Professor Sarath Ranganathan, Dr Joanna Ghali, Professor Philip Bardin, Dr Darryl Maher, Dr Louisa Ng, Dr Mandana Nikpour, Dr Sarah McNab

TT he Research and Education 
Foundation (REF) is pleased 
to announce the addition of 
three new awards for 2012. 

The Fellows Contribution Fellowship 
and the Fellows Contribution Research 
Entry Scholarships for Australia and 
New Zealand will be offered to further 
an area of research relevant to the 
broad membership of the RACP and its 
Divisions, Faculties and Chapters. The 
Fellows Contribution Fellowship is valued 
at $150,000 for one year and the Fellows 
Contribution Research Entry Scholarships 
are each valued at $30,000 and are also 
tenable for one year. 

These awards are solely funded by the 
generous contributions made by Fellows 
to the REF. Through an initiative to 

encourage Fellows to support the REF, 
it was recommended that they donate 
a small sum when paying their annual 
subscription. The $270,000 raised 
allowed the Foundation to offer these 
new awards, which will play a crucial 
role in the development of our next 
generation of medical researchers and 
educators. 

On behalf of the Research and 
Education Foundation and the Research 
Advisory Committee, we would like to 
sincerely thank the Fellowship for their 
commitment to the Foundation, which 
is dedicated to supporting the career 
development of trainees and Fellows who 
are committed to advancing knowledge 
in medicine and its branches. With the 
continued support of the Fellowship, the 

REF intends to offer these awards not only 
for 2012, but for the years beyond. 

Richard larkins Ao, FRACP 
michael Horowitz FRACP

For more information on these awards or 
eligibility requirements, please review the 
2012 Awards Booklet or contact the Grants 
Administrator on 02 9256 9639.

FELLOWSHIP DONATIONS FUND  
NEW AWARDS FOR 2012
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RESEARCH AWARD RECIPIENTS 
FOR 2011

Research and education Foundation 

o n behalf of the Research  
and Education Foundation,  
I am delighted to announce 
the research award recipients 

for 2011. 

The RACP, through the Research and 
Education Foundation, is honoured to 
support these talented and inspiring 
young researchers. These awards, which 
play a critical role in bridging the gap 
between clinical practice and medical 

research, would not be possible without 
the generous contributions from our 
donors and benefactors. For 2011, the 
Research and Education Foundation 
awarded 42 fellowships and scholarships 
totalling over $1.6 million. 

eric Susman Prize for 2010
The Research and Education Foundation 
would like to make special mention of 
Professor Stephen Kent who has been 
awarded the Eric Susman Prize for 2010 

by the RACP Board Executive on the 
recommendation of the Research Advisory 
Committee of the Foundation. The prize 
was awarded to Professor Kent for his 
outstanding achievements in HIV research 
and HIV vaccine development.

Congratulations to all our awardees, and 
best wishes for 2011 to all our donors and 
supporters. 

Professor Richard larkins Ao, FRACP 
Chairman

Post Higher Degree Awards

Research Entry Scholarships

Award Recipient Project Award Institution

Dr Venessa Chin Preclinical testing of individualised therapy 
strategies for pancreatic cancer

McCaughey Research Entry 
Scholarship

Garvan Institute of Medical Research

Dr Yogavijayan 
Kandasamy

Preterm babies born in North Queensland: 
relationship between prematurity, renal volume 
and retinal microvasculature

Basser Research Entry Scholarship Townsville Hospital / University of Newcastle

Dr Benjamin Kwan Movement of genioglossus muscle under 
ultrasound imaging

ResMed Foundation Research 
Entry Scholarship

Prince of Wales Medical Research Institute / 
Prince of Wales Hospital

Dr Jenson Mak REVITAHIP – Replenishment of Vitamin D following 
hip fracture study

Arnott Research Entry Scholarship Northern Sydney Central Coast Health / 
Gosford Hospital

Dr Sarah McNab A randomised controlled trial of Plasmalyte 148 
with 5% dextrose compared to 0.45% sodium 
chloride with 5% dextrose for maintenance 
intravenous fluid therapy in hospitalised children

Vincent Fairfax Family Foundation 
Research Entry Scholarship 

The Royal Children’s Hospital, Melbourne / 
Murdoch Children’s Research Institute  

Dr John Mooney Relationship of renal function, acute kidney injury 
and cardiovascular outcomes following non-
cardiac surgery

McCaughey Research Entry 
Scholarship

The George Institute for International Health

Award Recipient Project Award Institution

Dr James Chong Enhanced vascularisation and growth of stem cell derived 
human myocardial grafts 

Bushell Travelling Fellowship University of Washington, Seattle USA

Dr Clara Chow Smoking and cardiovascular outcomes post surgery Servier Staff Research 
Fellowship

The George Institute for International 
Health

Dr Danielle Esler Hypertension and other chronic disease risk factors in 
Australian Aboriginal and Torres Strait Islander young adults 

Foundation for High Blood 
Pressure Research Fellowship

Cairns Public Health Unit / Queensland 
Health

Dr Melanie Freeman The impact of Percutaneous Aortic Valve Replacement on 
Acquired Von Willebrand Syndrome and Haemolysis 

Robert and Elizabeth Albert 
Study Grant 

St Paul’s Hospital / University of British 
Columbia, Vancouver, Canada

Dr Peter Goss Developing upon an established model and applying 
innovative methods of care for children with diabetes in rural 
Australia 

Murray-Will Fellowship for 
Rural Physicians 

International Conference on Advanced 
Technologies and Treatments for 
Diabetes, London/Yale University, USA

Dr Rahn Ilsar Incidence, mechanisms and new approaches to Ventricular 
Tachycardia of Intramural Origin

JJ Billings RACP Overseas 
Travelling Fellowship

Loyola University Medical Center, Illinois, 
USA

Dr Stacey Jankelowitz Effect of chronic nerve and muscle disease on mood and 
quality of life 

JT Tweddle Fellowship for Part-
time Research

University of Sydney

Dr Paul Lee Study of human brown fat Diabetes Australia Fellowship Garvan Institute of Medical Research

Dr Darryl Leong Longitudinal mechanics of the peri-infarct zone and 
ventricular tachycardia inducibility in patients with chronic 
ischaemic cardiomyopathy

AstraZeneca Fellowship in 
Medical Research

Leiden University, Netherlands

Dr Sybil McAuley Effects of metformin and insulin pump therapies on vascular 
health and vascular risk in Type 1 diabetes 

Kincaid-Smith Research 
Fellowship

University of Melbourne 

Dr Donald McLeod The epidemiology and course of thyroid cancer IMS Overseas Travelling 
Fellowship

John Hopkins University, Baltimore MD, 
USA
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The Jacquot Awards

Award Recipient Project Award Institution

Dr Kate Milner Assessment of the medium term health and development 
outcomes for a cohort of neonatal intensive care patients 
and the feasibility and validity of alternate methods of 
developmental screening and assessment in a middle-income 
Pacific Island country

Eric Burnard Fellowship University of Melbourne / Colonial War 
Hospital, Suva

Dr Alison Mudge Targeting hospitalisation risks in vulnerable elders (THRIVE): 
a pilot study

Vincent Fairfax Family 
Foundation Research 
Fellowship

Royal Brisbane and Women’s Hospital

Dr Saul Mullen Mechanism of idiopathic generalised epilepsy due to 
impaired glucose transport 

GlaxoSmithKline Australia 
Fellowship

University of Melbourne / Austin & 
Northern Health

Dr Louisa Ng Effectiveness of rehabilitation intervention in persons with 
Guillain-Barré syndrome: a randomised controlled trial

AFRM Ipsen Open Research 
Fellowship

Royal Melbourne Hospital 

Dr Mandana Nikpour Prevalence, correlates and variability over time of 
cardiovascular risk factors in rheumatoid arthritis

Barbara Cameron / Australia 
Rheumatology Association 
Fellowship

St Vincent’s Hospital, Melbourne 

Dr Sant-Rayn 
Pasricha

Developing evidence-based guidelines for global control of 
micronutrient deficiency 

CRB Blackburn RACP Overseas 
Travelling Fellowship

World Health Organization, Geneva, 
Switzerland

Dr Rishi Puri Metabolomic profiling of the drivers of atherosclerosis Rowden White Overseas 
Travelling Fellowship

Cleveland Clinic, Ohio, USA

Dr Fiona Russell Assistance in the establishment of the newly developed 
National Hospital of Pediatrics in Hanoi’s Research Institute 

Cottrell Fellowship Hanoi’s Research Institute, Vietnam

Dr Aaron Sverdlov Lipotoxicity, mitochondrial dysfunction and the pathogenesis 
of heart failure 

Margorie Hooper Scholarship Boston University School of Medicine, 
USA

Dr Stephen Ting Asymmetric cell division and self-renewal in haematopoietic 
stem cells

IL Thompson Research 
Fellowship

Peter McCallum Cancer Centre

Dr Steven Tong Investigating geographical differences in the presentation 
and outcomes of S. aureus endocarditis and determining the 
in vivo virulence of S. aureus clonal complex 75

Bayer Australia Medical 
Research Fellowship

Duke University, NC, USA

Dr Rachel Webb Clinical Fellowship in Paediatric Diseases Richard Kemp Memorial 
Fellowship

St Mary’s Hospital, London, UK

Award Recipient Project Award Institution

Dr Amy Crosthwaite Changes in Cardiac Magnetic Resonance Imaging (MRI) and 
cardiovascular biomarkers following renal transplantation and 
extended hours dialysis

Jacquot Research Entry 
Scholarship

Austin Health / University of Melbourne

Dr Martin Gallagher Building a program of acute kidney injury (AKI) research Don & Lorraine Jacquot 
Fellowship

The George Institute for Global Health

Dr Muralikrishna 
Gangadharan 
Komala

Renal protection with sodium dependent glucose transporter 
2 inhibition

Jacquot Research Entry 
Scholarship

Kolling Institute of Medical Research

Dr Margaret (Meg) 
Jardine 

Improving the symptoms and comorbidities of advanced 
kidney disease: a clinical research program

Jacquot Research Establishment 
Award

Concord Repatriation General Hospital / 
The George Institute for Global Health

Dr Vincent Lee The role of macrophages in uraemic vascular calcification Jacquot Research Establishment 
Award

Centre for Transplant and Renal Research, 
Westmead Millennium Institute, 
Westmead Hospital

Dr Veena Roberts Investigating how targeted delivery of CD39 protects against 
ischemia reperfusion injury

Jacquot Research Entry 
Scholarship

Immunology Research Centre, St 
Vincent’s Hospital

Dr Natasha Rogers The thrombospondin-1/CD47 axis in kidney transplantation Don & Lorraine Jacquot 
Fellowship

University of Pittsburgh, USA

Dr Angela Webster Improving the evidence base for diagnostic decision making 
in chronic kidney disease

Jacquot Research Establishment 
Award

University of Sydney / Westmead Hospital

Dr Germaine Wong Cancer and chronic kidney disease Don & Lorraine Jacquot 
Fellowship

Centre for Kidney Research / Kids 
Research Institute, Children’s Hospital at 
Westmead

Dr Steven Yew AMGEN-ANZSN Cambridge Renal Fellowship ANZSN Jacquot Cambridge 
Renal Travel Fellowship

Nephrology Unit, Cambridge, UK 



30     RACP news February 2011

obituaryResearch and education Foundation 

PLEASE HELP SUPPORT  
OUR YOUNG PHYSICIAN RESEARCHERS  
ACHIEVE THEIR GOALS … 

Research and education Foundation
145 macquarie Street
Sydney  nSW 2000
Fax: (02) 9256 9697

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

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

$ $

Levels of membership Annually Quarterly

Fellow-in-training   120   30

Member   300   75

Gold Member   600   150

Benefactor   1200   300

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

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

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

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

“I am deeply thankful for the generous support of the RACP Research and Education 
Foundation and AstraZeneca. The academic pathway I am embarking on is a 
challenging one, particularly without funding for a lengthy period of time. I hope to 
repay the scientific and Australian community for the faith that AstraZeneca and 
the RACP have in me, through my research in the Netherlands and the expertise I 
will ultimately bring back to Australia.”

Dr Darryl P Leong, 2011 AstraZeneca Fellowship in Medical Research Winner 

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

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

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

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

Cheques should be made payable to:
Research and Education Foundation

Please list my name on the Honour Roll as:

OR   I prefer to remain anonymous

Name:

Address: 

Email:

Credit Card Payment 

Please debit my:      
  Bankcard         Visacard         Mastercard

Amount: $

Card Number:

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

Expiry Date: __ __  / __ __  

Name on Card:

Signature:  
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In today’s world of 
communications, it goes 
without saying that it is 
vital to have a technological 
environment that provides 
easy, fast and reliable 
text, audio and visual 
communications as well 
as access to all manner of 
information. 

over the last two years, 
the College’s technology 
platforms have struggled to 
keep up with the demands of 

a modern workforce and a Fellow and 
trainee base which is heavily dependent 
on having timely and reliable access to 
information and communication. 

To address the need to upgrade the 
College’s technology, the College 
Board has approved an investment 
in technology of $5 million in 2011, 
in addition to the annual operational 
budget. A further $3 million has been 
earmarked for 2012 and $1 million for 
2013. The investment required is set 
out in the three-year IT Strategic Plan 
developed to support the College’s 
business strategy for 2010–2013. 

This is a large investment by the College 
in both dollar and resource terms. 
However, it will not be carried out at the 
expense of the day-to-day business and 
great strides are being taken to ensure 
that there will not be any reduction in 
the current levels of service.

Most importantly, this is an investment in 
the College’s main activity—supporting 
Fellows and trainees in lifelong learning 
and education—rather than just another 
collection of hardware and software. 
Key stakeholder groups will be involved 
in the identification, design and 
implementation of the system, not just IT 
staff, to ensure that the new system will 
more than adequately support the future 
needs of the College.

Work on providing education and 
learning tools will not cease during the 
implementation of the new system, and 
the development and rollout of PREP AT 
11 this year will proceed as scheduled. 

The major reason our systems are 
struggling is that much of the College 
network infrastructure is over five years 
old and was designed to support a 

much smaller user base with far fewer 
demands. This has been very evident at 
certain points over the last few months 
when we reached 98% capacity on our 
servers and 99% of our email storage 
capacity. Indeed, just after the Christmas 
and New Year break, the air-conditioning 
system in the Sydney IT installation 
failed, with temperatures reaching 48° C. 
This necessitated shutting down access 
to the print servers and the internet to 
reduce heat energy until the system 
could be repaired.  

The IT Strategic Plan identifies the key 
areas of investment required to ensure 
that we can achieve the College’s 
business strategy. One area is the 
implementation of a single technology 
network across all locations including 
New Zealand. Other areas include 
the purchase of new data and email 
servers, the introduction of enhanced 
data storage devices and contemporary 
firewalls to minimise viruses and protect 
our data from unauthorised access. 
Our fleet of over 200 computers will be 
replaced on rotation every three years. 
Our Multi Functional Devices (printers, 
scanners, copiers and fax machines), 
which are six years old, will be replaced. 
This will allow us to realise our plan 
to move from paper-based records to 
electronic document management.

The first phase of the upgrade project 
includes building a new private data 
network to provide us with guaranteed 
quality of service for the delivery of both 
data and video services into metro, rural 
and regional areas where broadband 
access is currently available for the 
delivery of video. This will guarantee the 
quality and consistency of the picture 

and sound. A collaborative toolset will 
also be introduced so that lectures and 
programs can be delivered through 
audio via a local PC to Fellows and 
trainees currently in locations unable to 
access video due to lack of broadband 
access. 

The current CAS (Australia) and 
WhichDoctor (New Zealand) 
administration databases will be 
completely retired by the end of 2012, 
allowing the College to operate on 
one membership database. It will have 
improved data security and business 
processes which support the Australian 
and New Zealand governments’ privacy 
legislations. The College will commence 
the process of replacing the membership 
databases during the second half of 
2011. 

The first stage of the project will be to 
identify and agree the College’s exact 
requirements for 2011 and in the future. 

The next phase will be to source a 
system that can meet the needs of today 
but, more importantly, to identify a 
system that can easily and flexibly adapt 
to meet the future needs of the College. 
A significant change is that we will 
select a system that satisfies the criteria 
requirements and, if appropriate, amend 
current business processes and practices 
to match the system.

IT projects have a reputation of going 
over budget and time. The College 
Board recognises this and has asked 
the College Finance Committee to 
maintain close governance and assume a 
monitoring role to reduce the possibility 
of budget overruns and extended 
delivery timeframes. The management 
team (Director Finance & Support 
Services and IT Transition Manager) 
responsible for the implementation and 
project deliverables will submit regular 
reports to the Finance Committee.

This will be an exciting year for the 
College as we move toward providing 
a more robust platform for the delivery 
of our education and training tools 
and improving support for Fellows and 
trainees.

Walter edgar 
Director of Finance & Support Services

This will be an 
exciting year for the 
College as we move 
toward providing a 
more robust platform 
for the delivery of 
our education and 
training tools and 
improving support 
for Fellows and 
trainees.

TECHNOLOGY INVESTMENT TO 
SUPPORT COLLEGE EDUCATION  
AND LEARNING
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In the second half of 2010, RACP 
New Zealand called for applications 
for short-term study grants, research 
grants, the AL Tod-WH Nicholls Trust 

and CPS Riddell Award for Cardiovascular 
Research, and the Odlin Fellowship 
Award.

Applications closed on 31 August and 
the New Zealand Grants Advisory 
Subcommittee then met to review the 
applications. Their recommedations 
were endorsed by the College Finance 
Committee.

The recipient of the Odlin Fellowship 
Award, which has a value of up to 
$60,000, was Dr Anthony Rahman, 
who will be researching venous 
thromboembolism (VTE) in cancer 
patients who are commencing 
chemotherapy. Dr Rahman’s study will 
help to establish the prevalence of VTE 
in cancer patients on chemotherapy, 
test and extend predictive clinical tools 
for VTE occurrence, and explore several 
biological markers.

The AL Tod-WH Nicholls Trust and CPS 
Riddell Award recipient was Dr marcus 
lee. He will be undertaking a pilot 
study on cardiac dysfunction in acute 
exacerbations of chronic obstructive 
pulmonary disease (COPD). Dr Lee’s 
study will build on recent data which 
suggest elevated cardiac markers may be 
the single most important predictor of 
death from acute exacerbations of COPD. 
By establishing the physiology of this, a 
better understanding of treatment may 
be able to be developed.

There were also five clinicians who each 
received a research grant. 

Dr Jeffrey ngu will be researching 
autoimmune liver diseases and will be 
recruiting cases from multiple centres 
across New Zealand. Dr Ngu’s research 

will provide important epidemiological 
and genetic knowledge that could help 
in the prevention, early detection and 
optimising of treatment regimens of these 
serious conditions. Dr Ngu was also the 
winner of the 2010 Young Investigator 
Award in the Adult Medicine category.

Dr Anne Jaquiery will be researching the 
effect of antenatal steroids on the amount 
and content of a mother’s milk. The study 
will use a model of steroid-induced labour 
in sheep, both preterm and at term, 
which will allow the researchers to clearly 

define the effect of antenatal steroid on 
milk yield composition and hormonal 
content. 

The research of Dr Ryan Paul aims 
to establish the regulatory pathway 
of myostatin and IGF-1 by growth 
hormone in humans. Dr Paul will measure 
concentrations of serum and muscle 
myostatin, IGF-1 and MSTN splice 
variant (MSV) in controls and adults 
receiving growth hormone replacement. 
The findings may contribute to our 
understanding of sarcopenia associated 
with ageing, chronic illness, obesity, 
glucorticoid use and diabetes mellitus.

A research grant has also been awarded 
to Dr Jody Porter who will be focusing 
on Type 1 diabetes mellitus (T1DM), one 
of the most common chronic diseases 
in childhood, and researching the 
frequency of delayed gastric emptying 
in a population of children with Type 
1 diabetes compared to age-matched 
controls. This study will add to the 
knowledge base about T1DM and help 
improve quality of life, aid short-term 
compliance and lead to less long-term 
complications in children and young 
people who suffer from diabetes. 

2010 NZ RESEARCH GRANT  
AND ODLIN FELLOWSHIP  
AWARD RECIPIENTS

Dr Anthony Rahman Dr Marcus Lee

Dr Jeffrey Ngu

Dr Ryan Paul

Dr Anne Jaquiery

Dr Jody Porter
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The research project of Dr Tamsin 
Roberts is focusing on what is the best 
method for monitoring the severity 
of ongoing respiratory events in very 
preterm infants prior to discharge from 
the neonatal nursery. This study will 
determine whether 24-hour oximetry 
provides a better method of monitoring 
for ongoing respiratory events in preterm 
infants prior to discharge than a standard 
apnoea monitor that assesses respiratory 
movement alone.

The diversity and depth of the research 
being carried out by these doctors reflects 

their dedication towards making positive 
advances in their respective chosen fields 
and may ultimately lead to significant 
benefits for patient care.

Professor Robert Walker FRACP 
Chair, RACP NZ Grants Advisory 
Subcommittee

Dr Tamsin Roberts

Associate Professor 
John Ormiston

Dr Edward Gane

The RACP sends its 
heartiest congratulations 
to the New Zealand Fellows 
mentioned in the 2011 New 
Year Honours List for their 
services to medicine. 

Associate Professor John Andrew 
ormiston (Auckland)  
Officer of the New Zealand Order of Merit 
(ONZM)

John Ormiston is New Zealand’s 
most experienced interventional 
cardiologist and has introduced many 
new technologies to New Zealand 
including TAVI (transcather aortic valve 
implantation). He is active in clinical trials 
with new coronary devices and his bench 
testing of devices is world renowned. He 
has published extensively in these fields.  
He played a major role in the setting up 
of Mercy Angiography, the country’s 
busiest private cardiac facility, where he is 
Medical Director. 

He is world renowned, being a past 
president of the Asia Pacific Society 
for Interventional Cardiology, a board 
member of the three major international 
interventional meetings, a scientific 
advisory board member for two major 
device companies, a recipient of an 
honorary fellowship of the Royal College 

of Physicians (London) and a member of 
the Interventional Scientific Council of the 
American College of Cardiology. 

Dr edward John Gane (Auckland)  
Member of the New Zealand Order of Merit 
(MNZM)

Hepatologist Dr Edward Gane is Deputy 
Director of the New Zealand Liver 
Transplant Unit at Auckland City Hospital 
and Clinical Associate Professor of 
Medicine at the University of Auckland 
School of Medicine, as well as being 
the Government Clinical Adviser to 
the National Hepatitis B Screening 
Programme. Dr Gane has been involved 
with many ground-breaking hepatitis 
studies conducted at Auckland Clinical 
Studies (ACS). 

Associate Professor John manley Carter 
(Wellington)  
Member of the New Zealand Order of Merit 
(MNZM)

Associate Professor John Carter is the 
Clinical Leader for Wellington’s Blood and 
Cancer Centre. 

With a clinical interest in acute leukaemia, 
he was responsible for the establishment 
of Wellington’s bone marrow transport 
program 20 years ago and recently led 
the reorganisation of the national Blood 
Transfusion Service.

Dr Johan morreau FRACP 
New Zealand President

THREE NZ FELLOWS MENTIONED IN  
2011 NEW YEAR HONOURS
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We need trainee and consultant volunteers 
at the RACP Congress 2011 to participate as 
career advisers for their specialty of training 
or practice!

The RACP Congress 2011 will be held in 
Darwin from 22 to 25 May 2011. 

If you are attending the Congress and are 
prepared to devote half an hour of your 
time during Congress lunch breaks to 
discuss career options and attractions with 
undergraduate students and/or current or 
future trainees of the College, please contact 
us to express your interest.

Lunch breaks will be from 12.30–2.00 pm on 
each day of the Congress. 

A roster will be prepared based on your 
availability and this will be advertised in due 
course.  

Please send your full name, specialty, 
and date and time of your availability to 
traineescommittee@racp.edu.au as soon as 
possible, and not later than  
1 April 2011.

Thank you for your interest and support 
of this initiative of the College Trainees’ 
Committee.

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Careers Corner

Josh Francis with his wife, Laura, and children, Trudy (six), Gabriella (four), Zoe (one) and  
Jack (three months).

New priorities for a new year

W hat are your priorities for 
the year 2011? Wherever 
you are up to in your 
training, the opportunities 

and priorities of a new year are likely to 
be different from the last. Personally, 
I’m looking forward to the challenge of 
juggling a new job, a new city, a new 
baby and my new appointment as Chair 
of the College Trainees’ Committee. 
Nothing stays the same for very long in 
the life of a trainee. 

The CTC is a hard-working group, and 
I have to give credit to Zoë Raos and 
Lloyd Nash, whose huge shoes are now 
mine to fill. As your representatives within 
the College, our number one priority is 
to represent you and your interests by 
helping to effect improvements in the 
education and training experience of all 
trainees. Below are some of the areas 
of our involvement—the areas we have 
prioritised as being of greatest relevance 
to us and to you as trainees.

Summative assessments

If you are focusing on emerging on 
the sunny side of the exams this year, 
stop reading this article and get back 
to focusing! Assessments unavoidably 
dominate the training landscape for us 
as trainees. The CTC has been part of 
the move towards curriculum-based 
assessments, and continues to stand 
up for fairness and transparency in 

assessments as well as for trainees’ 
interests on issues such as the release 
of past papers. In 2011 we will also 
be involved in giving feedback for an 
external review of College assessments. 
This is relevant to all trainees from each of 
the Divisions, Faculties and Chapters, so 
be sure to let us know your thoughts and 
experiences.

Education delivery

There is ongoing work to improve 
educational resources for RACP trainees 
in order to put meat on the curricula 
skeleton and to help guide learning. A 
bi-national online paediatric lecture series 
is currently being developed following 
calls from the CTC for a consistent 
approach to teaching and learning, 
with equitable access for trainees in all 
centres. More resources such as this 
are needed to augment the excellent 
learning framework provided by the 
PREP program. As we work towards this 
goal, we also encourage you to get along 
to local workshops and the upcoming 
Dean’s Welcome Meetings so that 
whether as a basic trainee or as a new 
advanced trainee, you are well versed in 
the requirements and opportunities of 
PREP for 2011.

Training issues

The CTC is involved in the development 
and approval process for all training-

MOVEMENT IN  
THE RANKS
 
Lloyd Nash has stepped down from 
his position as Chair of the CTC and 
as a member of the College Board. 
Josh Frances, the new Chair of the 
CTC, remains on the Board, and has 
now been joined by Amy Kier as the 
other trainee representative. 

 
We thank Lloyd for his excellent 
contribution both to the CTC and 
the Board, and welcome Amy and 
Josh to their new positions.
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Lloyd hard at work at Casey Station, Australian 
Antarctic Territory

5 minutes with … Lloyd Nash

A ‘Breaking News’ section has 
been added to the Basic 
Training Portal. This section 
includes an update from the 

Basic Training team, news from the CTC 
and a ‘spotlight’. The spotlight profiles a 

trainee, Fellow or RACP staff member.

The first ever spotlight was on Lloyd 
Nash, and it is reproduced below. To 
create Lloyd’s profile we asked him a 
number of questions. 

1. Tell us a bit about yourself.

Perhaps anyone who doesn’t know me 
by now has been living under a rock! I’ve 
been the Chair of the College Trainees’ 
Committee and trainee Director on the 
Board for over two years. My day job 
is Infectious Diseases Registrar at the 
Western Hospital in Melbourne. I’m dual 
training in general medicine with a plan 
to work on international global health 
issues into the future.

2. What three things couldn’t you do 
without?

There are plenty of things that enrich 
my day, but I probably could do without 
them! I read the Economist to keep up 
to date with international issues and I 
couldn’t do without the Lonely Planet 
every time I go overseas. I’m addicted to 
my MacBook and the internet, and I listen 
to a lot of music. I would be at a loss 
without Sufjan Stevens.

3. Who most inspires you? 

Melinda French Gates for her exceptional 
leadership in global health.

4. What is the best advice you have been 
given/could offer other BTs when starting 
Basic Training?

I would say ensure you have a personal 
and professional mentor, because training 
can be a pretty rough ride.

5. What are you always being asked?

At the College, I’m always asked to 
provide trainee opinion and feedback 
on all sorts of issues, but particularly 
about the trainee experience with the 
implementation of PREP. Otherwise I’m 
often asked for Ceftriaxone approvals!

6. If you weren’t doing this job, what would 
you be doing?

So many things! I would like to have 
more time to read philosophy, to improve 
my German and French and to study art 
history. I think it’s so important to have 
a diversity of interests outside medicine, 
and to cultivate strong relationships. 
These are the things by which we will 
measure our lives.

related policy within the College. Policy 
documents we are currently working on 
getting right for RACP trainees address 
such things as Flexible Training (including 
part-time options), Progression through 
Training, Trainees in Difficulty and the 
development of an overarching Trainee 
Charter. These represent issues of great 
importance to trainees and you can be 
confident in the knowledge that you will 
have the opportunity to influence the 
outcomes of decisions regarding these 
policies. The CTC is also actively involved 
in discussions around training in extended 
settings, including the private sector, rural 
and remote settings, and global health 
training possibilities. 

Trainee engagement

This is one that’s important to us, because 
it’s the only way we can know what is 
important to you! We are constantly 
asked to put forward the ‘trainees’ 
point of view’ but we can only do this 
adequately if we know what that point 
of view is. We do our best to gauge 

the priorities of the trainee population, 
but without your feedback we may 
not always get it right. So tell us! Email 
traineescommittee@racp.edu.au with 
any thoughts you have on any of these 
topics or anything else affecting you as 
an RACP trainee. In 2011 we particularly 
want to better understand the unique 
needs and perspectives of Indigenous 
trainees, rural and remote trainees, and 
trainees who are overseas trained doctors; 
so please contact us with your stories, 
your thoughts, your ideas.

And if you are inclined to become more 
actively involved in championing the 
cause of trainees within the operations 
of your College, there is a position just 
waiting for you. According to the AMA 
Council of Doctors in Training, the 
RACP leads the way in terms of trainee 
involvement in governance when 
compared to other specialist colleges 
across Australia and New Zealand. 
Trainees have the opportunity to be 
represented at every level of the College 
where decisions are made, with two 

trainees even appointed as full voting 
members on the Board of Directors. 
The value of trainee input into College 
decision making has been widely 
recognised, and the role of trainees in 
helping to shape the direction of the 
College is likely to continue to expand. 
To be part of positively impacting the 
progress of your College, start by joining 
your regional trainees’ committee, 
and think about putting your hand up 
for a position on the CTC or one of 
the other committees seeking trainee 
representation within the College.

Whatever 2011 holds, Happy New Year 
to each of you and all the best with the 
challenges and the opportunities it will 
bring. Good luck particularly to those 
who are sitting exams and to the already 
lucky ones who have finished their RACP 
training and are setting out on their 
consultant careers. 

Stay in touch!

Josh Francis 
CTC Chair
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OVER 1000 BIOGRAPHIES OF 
DECEASED FELLOWS NOW AVAILABLE 
ON THE COLLEGE WEBSITE

T he College Roll Committee wishes 
to thank the authors of the 74 
new biographies listed below 
for their contributions to the 

history of medicine. There are now 1115 
biographies of deceased Fellows on the 
College Roll on the RACP website.  

A password is not required. If you would 
like to write a College Roll biography 
of a recently deceased Fellow, please 
contact the College Roll Officer who will 
provide advice and assistance. College Roll 
biographies are generally about 500 words 
in length.

Contact: Dianne van Sommers,  
College Roll Officer (Sydney office)

Phone: 61 2 9256 5433  
email: Dianne.vanSommers@racp.edu.au

new College Roll biographies published in 2010
Subject Author
Adams, John Lewis P N Leslie
Alexander, John Murray J D McDonald
Anderson, Stanley T A Pitt
Barrett, Peter Anthony R Lvoff
Bayliss, Colin Evan Royal Perth Hospital
Beumont, Pierre J V R White
Beaven, Donald Ward R Scott
Bellmaine, Stanley Percy R Mulhearn
Bencsik, Albert Frank W J Barnett
Bennett, Noel McKenzie M Bennett
Black, Peter Nigel P Poole
Blacket, Ralph Beattie P Blacket/G MacDonald
Bradley, John Martin G Adler
Brennan, Desmond James R Brennan/P Reid
Colebatch, John Houghton T Colebatch
Collins, Allen Geoffrey W Regan
Coventry, Donald Alexander F Dudley
Crawford, Charles Ostens P Fleisch
Croll, Frank P D Edwards
Cross, Ronald Bruce D Cross
Cullity, Thomas Brendan N Cumpston
Curtin, Bryan Austin David A Curtin
Davis, Elizabeth Anne Clara S D Clarke
Davis, Eric Lewis P Williamson
Dinning, Anthony 
Hetherington

W J D McKellar

Donovan, Karl G M Clarke
Durvasula, Satyanaryna J Obeid
Edison, Angus Robertson W M Kennedy
Etheridge, Maurice James J Bradbury/M Shearn
Ferguson, David Alexander I R Gardner
Freedman, Albert R Freedman
Gauld, Douglas Robert M C F Pain
Govind, Jayantilal (Jay) K Hobbs
Graham, John James P Harding
Grant, Alan Kerr H Douglas
Grauaug, Alfred K N Simmer/J Tompkins
Hall, George Vincent J Hickie

new College Roll biographies published in 2010
Subject Author
Hammersley, Brenda Gladys A Downing/P Milne/K 

Beckman
Harley, John Douglas Sydney Morning Herald
Heath, William Carrick J A Heath
Hobson, David Lennox J Hobson/P Hobson
Hoy, Ronald James C Hoy/J Hoy/W Hoy
Hurley, Ronald Atkins D Ball
Ironside, Wallace G C Smith
Joske, Richard Alexander R R Taylor
Kiddle, Geoffrey Bruce R P G Rothwell
Kucers, Alvis L M Grayson
Landy, Peter J B L Atkinson
Laver, Michael Charles B J Dowty
Livingstone, Peter S Livingstone
Lucas, Charles Ronald I Gust/S Crowe/E Wright
MacLeod, Cathel Alexander R Easthope
Marel, Geoffrey Marius E Marel/K Goulston
Martin, John Ralph Adelaide Advertiser
McCloskey, Bertram J Carnie
McKenzie, Ian Home S Johnston
Michell, George J Morgan
Mitchell, Sarah K Gardiner
Moon, John Raymond L Sharpe
Moran, Helen Marie D Barraclough
Mowbray, Patricia In Touch (AFPHM)
O’Duffy, John Francis Courier Mail
Opie, James N Rogers
Park, Ralph J D McCreanor
Patel, Anilkumar M A Konstantinos
Prior, Ian Ambury Miller G Salmond
Refshauge, Sir William J Farquharson
Rivett, Howard M V W Rivett
Rosen, Stephen Lewis C Haber/K Dwyer
Spensley, John Cramer G Nikakis
Tiernan, James Raymond P O’Regan and colleagues
Walker, John Noel J M Duggan
Walters, David N Cook
Webb, Ronald Campbell I Webb
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ERIC BALDWIN SIMS AM, FRACP, 1915–2010 
A MUCH LOVED PAEDIATRICIAN, SCHOLAR 
AND TEACHER

P erhaps there is no better way of 
beginning Eric’s obituary than by 
quoting the first sentence from the 
one he composed for himself some 

years ago. ‘Eric Baldwin Sims was born on 
1 September 1915 in a small hospital on 
South Terrace, Adelaide, during the First 
World War years’. His father was a dentist, 
his mother a housewife, and both lived 
well into their 90s. There was one other 
sibling, Eric’s sister, Roxy.

His education began at the Methodist 
Ladies College in Wayville, followed by 
enrolment in Prince Alfred College in 
1924. Although not a top student, he 
matriculated in 1932; the following year he 
began Medicine at the Adelaide University.

Unhappily, in fourth year, he developed 
pulmonary tuberculosis. Before 
streptomycin, treatment mainly consisted 
of prolonged rest, diet, and in the case of 
unilateral disease, collapse of the affected 
lung by a pneumothorax. Eric endured 
two years of this regime before resuming 
his medical course while still living on one 
lung, nevertheless finishing top in both 
fifth and sixth years and graduating MB BS 
in 1940.

He became a Resident Medical Officer 
at the Royal Adelaide Hospital the next 
year, during which time his collapsed 
lung was re-expanded. With health 
regained Eric’s thoughts for the future 
were to continue in Adult Medicine, only 
to find them disrupted by the Medical 
Coordination Committee, a wartime body 
concerned with the country’s manpower 
requirements, directing him to take up 
the position of Medical Superintendent at 
the Adelaide Children’s Hospital in 1942, 
a job he held for the next five years. This 
experience led to an abiding interest in 

children and their diseases. Furthermore, 
he was able to gain his MRACP and to 
acquire the award of MD (Adelaide) 
during this period. Tuberculosis, by 
precluding service in the Armed Forces, 
and conscription by the Medical 
Coordination Committee were two 
unanticipated events in Eric’s life, but 
serendipitous in hindsight.

Leaving the superintendency, he 
began working as an Honorary Visiting 
Outpatient Physician and establishing 
a private paediatric practice in North 
Terrace, which he later moved to North 
Adelaide. Granted a Nuffield Foundation 
Travelling Fellowship, with his wife, 
Pauline, he visited paediatric centres 
in the United Kingdom in 1949–50. 
On return, he was appointed Senior 
Honorary Paediatrician to the Queen 
Victoria Hospital, and shortly afterwards 
tutor in neonatal paediatrics by the 
university. For reasons unknown, the 
medical curriculum of 1958–59 did not 
include neonatal paediatrics. Undaunted, 
Eric carried on with his weekly tutorials, 
but off campus in the form of peripatetic 
instruction while walking one lap (12 
furlongs) of the adjacent Victoria Park 
racecourse, a practice he continued until 
his retirement from the hospital in 1970. 
These rounds, spiced with neonatology 
and natural history, were enjoyed 
immensely by his students, who were 
inspired by his gift of curiosity and his 
enquiring mind.

He duly became one of the senior 
physicians at the Adelaide Children’s 
Hospital. He relished the care of the 
sick children in his care, the teaching 
of students and the collaboration with 
others in the hospital team. In spite 
of this heavy work load, two further 
interests, both dear to his heart, must be 
mentioned—the hospital library and the 
hospital journal. 

Eric was appointed to manage the 
‘embryo’ library, which he did until 
1963, when the Board accepted 
responsibility for it. In 1993 the medical 
library was combined with the nursing 
library to form the Eric Sims Library in 
the Gilbert Building; fittingly, Eric was 
asked to officially open it.

Guided by an editorial committee from 
the medical staff, the first Journal of the 
Clinical Reports of the Adelaide Children’s 
Hospital was published in May 1947, and 
with Eric’s driving editorship it continued 
publication. He hoped it would spread 
knowledge of paediatrics locally and 
nationally, and this it did, particularly in 

neonatology. He also made it an avenue 
for junior doctors to submit articles 
written under his expert eye—a type of 
extra-vocational tuition.

His literary capacity was legendary, but 
in addition he was an excellent raconteur 
capable of embellishing a point with 
humorous anecdote. So it is not surprising 
that he was elected President of the 
Australian Paediatric Association in 1970–
71 and the Swift Memorial Lecturer for the 
Adelaide Children’s Hospital in 1978, and 
invited to give the Memorial Oration in 
honour of Dr Gibson and Dr Turner, two 
eminent Queensland physicians, in 1981. 
In that same year he was honoured with 
Membership in the Order of Australia.

After 33 years of service as a Visiting 
Medical Officer, Eric retired from the 
hospital in 1980. Heeding his dictum 
‘I want to wear out not rust out’, he 
eventually retired from private practice 
in 1989. His outstanding hospital career 
included major contributions to the 
development of neonatal paediatrics in 
South Australia and first-rate teaching of 
medical students, many of whom were 
influenced by ‘his enthusiasms in passing 
on his paediatric lore’. 

He married Pauline Burns Cuming in 1942 
and, after her death, Patricia Lake, who 
also predeceased him. Jenny and Jono 
were the children of the first marriage. 
They, and their children in turn, were a 
constant source of pleasure and pride, 
whose progress was watched keenly with 
the critical eye of the paediatrician. Their 
support during his last years was always a 
source of wonderment to him.

After retirement, he was able to pursue his 
great liking of natural history, especially 
botany, with Sir John Cleland, a former 
Professor of Pathology, well known for his 
ecological knowledge. Another botanical 
interest was the Adelaide Botanic Gardens, 
and as one of its Friends he wrote many 
fascinating articles for their gazette, 
eventually becoming its co-editor for  
10 years.

He died full of respect and affection 
from many, particularly from his fellow 
paediatricians. Although physically fragile 
in later years, his remarkable mental 
abilities did not diminish; in fact, he died 
peacefully at home a few hours after 
completing the Cross-Quiz of the day.                                   

As Peter Byrne, his nephew, said in his 
eulogy for Eric, ‘His like will not be seen 
again for a long time. Such men are rare.’

Hugh Douglas FRACP

obituary
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TROPICAL MEDICINE EXPEDITION 
TO TANZANIA

Olyset factory in Arusha, Tanzania, producing 
Permethrin-impregnated mosquito nets

FAME outreach service, near Karatu, Tanzania

The Flying Medical Service tending to Maasai people

l ast year I completed my CPE 
(Continuing Professional Education) 
in East Africa on one of the 
TROPMEDEX courses run in Kenya, 

Uganda and Tanzania. Compelling reasons 
exist for healthcare providers working in 
non-tropical parts of the world to further 
their education in tropical medicine and 
travellers’ health. The perennial stream of 
returning travellers, refugees and migrants 
infected with Dengue fever and other 
rarely seen tropical diseases, and the 
augmenting effects of global warming on 
both tropical and local diseases, contribute 
to the imperative for timely diagnosis, 
treatment and public health management 
of tropical infectious diseases. 

The two-week course was attended by 
medical colleagues from around the world 
and included an itinerary that saw us 
travelling 700 kilometres by land-cruiser 
through the Great African Rift Valley—from 
the coffee plantations of Arusha to wildlife 
conservation areas such as Ngorongoro 
Crater—and then flying to the exotic spice 
island of Zanzibar (where diseases such 
as lymphatic filariasis and schistosomiasis 
remain prevalent). The curriculum 
included bedside teaching, laboratory 
demonstrations, lectures and expeditions 
into epic landscapes such as the Olduvai 
Gorge (Homo habilis discovery site) and 
Lake Eyasi (home of the Hadzu, a tribe of 
nomadic hunters) to visit hospitals, clinics 
and public health field projects.

On mainland Tanzania we witnessed 
the devastating effects of malaria—the 
leading cause of mortality and morbidity in 
Tanzania, especially for pregnant women 
and children aged less than five. And 
in Zanzibar we visited a village where 

public health interventions, including the 
production and dissemination of Permethrin-
impregnated mosquito nets, removal of 
mosquito habitat and timely healthcare 
interventions have led to a thousand-fold 
reduction in annual malaria cases.

Our agenda included a fascinating visit to 
the Flying Medical Service (FMS) situated 
near Arusha at the foot of Mt Meru. Father 
Patten (priest, pilot and paramedic) founded 
the FMS, which provides medical care and 
emergency medical transport from remote, 
otherwise inaccessible, regions in the vast 
Maasai plains. He has also established a 
trade school for people with a disability, 
most of whom are victims of skeletal 
fluorosis, a crippling endemic condition 
caused by excess fluoride in drinking water 
(10–40 times higher than the maximum 
level recommended by WHO). Bore water 
levels of the chemical are high because 
fluoride was released into shallow and 
ground waters during volcanic activity that 
formed the Great Rift Valley, and this has led 
to high levels of dental fluorosis (up to 95% 
affected in some villages in the region) and 
skeletal fluorosis (in some villages up to one-
third may be crippled).

The epic landscape of East Africa is a fitting 
setting for the heroic deeds of people like 
Father Patten and others, such as American 
couple Frank Artress and Susan Gustafson, 
who founded and run the FAME clinic 
in Karatu, and big game hunter come 
conservationist and humanitarian Berry 
Bale. Frank and Susan opened the FAME 
(Foundation for African Medicine and 
Education) outpatients’ clinic, medical 
laboratory and outreach service in April 
2008, and are currently expanding their 
services to include a multidisciplinary 

hospital and housing for volunteer health 
professionals. Berry Bale runs a six-bed 
Meserani snake bite clinic which he is in 
the process of converting into an AIDS 
orphanage whilst rebuilding the clinic 
nearby. Theirs are inspiring stories.

Bidding farewell was not easy—we had 
learnt so much from our TROPMEDEX 
colleagues and even more from East 
Africa herself, particularly about 
the overwhelming and fulminant 
presentations of tropical diseases and 
AIDS, major public health programs 
and challenges for managing significant 
diseases (malaria, HIV, sleeping sickness, 
schistosomiasis, etc.) and heroic 
professionals providing healthcare services 
that have made such an extraordinary 
difference.

Dr Denise Barnfather AFPHm 
Public Health Medicine Specialist

TROPMEDEX course details are available 
at www.tropmedex.com.
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This is one of those 
books that bridges 
the divide between 
a narrative of value 
to professionals 
and stories that will 
be fascinating and 
uplifting to a general 
readership.

I believe that readers 
will each take from 
this book a new and 
different insight to the 
special interactions 
with all of those 
with whom our lives 
interlace.

Book Review

TELL ME THE TRUTH 

Dr Ranjana Srivastava

Tell Me the Truth: Conversations with 
My Patients about Life and Death by Dr 
Ranjana Srivastava. Viking, Melbourne, 
2010, 308 pages. RRP $32.95.

T his is a book about communicating 
with patients. It chronicles the 
journey of an oncologist as she 
learns from experience about the 

need to be empathetic and honest with 
her patients. This raises the question of 
why she was not taught and mentored to 
be so during her student and trainee years 
so that she did not have to rediscover 
solutions to situations that must have 
been faced by many who preceded her. It 
eloquently makes the case for more, and 
better, communication skills training for 
students and junior doctors. 

Dr Srivastava has chosen fascinating and 
poignant stories of patients and their 
carers to illustrate her points, which 
makes the book very interesting to read. It 
highlights the best of human courage and 
dignity as people suddenly have the course 
of their lives changed dramatically by a 
diagnosis of cancer.

However, of greater importance, is  
Dr Srivastava’s honesty with the reader 
in recording her real reactions and 
successes and failures, revealing times of 
both naivety and wisdom. For example, 
writing about the frustration of not even 
a simple thank you for going well beyond 
the call of duty with a patient is difficult 
to discuss and possibly even prone to 
misinterpretation, but it is an honest 
reaction with which we can all identify. 
In one of the high-technology, cutting-
edge specialties, Dr Srivastava shows the 
humane side of medicine as she follows 
her instincts in relating to patients and 

does so with empathy and compassion 
as she faces ethical dilemmas and doubts 
about her best course of action. She also 
has extended her honesty to the difficult 
task of sharing and expressing the medical 
tragedy in her own life, not only her 
reactions at the time but how it shaped 
her interactions with her own patients in 
the future. Then there is the insight to the 
difficult balance between life as a doctor 
and the ‘other’ life as a wife, mother and 
homemaker.

Readers will gain great insights into the 
doctor–patient relationship and what 
it can mean to a patient. Moreover, 
the importance of how to relate to the 
relatives and carers of the patient comes 
through in many of the examples. They 
survive, and may hold totally different 
perceptions of the patients’ journeys to 
the understanding achieved between 
the doctor and the patient. These may 
only be expressed after the death of the 
patient and can be harsh reminders of the 
complex web of human relationships built 
around each individual, which impact so 
strongly on any individual’s decision.

With great clarity Dr Srivastava illustrates 
the huge frustration of working in a 
medical system which by its design is not 
always geared to the best interests of the 
patients. It is not only the lack of resources 
but the organisational issues, for example 
in the public outpatient clinic where a 
patient may see a different doctor at each 
visit and therefore be denied the ongoing 
therapeutic relationship with an individual 
doctor, that far outweigh the technical 
medical advice that may be dispensed, as 
this author so ably demonstrates.

This book will appeal to a wide audience. 
I believe it may attract young students to 
medicine because of the insights they will 
gain into a profession which embraces 

the privilege of sharing so deeply with 
other people. As an oncologist, I found 
it comforting to see in print many of the 
scenarios that I had faced in my practice, 
and I am sure that doctors, nurses and 
allied health professionals will benefit from 
reading of Dr Srivastana’s experiences. 
However, this is one of those books which 
bridges the divide between a narrative 
of value to professionals and stories that 
will be fascinating and uplifting to a 
general readership, as they will have an 
uncommon opportunity to cross to the 
other side of a medical consultation.

I do not think that readers will be able to 
simply passively read through the cases 
in this book and the dilemmas that they 
pose without responding with their own 
viewpoints. Indeed, I think they may learn 
lessons about communication from an 
empathetic doctor who has felt driven 
to share her experiences. For example, I 
had clearly reinforced for me the message 
about taking opportunities to express 
gratitude or share with someone how they 
have impacted upon your life before it 
becomes too late and the chance for such 
meaningful interaction passes.

I believe that readers will each take from 
this book a new and different insight to 
the special interactions with all of those 
with whom our lives interlace.

Professor Ian olver FRACP FAChPm 
mRACmA 
CEO Cancer Council Australia



40     RACP news February 2011

LETTERS TO THE EDITOR

letters to the editor

Valuable contribution of  
retired doctors

Many in the medical profession are too 
far from retirement to be aware of what 
awaits them when they inevitably hang 
up the stethoscope. However, given the 
inevitability of retirement for all of us, 
it is surprising that the national debate 
occurring right now over the role of 
retired doctors is not receiving more 
attention.

In the past, as long as registration with 
their relevant state or territory medical 
board was maintained, retired doctors 
retained the right to use the title ‘Doctor’, 
and to write repeat prescriptions and 
referrals. However, in 2009, when the 
Council of Australian Governments 
(COAG) announced the National 
Registration and Accreditation Scheme, it 
proposed to remove these rights entirely.

This was not a new reform. State medical 
boards had at various times in the past 
decade attempted to erode the traditional 
rights of retired doctors. Their successes 
varied from state to state, depending 
on the strength of opposition by retired 
doctors through organisations such as  
the AMA.

As a part of these new reforms, all 
medical practitioners who retired after 
1 July 2010 will not have the limited 
practice rights of their predecessors.

The basis for this new policy is the 
Medical Board of Australia’s belief that 
retired doctors pose a risk to patients and 
the public. However, the MBA and its past 
state-based registration bodies have been 
unable to demonstrate the supposed 
systemic danger retired doctors present 
to the public.

Advocates on behalf of retired 
practitioners have always believed 
they should not undertake clinical 
management of patients. Retired doctors 
and their family members should have 
their own general practitioner and rely on 
that doctor to diagnose and prescribe.

As fewer doctors choose to work full time, 
the contribution of retired practitioners 
to the medical workforce will continue 
to remain important. It is foolish to 
believe that upon retirement a medical 
practitioner immediately loses the ability 
to safely practise medicine. 

Under the guise of relieving pressure on 
our health system, nurse practitioners 
have been given the power to write 

referrals and to prescribe. And there 
continues to be a push for pharmacists 
to dispense medication on demand. The 
belief that the expertise and experience 
of nurse practitioners and pharmacists to 
write prescriptions and referrals is greater 
than that of a doctor whose life has been 
spent practising medicine surely cannot 
stand up to critical scrutiny.

As the medical workforce continues 
to shrink as its largest demographic 
moves into retirement, the MBA and the 
Health Ministers have failed to show any 
imagination of the possible ways retired 
doctors could be engaged to contribute 
to the health system. The current policy 
of exclusion will serve only to alienate 
and disenfranchise an entire generation 
of doctors. There needs to be a special 
category of registration for retired 
doctors with criteria appropriate to the 
very limited nature of their practice. The 
current category of ‘Limited Practice—
Special Need’ is quite inappropriate.

Doctors throughout Australia who 
disapprove of the current situation should 
write to the Chair of the Medical Board of 
Australia, their State Health Minister and 
the Federal Health Minister, Opposition 
health spokespeople and local Federal and 
State Members of Parliament requesting 
that COAG reconsider the situation 
after consultation with the medical 
profession rather than with bureaucrats. 
The profession has always expected the 
highest standards of medical practice by 
its members.

For us, and many other colleagues, the 
decision to retire from practice was 
difficult. However, our limited practice 
has helped us to feel connected to the 
medical profession and to retain a sense 
of belonging to what was and still is 
a large part of our lives. We fear this 
connection will be lost for all doctors who 
must confront retirement in the future 
unless a more reasonable decision is 
made.

Dr John Feltoe (retired GP)                
Everton Park, Qld 
johnfeltoe@optusnet.com.au

Associate Professor Frank Johnson  
(retired physician)   
Runaway Bay, Qld          
freljohnson@futureweb.com.au

Dr Fred Schubert (retired radiologist)
Taringa, Qld                 
f.schubert@ozemail.com.au

editor’s note

Professor John Kolbe has also raised this 
issue in his Letter from the President on 
page 4.

MyCPD versus Your CPD

I wish to endorse the letter in the 
October issue from Dr Gary Champion, 
in particular his reference to the gulf 
between the movers and shakers of the 
College and those who are condemned to 
lives of ceaseless toil in private practice. 

His is not a tale of woe and neither is 
mine, although there is no longer much of 
an income premium for the extra difficulty 
of private practice compared with hospital 
work, especially in the non-procedural 
disciplines such as ours (Rheumatology)—
and I speak with some authority, having 
spent many years in both areas.

My concern relates to the continuing 
education and review aspects of the 
College. I have spent considerable effort 
this year in my own ongoing education, 
and I would like to take this opportunity 
to congratulate those responsible for 
the online MyCPD. I particularly like the 
ability to scan and attach supporting 
documents—a very neat and simple 
process. 

The requirements of MyCPD, however, 
reveal the biases of the authors.

For hospital doctors it is possible to meet 
requirements entirely within remunerated 
hours without making any extra effort 
at all. However, for those of us in private 
practice, none of the requirements can be 
achieved within remunerated hours—all 
require extra effort. 

An egregious example relates to the 
limited number of points available from 
attending organised meetings. Once the 
50 hours sitting in a lecture have been 
reached, further hours do not count—
unless one is a hospital doctor, when 
sleeping through another 50 hours of 
lectures can count, as long as they are 
called Grand Rounds or something similar 
and are hospital based.

In private practice I spend my time with 
sick people who do or don’t respond to 
treatment, who manifest adverse effects 
and from whom I am constantly learning. 

The College does not regard this 
as contributing to my progress as a 
physician, despite constant review by 
patients, their relatives, my peers through 
cross-referrals and especially referring GPs.
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Conversely I can be seen to be a 
thoroughly updated and educated 
Rheumatologist even if I have not seen a 
sick patient for many years—as long as I 
have achieved my points.

The College is not doing anyone any 
favours by neglecting and discriminating 
against those who are largely at the 
coalface.

Paddy Hanrahan FRACP 
Floreat, WA

Response

The Continuing Professional Development 
Expert Advisory Group empathises fully 
with Dr Paddy Hanrahan and Dr Gary 
Champion. It is important to state, 
however, that there were non-hospital 
based Fellows involved in the design of 
the MyCPD program. Consideration was 
given to the needs of those in private 
practice, hence a few categories within the 

MyCPD framework have been capped to 
ensure that those in private practice are 
not disadvantaged compared to those in 
the hospital-based environment where 
CPD opportunities, such as grand rounds, 
teaching, research, etc., are easily available. 

In addition, continuing medical education 
is increasingly being delivered via other 
channels such as video-conferencing 
and the internet. These sessions allow 
members to access live education 
sessions without having to leave their 
practice. Private practitioners can also 
claim for CPD activities such as journal 
reading, group learning activities such 
as conferences and workshops, quality 
assurance activities such as patient 
satisfaction surveys and peer review, 
online self-assessment programs, learner 
initiated and planned projects, and finally 
communities of practice. 

Often it does call for innovation 

and ingenuity on the part of private 
practitioners to meet the College 
standards, but it would be fair to say that 
those in private practice not exposed to 
day-to-day education in large hospitals 
need a structured CPD program to 
maintain and develop their professional 
knowledge and competence.

The CPD Unit at the College exists to 
assist Fellows in meeting their CPD 
requirements and is always happy to talk 
through options with Fellows via email 
or telephone. Later this year College staff 
will also be visiting state capitals around 
Australia and parts of New Zealand 
to demonstrate the versatility of the 
program and how it can be adapted to an 
individual’s practice and learning style.

Dr Barry Taylor 
Chair 
Continuing Professional Development 
Expert Advisory Group

The Turning it Outwards exhibition 
aims to challenge doctors to respond 
creatively to conflicting and difficult 
emotions in their day-to-day work, 
through media such as painting, 
sculpture and photography. The 
exhibition hopes to lift the veil on the 
medical profession, and to provide a 
window into the private and intimate 
emotional landscape of doctors. 

It is not always possible for doctors 
to express themselves amongst 
peers or patients, and this inability 

or unwillingness can (and does) 
contribute to burnout, suicide, 
marital breakdown and mental health 
issues. Without an effective outlet, 
emotions bottle up, percolate and may 
ultimately explode. Some doctors have 
found that laying bare their humanity 
through a creative outlet can bring 
perspective to such issues and enrich 
their lives.

If you would like to apply to be part 
of this collaborative exhibition, please 
send a detailed submission of your 

proposed artwork(s) in any medium, 
together with your CV and some 
images of your previous work, to:

Dr Jeremy Rosenbaum,  
jeremy@rosenbaum.net 

oR

Jeremy Kibel, 
info@blockprojects.com.au

by 30 April 2011

For further information, please call 
Jeremy Rosenbaum on 0412 313 411.

TURNING IT OUTWARDS – DESPAIR AND DELIGHT  
AN EXHIBITION OF DOCTORS’ ARTWORKS

Established since 1977

Specialist Consultants in
permanent and temporary
medical staff placements.

Contact Carol Sheehan

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

04644-CS Medical Personnel (58x84mm) Advt
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CHAINED TO THE WHEEL

T rack racing, conducted in a 
velodrome—a closed banked 
track—is a curious and in many 
ways arcane, anachronistic sport, 

which many will have some passing 
familiarity with through often confusing 
televised snippets of the Olympics and 
Commonwealth Games. Australia’s 
track racers have, for decades, achieved 
conspicuous and consistent world-level 
success, but are virtually anonymous to 
the general public. Currently, Australians 
hold six of the 19 available Elite (these 
being senior men and women) world track 
championship gold medals, double that 
of our nearest rival, Great Britain, and in 
winning 10 of the available 57 medals, 
Australia was the most successful of 33 
competing nations at the 2010 World 
Track Cycling Championships.

Track riding differs from road riding in 
several fundamental ways. First, racing is 
conducted counter-clockwise in a confined 
banked arena where one is visible at all 
times. The track itself is an assemblage 
of smooth undressed timber planks. A 
typical 250-metre track has banks of 42 
degrees, resulting in the rider and his or 
her machine being perpendicular to the 
track through turns at high speeds. The 
front and back straights are angled at 15 
degrees. Riding at less than 30 kph around 
the banked turns will often result in a loss 
of traction. No brakes are fitted to track 
bikes. Track bicycles employ a ‘fixed gear’ 
transmission, with no freewheel; coasting 
is therefore impossible. One chooses 
the gearing of one’s machine by varying 
the size of the front chain ring and rear 
sprocket prior to commencing an event. 
Tyres are generally of unitary construction, 

the inner tube totally enclosed within a 
silk case that is usually glued or shellacked 
onto (often solid disc) rims rather than 
held on by a bead hooking under the 
rim as in a road wheel/tyre. This permits 
far higher tyre pressures of 160–200 psi, 
compared to the usual 120 psi of a road 
tyre, achieving a lower rolling resistance. In 
indoor velodromes, environmental factors 
are minimised, although temperature and 
humidity can determine whether the track 
is ‘fast’ or ‘slow’ and these factors often 
change over the course of a day, and must 
be accounted for. 

A description of the individual events is 
too detailed for this article, but suffice it to 
say that there are a variety of competitions 
which in turn cater for explosive sprinters 
or ‘endurance’ riders, in a similar fashion to 
athletic track and field events.

I became involved in individual pursuit 
track racing by accident many years 
ago. Two clavicular fractures within six 
months had prompted my colleague, 

Professor Stephen Hall, to censure me for 
self-harming behaviour unbecoming of a 
rheumatologist. Somewhat different advice 
was offered by a long-term mentor and 
former NSW Director of Coaching, John 
Crouchley, who reiterated his thoughts 
when he had first met me some time 
previously, that I would be likely to be 
more successful as an individual pursuiter 
than as a road racer. Both Stephen and 
John’s sage advice was taken, with the 
acquiescence of my wife and ‘directeur 
sportif’, Gabrielle, after assurances that the 
toll on both skin and bone would be less. 

There is a tradition of self-experimentation 
in medicine, and individual pursuit could 
be considered in one sense a personal 
physiological and physics experiment. 
The distance of the individual pursuit 
varies with age and sex; all riders, men or 
women over 35, are designated ‘Masters’ 
and competition is restricted within 
sexes and within five-year age brackets: 
35–39, 40–44, etc. Competition distances 
are 2000 metres for men over 50 and 
women over 35, and 3000 metres for 
Elite women and Masters men 35–49. 
Elite men cover 4000 metres, with an 
average speed of around 55–56 kph; this 
requires acceleration from zero to nearly 
60 kph in 4–5 seconds, and maintenance 
of about 56–57 kph over 16 laps of the 
track, each covered in under 16 seconds. 
To do so, one must have optimised one’s 
cardiovascular efficiency to achieve a 
maximal oxygen consumption to the limits 
of one’s physiological capabilities (typically 
over 80ml/kg/min), and have specifically 
trained one’s energy systems to develop 
high power outputs over a sustained 
period, thereby buffering the resultant 

Velodrome. Photograph Ron Bonham of PhotoAction. Mark Arnold at the 2009 UCI (Union Cycliste 
Internationale) World Masters Track Championships. 
Photograph Ron Bonham of PhotoAction.

After Hours

There is a tradition of 
self-experimentation 
in medicine, and 
individual pursuit 
could be considered in 
one sense a personal 
physiological and 
physics experiment.
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local muscle acidosis that one experiences 
as activity-related muscle pain, which 
ultimately compromises effective muscle 
contraction. Average heart rates are in the 
vicinity of 180 bpm, respiratory rates are 
over 30 per minute. Power outputs peak 
at 1200 watts over the first 10 seconds 
of the event and are sustained at over 
600 watts during the event, with blood 
lactate levels measured minutes after the 
effort being in the 10–15mmol/L range. 
The requirements for Masters men—
fortunately—are less otherworldly, but 
nonetheless a physiological challenge.  

Finally, all this comes to nothing unless 
one is able to ride the minimum distance 
around the track along the ‘pole line’ (the 
black line along which the track distance 
is measured), optimise aerodynamics, and 
resist the physical forces impelling bike and 
rider out of the curve. Riding closer to the 
red 1-metre line than the black pole line 
will add 6 metres to every lap; when races 
are lost or won by less than one-tenth 
of a second, riding the minimal distance 
is a crucial technical skill. The assistance 
of a ‘caller’ to indicate adherence to or 
deviation from a pre-determined pace 
schedule is paramount. Riding on gut 
feeling alone, without pacing reference, 
rarely optimises one’s result. 

Individual pursuits commence with an 
initial qualification round, the results of 
which dictate which riders will race for 
medal positions. The fastest two race 
for gold/silver, and the third and fourth 
fastest for bronze. The ability to recover 
within two to three hours after a maximal 
effort and repeat one’s performance in 
the finals is what may ultimately separate 

two riders of equivalent physical ability. 
In finals, one races the other competitor, 
and here tactics and the guidance from 
one’s caller assume great importance, for 
it is impossible to see another competitor 
if they are more than 5 metres ahead or 
behind the other rider; if a rider is caught, 
then the race terminates.

To enter the velodrome infield competitors  
and associated ‘handlers’ struggle up 
a steep, gloomy ramp underneath the 
velodrome and its tiered seating, whilst 
awkwardly carrying a bicycle and other 
equipment. Every 20 seconds or so, the 
rumble of a train of riders circulating 
on the track above resonates overhead. 
As one emerges onto the infield from 
the concrete depths, one’s eyes are 
assaulted by harsh indoor lighting and 
glare flashing from polished machinery, 
highlighting multicoloured club, state and 
national racing garb. The clatter of tools 
being dropped, the mechanical whirr of 
competitors warming up, the hissing of 
tyres being pumped and the jangling, 
unintelligible tannoy screech of track 
commentators counterpoints the rumble 
of bikes on the track and combines with 
the odour of embrocation and a hint of 
sweat, more abattoir than espresso bar. 

One enters a parallel existence for a 
period of several hours, keeping strict 
attention to the running order of events 
so as to be able to commence an effective 
warm-up procedure which may last for 
up to half an hour, with controlled efforts 
performed whilst riding on ‘rollers’—a 
treadmill without a belt —so as to arrive 
at the start line hot, heart rate up and 
muscle capillaries dilated, with unwavering 

concentration for the task at hand. The 
bike is clamped in the starting gate, one 
mounts and secures one’s feet to the 
pedals; immediately, the 30 second count-
down begins with a timing beep over the 
velodrome PA. 

Ten seconds to the start is signified by 
the shattering beep of the timer; heart 
rate at 130, concentrating ... a beep at 
five seconds, four, three, two, one … 
followed by the crack of the starting pistol 
coinciding with a bodily forward thrust 
and maximum pressure on the pedals 
as the starting mechanism releases the 
rear wheel. The rest I shall leave to the 
imagination.

Bike racing is a time-consuming sport 
that compels the obsessive. Were it not 
for the tolerance of my patients and office 
staff, the support of my rheumatology 
colleagues at RNSH, the unflinching 
coaching and logistic assistance of my 
great friend, John Crouchley, and foremost 
the unhesitating love and forbearance 
of my wife Gabrielle and son Patrick, I 
should not have been able to participate 
for so long and derive such success and 
enjoyment from cycling in general, and 
track racing in particular.

Dr Mark Arnold is an Associate Professor in 
the Faculty of Medicine at Sydney University, 
VMO at Royal North Shore Hospital, and 
in private practice at Chatswood and 
Mosman, Sydney. He is completing a Masters 
of Bioethics degree part time at Sydney 
University. He is the 2010 NSW Mens 
Masters 5 Individual Pursuit champion, and 
a bronze medallist at the 2010 Australian 
Masters titles. 

Mark Arnold taking off. Photograph Ron Bonham of PhotoAction..A captivated audience. Photograph by Ron Bonham of 
PhotoAction.
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This offer is limited to Australian residents only.

member Advantage

Perth Convention 
& Exhibition 

Centre

TSANZ & ANZSRS 
Annual Scientific  
Meetings 
1 – 6 April 2011
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Perth 
Western 
Australia

Medical Specialist 
Consulting Opportunities
For over 25 years MLCOA Independent Medico-legal 
Consultants have been delivering optimal healthcare 
advice, strategies and solutions to public and private 
insurers, government, corporates and the legal profession.

Due to continued growth and expansion MLCOA is 
currently seeking suitably qualified Medical Specialists for a 
range of consulting opportunities throughout Australia. 

If you would like to be a part of an organisation that values 
talent and will customise an opportunity to suit your 
lifestyle contact us today.

Candidates must hold or be eligible for AHPRA 
Medical Specialist Registration

T +613 9650 2000 
E contact@mlcoa.com.au
W www.mlcoa.com.au
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ANNUAL SCIENTIFIC 
MEETING ADVANCES IN

CANCER CARE
COST + VALUE

Medical Oncology
Group of Australia

A European
Society of Medical

Oncology Supported
Meeting

Enquiries: moga@moga.org.au

10 - 12 August 2011
Adelaide Convention Centre, SA

Saturday 13 August, Adelaide Convention Centre
Adelaide | Australia

Cutting edge science from the world’s
premier oncology event

Experience and debate the latest in cutting-edge oncology
research and science from the 2011 Annual Meeting

of  the American Society of  Clinical Oncology (ASCO) -
the seminal meeting for oncologists worldwide.
A one day Education Program presented by an

international and Australian expert Faculty.

To register email
moga@moga.org.au

Best of  ASCO® and any related logos are trademarks of  the American Society of  Clinical Oncology® 
Best of  ASCO® Australia is supported by an unrestricted education grant provided by Roche Australia

Interested in working in the Tropics?

Interested in a mix of Acute Geriatrics, Sub-Acute Care, 
Regional and outreach Clinics?

We’re looking for up to 2 Full Time Geriatricians for the 
Older Persons Health Services in Far North Queensland 
within a dynamic and growing department. 

Roles, responsibilities and work patterns can be flexible to 
meet your needs and strengths, and there are plenty of 
opportunities for personal, professional and service level 
development, with multiple new services coming on line in 
the next 2 years.

Initially there are 2 locum positions available for 6-12 
months from February 2011, with the likelihood of 1-2 
permanent positions becoming available during that time.  
A generous salary package includes many benefits, 
including the private use of a fully maintained car.

Please feel free to contact me to discuss further.

Dr eddy Strivens, 
Regional Geriatrician and Clinical Director, 
Older Persons Health Services, Cairns and Hinterland  
Health Service District

Phone: 07 4226 6446
Mobile: 0417607891
Email: Edward_Strivens@health.qld.gov.au

Sydney Cardiology, a professional leading cardiology 
group, is inviting expressions of interest from 
cardiologists or cardiology trainees, soon to 
complete training for full time work from February 
2011 and February 2012 to become part of a 
dynamic team at a nationally recognised centre for 
education and research.

The Company:
For over 25 years we have been providing state-of- 
the-art cardiac care for patients. We are a private 
friendly practice located in 5 convenient locations 
across Sydney. Our positive inviting nature ensures  
the delivery of high standard care to our patients.

For a confidential chat about the position please 
contact Jasdeep Phull on 02 9899 6244 or email  
your CV/ Query through to:  
jasdeep.phull@sydneycardiology.com.au

neW yeAR, neW oPPoRTunITIeS
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