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editorial corrections – August 2011 edition of RACP news

The article ‘The College and the Council of Australian 
Governments National Health Reforms’ on page 22 did not 
include a reference to the author. The article was written by 
Dianne Bennett, RACP Senior Policy Officer. 

The name of the Specialist Advisory Committee (SAC) 
General Medicine has been changed to SAC General and 
Acute Care Medicine (not General and Acute Medicine, 
as given in the article ‘RACP acknowledges importance of 
Acute Medicine’ on page 25). 

On page 32, the caption for the middle photograph should 
read: Left to right: MEO Shaylin Rose, Dr Naomi Spotswood 
and Dr Sean Beggs (medical students), and Dr Simon 
Slota-Kan.

RACP News apologises for these omissions.
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ONE SIZE DOES NOT FIT ALL

letter from the President

I  n my last column in RACP News  
I focused on the ‘One College’ concept 
with particular emphasis on those 
factors that bind us together as  

the RACP.

In this column, I turn my focus towards 
the diversity that exists in the College. 
Usually this heterogeneity is described 
in terms of membership of a Division, 
Faculty or Chapter. However, there is 
marked diversity in the Fellowship with 
respect to age, gender, type of practice, 
geographic location etc., and this naturally, 
and by definition, creates differences in, 
for example, communication and service 
preferences. 

When we think of service provision by the 
College our current experience should not 
limit our perceptions and expectations 
of future service delivery. The College 
has an excellent track record in ‘training’ 
physicians. It is very active in the policy 
and advocacy arena, although there 
is ample room for better prioritisation 
and coordination of activity, improved 
responsiveness and greater engagement 
of interested Fellows. Our activity in CPD 
is evolving from being a provider of a 
framework and means of recording CPD 
activity to being a provider of worthwhile 
and relevant educational material. 
Furthermore, these activities are relatively 
homogeneous across the College.

However, the heterogeneity that exists 
presents a number of challenges for the 
College: How do we best communicate 
with Fellows? What is it that Fellows want 
from the College? How does the College 
best deliver the desired services to Fellows?

The answers to these questions presently 
are not clear, but it seems self-evident that 
one size will not fit all. So how do we decide 
how to group the Fellowship into ‘clusters’ 
in order to target communication, services 
etc.? In an effort to answer these questions 
the RACP has employed well-established 
marketing methodologies to assist in this 
process. This Segmentation Study will be in 
two phases.

The first qualitative phase has taken 
place and involved in-depth interviews 
with a limited but random sample of 
Fellows. Information was collected on the 
disposition of Fellows towards the College, 
the level of involvement (past, present 
and preparedness) in College activities, 
awareness of what the College has to offer, 
what additional approaches and services 
are desired, to cite just some of the topics 
canvassed. The broad range of responses 
to these interviews confirmed something 
we already knew: that Fellows all have 
firm opinions of the College and views on 
what is required, but they differ markedly. 
However, the results obtained provided 
further justification for the Segmentation 
Study.

The second stage of the process will be 
more quantitative, and will take the form 
of a questionnaire distributed across the 
entire Fellowship with the questions being 
informed by the information gleaned from 
the initial stage. There seems no doubt that 
different Fellows place different value on 
the different services available. As a result 

of this project the College will be able to 
target specific services to an identifiable 
group of Fellows, albeit not to the exclusion 
of others. 

In the next few weeks you will receive 
an invitation to participate in the survey 
(with a unique personalised hyperlink to a 
secure website for completing the survey). 
The survey will give you the flexibility to 
start, then stop the survey at any time, and 
continue at a later time. Dedicated ‘help 
contacts’ will be available. After completion, 
the findings from the survey will be shared 
with Fellows and trainees, together with 
proposed future actions. I do encourage you 
to play your part in this important survey—
it is in your interest to do so!

This initiative is part of a multifaceted 
approach to enabling the Board to answer 
much more comprehensively the perennial 
question from Fellows: ‘What value do I get 
for my RACP subscription?’ 

As part of the commissioning of any 
new project we must be in a position to 
articulate what we hope to achieve. Success 
for the RACP would be that the answer 
to the above question was self-evident 
and that Fellows would willingly pay 
their subscriptions to RACP because they 
perceived genuine value for money and not 
solely because of registration requirements. 
This is an ambitious target but the process 
will be an iterative one. The Segmentation 
Study is a crucial step towards this new 
major focus for the College.

John Kolbe 
PresidentThis initiative is part 

of a multifaceted 
approach to enabling 
the Board to 
answer much more 
comprehensively the 
perennial question 
from Fellows: ‘What 
value do I get for my 
RACP subscription?’

Fellows all have firm 
opinions of the College 
and views on what 
is required, but they 
differ markedly.

Professor John Kolbe
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B urnout is usually defined as 
a ‘syndrome of emotional 
exhaustion, depersonalisation 
and a sense of low personal 

accomplishment that leads to decreased 
effectiveness at work’.1 It is well described 
by psychiatrist Glen Gabbard as ‘erosion 
of the soul’, marked by ‘a sense of joyless 
striving’.2

My own perspective on burnout is naturally 
somewhat different from that of medical 
practitioners. I hail from the professions of 
teaching and law. But my main qualification 
for writing about the health of physicians is 
that for 10 years I had the job of handling 
all the complaints about healthcare and 
disability services in New Zealand, where 
someone (usually a patient or family 
member) was upset enough about the 
quality of care or communication to make 
a complaint to our public watchdog, the 
Health and Disability Commissioner (HDC). 
I read hundreds and hundreds of complaint 
letters, and I reviewed the responses from 
the doctors and nurses complained about. 
I gained a lot of insight into the stresses 
faced by health workers and how these can 
impact on patients.

Being a Health and Disability Commissioner 
could easily be a recipe for burnout, as one 
is dealing with a daily diet of complaints, 
as well as emotions running high on the 
part of complainants and providers. From 
my own experience, to avoid professional 
burnout it helps to be in a job that 
stimulates you, to have good external 
support and to schedule regular time out 
for R&R.

Even then, the time may come when you 
need to make a change of career, or at least 
take significant time out to recharge the 
batteries. I say that as someone who has 

just enjoyed a 12-month research sabbatical 
before resuming law teaching at Auckland 
University.

When doctors burn out

When politicians or bureaucrats burn out, 
government or the bureaucracy may be 
affected, and the resulting inefficiencies and 
logjams may frustrate the citizenry. But the 
stakes are higher in healthcare. If doctors 
and nurses burn out, one of two things 
is likely to happen: they crash and burn, 
and are forced to stop work because they 
can no longer cope with the demands of 
their job, thus leaving a gap in an already 
overstretched health workforce; or they 
soldier on, and in an exhausted state are 
more likely to make a mistake that harms a 
patient.

Not all burnt-out workers have a health 
problem—they may simply be exhausted 
and in need of a break and some R&R. 
But often burnout causes or exacerbates 
health problems, and it can certainly lead 
to dependence on alcohol and other drugs, 
leading to another cascade of problems, 
particularly in a profession where there is 
ready access to controlled substances.

Many studies document the prevalence of 
health problems in health professionals, 
including a major UK Department of Health 
Report in 2010, Invisible Patients. It noted 
the higher rates of depression, anxiety and 
substance misuse in health professionals, 
the problem of ‘presenteeism’ (staff who 
turn up for work when they are unwell) and 
the fear of stigma that often stops health 
workers seeking professional help. There is 

no reason to think that the problems would 
be any less in New Zealand or Australia; 
indeed, being part of smaller communities 
with fewer degrees of separation, it is likely 
to be even harder to seek anonymous help 
for health problems.

A 1999 New Zealand questionnaire study 
on a random sample of 500 doctors found 
that 61% reported suffering moderate to 
severe stress, but only 11% had regular 
health assessments, and 29% did not have a 
doctor.3 A senior orthopaedic surgeon, with 
whom I discussed this issue, recalled being 
told as a trainee in the early 1970s that ‘only 
one New Zealand orthopaedic surgeon had 
retired with all faculties intact’ (of the 40 or 
50 orthopaedic surgeons practising at the 
time; he assures me things have improved!).

In Australia, a Victorian study found 
that 43% of GPs had their own GP, with 
13% nominating themselves and 31% 
nominating a professional partner4, while 
only 24.3% of GPs in Western Australia 
reported having their own GP.5 A large 
study of NSW physicians showed that most 
did not have their own GP and most had 
self-prescribed medication, even though 
26% had a medical condition requiring 
consultation.6

It seems that burnout starts early in one’s 
medical career. In a 2009 survey of 2682 
medical students in 7 US medical schools, 
53% of respondents met criteria for 
professional burnout. And students with 
burnout were less likely to hold altruistic 
views regarding physicians’ responsibility to 
society.7

Burnout and ‘compassion fatigue’ are a 
particular problem in specialties that involve 
intense emotional demands and staff 
shortages. In a UK MORI survey report in 
2009, Fitness to Practise: The Health of Health 
Professionals, a cancer nurse is quoted as 
saying, ‘I think very, very strongly that 
clinical supervision should be compulsory 
for all … (p. 65).

Often burnout causes 
or exacerbates health 
problems, and it 
can certainly lead 
to dependence on 
alcohol and other 
drugs, leading to 
another cascade of 
problems, particularly 
in a profession where 
there is ready access to 
controlled substances.

Burnout and 
‘compassion fatigue’ 
are a particular 
problem in specialties 
that involve intense 
emotional demands 
and staff shortages.

PROFESSIONAL BURNOUT:  
THE HIDDEN COST OF HEALTHCARE

Doctors’ Health

Ron Paterson
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‘We need to move 
from a culture that 
encourages doctors 
to hide distress and 
difficulties to one 
where we share them 
and ask for help.’

Doctors’ Health

Research also indicates that doctors in the 
process of burning out will depersonalise 
or withdraw from patients, leading to a 
‘vicious cycle where physician withdrawal 
may lead patients to express discontent, 
thereby creating further physician stress and 
… a tendency for the physician to withdraw 
further during the medical encounter’.8

Patients are often well aware that doctors 
are overworked—they experience the results 
first hand. I recall a complaint from a breast 
cancer survivor whose breast prosthesis was 
punctured by a surgeon who mistook it for 
a fluid collection. In her letter of complaint, 
she wrote: ‘Surgeons should not be 
overworked to the point of mistakes. I hope 
those involved have been able to learn from 
this and can thus prevent a mistake which 
could result in loss of life.’ Her statement 
highlights another point: most patients are 
very conscious of the demands on busy 
health professionals, and may be reticent 
to speak up about concerns that should be 
brought to a doctor’s attention.

one stressor: mistakes  
and complaints

Firth-Cozens notes that stressors, the 
personal characteristics of the doctor 
(including their psychological make-up, 
coping ability and competence) and the 
degree of impairment of the doctor, all 
impact on doctors’ performance.9 One 
stressor that is well documented is the 
impact of a mistake or complaint on the 
doctor. 

A number of published studies confirm that 
the risks of medical errors and suboptimal 
patient care are higher for burnt-out 
physicians. A recent study of 1311 German 
surgeons showed that ‘burnt out male 
surgeons are significantly more likely to rate 
their quality of care as suboptimal’.10 An 
Israeli study of 890 specialists found that 
‘[p]erceived overload, long known to be the 
most potent predictor of burnout, should 
be considered as a prime culprit in that it 
probably leads to both elevated levels of 
burnout and reduced levels of quality of 
care’.11

In research published this year in the 
Archives of Surgery, 1 in 16 (of a sample of 
7905) American surgeons reported suicidal 
ideation in the previous year. Suicidal 
ideation was markedly increased among 
surgeons who perceived they had made a 
major medical error in the previous three 
months. Also alarming was the finding 
that 60% of surgeons with recent suicidal 
ideation reported that they were reluctant 
to seek professional help due to concern 
that it could affect their medical licence.12 

Albert Wu has called the doctor who makes a 
mistake ‘the second victim’ of medical error. 
He writes:

 In the absence of [support and] 
 mechanisms for healing, physicians find  
 dysfunctional ways to protect  
 themselves. They often respond to their  
 own mistakes with anger and projection  
 of blame, and may act defensively or  
 callously and blame or scold the patient  
 or other members of the healthcare  
 team. Distress escalates in the face of 
 a malpractice suit. In the long run some  
 physicians are deeply wounded, lose  
 their nerve, burn out, or seek solace in  
 alcohol or drugs.13

One would expect that rates of burnout 
attributable to the impact of mistakes and 
complaints might be lower in New Zealand. 
As noted by the Chief Medical Editor of 
HemOnc Today, ‘It would be interesting to 
compare the burnout rate of oncologists in … 
countries [with] universal health care … and 
minimal malpractice litigation’.14

The effective absence of medical malpractice 
litigation in New Zealand, due to our ‘no 
fault’ accident compensation scheme 
covering ‘treatment injury’, and the strong 
focus on resolution and remediation of 
the HDC and the Medical Council, should 
dilute the stress of mistakes and complaints 
on doctors. While a minority of doctors 
continue to respond defensively and 
disproportionately, the majority learn any 
lessons and move on. As noted by Milton 
long ago, ‘When complaints are freely heard, 
deeply considered, and speedily reformed, 
then this is the utmost bound of civil liberty 
attained that wise men look for’.15 

I accept that the impact of mistakes and 
complaints can be a significant stressor for 
any health professional, and I see the need for 
change in three areas.

1. Culture change

All doctors make mistakes and every doctor 
is likely to face complaints in the course of 

their work. This needs to be much more 
openly acknowledged within the medical 
profession. In recent years, I observed much 
greater willingness on the part of individual 
doctors to admit, in front of their own peers, 
having been the subject of a complaint. I 
see this as a healthy development. A more 
open and realistic environment should in 
turn make doctors more willing to seek help. 
In the words of former British Medical Journal 
editor Richard Smith, ‘We need to move 
from a culture that encourages doctors to 
hide distress and difficulties to one where we 
share them and ask for help’.16

Waitemata surgeon Pat Alley, who has 
done much good work in this area in New 
Zealand, commented to me that ‘[f]or a 
profession that has no shortage of colleges, 
the medical profession is surprisingly 
uncollegial to its members who are in 
difficulty, and colleagues sadly often look the 
other way when a doctor becomes unwell 
from burnout’.17 

As noted earlier, burnout is not confined to 
middle-aged physicians. In my view senior 
doctors have a special responsibility towards 
medical students and trainees to speak more 
openly about their own challenges, support 
mechanisms and life choices, to help the 
next generation of doctors see through the 
myth that ‘the harder we work, the more 
patients we have, and the more tired we are, 
the better physicians we are’.

2. Support services

Employers and colleges need to do a 
much better job of supporting doctors 
facing stress of any sort, including from the 
impact of mistakes and complaints. Some 
district health boards and primary care 
organisations in New Zealand do a good job 
in identifying and supporting clinicians at 
risk of burnout or distress from a significant 
incident or complaint. But in many cases an 
individual doctor bears the burden alone. 
I agree with Pat Alley that health boards 
‘should be devoting far more resource than 
they do to managing burnout in all health 
professionals’.18

Some support services are available. For 
example, the Doctors Health Advisory 
Service offers a free, confidential 24-hour 
support service in New Zealand and all 
states and territories of Australia, except 
Tasmania and the Northern Territory. 
Tasmania offers a Peer Support Service every 
day of the year from 8 am to 11 pm, while 
services are more limited in the Northern 
Territory. For contact details see: www.dhas.
org.au/content/view/1/21/.

In New Zealand the Medical Protection 
Society and the Medical Assurance Society 
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Where a doctor 
accepts personal 
responsibility, says 
sorry, and is willing 
to seek professional 
help, it is in 
everyone’s interest 
that a rehabilitative 
approach is taken.

fund a counselling service for doctors 
suffering from work-related stress. It is a 
commendable initiative, but probably not 
sufficiently known about by doctors, and 
underutilised, although I understand that 
utilisation is increasing. 

3. Responsive regulators

Regulators need to handle complaints and 
inquiries promptly and sensitively. I was 
always very conscious of the impact of 
investigations on practitioners, who dread 
receiving an envelope from the HDC.  
I tried to ensure that our correspondence 
and interviews were professional but  
not officious; that we kept the parties 
regularly updated; and that we reached  
a determination as quickly as possible.

Regulators need to walk a fine line in 
handling cases involving sick doctors. 
This is a challenge for the New Zealand 
Medical Council and the Australian Health 
Practitioner Regulation Agency, as well 
as for the various Healthcare Complaint 
Commissioners. These agencies have a 
public protective role, and there may 
be pressure from the media, and from 
individual patients and families, to take 
a punitive approach. In response, they 
need to recognise the systemic factors that 
contribute to burnout, and to highlight 
the responsibility of employers to provide 
appropriate support to avoid burnout. 

Where a burnt-out doctor turns to alcohol 
or other drugs for relief, and harms a 
patient while under the influence, there will 
inevitably be disciplinary consequences. 
But in other cases where a doctor accepts 
personal responsibility, says sorry, and is 
willing to seek professional help, it is in 
everyone’s interest that a rehabilitative 
approach is taken. In my experience both 
the Council and the HDC in New Zealand 
have generally been supportive of the 
rehabilitation of sick and burnt-out doctors. 

Conclusion

We are rather conflicted in our attitudes 
about sick and burnt-out health 
professionals. As a society, all too often we 
admire the individual with a heavy workload 
who soldiers on uncomplaining and never 
gets sick; and of course this can easily turn 
them into an insufferable martyr! 

A different sort of conflicted attitude is 
evident in the statute book. The New 
Zealand Parliament says that it is mandatory 
for a health practitioner to report to the 
relevant registration body if he or she 
believes that another health practitioner ‘is 
unable to perform the functions required for 
the practice of his or her profession because 
of some mental or physical condition’.19 I 
suspect that the public would think both 
sorts of problems should be notified (as 
the Australian Health Practitioner Regulation 
National Law Act 2009 requires). 

In my view legal mandates are not the 
answer. As noted earlier, we need a culture 
change within the health professions, so 
that practitioners feel able to seek help. 
Colleagues must also recognise their ethical 
responsibility to take action if a health 
or competence problem is not being 
adequately addressed.

Professional burnout carries hidden costs: 
for individual health professionals, their 
colleagues, their patients and their families. 
In addition to these physical and emotional 
costs, it is a financial burden on the 
health system as a whole. I hope that this 
discussion will contribute to bringing this 
important topic into the open.

Ron Paterson 
University of Auckland

Based on a presentation given by Ron 
Paterson at the University of Otago 
International Cancer Symposium, Wellington, 
15 February 2011. A fuller version is published 
as Paterson R, Adams J (2011). Professional 
burnout—a regulatory perspective. 
NZMJ;124(1333). www.nzma.org.nz/
journal/124-1333/4636/.
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A ny of these sound familiar? 
Perhaps you are succumbing 
to the increased pressures of 
the job and may not survive 

your profession. I guess you won’t die 
early (maybe you will) but you may opt 
for a part-time position or leave medicine 
altogether (‘on doctor’s orders’—your 
own!). Or, most likely, you simply 
won’t enjoy life and find it all a bit of a 
disappointment.

Most of the time the results of living in the 
pressure-cooker environment of modern 
medicine is not so dramatic but it certainly 
can erode quality of life. Family life can be 
strained and limited, leisure time almost 
non-existent, and as for the last time you 
can recall feeling really well or having a 
good time—well, it certainly wasn’t this 
year and not last year, in fact you can’t 
remember when. Indeed you may be 
suffering ‘PGDD’ (Psychic Gratification 
Deficit Disorder). Don’t bother looking it 
up in DSM IV—it’s not there, but perhaps 
it should be. It covers that vast array of 
doctors who seem to have no fun in 

their life, feel like a grump, sound like a 
grump and, while not clinically depressed, 
certainly don’t feel full of the joy of life—
and probably have become a grump!

So, what can be done? A search of the 
stress literature reveals an abundance 
of causes and symptoms but not too 
much on what can be done, as far as 
rehabilitation goes, or more importantly 
(because it’s all the go in medicine these 
days and rightly so), what preventive 
steps can be taken to avoid ‘burnout’, 
‘compassion fatigue’ or any other of the 
new, trendy names for ‘exhaustion’. In 
other words, can you inoculate yourself 
against the main ravages of excessive 
stress, at least to some extent?

Without boring you to death with endless 
references and statistics, it seems to me 
that an examination of survivors, not 
of sufferers, is more productive when it 
comes to just what one can try. Of course 
there’s an encyclopaedia of ‘good advice’ 
available, but from my 40 years in clinical 
practice five things seem to stand out. 
Not that all the others have no value and, 
as always, it’s horses for courses, so it’s 
worthwhile conducting your own search. 

The first thing to note in the literature 
of a general nature, common to most 
researchers, is that busy professionals 
who appear balanced and enjoying 
life take time for themselves. This is 
certainly consistent with my own clinical 
experience. At some point each week they 
find time for themselves. This is usually 
at least a four-hour block. Anything less 
seems insufficient to switch off and refocus. 
The activity needs to be self-indulgent and 
not an extension of one’s other roles such 
as partner or parent. It doesn’t appear 
to matter whether it’s golf or patchwork, 
fishing or tennis, gardening or hiking—just 
as long as it’s a substantial break to ‘clear 
the cobwebs and refresh the mind’. 

Having something to look forward to 
is a great antidote to depression and 
anxiety. Positive anticipation or hope is 
the antithesis of anxiety and depression. 
Having some activity or pleasure goal to 
look forward to in the immediate (each 
week), intermediate (at least each year) 

and long term (‘when I slow down or 
retire’) is also helpful. In the midst of 
a pressured day, a few moments over 
coffee thinking about a coming holiday, 
or planning a hobby farm or a weekend 
game of golf, or the new grandchild 
provides a moment of refuge. It becomes a 
sane reminder of what really is important. 
It’s also worthwhile asking yourself from 
time to time, ‘What do I do for fun? What 
am I looking forward to? When did I last 
have a really good time?’

The second attribute of the balanced 
professional I’ve noticed is that generally 
they have a stable primary relationship. 
They don’t appear to be just sharing an 
address with someone but rather find that 
their relationship is sustaining, rewarding 
and cherished. Regardless of the type of 
relationship, it provides a sense of safety 
from the woes of their everyday life and 
a constant source of emotional strength. 
Here is someone with whom they don’t 
require emotional amour every time they 
interact, rather someone on their side as 
it were, someone they love and, far more 
importantly, someone who loves them. 
Of course to develop such a supportive 
relationship requires energy and resources. 
So often I see couples who can’t remember 
when they last went out together alone 
or troubled couples who have simply 
let their relationship wither on the vine. 
Even your profession requires continuing 
professional development points to remain 
registered—perhaps we need CPD points 
for relationships! 

I recall one couple lamenting the passing 
of their courting years when every Friday 
night was ‘date night’. Despite each 
having a busy and developing professional 
career, they each looked forward to their 
date night. Twenty years later, with a 
grown-up family, their relationship had 
become mundane, predictable, boring 
and non-rewarding. So they decided to 
reinitiate date night and when asked by 
outsiders whether they were free on their 
special night would respond, ‘Sorry, I have 
another commitment’. No one ever asked 
what and they found their relationship 
blossomed again. 

The third area where our thriving 
professionals seem to have the edge 
on their less content colleagues is their 
membership of one or more groups 
outside their profession. Sometimes it is a 
sporting group, a community organisation 
or charity, but mostly it is just a group 
of friends who like each other. It is ‘our 
group’ or ‘our friends’. Generally they have 
been friends for years. Each knows and 
gets on with each other’s partner, knows 

Am I expected to do everything?

I haven’t had a weekend off in  
seven months. 

The administration of this place is appalling.

How am I supposed to do that without 
adequate resources? 

What do you mean, there aren’t any beds?

The relatives want what? I simply haven’t 
got the time. 

There’s only 24 hours in a day.

I didn’t sleep last night either.

What do you mean, I’ve been  
snappy lately?

Doctors’ Health

Having something 
to look forward to is 
a great antidote to 
depression and anxiety.

SURVIVING YOUR PROFESSION

Professor Trevor Waring
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about their respective family troubles 
and triumphs. They have the kind of 
relationship that allows for ‘dropping by’. 
They genuinely like the others within their 
‘primary group’. It is a warm, face-to-face 
positive group of regular friends who 
genuinely care. A good question to ask 
yourself as a test of your own situation is: 
‘If I went to hospital, who would visit me?’ 
Lots of flowers and cards would arrive, of 
course, but who would visit outside the 
family? More telling, perhaps, is: ‘How 
many friends do I have who are worth 
the time for a visit when they are ill?’ We 
are fundamentally tribal animals and find 
our security in groups. Being outside the 
group, either knowingly or unawares, can 
lead to feelings of insecurity and existential 
questions of ‘what’s the point?’

The fourth attribute of our merry 
band of quality survivors turns on their 
willingness to be involved in community 
or charitable activities on a pro bono 
basis. Despite adhering to the very positive 
principle of strong self-esteem, there can 
be that sneaking feeling from time to time 
that one might be deluding oneself. While 
you may mostly feel good about yourself, 
the thought creeps in that perhaps others 
don’t quite see you in the same way. Self 
value is a start but always needs external 
endorsement through others valuing you. 

How do you get others to value you? You 
be of value to them. As a result many seem 
to experience a more secure sense of self-
worth and thus authenticity as a person—a 
feeling of ‘worthwhileness’—by giving to 
others. Perhaps this is a way of being useful 
to the tribe and keeping it strong and 
healthy, thus helping to create the kind of 
society in which we want to live and raise 
our children.

And finally, from distilling down the 
life stories of those who appear more 
resilient despite their workload, another 
characteristic emerges: being prepared 
to undertake regular life review. Many 

people drift along believing they have 
little control over what direction their life 
takes. Some always mean to sit down and 
review their direction but suddenly 20 
years have gone by and it all seems too 
late. Regularly questioning whether one’s 
life is on schedule appears a useful exercise. 
Certainly those who feel in control of their 
lives ask questions like: ‘Am I where I want 
to be?’ ‘Am I where I expected to be?’ 
‘Am I still calling the shots in my life?’ ‘Do 
I need to change direction, modify my 
lifestyle or even downsize my investment 
in my many commitments?’ This may call 
for some very big decisions but generally 
for the good in the long run. A coffee and 
chat with a mentor, life coach or trusted 
senior colleague, or maybe just some quiet 
reflection on one’s life every now and then, 
pays valuable dividends.

So, time for self, time for your mate, time 
for the group, time for the community and 
moments of life review seem all worth a 
thought.

That’s if you’ve got the time!

Oh, and a healthy sense of humour is an 
essential ingredient. 

Trevor Waring Am 
Conjoint Professor of Psychology, and 
Chancellor, University of Newcastle

Many seem to 
experience a more 
secure sense of 
self-worth and thus 
authenticity as a 
person—a feeling of 
‘worthwhileness’—by 
giving to others.

We would be delighted to receive 
your thoughts on this important 
issue. If you would like to share 
with the readers of RACP News 
your own experience with a health 
issue and lessons learned from that 
experience, please email your letter 
to: racpnews@racp.edu.au. Or 
write to the Editor, RACP News,  
The Royal Australasian College of 
Physicians, 145 Macquarie Street, 
Sydney 2000. Please indicate 
if you would prefer your Letter 
to the Editor to be published 
anonymously.

In response to this very real issue, the RACP is aiming to play its part in 
contributing to the promotion of the health and wellbeing of physicians, their 
families and the patients that they serve. 

In its Health of Physicians statement,  the College raises awareness of the 
trigger factors that can lead to health issues among practitioners, and offers 
practical solutions to avoid or minimise their effects. 

Often it is the sustained impact of multiple factors encountered in day-to-
day practice by physicians, that when ignored, can become emotionally, 
physically or mentally debilitating. Long hours, highly stressful emotional 
engagement and support for patients, working alone or in isolation in rural 
and remote locations with little clinical support, lack of work/life balance and 
even encountering a culture of  workplace bullying are but some of the issues 
that put a physician’s health and wellbeing at significant risk. 

To view the RACP’s current Health of Physicans statement visit the ‘Policy’ 
section at www.racp.edu.au. The RACP is currently inviting comment as part 
of consultation on the statement. All comments and feedback  
should be sent to Anne Mooney, Senior Policy Officer, at  
anne.mooney@racp.edu.au. 

Trina Backstrom 
RACP Communications Manager

RACP STATemenT: HeAlTH of PHySICIAnS SeeKInG youR  
feeDBACK on 
DoCToRS’ HeAlTH
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Doctors’ Health

D octors don’t make good 
patients (I know—I’ve been 
there!). Often they neglect their 
own health and are reluctant 

to seek appropriate advice in a timely 
manner. One such source of advice and 
expertise in the hospital setting is the 
Occupational Health Department, where 
in my experience doctors as clients are 
grossly under-represented.

Occupational Health Departments may 
be under the clinical leadership of an 
Occupational Medicine Specialist, who 
are Fellows of the Australasian Faculty of 
Occupational and Environmental Medicine 
(AFOEM). Our unique contribution 
in the workplace is as doctors who 
understand the impact of health issues on 
ability to work, and facilitate change by 
understanding the context of the work 
and providing independent advice to the 
person with a health problem and their 
manager. The intention is to provide a way 
forward with practical and safe solutions. 
This additional interaction with managers 
can lead to misunderstanding of our role, 
and potentially even suspicion, perhaps 
compounding the reluctance of doctors to 
make contact with us.

We see clients (because of our 
independent role, they are not ‘patients’) 
with all manner of health conditions; I have 
seen doctors with injuries, heart disease, 
diabetes, Parkinson’s, Multiple Sclerosis 
and mental health conditions, including 
burnout, depression and substance abuse. 

I would like to tell you about a case I have 
recently been involved with, of a doctor 
with a diagnosis of untreatable cancer.

John (not his real name) works in a 
hospital, and the first time I heard about 
him was via a referral from the regulatory 
body; John’s manager had contacted them 

with concerns that his health condition 
had the potential to impact patient safety. 
I was asked to investigate and provide 
advice to them.

John told me that his cancer had been 
diagnosed three years previously. Surgery 
and repeated courses of chemotherapy 
were keeping it under a degree of 
control. But he was losing weight, feeling 
weak and struggling to work full time 
(but determined to continue to do so). 
He felt he was able to perform his full 
clinical responsibilities. He was clear 
that he also wanted to continue his 
small private practice. He was very open 
and honest with me, as in fact he had 
been with his manager and consultant 
colleague. He had not worked for a week 
following an episode of infection from 
immunosuppression.

I met his manager. She told me that they 
had noticed that he was slowing down and 
at times had to stop what he was doing, sit 
down and take a rest. She felt there was a 
risk of his making a mistake. She pointed 
out that, although he insisted on working 
full time, in fact he had frequent sickness 
absence, and clinics had to be cancelled 
and rearranged often with very short 
notice. Although the hospital valued his 
work, they were experiencing disruption to 
the service and needed to start succession 
planning. 

With John’s consent I also talked to his 
wife. She said that John was a good 
husband and father who had made careful 
plans to secure their future. She was 
worried for him, and felt he was working 
too hard, perhaps simply to prove that he 
could. 

His colleague explained that they had 
worked together for years, and he greatly 
respected John, but he was worried that 
John was pushing himself too hard. He 
pointed out that making a mistake that 
might lead to a complaint would be 
dreadful at this point in John’s life. He 
made a number of suggestions as to how 
he felt he could provide additional clinical 
support to John. 

I spoke to John’s oncologist. He was 
extremely helpful: after three years of 
caring for John he knew and understood 
him well. He appreciated having someone 
else in a position to give definitive advice 
regarding John’s work. He also felt that the 
current arrangement involved potential 
risks which were not in John’s or his 
patients’ best interests. 

After further discussion and negotiation 
with John’s manager, she agreed that they 

could accommodate his working part 
time. She liked the various suggestions 
made by John’s consultant colleague. He 
had also put in a request for expansion 
and development of the service through 
consultant resource recruitment. He had 
talked this through with John, and they 
had agreed to work together on defining 
the requirements.

Finally, I met again with John. To be 
honest, I didn’t have to say much. He 
told me that he had really appreciated 
having someone independent involved 
in determining what should happen. 
After discussion with his wife, he had 
decided that his ideal would be to return 
to work the following week for three days 
a week, with a half day in low-key private 
practice. We agreed that there were clear 
parameters that I could feed back to the 
regulatory body which should address 
their requirements. The only thing I did 
insist on was that rather than returning the 
following week he should take a month 
off (with locum cover approved by his 
manager) and focus on recovery, fitness 
and gaining some weight. He and his wife 
readily agreed to this.

This case illustrates that the way 
Occupational Medicine Specialists work is 
not in line with the traditional biomedical 
model in which doctors are trained. We 
look at circumstances more laterally and 
provide clear objective evidence for our 
opinions. I was brought in too late to 
this particular case; it would have been 
advantageous to have input at a much 
earlier stage before it became a high-
profile problem.

The AFOEM Policy and Advocacy 
Committee will commence work on a 
position statement on doctors’ health 
in 2012. We will further explore the 
issues this case raises. We are aware 
of concerns around the risks posed by 
burnout in doctors. There needs to be 
improvement in signposting resources 
available to doctors for appropriate advice 
and support. Occupational Medicine 
Specialists can definitely contribute to 
these resources. 

My advice: share your problem; don’t let it 
become a problem for others.

Dr David Beaumont fAfoem 
Chair, AFOEM Policy and Advocacy 
Committee

HOW CAN OCCUPATIONAL MEDICINE 
SPECIALISTS HELP?

Dr David Beaumont
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o nce again the time for 
commencing elections 
throughout the College is 
drawing near. In May 2012 

the current President, Professor John 
Kolbe, will complete his two-year term 
of office and hand over to the President-
Elect, Dr Les Bolitho. Fellows will elect a 
new President-Elect, who will become 
President in 2014.  

In addition, elections will be held in the 
following groups within the College:

•	 New	Zealand	Committee 
•	 Adult	Medicine	Division 
•	 Australasian	Chapter	of	Sexual	 
 Health Medicine 
•	 Australasian	Chapter	of	 
 Addiction Medicine 
•	 Australasian	Chapter	of	 
 Palliative Medicine 
•	 Paediatrics	&	Child	Health	Division 
•	 Chapter	of	Community	Child	Health 
•	 Australasian	Faculty	of	Occupational	 
 & Environmental Medicine 
•	 Australasian	Faculty	of	 
 Rehabilitation Medicine 

•	 Australasian	Faculty	of	 
 Public Health Medicine

As done successfully in the past few 
years, the elections will be managed 
electronically. The timetable for 
nomination and voting is:

Monday, 21 November 2011  
Call for nominations

Monday, 12 December 2011  
Nominations close

Monday, 6 February 2012   
Elections open

Monday, 12 March 2012  
Elections close

Friday, 25 May 2012   
Annual General Meeting—announcement 
of election results.

Under the College Constitution, 
nominations for RACP President-Elect 
require support from two other Fellows; 
however, nomination for other College 
positions is by self-nomination.

Trainees are eligible to nominate and vote 
only for trainee positions on the various 
councils and committees.

The website link for nominations and 
voting will be emailed to all Fellows and 
trainees eligible to vote. Fellows and 
trainees are therefore advised to ensure 
that the College has their up-to-date 
contact details so that they do not miss 
the opportunity to participate in this most 
important College process.

Information on postal nomination and 
voting will be provided to those Fellows 
and trainees who do not have internet 
access.

Fellows and trainees are encouraged to 
nominate for available positions.

2012 COLLEGE ELECTIONS
The Royal Australasian
College of Physicians

College news
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The RACP Segmentation Study aims to better understand what the College can better do to serve the Fellows.

The first phase of this research revealed that our Fellows have distinct and very individual needs, and that the College needs to consider,  
among other things, taking action to: 

Further details about the research are available on the RACP website under ‘Latest Additions’  http://www.racp.edu.au/   
To find out more, contact the RACP Communications Manager, Trina Backstrom on + 61 2 9256 9672 or email trina.backstrom@racp.edu.au.

•	 Build awareness of what the RACP has to offer members beyond training and  
education, maintenance of professional standards and recognition of competency.  

•	 Provide communication that is relevant to individuals, via their preferred delivery format. 

•	 Improve the RACP website, including easier access and better functionality to offer 
more engagement opportunities for regional and remote members.  

•	 Offer greater flexibility regarding College activities, to fit in with Fellows’ commitments.

This is your chance to have your say and participate in the  
largest Fellow research exercise  ever undertaken by the  

College, and play your part in Building the College of the Future

•	 Better meet your needs

•	 Be a better College

To quantify the attitudes and opinions 
expressed in the first phase of the study, the 
College is inviting all Fellows to participate in 
the second stage, beginning in late 2011. All 
Fellows will soon receive a letter of invitation 
from independent market researchers The 
Market Intelligence Co (TMIC), containing 
your own unique code that will enable you to 
access the secure, confidential online survey. 
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We dive into our work 
roles with optimism, 
commitment and 
single-mindedness. 
What we find is a 
system eager to 
devour our energy, 
where institutional 
fatigue is a badge  
of honour.

Dr Anna Hume

Health of our junior doctors

medicine and healthcare are 
far from interchangeable 
terms. Medicine involves 
a keen understanding of 

pathophysiology, definitions and lists 
of diagnostic criteria, flow diagrams 
of negative feedback loops, molecular 
genetics and barely pronounceable 
chemical compounds. It proffers 
understanding in preference to outcomes. 
Health is a much more personal and elusive 
concept: nicely but broadly captured by 
the World Health Organization as a state 
of physical, mental and social wellbeing. 
Clearly more is at play than chemistry and 
genetics: choice and lack of choice, and 
our comfort with what we choose, come 
to mind.

By the time we finish medical school any 
obviously destructive behaviours have 
either been bypassed or shed, so with our 
training in natural history and prevention 
of disease we should all be in contention 
for the world record for the oldest 
person—shouldn’t we? Yet interestingly, 
this honour is reserved for peoples who 
live in harsh, deprived, but slow-paced 
intimate communities in Sicily and Nepal. 

Knowing the correct amount of 
polyunsaturated fat, fruit and vegetables 
to eat each day does not translate to 
having the time for grocery shopping and 
lunch preparation or having the mental 
fortitude to forego the hot chips and 
head for the tuna salad. Being healthy 

requires knowledge and self-efficacy but 
can founder without the requisite time and 
emotional nourishment.

Our ability to recite the pathway of folate 
metabolism or discuss the principles 
of management of atrial fibrillation in 
a perioperative patient far exceeds our 
rudimentary attempts at work/life balance. 
Some of the blame is ours to own—the 
obsessive, driven quest to find answers 
to medical puzzles. We dive into our 
work roles with optimism, commitment 
and single-mindedness. What we find 
is a system eager to devour our energy, 
where institutional fatigue is a badge of 
honour. With the glut of junior doctors 
and the minimal increase in specialist 
positions, mounting job anxiety leads 
to ever-increasing work-related activities 
and the paradigm of work/life balance 
being exchanged for study/work/research 
balance.

Industrial reforms have diminished the 
working week. Technology has promised us 
more leisure. When Martin H Fischer (circa 
1900) pronounced that ‘A doctor must 
work eighteen hours a day and seven days 
a week. If you cannot console yourself to 
this, get out of the profession’, he sought 
to identify the single-mindedness that we 
must now refute. Yet there are many who 
subscribe to the philosophy that if you 
sweat more in training you’ll bleed less in 
battle, and the fear that ‘humanising’ the 
medical profession will lead to doctors less 
able to cope with emergency situations. 

As physicians, we made the decision not to 
heal with steel and that’s probably granted 
us a few extra nights’ sleep over the last 

few years. But according to an AMA 
survey of junior doctors in 2008, overall 
45% of junior doctors regularly get less 
than six hours sleep a night and a similar 
percentage aren’t getting the minimum 
recommended exercise.

Junior doctors are rarely envied by 
their friends. The trade-off for the nice 
apartment and the impressive shoe 
collection is our inability to attend 
weddings, christenings, dinners and other 
social occasions. Our foreknowledge 
of our roster is never more than three 
months in advance, meted out by an 
allocation system that is at once capricious 
and whimsical, routinely succeeding in 
disappointing almost everyone. 

The College is endeavouring to develop 
a flexible training policy, which is a 
refreshing idea. Beneath the common 
profile of intellect and passion, doctors 
are diverse in their needs (as, it is clearly 
recognised, are their patients). At this 
stage and age my female colleagues may 
need access to part-time medical registrar 
roles that currently do not exist. Without 
an overhaul of the rostering system, 
flexible training jobs cannot be a reality, 
particularly for an adult medicine basic 
trainee.

So while our education has provided us 
with the knowledge that we’re in the 
best phase of life to have children, the 
inflexibility of our working conditions and 
our expectations of ourselves mean that 
most of us delay having children, and may 
even delay finding a partner, at least until 
after the exams.

The work/leisure dichotomy has been 
debated since the 1800s and is not unique 
to the medical profession. The ultimate 
goal is for work not to detrimentally 
impact on other important spheres of life. 
In the words of my second year pathology 
teacher, ‘Medicine will not give you a hug 
at the end of a long day’, so think carefully 
about how you spend your time!

Work/life balance seems like a dream we 
had as teenagers when we had enough 
sleep that we could remember our 
dreams. That being said, the above AMA 
survey found that three-quarters of us 
rate our job satisfaction high and don’t 
regret choosing medicine as our career. 
One of the huge compensating factors for 
the demands of our job is the rewarding 
nature of our work and the joy we can 
derive from it. 

Health is a subject about which medicine 
has nothing to say.

W H Auden

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Doctors’ Health
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Dr Jim Newcombe

Work/life balance – the real goal 

But there are some simple things we can 
do to look after ourselves a little better:

•	 Make	time	for	your	friends	and	family, 
 even during exam periods.

•	 Have	a	study	group—not	just	for	the	 
 study but also for the peer support!

•	 Get	yourself	a	regular	GP.

•	 Get	up	to	date	with	screening	and	 
 preventative health checks.

•	 Fill	in	forms	for	your	overtime	and	 
 honestly answer fatigue surveys; if we  
 don’t talk about the unsafe times,  
 things will never change.

•	 Make	time	for	sleep	and	exercise.	You	 
 won’t regret it!

Dr Anna Hume 
Senior House Officer 
Royal Brisbane and Women’s Hospital, 
Herston

T here is a question on the 
New South Wales end-of-
term assessment about work/
life balance. This is an often 

humourous part of the end-of-term 
interview. One consultant had a standing 
policy that all trainees had to bake a cake 
for the departmental morning meeting. 
I bought a cake and it was therefore 
deemed that I had failed to find my work/
life balance. Another consultant read 
this question and simply laughed. She 
knew there was no conceivable way of 
achieving such balance when working in 
her team without cloning herself! 

So what is work/life balance and why is 
it so desirable? Work/life balance is about 
achieving career goals, such as passing 
the RACP exams and doing the job you 
want well, while simultaneously reaching 
personal goals such as forming strong 
relationships, keeping healthy and being 
involved in a community. 

The RACP exams play a special role in this 
equation. It is during the years of exam 

preparation that our personal lives are 
most neglected in favour of our careers. 
Relationships founder, bodies become 
run down and interests outside medicine 
wither on the vine (except, perhaps, an 
interest in wine grapes). This is encouraged 
by our seniors and our peers. We justify it 
to ourselves as a temporary measure, like a 
state of emergency or martial law. 

Like all tyrants, though, the tyranny of 
study has a way of maintaining a state of 
emergency for years. Success, after all, 
begets more success. There will always 
be another career goal to meet, another 
stretch of months in which our personal 
life needs to be put aside just one more 
time. The yardstick keeps on moving 
and, before we know it, we’re King of the 
Hospital—and we haven’t baked a cake  
in years.

A wise Advanced Trainee whispered to 
me, just before my written exam, that she 
had studied too much for her exams. Too 
much, I gasped? C’est impossible! I had 
made my life (and the lives of one or two 
around me) so uncomfortable with all my 
studying that facing the prospect of going 
through this discomfort again made me 
redouble my efforts. This, of course, further 
increased the pain, but never mind. 

The time to achieve work/life balance is 
now, not in six months time and certainly 
not ‘after the exam’ or ‘after Advanced 
Training’. It’s not an easy gambit; there are 
strong forces arrayed against us. However, 
the rewards are rich. To be a doctor, to 
heal the sick, is an amazing gift. But to be 
a human, with our own lives and our own 
cake tins, is—first and foremost—what is 
required of us.

Dr Jim newcombe 
Paediatric Co-Chair, NSW Trainees’ 
Committee

New South Wales RACP trainees are 

invited to apply now for the RACP 

Trainee Research Awards 2012. 

The Awards, open to all RACP trainees 

across Australia and New Zealand, 

provide an outstanding opportunity 

for trainees to gain valuable scientific 

communication skills by presenting 

research in which they have made a 

significant contribution at the RACP 

Future Directions in Health Congress 

2012.

The RACP Future Directions in Health 

Congress will be held in Brisbane, 

Queensland from 6 to 9 May, 2012. 

Up to two representatives from each 

state, territory and New Zealand 

will be selected to participate in the 

Research Presentations at the 2012 

RACP Congress.  The RACP will cover 

the costs of travel, accommodation 

and one day’s registration at the 

Congress. 

NSW Trainees are advised that 

the deadline for applications is 4 

November 2011.  Please note that 

applications for all other Australian 

states and territories and for New 

Zealand have closed, and in some 

instances, the award recipients have 

been notified.

For further details, including 

application and Award Guidelines, 

please visit www.racp.edu.au and 

click on ‘Latest Additions’. 

Contact details:  

NSW – Tamsen Maher  

Phone: (02) 92569645 

Email:  

nsw.statecommittee@racp.edu.au. 

TRAInee ReSeARCH 
AWARDS  2012
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Innovations in Healthcare and Technology

THE REACH AND IMPACT  
OF TELEHEALTH

T he rapid increase in technological 
advancements in healthcare 
has had a profound impact on 
physicians’ approaches to patient 

care, with telehealth applications now 
becoming more widely available to both 
healthcare professionals and patients. While 
considered a highly technical or complex 
health delivery mechanism, telehealth is 
essentially the use of video conferencing 
as well as various digital tools to better 
manage chronic disease and execute 
injury management. The benefits for both 
patients and physicians are wide-reaching, 
and with increasing access to technology 
and decreasing costs, telehealth is now a 
practical healthcare solution for physicians 
of all specialties. 

Dr David Allen, a Fellow of the Australasian 
Faculty of Occupational and Environmental 
Medicine (AFOEM) of the RACP, is one 
of the pioneers of telehealth in private 
specialist practice in Australia. Dr Allen 
identifies the four key elements to 
successful telehealth implementation and 
uptake as: quality of video, security of 
systems, ease of use, and overall investment 
in time and cost. 

Telehealth using internet-based video 
conferencing began to emerge as a possible 
healthcare solution for rural and remote 
communities during the late 1990s. Patients 
in rural and remote areas had traditionally 
struggled with their accessibility to medical 
specialists, and a reduction in travel and 
waiting time was also a strong motivator 
from the patient perspective. 

An additional driver from the occupational 
medicine perspective was that increasing 
numbers of organisations wanted to reduce 
the need for their employees to travel large 
distances to receive specialist care. Almost 
simultaneously, increasing internet speed, 

stability and lower computer hardware 
costs made video conferencing affordable 
and accessible. The rapid uptake of the 
Internet meant the different stakeholders 
were now equipped to participate in 
telehealth.

Dr Allen and his senior registrar Dr Ahmed 
Saafan began implementing telehealth 
solutions in his occupational medicine 
practice, investigating and experimenting 
with the different technologies available 
in order to find the best method for 
delivering care. Today, Dr Allen’s practice 
offers a 24-hour service seven-days-a-
week, with a minimum of three specialists 
or registrars on call at any one time. 
This practice consults with patients in all 
states and territories, including remote 
areas such as parts of the Pilbara. They 
also use 3G internet in some locations, 
however, internet speed is an important 
limiting factor. This level of accessibility to 
specialist healthcare would not be possible 

for some patients living in rural and remote 
areas if it weren’t for telehealth. 

“The first thing people note about 
telehealth video consultations is the quality 
that is achievable using the Internet if the 
bandwidth is good,” Dr Allen said. “To 
be able to conduct a consultation from a 
distance of thousands of kilometres, and to 
achieve a high definition image of a patient 
is impressive, for both the physician and 
the patient.”

The impact of telehealth lies in the 
immediacy of healthcare delivery and 
its broad reach. There are some exciting 
developments occurring in the field of 
telehealth right now that will lead to real 
life applications in the years to come. 
Telehealth will be innovative in the ongoing 
training and education of healthcare 
professionals, as it has great potential 
to increase the quality and frequency of 
training for those in rural hospitals, and 
also in metro areas. 

“Telehealth really is a way to connect 
physicians, peer-to-peer,” according to 
Dr Allen. “A specialist is able to log on to 
an online system, and access a network of 
doctors, all of whom bring to the network 
their different areas of expertise.”

Telehealth is also impacting indigenous 
health, as it has applications in the 
treatment of ear, nose and throat diseases 
(ENT). According to Dr Allen, indigenous 
children can have 32 months with otitis 
media between age two and 20 years, 
however by giving patients access to more 
frequent healthcare, ENT diseases may be 
prevented from becoming chronic.

Equipment available to physicians includes 
digital stethoscopes that are quickly and 
easily connected to a computer via the 
microphone socket, and a physician may 
auscultate a remote patient’s heart through 

Dr David Allen

A prime example which illustrates how telehealth can enhance care is the 
following case study, involving a young man working in a mine who strained 
his rotator cuff performing manual labour many months earlier and was 
struggling with his work. The patient was booked in to see a specialist in Sydney 
in six months however he was experiencing severe pain and limited range of 
movement. Dr Allen saw him by video consultation, and collaborated with 
the local GP and physiotherapist. An MRI was organised and ultimately after a 
subacromial steroid injection the patient achieved rapid and dramatic pain relief 
and was able to resume most of his usual work. The patient avoided a long trip 
to Sydney and was very happy with the outcome.

CASe STuDy

“Telehealth really 
is a way to connect 
physicians, peer-to-
peer. A specialist is 
able to log on to an 
online system, and 
access a network of 
doctors, all of whom 
bring to the network 
their different areas 
of expertise.”  
– Dr David Allen
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o n 12 and 13 September, 
the official opening of The 
e-Health Journey was held in 
Parliament House, Canberra, 

with an interactive exhibition of Australia’s 
electronic health capability, and the future 
of healthcare, given by the Department of 
Health and Ageing.

The e-Health Journey has now commenced. 
A patient can be registered and obtain 
an Individual Health Identifier (IHI) from 
Medicare. When a patient presents to 
a medical practice, the practice clinical 
software will automatically incorporate 
the patient’s IHI into the patient’s medical 
record. The medical practice will have an 
organisational Healthcare Provider Identifier 
(HPI-o). Each healthcare provider providing 
care to the patient also has an Individual 
Health Care Provider Identifier (HPI-I) 
which can be incorporated into the record. 
The current medical desktop software will 
incorporate Personally Controlled Electronic 
Health Records (PCeHRs) records, which 
will be exported to a centralised computer - 
currently the Queensland Health Repository.

The patient’s PCEHR can, if the patient 
consents, be populated with Medicare 
data which includes information from the 
Medicare Benefit Schedule, Pharmaceutical 
Benefits Schedule, childhood immunisation 
record and Organ Donor Register 
information. 

 A shared health summary is then prepared 
by the nominated provider (likely to be 
the patient’s general practitioner) which 
includes allergies and adverse reactions, 
confirms the medications the patient is 
currently taking and the conditions which 
the patient and the doctor have agreed are 
to be included. On the doctor’s desktop, 
medical record information can either be 
marked as confidential and not included 
in the history, or can be deleted at the 
patient’s request. The PCEHR will also 
contain medications dispensed, pathology 
results ordered and discharge summaries 
sent electronically from hospital. The patient 
can check the accuracy of the shared health 
summary. 

PCEHR includes system messages, which 
tell patients when system maintenance 
is in progress, how many providers have 
accessed their PCEHR in the last year and 
recent events when new documents have 
been added to their history. Additional 
information is provided by pathology 
service providers and in the future 
diagnostic imaging services. Access in the 
emergency situation to the record can 
be either with patient verbal consent. In 
extreme emergencies access can be granted 
short term for specific emergency situations.

Prescribing information includes where the 
script is generated and when it is dispensed. 
At a later stage, this will also include when 

the last prescription is dispensed, and 
will provide a warning if this is too soon, 
as this may indicate “doctor shopping”. 
Electronically generated prescriptions 
currently can be encoded with the barcode 
which will contain demographic data and 
the IHI. In the future, it is anticipated that 
electronic prescriptions will be sent to an 
electronic ‘cloud’ repository which then 
can be accessed by the pharmacist.

Electronic referrals to specialists will 
be generated in the future with an 
e-signature. These will be sent to 
specialists. One issue currently under 
discussion is whether these will go to the 
individual doctor or to the clinic manager. 

This stage of the e-Health Journey can 
be likened to the beginning of a train 
journey. The concepts are present, some 
of them appear as reality and others are 
future promises and the e-Health Journey 
is beginning with the journey about 
to commence. Now is the time for all 
specialists,  and in particular physicians and 
paediatricians, to become directly involved 
and ensure their information technology 
systems will be compatible with the 
electronic e-Health Journey processes. 

Find out more: http://www.ehealthinfo.
gov.au/patient-journey

Dr leslie e Bolitho  
President-Elect RACP

THE E-HEALTH JOURNEY

their PC speakers, from a distance of 
thousands of kilometres. 

These applications also have the capacity 
to impact the work-life balance of a 
physician. Specialists who work part-time, 
have recently become parents, or are 
semi-retired, are able to set up a virtual 
clinic within their own home. Assessing 
patients from a home office during hours 
that they set, physicians are able to 
increase their work-life balance while still 
reaching patients who need immediate 
healthcare.

The College has recently come out in 
strong support of telehealth initiatives 
and investment. In a recent media 
statement issued on 1 July 2011, President 
Professor John Kolbe stated that telehealth 
investment provides the opportunity to 
connect plans and resources, to ensure 
better patient outcomes.

This focus on the patient is also a 
prime motivation for Dr Allen, who is 
encouraging his peers to undertake their 
own research in the different applications 
of telehealth in their specialties. The 
reach of telehealth to different types of 
healthcare has also been noted by the 
College, particularly its potential impact on 
aged care through reduction of distance, 
time and cost as traditional barriers to 
accessing care. 

Telehealth is an effective healthcare 
solution for both physicians and for the 
patient. It is also now more financially 
accessible, with the introduction of 
Medicare Benefits Scheme rebates for 
patients who elect to participate. In the 
2012-2013 Budget, funds available for 
online specialist consultations amounted 
to $120.5 million over the next four 
years. While it is reliant on technology, it 
is a concept that is fundamentally about 

delivering service to the patient. It is a new 
model of care that is focused on bringing 
healthcare to the patient, and even 
potentially delivering healthcare services 
into the home. 

Dr Allen stresses the rewarding nature of 
the work, saying it provides a valuable 
and necessary service to those who may 
not otherwise have access to specialist 
care or can supplement the visits by 
specialists and reduce travel costs and 
time. Increased uptake of telehealth by 
physicians has the potential also to assist in 
fostering collaboration between physicians 
of different specialties. Plugging in and 
logging on to the network of specialists, 
GPs and healthcare professionals can 
provide a physician with access to great 
counsel, while providing the opportunity 
to increase better access to healthcare.

edwina lau 
Communications Assistant
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Policy & Advocacy

POLICY AND ADVOCACY IN  
NEW ZEALAND: A PRIORITISED  
AND COLLABORATIVE APPROACH

In New Zealand there are five College 
committees that have major roles 
in addressing policy and advocacy 
issues. Their common goal is the 

advancement of better health outcomes 
for all patients in the New Zealand 
health system and to advocate for 
their needs. To successfully do this the 
committees have to negotiate with health 
organisations as to how our Fellows, as 
part of the New Zealand health workforce 
of physicians and paediatricians, can best 
contribute to these aims. 

We have developed an efficient approach 
in responding to competing policy 
demands. In this issue of RACP News we 
look at what we have accomplished over 
the last 18 months. By focusing on a 
small number of discrete topics within our 
strategic plans and by working together 
we have achieved a few ‘runs on the 
board’. In the next edition we will briefly 
outline some of the subjects we intend to 
address in the coming 12 months. 

Current situation in new Zealand

The recent health reforms implemented 
following the Ministerial Review Group 
Report1 (commonly known at the Horn 
Report) has changed the health landscape 
in New Zealand. The Horn Report has 
prompted the health sector to address 
clinical leadership, examine the role of 
quality and safety in healthcare delivery 
and consider new models of care, i.e. 
health professionals working together 
in multidisciplinary teams to deliver 
patient-centred care.2 There is renewed 
impetus in developing clinical networks 
to address particular chronic diseases, 
along with the establishment of hub and 
spoke models to deliver health services 
across the several regional hospitals/
DHBs (District Health Boards). The IT 
Health Board is developing a shared-care 
e-health initiative that includes defining 
the core information to be shared and 
how the information will be used to 
provide efficient new pathways of care 
for patients. New Zealand’s healthcare 
system is reasonably efficient compared 
with that of other OECD nations3 and it is 
hoped all these initiatives will continue to 
improve patient outcomes. 

However, there are issues closer to home 
that may hinder the full implementation 
of these programs. The implementation 
and sustainability of these initiatives 
may be threatened by increasing and 
potentially excessive demands being 
placed on a constrained SMO workforce.4 
The current economic situation also 

means there is likely to be some 
reprioritisation of health services. Within 
that process we must be particularly 
vigilant for changes that may erode 
measures aimed at improving care for 
the most vulnerable sections of our 
population. Research indicates that the 
economically disadvantaged put off 
seeking healthcare5, and consequently 
children with preventable diseases 
go untreated, particularly in times of 
economic hardship. This is not only an 
affront to human dignity but has costly 
long-term effects on the health system 
and our society. 

While we live in particularly challenging 
times the renewed focus on our 
healthcare system affords the College the 
opportunity to help shape its future.

How the committees operate

The committees—New Zealand Policy 
& Advocacy Committee6, New Zealand 
Adult Medicine Division Committee7, 
New Zealand Paediatrics & Child Health 
Division Committee, Maori Health 
Committee and New Zealand CPD 
Committee8—have identified in broad 
terms priority areas of concern and within 
each area have concentrated on specific 
work outputs. For example, the College 
supported the initiative to make New 
Zealand a smoke-free nation by 2025, 
so advocating for tobacco control is a 
priority for the committees. However, 
there must be clear definable steps in 
place if there is to be any possibility of 
realising this goal. The committees have 
chosen to operationalise this goal by 
focusing on initiatives that may reduce 
smoking amongst young women, 
particularly those who are of child-
bearing age and/or who are Maori. A 
similar approach is being taken with other 
identified priorities.

A pragmatic approach has been 
adopted in developing strategic work 
plans. The committees and staff of the 
College have a limited capacity to meet 
competing demands, and therefore some 
prioritisation has been undertaken by 
each committee. All the committees have 
agreed work plans and are fairly stringent 
in keeping to the key topics listed in these 
plans. At each face-to-face meeting the 
work plans are reviewed and new topics 
are only added to the work plan if the 
committee agrees by consensus. 

Overarching all the committees’ work 
plans is the New Zealand Policy & 
Advocacy Committee’s policy focusing 

grid, describing the broad areas of interest 
for the New Zealand committees. The 
Fellows have agreed to rank all policy 
issues on two scales: the level of influence 
the College may have on the issue, and 
the significance of the issue to health 
outcomes. Based upon these measures, 
the policy issues are then rated 1–4, with 
1 being the highest policy priority. 

In order to keep the work flow 
manageable and assigned tasks on track 
two approaches are employed. First, 
the New Zealand Policy & Advocacy 
Committee is not able to address all topics 
on the policy focusing grid, and therefore 
it is agreed that other committees take 
responsibility for some of the tasks (e.g. 
supporting young physicians has been 
assigned to the New Zealand Adult 
Medicine Division Committee and issues 
relating to physician competence to 
the New Zealand CPD Committee). 
Second, the work stream that may be 
defined as ‘reactive’ is managed by the 
Senior Executive Officer. Requests for 
information, nominations and responses 
to submissions and papers are carefully 
managed to ensure that incoming 
requests, where possible, are evenly 
distributed across the five committees. 
This methodology means that one 
committee does not feel overburdened by 
demands.

Some achievements in the  
policy arena

The New Zealand Policy & Advocacy 
Committee was established 18 months 
ago and this committee has provided 
direction to the other four committees 
in the development of the New Zealand 
Fellows’ policy and advocacy agenda. 
With support from the other committees 
and the wider Fellowship, the College has 
been able to undertake some high-level 
advocacy.

Select Committees

There have been a number of 
opportunities where the committees 
working in unison, along with specific 
knowledgeable Fellows, have been able 
to develop comprehensive submissions to 
the various Select Committees. Examples 
include:

•	 Inquiry into the tobacco industry  
 in Aotearoa and the consequences 
 of tobacco use for maori. The  
 College’s oral submission to the  
 Maori Affairs Select Committee was  
 very well received as it outlined in very  
 clear terms that smoking cessation   
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figure 1: Policy focusing grid

 must be a priority for Maori if we  
 are to address the differing morbidity  
 rates between Maori and non-Maori.  
 Proportionally, young Maori women  
 have the highest rates of smoking  
 in the world.9 Members of the Select  
 Committee asked several questions  
 and complimented the College on  
 their well-developed submission.

•	 Smoke-free environments (Controls  
 and enforcement) Amendment  
 Bill (Retail Displays). The College’s  
 oral submission to the Health Select  
 Committee used real patient scenarios  
 to demonstrate how retail displays can  
 influence smokers to restart smoking  
 or influence younger people to  
 commence smoking. These vignettes  
 also described the ongoing sequelae  
 associated with tobacco smoking for  
 these patients. 

•	 The Alcohol law Reform Bill. The  
 College’s oral submission to the  
 Justice and Electoral Select Committee 
 was covered in the media as the  
 College advocated strongly for having  
 alcohol removed from supermarkets  

 and corner stores as access, coupled  
 with discount pricing, fuels excessive  
 alcohol consumption. 

Cultural competence

The Maori Health Committee recently 
developed a discussion document describing 
the key components towards becoming a 
culturally competent health practitioner. 
It may be accessed at: www.racp.edu.au/
page/policy-and-advocacy/indigenous-
health. The New Zealand CPD Committee 
and the Maori Health Committee are 
designing guideline statements on caring 
for the Maori dying patient, interacting with 
whanau (extended family) and addressing 
ethical concerns when undertaking research 
with Maori. The two committees have 
also drafted a document designed to assist 
Fellows in identifying those activities that 
may be counted as cultural competence 
activities for CPD purposes. 

other submissions

The committees have responded to a 
range of submissions from the following 
organisations: Medical Council, Health 
Workforce New Zealand, New Zealand 

Medical Association, The Nursing Council 
of New Zealand, National Health Board, 
the Ministry of Health, PHARMAC and the 
Minister of Health.

Examples of submissions include:

•	 ‘Pharmaceutical	Schedules	Rules— 
 Community Pharmacy Services’:  
 response to Pharmac drafted by  
 the New Zealand Policy & Advocacy 
 Committee and the New Zealand  
 Adult Medicine Division Committee

•	 ‘National	Service	Plan	for	Child	Cancer	 
 Services in New Zealand’: response to  
 Ministry of Health/National Health  
 Board drafted by the New Zealand  
 Paediatrics & Child Health Division  
 Committee

•	 ‘Nurse	Prescribing	in	Diabetes	 
 Services’: response to Health Workforce  
 New Zealand drafted by the New  
 Zealand Policy & Advocacy Committee

•	 ‘What	to	do	if	you	have	concerns	 
 about a colleague?’: response to the  
 Medical Council drafted by the New  
 Zealand CPD Committee
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•	 How	do	we	determine	if	statutory 
 regulation is the most appropriate way  
 to regulate health professions?’:  
 response to the Ministry of Health  
 drafted by the New Zealand CPD  
 Committee.

What we have accomplished in the last 
few months can be attributed to a few 
key principles:

•	 Concentrate	on	a	few	discrete	topics	 
 rather than trying to address a number  
 of highly complex topics 

•	 Align	any	requests	for	information	 
 against individual work plans and  
 then against the policy focusing grid 

•	 Work	together	collaboratively	and 
 allow each committee to work  
 on one facet of an issue, but in  
 the end bring the various opinions  
 together into a comprehensive  
 response to an issue

•	 Have	a	close	working	relationship	 
 with each other, and with the Senior  
 Executive Officer working as a conduit  
 between the various committees, to 
 ensure clarity and responsibility  
 around work outputs. 

Dr John o‘Donnell  
Clinical Immunologist, 
Immunopathologist and General 

Physician; Chair, New Zealand Policy & 
Advocacy Committee

Associate Professor Peter Gow 
Rheumatologist & Rehabilitation 
Physician; Deputy Chair, New Zealand 
Policy & Advocacy Committee

Associate Professor mark lane  
Gastroenterologist; Chair, New Zealand 
Adult Medicine Division Committee

Dr Archie Kerr 
Paediatrician; Chair, New Zealand 
Paediatrics & Child Health Division 
Committee

Dr leo Buchanan 
Paediatrician; Chair, Maori Health 
Committee

Dr Tony Scott  
Cardiologist; Chair, New Zealand CPD 
Committee
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The College is pleased to announce that a reciprocal arrangement has been 
reached between the Royal Australasian College of Physicians and the Royal 
Australasian College of Surgeons whereby RACP Fellows are welcome to use 
the facilities of the Fellows’ Room at the RACS premises in Melbourne. Similarly, 
the RACP Fellows’ Lounge at 145 Macquarie Street, Sydney, is at the disposal of 
visiting Fellows from the RACS.

This cooperative initiative was ratified by both College Boards and we welcome 
this opportunity to further enhance the collaboration and fellowship between the 
two Colleges.

The Fellows’ Room at the RACS is available from 9 am to 5 pm, Monday to 
Friday, and Fellows wishing to use the facility are asked to identify themselves at 
Reception where they will be directed to the lounge. 

The Royal Australasian College of Surgeons is located at the College of Surgeons’ 
Gardens, 250–290 Spring Street, East Melbourne.

RACP AnD RACS AnnounCe ReCIPRoCAl ARRAnGemenTS 
foR uSe of felloWS’ RoomS

Policy & Advocacy

RACP Fellows’ Room, Macquarie Street Sydney
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LAUNCH OF COLLEGE POLICY  
AND ADVOCACY HANDBOOK 

PHYSICIAN INVOLVEMENT 
ENHANCES QUALITY OF PUBLIC 
HEALTH DEBATE AND POLICY 

In 2010 the College conducted a 
survey seeking Fellows interested in 
being more involved in the College’s 
policy process, and how they would 

like to contribute. This survey was part 
of the College’s goal of greater Fellow 
engagement in College policy and 
advocacy.

The College has recently launched a 
number of initiatives with this goal 
in mind. On 18 August, the College 
held a launch event for its Principles of 
RACP Policy & Advocacy handbook. The 
handbook is designed to provide Fellows 
(and external parties) with an overview 
of the structure of policy development 
within the College. It was launched by 
Professor Peter Shergold AC, with the 
launch itself hosted by the President and 
President-Elect.

Dr Peter Shergold gave an admirable 
presentation (see below), which 

highlighted the importance of advocacy 
in developing and implementing public 
policy. His speech was an excellent 
opportunity for Fellows and College staff 
to gain insight into effective ways to 
achieve an improved health system for 
the community.

The workshop that followed the launch 
was a prelude to a public policy training 
course for Fellows and trainees seeking 
to be better engaged and influence 
policy outcomes. This course has already 
undergone a successful pilot run, and 
it is an exciting step into direct policy 
education for the College.

Additionally, in recognition of potential 
interest in participation in policy and 
advocacy activities, the College is seeking 
to develop a register of interested 
Fellows who the College may contact 
regarding specific issues and activities. 
This register will be maintained on the 

College website, with key areas of interest 
identified for those who have indicated an 
interest in becoming more involved.

Fellows would be recognised as 
participating in a reference or 
development group, often in support 
of a College committee but without the 
administrative requirements of joining a 
committee.

The College intends to contact these 
Fellows for specific consultations and 
submissions.  

For more information, or to opt in to 
future College policy discussions, please 
contact Melinda Keresztes on (02) 9256 
5410 or melinda.keresztes@racp.edu.au.

luke Clarke 
Manager, Policy and Advocacy Unit

Alex lynch 
Regional Policy Officer, NSW

T his is an edited version of the 
remarks made by Professor Peter 
Shergold AC of the Centre for 
Social Impact at the launch of 

the Principles of RACP Policy & Advocacy 
handbook on 18 August 2011.

I am delighted to launch Principles of 
RACP Policy & Advocacy for the Royal 

Australasian College of Physicians. It is a 
succinct, thoughtful and helpful guide to 
a complex topic.

The art and mystery by which public 
policy is made is extraordinarily 
important. To a greater or lesser extent, 
the decisions of governments affect our 
economic prospects, social mores, cultural 
aspirations and sense of national identity. 
They have the potential not only to frame 
opportunities for ourselves but for our 
children into the future.

I feel fortunate to have been involved 
in the development and delivery of 
government policy for two decades. 
However, I worry, as I watch the 
emergence of an ever-narrower 
political class, that the resilience of our 
participatory democracy is at risk. The 
governance of Australia needs to be 
opened up.

Policy is far too important to be left to 
elected Parliamentary representatives, 

Ministerial advisers and the professional 
expertise of non-partisan public servants. 
If we are serious about the value of 
‘evidence-based policy’ we need to 
harness diverse expertise in its creation. 
The contribution of academic researchers, 

The College has the 
capacity to contribute 
to the making of 
‘capital P’ public 
health policy which 
can prevent illness 
and sustain wellness 
in the most cost-
effective and equitable 
manner.

Peter Shergold AC speaking at the Principles of 
RACP Policy & Advocacy handbook launch
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policy think-tanks, consultancy companies 
and industry organisations can add value 
to the quality of public administration. 
On health policy—and beyond—the 
real-world experience and empirical 
research capacity of members of the 
Royal Australasian College of Physicians 
have the potential to be influential. This 
requires more than intervening in public 
debate as an informed commentator or 
providing a voice for the sector. It requires 
ongoing engagement through advocacy, 
lobbying and negotiation.

The College has the capacity to 
contribute to the making of ‘capital P’ 
public health policy which can prevent 
illness and sustain wellness in the most 
cost-effective and equitable manner. This 
is a worthy pursuit. Indeed, engagement 
in policy development can be justified 
by reference to the same ethical values 
which attract many people to pursue 
medicine as a career.

Good policy has the potential to save far 
more lives, and create more beneficial 
social impact, than can be achieved 
through a lifetime of clinical practice. 
Conversely, bad policy can undermine 
the skilled interventions of even the most 
experienced clinician.

The challenge, as the handbook 
emphasises, is that context is everything 
in public policy. Its creation is distressingly 
untidy and opaque compared to the 
explicit methodology of epidemiological 
research or the clinical guidelines that 
frame the behaviour of physicians. There 
is an understandable tendency to askew 
involvement in what often appears to 
be a garbage can of ill-informed ideas, 
ideological predilections and half-baked 
compromises driven by the exigencies of 
political battle.

Certainly the development of policy 
takes place in a messy world. It’s not a 
straightforward linear process by which 
a public problem is identified, data 
gathered, results analysed and arguments 
synthesised, leading to a public policy 
which is articulated, implemented and 
evaluated. It’s far more exciting than that! 

Policy is often the outcome of a long period 
of raising public awareness, followed by the 
creation and seizure of political opportunity 
through advocacy and negotiation. It’s 
an iterative process full of dead ends and 
unexpected windows of opportunity. 
It often requires not only the executive 
determination of government but the 
legislative authority of Parliament and the 
interpretative assessment of the judiciary—
all played out in the glare of media scrutiny. 

To influence policy in significant ways 
involves acquiring the power to persuade. 
Sometimes that’s based upon the strength 
of evidence and, crucially, the authority 
of those who can marshal it for political 
purpose. Almost certainly, it requires the 
grooming of supportive networks. Always 
it involves at crucial stages the exercise of 
emotional intelligence: an effective ‘bedside 
manner’ may be more important in the 
corridors of power than in the hospital 
ward.

Much health policy, it needs to be 
recognised, is located in the sensitive 
area that is increasingly epitomised as the 
emergence of the ‘Nanny State’. It often 
requires the State to interfere in the way 
that Australian and New Zealand citizens 
choose to live their lives. The reason is 
that their private choices often impose 
significant public costs.

Health policy requires difficult decisions on 
how best to moderate smoking, drinking, 
gambling or the consumption of fatty 
foods and how to encourage exercise or 
promote safer sexual conduct. It’s no use 
medical professionals simply pointing out 
the adverse consequences of ‘unsocial’ 
behaviour on morbidity or mortality. 
Public health policy requires proponents to 
engage with challenging arguments about 
how best to balance personal choice and 
individual liberty.

It’s not for nothing that public policy 
is often characterised as ‘wicked’. The 
‘outside’ track of public awareness and 
advocacy is relatively easy: highlighting 
the damages of circumcision, promoting 
organ donation or raising concerns about 
the adverse psychological consequences of 
child detention. Engagement on the ‘inside’ 

track of framing a policy response to those 
issues is very much harder.

The question is rarely about whether a 
policy is inherently good. Rather political 
discussion will have to consider whether 
a policy represents the most effective use 
of scarce public resources, how best to 
counter the opposition of those adversely 
affected, an assessment of the potential 
unintended consequences and, crucially, 
a sense of how much political capital 
and goodwill a government is willing to 
expend on controversy. Risk has to be 
prudently managed. Compromise is not 
necessarily a failure.

Of course there are dangers in members 
of the College becoming engaged 
in the hurly-burly of public policy 
creation. The trust and respect which 
medical practitioners enjoy—and which 
distinguishes them from politicians and 
public servants—may be undermined 
if the profession becomes perceived as 
politicised. Yet without their involvement 
the quality of debate on public health 
issues, and of the policy which emerges 
from it, will be poorer. Policy will benefit 
from the involvement of those who are 
at the forefront in addressing the adverse 
consequences of ineffective government 
health programs and services.

Public policy development, for all its 
manifest inadequacies, is not an irrational 
exercise in unconstrained political power. 
It responds both to hard evidence and 
emotional intelligence, framed within 
an environment of often fierce political 
contest. How to engage effectively in the 
process is a skill that can be acquired and, 
with the help of this handbook, learned.

I congratulate warmly the College’s 
President, John Kolbe; President-Elect, Les 
Bolitho; and Director of Professional Affairs 
and Advocacy, Sasha Grebe, for supporting 
this important project.

Policy is often the 
outcome of a long 
period of raising 
public awareness, 
followed by the 
creation and seizure 
of political opportunity 
through advocacy and 
negotiation.

Public policy 
development ... is not 
an irrational exercise 
in unconstrained 
political power. It 
responds both to 
hard evidence and 
emotional intelligence.
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T he Charter on The Rights of 
Children and Young People in 
Healthcare Services in Australia 
is in its final consultation stage. 

It is likely to be endorsed this November 
at the Women’s Hospitals Australasia and 
Children’s Hospitals Australasia (CHA) 
conference in Adelaide, with workshops 
being prepared for the Youth Health 2011 
conference in Sydney earlier in the month. 

The draft of the Charter and a poster have 
been available on the CHA website since 
early this year. The document is presented 
as a consensus statement by an expert 
panel on children’s rights from the CHA 
and the Association for the Wellbeing of 
Children in Healthcare (AWCH).

The Charter is being celebrated as a 21st 
birthday present to the United Nations 
Convention of the Rights of the Child 
(UNCRC). It aims to empower children to 
participate in their healthcare choices and 
to acknowledge them as human beings 
with their own rights for justice, dignity, 
safety and general wellbeing. 

Dr Shanti Raman, community 
paediatrician and senior research fellow 

at the Human Resources for Health 
Knowledge Hub at the University of 
New South Wales, said, ‘Having a visual 
“Charter for Child Rights” prominently 
displayed in all the obvious locations 
where children and families interact with 
health professionals will raise medical 
practitioners’ awareness of children’s 
rights.

‘It may prompt us to think about children 
as real beings with their own rights rather 
than being appendages of their parents 
or carers,’ Dr Raman added.

‘This tool can be used to evaluate health 
services and health worker practice as to 
how supportive of child rights they are. It 
can be used for advocacy. It can be used 
to compare or benchmark services against 
one another or over time.’

Quality healthcare is provided based on 
best practice guidelines and modern 
ethical principles. It is delivered by a 
multidisciplinary team involving medical 
specialists, health service executives 
and other health workers. It has to be 
accepted by the patient and the family. 

The fundamentals of medical ethics 
were encrypted in the Hippocratic Oath. 
The main teaching of the healers of 
Ancient Greece and quality healthcare 
professionals is to ‘First, do no harm’. But 
back in ancient times ‘harm’ may have 
been measured by physical rather than 
psychological outcomes. And in a similar 
way the healthcare service may fall short 
of a holistic approach to ‘health’—defined 
by the World Health Organisation as ‘a 
state of complete physical, mental, and 
social well-being and not merely the 
absence of disease or infirmity’.

Modern medical philosophy has 
developed four principal pillars of ethical 
practice: beneficence, non-maleficence, 
respect for autonomy, and justice. In 
simple words, these mean working in the 
patient’s best interests, avoiding harm, 
respecting their choice, and delivering a 
fair and acceptable method of treatment. 

The masters of medical ethics, 
Beauchamp and Childress, elaborate 
on current practice and philosophy in 
their book, Principles of Biomedical Ethics, 
now in its sixth edition (2008). The 
book covers areas of clinical medicine, 
biomedical research and the delivery of 
healthcare services.

In December 1948, the Universal 
Declaration of Human Rights (UDHR) 
paved the way for a modern global 

society based on the notion of respect 
and coexistence among the peoples 
of the world. Article 1 of the UDHR 
opens with the statement that ‘all 
human beings are born free and equal 
in dignity and rights’. Thirty articles 
became inherent international laws that 
include non-discrimination, protection 
of marginalised groups, participation, 
justice, accountability and transparency. 
Civil societies added laws in relation to 
truthfulness, privacy and confidentiality.

In November 1989, the United Nations 
Convention of the Rights of the Child 
set humanistic principles of care for 
the health, safety and nurture of the 
world’s children. The UNCRC is the most 
comprehensive of the human rights 
instruments. While it remains unratified 
by only two countries, Somalia and the 
USA, it has now progressed into a charter 
of rights in Australia and New Zealand. 

In relation to health, human rights 
principles call for equal and equitable 
quality healthcare services without 
discrimination.

Where health resources are limited, such 
as in caring for remote communities and 
children with special needs, Dr Raman 
said, ‘I think the child rights in health 
services tool, as it stands, is very good at 
examining how services do with culturally 
diverse or special interest groups.’ 

From a global perspective, she said, 
‘I think where it does fall down is its 
relevance to health services in the 
majority of the world. I think we will 
have to modify it and trial it outside the 
EU, Australia, New Zealand, and North 
America.’

The New Zealand Charter was launched 
in May this year with three versions—for 
adults, young people, and children. 

The Australian launch of the Charter will 
coincide with the end of the UNCRC’s 
celebration of its 21st year. But it comes 
with the hope that it will continue to do 
well in bringing justice and health to the 
children of Australia, New Zealand and 
the world. 

Professor Les White AM, NSW chief 
paediatrician, wrote, ‘Having reached 
agreement on a uniform Charter across 
Australia, we now have the responsibility 
to promote, implement and monitor its 
effectiveness.’ 

Dr Joseph Khouri fRACP 
Paediatrician, Sydney

Child Health

‘Having a visual 
“Charter for Child 
Rights” ... may prompt 
us to think about 
children as real beings 
with their own rights 
rather than being 
appendages of their 
parents or carers.’

A NEW MILESTONE IN AUSTRALIAN 
CHILD HEALTH – A CHARTER ON 
CHILDREN’S RIGHTS 

Dr Joseph Khouri FRACP
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A t the beginning of 2011, 
there were rumours that there 
would be substantial cuts to 
research funding through the 

National Health and Medical Research 
Council. Fortunately this did not occur, 
but it brought to the fore the need for 
alternative funding sources for research 
from non-government philanthropic 
institutions and, in particular, the role of 
the College and the RACP Research and 
Education Foundation in supporting the 
College’s Fellows and trainees in research 
endeavours.

During a Strategic Directions meeting 
of the RACP Research and Education 
Foundation last year, the College, through 
the Board, recognised the need to review 
the research strategy of the College 
as a whole and the role of the RACP 
Foundation to achieve those strategies. 
This review is currently underway and is 
most timely in respect to the uncertainty 
that surrounds the future of research 
funding from government.

For 2012 the RACP Foundation was able 
to announce several new awards including 
the miriam Greenfield RACP fellowship 
valued at $50,000 and the Servier Barry 
young fellowship also valued at $50,000. 
Due to the contributions of the College’s 
Fellows and trainees through the Opt Out 
Donation, the College was also able to 
offer the fellows Contribution fellowship 
valued at $150,000 and three Fellows 
Contribution Research entry Scholarships 
valued at $30,000 each (two tenable 
Australia and one tenable New Zealand). 

Applications for the 2012 grants 
were received mid year and the RACP 
Foundation received a 140% increase in 
the number of applications for Research 
Entry Scholarships and a 25% increase in 
applications for Post Higher Degree and 
other Fellowships. Foundation committee 
members and staff continue to work hard 

to source further opportunities to fund a 
wider range of Scholarships, Fellowships 
and Grants.

The RACP Research and Education 
Foundation is delighted to announce 
that funding has been confirmed for the 
following additional awards.

The Diabetes Australia Research Trust 
(DART) has been supporting the RACP 
Foundation by co-funding a biannual 
award of $50,000 for research into 
the causes, prevention and treatment 
of diabetes. This year DART, in 
conjunction with the College, has made a 
commitment to double their contribution 
resulting in the establishment of the 
RACP Diabetes Australia fellowship, 
which will be available from 2013 on 
an annual basis. The additional funding 
required from the College has been 
possible due to the generosity of Fellows 
and trainees contributing to the Opt Out 
Donation.

The Australia Post medical Research 
fellowship has been funded by Australia 
Post since 2000, and support has been 
resecured for 2013. The award is valued 
at $50,000 for one year.

The Vincent Fairfax Family Foundation 
(VFFF) has been a strong supporter of the 
RACP Foundation since 1993. The VFFF 
has provided funding for two awards, a 
Research Entry Scholarship and a Research 
Fellowship, and have now joined with the 
RACP in its rural health initiatives to co-
fund a Research Entry Scholarship focused 
on research in the area of rural health. 

The RACP Vfff Research entry 
Scholarship in Rural Health will be 
offered in 2013 as a two-year scholarship 
funded at $30,000 per annum (total value 
$60,000). The recipient will be required 

to collaborate with rural institutions and 
spend some time in a rural area. It is open 
to all Fellows and Advanced Trainees 
across the Divisions, Faculties and 
Chapters who are enrolled in or about to 
enrol in a research higher degree (PhD, 
Masters or equivalent) with a research 
project focused on rural health issues.

The AFOEM and the AFRM Councils 
recently determined to support their 
respective research programs and 
strategy, through the RACP Foundation, 
by dedication of the income of historical 
funds to be utilised for research 
and education purposes. The RACP 
Foundation has been working with the 
Academic and Education Committees 
and Councils of the respective Faculties 
to determine how best the funds may be 
utilised to achieve their strategies. 

As a first initiative, in August, the AFRM 
and the RACP Foundation announced the 
RACP AfRm Research establishment 
fellowship for 2012. This Fellowship is 
for Fellows and Advanced Trainees of 
the Faculty and is valued at $50,000. 
The Fellowship is to further research in 
an area of rehabilitation medicine in the 
management of functional loss, activity 
limitation or participation restriction 
arising out of illness and injury. Funding 
may be used to provide stipend support; 
other support such as data access, 
statistical or other consultant fees, or 
laboratory set-up costs; or a short-term 
Research Assistant appointment. Details 
are available on the AFRM and RACP 
Foundation websites with applications 
closing on 14 October 2011.

Discussions are currently occurring with 
other organisations regarding other 
awards for 2013 and beyond; these will 
be announced when confirmed.

The RACP Research and Education 
Foundation would also like to thank all 
those who have given so generously 
through the Opt Out Donation. With this 
support, the RACP Foundation will be able 
to co-fund the VFFF RACP Scholarship and 
the RACP Diabetes Australia Fellowship, 
as well as continuing to fund the many 
other awards offered. The recognition by 
the Fellows and trainees of the need for 
research funding encourages our many 
other donors to continue to support the 
RACP Foundation.

Subscription notices will be sent out in 
November. Please contribute to the 
RACP foundation along with your 
subscription. 

FELLOWSHIPS, SCHOLARSHIPS 
AND GRANTS – NEW AND 
INCREASED FUNDING

Research and education foundation 

fast facts
•	 The	oldest	College	award,	the	 
 J T Tweddle Award, was offered  
 in 1946 following a bequest from  
 Joseph Thornton Tweddle. 

•	 The	Research	Advisory	Committee	 
 was established in 1950.

•	 In	1952,	donations	to	the	College	 
 for medical research were allowed  
 as deductions for taxation  
 purposes.

fast facts
•	 The	RACP	Research	and	Education	 
 Foundation was established in 
 1991 with the goal to accrue a  
 corpus of $10 million.

•	 Since	1991	the	Foundation	 
 has given out over 1134 awards,  
 totalling over $19 million, to  
 support Fellows and trainees. 

•	 For	2012	over	$1.8	million	has	 
 been offered via 53 awards.

•	 The	RACP	Foundation	will 
 celebrate 21 years in 2012.
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RECONCILIATION WITH ABORIGINAL  
AND TORRES STRAIT ISLANDER PEOPLES: 
TURNING GOOD INTENTIONS INTO ACTION

In the June edition of RACP News, the 
President announced that the Board 
had approved and launched the 
College’s Reconciliation Action Plan 

(RAP) at the Annual Congress in Darwin. 
The RAP was developed by the College, in 
collaboration with Reconciliation Australia 
and our Aboriginal and Torres Strait 
Islander Expert Advisory Committee, to 
demonstrate the College’s commitment 
to reconciliation with Aboriginal and 
Torres Strait Islander peoples. The College 
was one of the first professional health 
organisations to develop a RAP, and other 
colleges are now following suit.

Improving the health of Aboriginal and 
Torres Strait Islander peoples has always 
been one of the College’s highest priorities. 
The College perceives reconciliation as 
a strategic approach to systematically 
address the issues that impact upon 
poorer health outcomes for Indigenous 
peoples. The College is committed to 
raising physician awareness of Aboriginal 
and Torres Strait Islander health needs and 
their cultural context, as well as advocating 
for culturally appropriate health delivery 
systems. The College is passionate about 
closing the unacceptable health and life 
expectancy gap by 2030, as demonstrated 
by our representation on the Close the 
Gap Campaign Steering Group.

The College’s RAP takes our organisational 
commitment to achieving reconciliation 
and improving the health of Aboriginal 
and Torres Strait Islander peoples and 
translates it into demonstrable actions and 
measurable targets. It commits the College 
to undertaking specific activities to build 

relationships with Aboriginal and Torres 
Strait Islander people and organisations; 
to promote understanding and respect 
for Aboriginal and Torres Strait Islander 
culture amongst our staff and Fellowship; 
and to create opportunities in our 
organisation and in the profession for 
Indigenous people.

The RAP was recently delivered to a 
number of key stakeholders across 
government, Aboriginal and Torres Strait 
Islander Health, and other colleges and 
societies. The response to our RAP has 
been very heartening.

College-wide implementation of the RAP 
has now commenced under the strategic 
direction of the newly formulated 
Steering Group. Progress is being made 
to formally reflect reconciliation in our 
attitudes, structures, policies and services 
to turn our good intentions into real 
outcomes for Aboriginal and Torres Strait 
Islander peoples.

There are a number of key RAP activities 
that the College will be particularly 
focusing on from now and into 2012. 

The College is keen to promote 
understanding and respect for Indigenous 
culture amongst our Fellowship and to 
support the development of a culturally 
competent physician workforce. The 
College will investigate opportunities 
to further develop resources and make 
them available to Fellows and trainees, 
once a policy of resource development 
and maintenance is agreed. Cultural 
Competency is a key domain within the 
Professional Qualities Curriculum and 
is built into training curricula and the 
expected scope of practising physicians. 
The College will be guided by the Maori 
Health Committee’s comprehensive 
discussion document relating to cultural 
competence. 

The College’s MyResources Gateway 
houses online resources available to 
Fellows and trainees. The Gateway 
includes a cultural competency section 
with eLearning modules on Aboriginal 
Cultural Orientation for Health 
Professionals and a cultural competency 
for Overseas Trained Physicians. New 
modules, such as the Australian Aboriginal 
Child Health Modules, are currently 
being developed in association with the 
Department of Health and Ageing and 
the Rural Health Continuing Education 
(RHCE) program.

The Supporting Physicians Professionalism 
and Performance (SPPP) framework, due 

for release early next year, will also assist 
our Fellows in identifying behaviours 
expected of a culturally competent 
physician. 

The College has recently commenced 
its strategic planning process for 2012. 
Policy priorities in the area of Aboriginal 
and Torres Strait Islander health, 
reconciliation and related areas will be 
identified as part of this process. The 
College is committed to review and 
update our policy and position statements 
and agreements on Indigenous health. 

The College will also be looking to 
develop partnerships with Indigenous 
businesses working in our sphere of 
influence and will promote reconciliation 
in our business relationships, including 
tendering and procurement. As a 
starting point, the College is supporting 
the Australian Indigenous Doctors’ 
Association (AIDA) 2011 Symposium.

The College encourages Fellows 
to consider engaging and utilising 
Indigenous businesses wherever possible, 
such as for clinic refurbishment and 
repairs or to purchase goods and supplies. 
Investigation of membership to the 
Australian Indigenous Minority Supplier 
Council (AIMSC), or support for similar 
organisations and initiatives, could be 
worthwhile.

The RAP is intended to be a living, 
breathing document that is capable of 
responding and adapting to the dynamic 
environment in which it operates and 
to College priorities with regard to 
improving health outcomes and achieving 
reconciliation for Aboriginal and Torres 
Strait Islander peoples. Progress will be 
reported on annually and will be publicly 
available on the website. The RAP is 
currently available to view and download 
from the College’s website.

luke Clarke  
Manager 
RACP Policy & Advocacy Unit

Sarah Barter 
Policy Officer

Indigenous Health
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KENYA AID – HOW TO MAKE A 
DIFFERENCE TO PEOPLE’S LIVES  
IN A REMOTE AFRICAN COMMUNITY

o n a dusty dirt road back in 
2005, two men were walking 
to the first Shikunga medical 
camp. The first was local 

Kenyan Onesmus, born and raised in the 
remote village of Shikunga on the western 
border of Kenya. He had committed his 
life to elevating his community above 
the poverty line. He realised that one 
of the keys to this goal was education 
and, as a result, set up the first fee-free 
non-government school in Kenya in a 
community where fewer than half the 
children could afford to attend the local 
government school. It was also evident 
to Onesmus that the development of his 
community was severely hindered by the 
heavy burden of tropical diseases that 
flourish where extreme poverty meets the 
equatorial line. His response to this was to 
put an advertisement on an international 
volunteers’ website requesting assistance 
to establish a medical clinic in the village 
of Shikunga. 

The second man to join Onesmus on that 
dusty dirt road was a final-year medical 
student from Sydney University. He was 
young, enthusiastic, and more than a 
little naive. Without even a day of real 
internship under his belt, he was uncertain 
and a little apprehensive about what the 
next three months in Shikunga would 
bring. 

As fate would have it, that naive young 
medical student turned out to be me. I 
had just completed a medical elective 
term at a large tertiary hospital close to 
Nairobi before travelling to the remote 
village of Shikunga with my close friend 
and colleague Ryan Snaith. Ryan had 
responded to an international volunteers’ 
website requesting medical help in a 

rural Kenyan village. However, on arrival 
in Shikunga Ryan developed symptoms 
of malaria. After starting him on a course 
of artermether/lumefantrine, we left him 
to recover in bed in the mud hut. That is 
how I found myself walking with Onesmus 
to the first ever Shikunga medical camp. 
When we arrived at an old church building 
where the camp was to be held, there was 
a line of 100 sick Kenyan patients waiting 
to see a doctor. The patients ranged from 
neonates to the elderly and most had never 
been assessed by a medical professional 
before. Their illnesses ranged from acute 
malaria to chronic arthritis. Needless to say, 
as a medical student, I was well out of my 
depth.

Shikunga lies in a rural district of the 
Western Province, one of the poorest 
regions in Kenya. This district has a 
population of around 50,000 people. 
They have little to no access to western 
healthcare. There is no running water 
or sewage system. The closest hospital 
is around two hours walk away. It is 
government operated and provides a 
fair service with very limited resources. 
However, most people from Shikunga 
could not afford the bus trip to the 
hospital, let alone pay for a consultation, 
any investigations, or treatment. The 
epidemiology for this district is alarming. 
Malaria is a universal and recurrent fact of 
life. Recent statistics estimate around 25% 
are currently HIV positive, but because the 
closest anti-retroviral (ARV) dispensary is 
deemed too long a distance to walk to, 
these patients are ineligible to begin a 
treatment program. 

Faced with this reality, when Ryan and I 
returned home we had many questions. 
How could we make a sustainable, positive 

difference in this community? How could 
we create a medical service with little to 
no infrastructure and no funding? What 
services would be a priority, and which 
would be most cost effective? 

After many late night meetings and coffees 
we formed a not-for-profit organisation 
called Kenya Aid, and registered it as 
an official charity in 2006. Kenya Aid 
is committed to providing a quality, 
accessible primary healthcare service to 
the remote rural village of Shikunga and its 
surrounding population. We work closely 
with the local Kenyan government and the 
community leaders to formulate and run 
specific medical programs and education 
sessions. 

We began with a small primary health 
clinic and a malaria reduction program 
operating out of a small room on the side 
of an old church building. As our services 
expanded we required a larger facility and 
the building project was commenced. 
At this time, the Australian Government 
granted Kenya Aid full Deductible Gift 
Recipient status (tax deductibility). In 
2010, the new hospital was completed; 
currently, it is the only non-government 
community hospital in the whole of the 
Western Province. 

We provide an ever-expanding list 
of medical services including an 
immunisation program, an HIV testing 
and counselling service, a small pathology 
laboratory, regular community-based 
health education sessions, and a small 
income-generating agricultural program. 
This year we have begun running a nurse-
managed antenatal service and a birthing 
suite. This has facilitated a cultural shift 
away from the traditional custom of giving 

Global Health

Dr James Tong, co-founder of Kenya Aid. Hospital at Shikunga built by Kenya Aid. © Kenya Aid. Reproduced with permission.
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birth at home on the floor of a mud hut 
without any available medical expertise, to 
giving birth in the sanitation of the clinic 
under the care of a qualified nurse. We are 
now in the process of sending one of our 
young nurses to complete their midwifery 
training. We hope this shift will significantly 
improve the perinatal morbidity and 
mortality for both mother and baby, and 
already many mothers have chosen to 
deliver in the clinic.

One of our programs focuses on women’s 
health issues. Due to extreme poverty 
there is a lack of sanitary items available 
to control women’s menstruation. This 
leads to many social and health issues and 
is a major cause of girls dropping out of 
school early. It is common in this area for 
girls to share old scraps of cloth or use dirt 
or cow dung when they get their period. 
We have instituted a program where 
local high school girls can sew and use 
environmentally responsible, economically 
sustainable and culturally sensitive reusable 
fabric pads. 

With a focus on sustainable community 
development, all our staff are Kenyan 
born, with accredited qualifications 

by the Kenyan government. The local 
administration and management of the 
programs is done by MURUDEF, our 
on-the-ground Kenyan NGO partner. 
MURUDEF is run by our colleague and 
friend Onesmus. Either myself or another 
representative of the Kenya Aid board 
regularly returns to Shikunga to oversee 
and advise on the medical programs. 
Over the years I have seen these programs 
develop and be embraced by a community 
that both needs and wants an accessible, 
effective medical service. 

With our current fundraising budget we 
are able to provide a simple, high-quality 
medical service to the people of Shikunga. 
However, there is so much more we wish 
to do and there is an endless list of medical 
services to expand. Our next two goals 
are both requests by the Western Province 
Ministry for Health. The first is to fund the 
only ambulance in the Western Province. 
The second is to work toward becoming 
an accredited ARV dispensary. To achieve 

this and other service expansions, we are 
continually asking for more donations and 
hold regular fundraising events in Sydney. 
In a new initiative, we are looking for 
business donors who acknowledge and 
commit to funding administration costs in 
Australia so that 100% of the funds from 
regular donors and fundraising events can 
go directly to the local Kenyan medical 
programs. 

Kenya Aid is also always seeking new 
volunteers to travel to the hospital in 
Shikunga, and to help with fundraising in 
Australia. As a paediatric trainee with the 
RACP, I am looking to foster a relationship 
between Australian doctors and the 
remote community of Shikunga through 
Kenya Aid. 

For more information, to contact us, or to 
offer support for Kenya Aid, please go to 
our website at: www.kenyaaid.org. 

Dr James Tong

The immunisation program. © Kenya Aid. 
Reproduced with permission.

The outpatient clinic. © Kenya Aid. Reproduced with permission.

A much needed consultation. © Kenya Aid. Reproduced with permission.

Kenya Aid is also 
always seeking new 
volunteers to travel 
to the hospital in 
Shikunga, and to help 
with fundraising in 
Australia.
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RURAL OUTREACH NSW AND THE 
MEDICAL SPECIALIST OUTREACH 
ASSISTANCE PROGRAM 

Rural and Remote medicine

I n recent years the Commonwealth 
and State Governments have shown 
an ongoing commitment to meeting 
the growing healthcare needs of 

patients in rural and remote areas.

The College recently provided a submission 
to a review of the Medical Specialist 
Outreach Assistance Program (MSOAP), 
which highlighted the medical needs of 
the nearly 7 million (30%) members of 
the Australian population that live outside 
major metropolitan areas, including 
500,000 in remote or very remote 
locations.1 These numbers demonstrate the 
need for targeted programs that increase 
specialist availability in rural areas.  

Unfortunately, significant geographical 
distances, amongst other issues such 
as cost, inhibit physicians’ outreach to 
those with the highest medical needs 
in rural and regional areas. It is thus 
understandable that rural residents 
generally have poorer health outcomes 
than their metropolitan counterparts.2

MSOAP has been one of the key 
components of the Commonwealth 
Government’s Rural Health Strategy since 
2002.

For example in NSW, MSOAP 
administration is split between the NSW 
Department of Health for public sector 
services and the NSW Rural Doctor’s 
Network (RDN) for services provided at 
private facilities and Aboriginal medical 
services. The program’s key goal is to 
support physicians to provide outreach 
to rural and regional areas, by way of 
facilitating visits, increasing services in 
identified areas of need, and increasing 
and maintaining the skills of rural and 
remote health professionals. The program 
in its entirety is governed by the NSW 
Advisory Forum, where key stakeholders 
are represented, including the RACP.

MSOAP reimburses logistical costs 
for providers, providing some 

compensation for time spent travelling 
and administrative costs and paying for 
room rental. The program offers extensive 
flexibility, recognising that no single 
model suits every rural and regional area.

In a further effort to provide flexibility, 
the Commonwealth Government offers 
funding for tailored MSOAP programs 
including the Indigenous Specialist 
Outreach Assistance Program, the 
MSOAP–Indigenous Chronic Disease 
expansion, the Urban Specialist Outreach 
Program, MSOAP Eye Health Program 
and MSOAP–Maternity Services. These 
programs offer specific support for 
specialists who wish to contribute to 
particular community outcomes, for 
example, an improvement in rural 
Indigenous health outcomes.

The program allows specialists to bill, 
including bulk billing, for some programs 
such as those conducted in Indigenous 
centres. It also makes provision for 
multidisciplinary Outreach teams, 
which can include specialists, registrars, 
students, GPs and nurses. Whilst various 
means of transport are available, flying is 
generally the most viable option. 

RDN utilises a decentralised model of 
service delivery involving partnerships with 
local health service delivery organisations. 
These currently include 14 Aboriginal 
Community Controlled Health Services, 
14 Divisions of General Practice, 2 Private 
Hospitals and 1 Local Health District.

The College has previously noted that 
linking physicians with locally based GPs 
and other health professionals has been 
a key success for MSOAP, along with 
providing opportunities for registrars to be 
exposed to rural practice.

The College recently met with 
representatives of the Rural Doctors 

Network to examine ways to work 
together in expanding and strengthening 
MSOAP in the future. Additionally, 
the College has also advocated for 
the expansion of initiatives such as 
Telehealth that could contribute to 
better use of Outreach programs. For 
example, Telehealth provides a cost-
effective opportunity to follow up and 
advise patients. RDN is currently trialling 
Telehealth in several rural locations.

The College continues to view MSOAP 
programs as offering cost-effective 
and beneficial outreach to rural and 
regional communities.3 The College will 
continue to work with governments and 
organisations such as the RDN to expand 
and improve Outreach programs.

A number of Fellows are already 
involved in outreach services, and the 
College encourages more physicians 
to get involved. One such Fellow is Dr 
Christopher W Clarke who is currently 
the College representative on the NSW 
MSOAP Advisory Forum. Dr Clarke 
would be happy to answer any queries 
interested Fellows have regarding the 
service and how to get involved.  

Details of individual services supported 
by RDN’s Outreach program can be 
found at www.nswrdn.com.au/site/index.
cfm?display=221635.

For further information on this article and 
College involvement, or to be put in touch 
with Dr Clarke, please contact Alex Lynch 
on (02) 9256 9632 or at Alex.Lynch@racp.
edu.au.

The Rural Doctors Network (NSW) MSOAP 
information line is 02 8337 8100. Other 
RDN enquiries can be made to 02 4924 
8000 (Head Office).

Alex lynch 
Regional Policy Officer, NSW

It is generally found 
that residents of 
rural areas have 
poorer typical 
health outcomes 
than residents of 
metropolitan areas.

… the College has 
recently advocated 
for the expansion of 
initiatives such as 
Telehealth that could 
contribute to better 
use of Outreach 
programs. 
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e ach year The Royal Australasian 
College of Physicians announces 
recipients for the award of the 
John Sands College Medal. The 

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

The 2012 John Sands College Medal is 
an opportunity for peers and colleagues 
to acknowledge first and foremost the 
significant contributions of individual 
Fellows to the College. Moreover, the 
John Sands College Medal also presents 
an opportunity to recognise the often 

substantial and influential contribution 
these Fellows make in their particular fields 
of practice in addition to their service to 
the College, the combination of which 
enriches both the College, the profession 
and their patients. 

The College also awards The RACP Medal 
for Clinical Service in Rural and Remote 
Areas in recognition of those Fellows 
providing outstanding clinical services in 
rural and remote areas of Australia and 
New Zealand. 

Nominations for the 2012 John Sands 
College Medal and The RACP Medal for 
Clinical Service in Rural and Remote Areas 
are now open. All nominations for College 
Medals must include a citation written 

to highlight the Fellow’s contribution 
to the College. Nominations must also 
include the nominator’s contact details. 
Nominations that do not contain these 
details will not be eligible for submission. 

All nominations must be submitted to Ms 
Katie Fleming, Ceremony Coordinator, 
by email to katie.fleming@racp.edu.au 
by no later than 5.00 pm AEST, Friday 
18 November 2011. Further information 
about the guidelines and criteria for 
the awarding of College Medals can be 
found on the RACP website – visit www.
racp.edu.au and click News then ‘RACP 
announcements’.

Trina Backstrom 
RACP Communications Manager

NOMINATIONS FOR COLLEGE  
MEDALS NOW OPEN

2011 Medal recipients with the President and President-Elect  
Front row (left to right): Dr Glenys Arthur, Dr Bryony Ryder, Dr Wallace Brownlee, Dr Peter Colville 
Middle row: Professor Craig Mellis, Professor Elizabeth Elliott, Dr Robert Brodribb 
Back row: Professor John Kolbe, Dr Les Bolitho, Dr Neil MacKenzie, Professor Ian Scott

College medals
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THE HEALTH BENEFITS OF WORK

T he Health Benefits of Work 
project, which has been 
described in detail in previous 
editions of the ‘RACP News’, is 

influencing public policy in Australia and 
New Zealand. The Australasian Faculty 
of Occupational and Environmental 
Medicine (AFOEM) has been working to 
apply the lessons from research to the 
Australian and New Zealand contexts, as 
well as around the world.

Research states that work is in general 
good for health and well being, and 
worklessness has bad health outcomes 
overall.  Associate Professor James Ross, 
AFOEM President-elect, presented to 
the International ‘Unemployment, Job 
Insecurity and Health’ Conference on 
The Health Benefits of Work in Helsinki, 
Finland, 21-23 September.  

The conference was convened by the 
Unemployment and Health Scientific 
Committee of the International 
Commission of Occupational Health 
(ICOH). The Commission is the 
main global body for professionals 
involved in Occupational Health. The 
Commission is based in Milan, and 
has 20 subcommittees, including 
Occupational Medicine. Most of the 
committees hold conferences every 
three years.  The Unemployment and 
Health Scientific Committee last held 
a conference in 2004, reconstituting 

itself in 2007 to incorporate job 
insecurity within its scope. This was 
as a consequence of the feeling at 
that time - with ongoing economic 
prosperity, unemployment was not 
necessarily a major issue.  That optimism 
changed suddenly in September 2008 
with the onset of the Global Financial 
Crisis.  The importance of addressing 
the impact of unemployment, and the 
threat of unemployment, has been 
reinforced since then. The importance of 
workforce engagement for all of those 
of working age who are involuntarily 
out of employment, remains critical.  
‘Work ability’ is central to this: reflecting 
physical or intellectual capacity, for 
disabled, and the lack of desirable skills 
that are in demand, and the capacity to 
be able to ‘sell’ themselves to prospective 
employers.

A key theme at the conference was to 
improve resilience of job seekers to be 
able to firstly maximise their likelihood 
of a successful job search, and secondly 
to be able to resist the negative impact 
of repeated rejections, to ensure they do 
not drop out of the labour market.  

Associate Professor Ross’s conference 
paper titled ‘The health benefits of 
work, influencing public policy in 
Australia and New Zealand’ accentuated 
the importance of influencing the 
public agenda. The consequences of 
worklessness were further reinforced by 
findings delivered at the conference, 
including a Finnish study which showed 
an overall adjusted mortality rate of 4.5 
for unemployed. Death rates for alcohol-
related conditions were more than 10 
fold in the unemployed.

There was considerable interest in the 
work of The College in applying the 
lessons of the health benefits of work 
to public policy.  This approach is rarely 
delivered at scientific meetings, and was 

able to show practical outcomes for basic 
research. The work done to improve 
understanding among primary care 
physicians of the critical importance of 
an early return to work for injured and ill 
workers was particularly appreciated. The 
engagement with the Royal Australian 
College of General Practitioners in an 
awareness campaign in Victoria, targeting 
general practitioners and their patients, 
was of great interest to the audience.  

This presentation is an important step in 
raising awareness of the RACP in lauding 
important, globally significant areas of 
policy and advocacy, and contributing 
towards making the RACP a leading 
international medical professional body.

Deb lockart 
Senior Executive Officer, AFOEM

Associate Professor James Ross 
President-Elect, AFOEM

Health and Work: Going International

The College’s ‘Realising 
the Health Benefits of 
Work’ policy and advocacy 
program is making an 
impact globally.

Research states that 
work is in general 
good for health 
and well being, and 
worklessness has 
bad health outcomes 
overall.

Associate Professor James Ross
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STANDARDISATION OF COLLEGE 
TRAINING FEES

over the last few years there 
have been major changes to 
trainee education programmes 
in the College. These include 

the development of curriculum standards 
for Divisional Basic Training, Advanced 
Training and Faculty and Chapter 
training programmes; the introduction 
of teaching and learning tools and work 
based formative assessments in line with 
best practice in medical education; the 
implementation of online training portals 
and the development of programme 
specific handbooks which will be available 
from 2012. These developments have 
resulted in greater harmonisation of 
the College’s training programmes 
which now share a common teaching 
and learning framework – the Physician 
Readiness for Expert Practice (PREP) 
programme.

In conjunction with those changes, to 
reduce the inequities that previously 
existed and to remove the inefficient 

and distorted fee structure that currently 
exists, the College has looked at ways to 
make the training fee structure simpler 
and fairer for the majority of our trainees.  
As a result, the Board has endorsed the 
principle of a standardised or common 
fee structure across all College training 
programmes. 

The changes to the fee structure are not 
designed to raise additional revenue, 
and the principle of Fellow subscriptions 
providing some degree of subsidisation 
to training costs will continue. The vast 
majority (approximately 97%) of trainees 
will not be adversely impacted in terms of 
overall financial burden by the changes 
to the fee structure resulting from the 
standardisation process. For the small 
number who will be negatively impacted 
by the fee changes, the new fee structure 
will be phased in during the period 2012 
to 2015 and the College will work with 
those trainees to discuss what additional 
measures might be available to assist 

them through the transition to the new 
fee structure.

While further information about the 
alteration to fee arrangements will be 
communicated to trainees in November, 
the Board felt it was important to 
communicate directly to you the rationale 
and principles of the new standardised 
fee structure for trainees. I will also be 
writing to all trainees to communicate the 
changes.

The standardisation of College training 
fees recognises the need for balance 
and consistency across training 
programmes with equity and fairness in 
the financial contributions of trainees. 
The standardisation of fees will also assist 
in streamlining training fee payment and 
accounting processes which will improve 
efficiency and the levels of service 
provided to trainees.

John Kolbe 
President

Trainee news

The theme of the Congress is ‘Disease and Injury Prevention’. 
Mark 06 – 09 May 2012 in your diary now.

For further information visit www.racpcongress2012.com.au

The Royal Australasian 
College of Physicians 
invites you to attend 
the 2012 Future 
Directions in Health 
Congress in Brisbane. 
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education

THE PUBLIC HEALTH EDUCATION AND 
RESEARCH PROGRAM 2008–2011

THE EDUCATION AND TRAINING PROGRAM

over the last three years the 
Australasian Faculty of Public 
Health Medicine (AFPHM) 
has been on an inspiring and 

sustained journey to redesign the delivery 
and assessment of its Advanced Training 
program. Leveraging off the opportunity 
provided by the Commonwealth 
Government through the funding of the 
Public Health Education and Research 
Program (PHERP), the Faculty has aimed 
to systematically improve all aspects of the 
Education and Training Program. 

The public health medicine training 
program is a three-year Advanced Training 
program. Consistent with adult learning 
principles, the program is based on the 
trainee self-directing their own learning. In 
2011 we have approximately 73 trainees 
enrolled, and they are located in a diverse 
range of settings and locations including 
government agencies, health services and 
non-government health agencies, based 
in major cities and regional and remote 
settings. 

The varied and diverse nature of these 
settings presents a challenge to ensure 
that all trainees have access to high-quality 
and consistent training opportunities. 
To address this need, the Faculty now 
coordinates a number of centralised 
education activities, including a monthly 
lecture series that both trainees and 
Fellows can access via videoconference 
technology. Also, once a year, all trainees 
are encouraged to attend a two-day 
training session (National Training Days) 
held in the Education Centre at the RACP 
offices in Sydney. The National Training 
Days are based around interactive 
workshops and problem-based learning 
exercises that address multiple competency 
areas. Feedback from trainees about these 
events has been very positive. In particular, 
the opportunity for the trainees to meet 
face to face has proved to be important in 
building a community of practice between 
trainees. 

In 2011, the Faculty was excited to launch 
the Public Health Medicine Advanced 
Training Curriculum and the introduction 
of Learning Contracts. In the past, the 
training program did not have a structured 
or consistent tool to record and track the 
progress of a trainee through their training; 
nor were expectations about the training 
requirements always clear to trainees. This 
resulted in an inconsistency between how 
trainees recorded their experiences, and a 
lack of direction for some. The introduction 
of both the Advanced Training Curriculum 
and the Learning Contracts has addressed 
both of these issues, and represents a 

significant step forward for the training 
program. 

The curriculum covers the wide breadth 
of competencies expected of a Public 
Health Physician. Together with support 
from supervisors and mentors, trainees 
now have a much better set of goals to 
guide them as they progress through 
their three-year workplace-based training 
program. The Learning Contracts provide 
a template for the trainee and supervisor 
to map workplace activities against the 
training competencies in the curriculum. 
This mapping exercise is completed at the 
beginning and end of a work placement, 
or for longer placements at a minimum of 
once per year. As a result, over the course of 
the three-year training program, the trainee 
will have multiple Learning Contracts, and 
when viewed together they will tell the 
whole story of their training experience. 

Supervisor training

The Commonwealth-funded PHERP 
project provided the funds to support 
a comprehensive series of Supervisor 
Workshops, tailored for the AFPHM 
Training Program, around Australia. The 
aim of the full-day workshops was to 
introduce supervisors, new supervisors 
and Fellows interested in supervision to 
the new Training Program. A total of 94 
people participated across the workshops. 
Members of the Faculty Education 
Committee and the Associate Director 
of Public Health Medicine Education and 
Training co-facilitated the workshops that 
were held in Sydney, Melbourne, Adelaide, 
Perth, Canberra, Brisbane and Darwin. 

Participants in the workshops were 
supportive of the changes to the Training 
Program and indicated that they found 
the workshops valuable. At the end of the 
workshops, all participants indicated an 
increase in confidence in being a supervisor. 
It was an opportunity to meet face to 
face with Fellows to discuss the Training 
Program. This proved to be an invaluable 
source of information and also a rewarding 
experience for those involved in the 
facilitation. 

Where to from here? 

Achieving the vision of the new Education 
and Training Program has required 
transformational change, which has been 
achieved through the combined efforts of 
many. This journey is not yet finished, but 
at the conclusion of the PHERP project, 
the Faculty is well underway to achieving 
its goal of ensuring a high-quality and 
sustainable Education and Training 
Program.

The main outcomes of the PHERP project 
have been described in a final report: A Final 
Report on the PHERP Project Administered 
through the Australasian Faculty of Public 
Health Medicine 2008–2011. A copy of 
this report, and others funded through 
the PHERP project (Evaluation and 
Recommendations from the AFPHM Supervisor 
Workshops 2011; and Sustainability and 
Health Workshop Evaluation), are available 
on the AFPHM website: www.racp.edu.au/
page/racp-faculties/australasian-faculty-of-
public-health-medicine/news-and-events/
reports/

Australasian faculty of  
Public Health medicine

The RACP Board Educational 
Governance Working Group, Chaired 
by A/Professor Susan Moloney, has 
recently undertaken an in-depth 
review of the College’s educational 
governance and structure.

The Educational Governance Review 
Draft Report has now been released 
for comment as part of a three-month 
consultation process. The proposed 
governance model presented in the 
Draft Report acknowledges the current 
complexities surrounding the number 
of College education committees, 
and aims to provide clarity around 
the delivery of educational programs, 
by separating operational and 
policy matters and streamlining the 
governance structure.

Eight recommendations have been 
outlined in the Draft Report, including 
recommendations to continue the 
current practice of the College 
Education Committee (CEC) overseeing 
all education and policy; enable the 
development of Educational Policy, 
including the development and review 
of curricula and training requirements, 
to be generally initiated by CEC 
working groups; and vest activities 
servicing delivery of education within 
Divisions of Faculties.

Comments, feedback or questions 
about the Draft Report should be 
directed to the Educational Governance 
Working Group at governance.review@
racp.edu.au by no later than 5pm AEST, 
25 November 2011.

eDuCATIonAl 
GoVeRnAnCe ReVIeW 
DRAfT RePoRT
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PREP TRAINING SUMMIT

on 18 August the PREP Training 
Summit was held at Sheraton on 
the Park, Sydney. College staff, 
Fellows and trainees representing 

over 25 Education Committees met to 
discuss how the PREP programs will progress 
across Basic, Advanced and Faculty training 
programs over the next five years. 

President Professor John Kolbe and Director 
of Education Dr Marie-Louise Stokes opened 
the Summit, welcoming everyone to the 
event and reinforcing the importance of the 
day in furthering the implementation of the 
PREP programs. 

Education committee representatives were 
asked to begin planning the implementation 
of their PREP programs over the next five 
years. This involved identifying necessary 
requirement changes and new tools 
that would be introduced into the 
programs, and planning the process of 
gradual implementation over a number 
of years, with the goal of achieving full 
implementation by 2016. 

This activity marked the start of an ongoing 
planning process, and education committees 
will be guided by these and make gradual 
changes to their training programs over 
the next five years.  Planning the future 
of implementation of PREP for each of the 
RACP training programs is essential to the 
goal of improving communication about 
the programs with trainees, supervisors and 
health administrators. 

Participants were also presented with 
an overview of the preliminary findings 
from the 2011 PREP consultation process, 
including a summary of the main 
challenges Fellows and trainees face in 
implementing PREP in their workplace. 
The afternoon session included a group 
activity where participants worked to 
develop solutions to some of the PREP 
implementation challenges. Areas of 
focus included supervision, trainees in 
difficulty, communications, advocacy, site 
accreditation, and improving the integration 
of PREP into workplace settings.

The presentations from each group were 
thought provoking and armed the College 
with suggestions for the future planning 
process. 

This meeting resulted in valuable feedback 
that can be used to shape the plans 
of a number of College departments 
and committees, and to assist in the 
implementation of PREP training programs. 
In particular, the feedback from the Summit 
will be used to inform the work of Education 
Services staff in the drafting (or redrafting) 
of proposals and policies, establishing 
timelines for development plans, and in the 
College business planning processes. 

The report from the PREP consultation 
process will be available in October for 
Fellows and trainees to access.

erin murphy 
Curriculum Development Officer 
Education Services

Dr Josh Francis offering a trainee’s perspective to 
the group.

The PREP Training Summit was well attended by a number of Education Committee members.

Following an extensive research and development period spanning two years, the College Board Executive has approved the 
implementation of an interim education program, the Supervisor Professional Development Program. The Program paves the way for 
the development of a Supervisor Learning curriculum, formal policy on supervision and the development of online and face-to-face 
resources for Fellows wanting more learning opportunities in this area.

This new multi-module program was initially devised by the Physician Educators Expert Advisory Group and based on the Teaching on 
the Run program developed by the University of Western Australia.  

Content will include information on the role of the Supervisor, educational frameworks and practical skills workshops on topics such as 
Giving Effective Feedback.

Further information will be published in RACP News as it comes to hand.

Catherine Shirley 
Supervisors Learning Support

BoARD APPRoVeS THe InTeRIm RACP SuPeRVISoR PRofeSSIonAl 
DeVeloPmenT PRoGRAm
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PREP AT ROLLOUT CONTINUES

The PREP project team has 
been working on a large 
initiative to deliver the Phase 1 
PREP capabilities to the three 

Faculties of the College. The Faculties 
of Rehabilitation Medicine, Public 
Health Medicine and Occupational & 
Environmental Medicine now have their 
own Advanced Training Portal (ATP) and 
a set of paper-based and online formative 
assessments, as follows:

AFRM  Trainee Term Evaluation  
 Form (TTEF) and In Training  
 Long Case Assessment (ITLCA)

AFPHM Oral Presentation &  
 Workplace Report

AFOEM Case Based Discussion, mini- 
 CEX, Learning Needs Analysis 
 (LNA) and Direct Observation of 
 Field Skills (DOFS). 

For the AFRM, the development of two 
curriculum documents, based on the 
original AFRM competencies and clinical 
syllabuses that have been in place for the 
past 10 years, was the first step in the 
AFRM’s transition to PREP AT. As well as 
a curriculum for rehabilitation medicine, 
there is now a separate one for paediatric 
rehabilitation medicine. Work is currently 

progressing on gradually refining the 
AFRM training programs’ teaching and 
learning requirements and formative and 
summative assessments for the eLearning 
environment. Information sheets, rating 
forms and workflow diagrams are being 
developed and PREP introductory packs 
have been posted to all AFRM supervisors 
and trainees. Included with these packs 
are hard copies of the relevant curriculum 
documents for the Faculty. 

The AFPHM has rolled out a number of 
new paper-based and online assessment 
tools this year. The Oral Presentation 
and Workplace Report forms have been 
reworked and finalised as summative 
assessments: mandatory requirements 
towards the acquisition of Fellowship of 
the AFPHM. These forms, as well as a new 
Consensus Form for Oral Presentation 
Assessors, are now available on the 
AFPHM’s new Advanced Training Portal. 
Information packs for trainees and their 
supervisors have recently been mailed 
out; any further information should be 
sought from the AFPHM’s Executive 
Officer, Kerri Clarke. 

The AFOEM has provided all of the new 
assessments in paper-based form to 
trainees this year. However, the portal 

and tools will be available from January 
2012. Eventually all training components 
including Training Status Reports (TSRs), 
new tools and summative assessment 
information will be housed within the 
portal. Prior to launching the portal, the 
Faculty will provide a series of training and 
demo sessions for trainees, supervisors and 
interested Fellows so everyone gets the 
chance to see how the ATP works prior to 
using it in the new year.

The next PREP project the team will 
be working on involves delivering 
enhancements to all the portals and 
reporting capabilities for the RACP staff 
who support both trainees and supervisors. 
These enhancements will be available 
during the first quarter of next year. More 
tools will be gradually developed in line 
with the priorities agreed during the recent 
consultation process.

elina Helenius 
Project Manager 
Education Services

CALL FOR APPLICATIONS FOR A 2012 CPD GRANT

A s one of the many initiatives of 
the Royal Australasian College 
of Physicians, the CPD Grant 
is designed to promote and 

support education initiatives for Fellows’ 
continuing professional development. 

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

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

Availability of funds 

An amount of up to $10,000 for each 
application will generally be approved. 
However, this amount may vary at the 

discretion of the CPD Committee and 
according to funds available and the 
number of applications.

eligibility

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

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

Selection principles 

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

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

2. Support as many Fellows as possible

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

4. Provide the College with an enduring  
 continuing education resource

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

further information

For more information or to obtain a 
copy of the 2012 CPD Grant & Resource 
Development Application Form, please 
contact the CPD team via email, MyCPD@
racp.edu.au, or phone 02 8247 6201.

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

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



RACP news october 2011     33

FACILITATING TRAINING FOR 
FELLOWS IN MYCPD

f ellowship Relations, in consultation 
with the Continuing Professional 
Development (CPD) Unit, has 
provided a computer in the new 

Fellows Lounge at 145 Macquarie Street, 
Sydney. The computer, with online access to 
the RACP and College CPD programs, has 
been made available for Fellows to use at 
any time they visit the College.  

More importantly, the CPD team uses this 
new facility to conduct one-on-one tutorials 
with Fellows to assist with the challenges 
associated with transitioning to the online 
MyCPD program. Given that participation in 
a CPD program is mandatory for all College 
Fellows to maintain registration, the CPD 
Unit encourages Fellows across all Divisions, 
Faculties and Chapters to avail themselves of 
this opportunity.

A similar facility has been set up in 
the Fellows Lounge at 99 The Terrace, 
Wellington, and staff are available to 
support the MyCPD program and provide 
tutorials.

Fiona Simpson, Senior Executive Officer – 
CPD, and Deborah Lockart, Senior Executive 
Officer, AFOEM, recently met with AFOEM 
Life Fellow Dr Tony Christie to discuss his 
CPD query and to facilitate training in 
MyCPD. 

The CPD team encourages Fellows to 
contact the CPD unit to discuss CPD 
requirements. The CPD team can also 
provide MyCPD demonstrations and can 
assist Fellows in identifying credit points in 
meeting the CPD requirements. 

Fellows requiring such assistance may 
contact the CPD team by email, or call 
to book an appointment, either over the 
phone or face to face, on:

Australia: 
Phone: +61 2 8247 6201   
Email: MyCPD@racp.edu.au

new Zealand: 
Phone: +64 4 460 8122 
Email: MyCPD@racp.org.nz

fiona Simpson 
Senior Executive Officer, CPD

Deborah lockart 
Senior Executive Officer, AFOEM

ADDITIONAL SUPPORT OFFERED  
BY COLLEGE CPD TEAM

MEDICAL KNOWLEDGE SELF ASSESSMENT PROGRAM

Analysis of feedback received from 
the CPD 2 U Roadshow held 
earlier this year indicated the 
need for College support both 

by phone and email. One of the primary 
roles of the RACP CPD Unit is to assist 
the Fellowship with their CPD, including 
providing tutorials in the online MyCPD 
program, directing Fellows to online and 
College-based resources, and explaining the 
MyCPD Framework and the categories and 
credits which can be claimed. 

Please do not hesitate to contact the CPD 
team should you require any assistance on 
+61 2 8247 6201 or MyCPD@racp.edu.au 
(Australia), +64 4 460 8122 or MyCPD@
racp.org.nz (New Zealand).

Good news! The RACP CPD Unit 
has been in negotiations with the 
American College of Physicians 
(ACP) to make available the 

ACP Medical Knowledge Self Assessment 
Program (MKSAP) to our Fellows at a 
discounted rate. A number of Fellows have 
contacted the College recently to enquire 
about the discount, and we can confirm 
that these discounts are now available to all 
Fellows of the College.

The Medical Knowledge Self Assessment 
Program 15 (MKSAP 15) comprises 

approximately 1100 multiple-choice 
questions, including key points and 
critiques, that span the most current and 
critical information in the core subject 
of internal medicine. Answering these 
questions will allow you to measure 
knowledge and help identify areas that may 
require further study.

Fellows enrolled in the MyCPD program 
who complete an MKSAP unit are eligible to 
apply for 2 credits per hour under Category 
3: Self Assessment Programs.

For further information and to access the 
discounts please go to: www.racp.edu.au/
index.cfm?objectid=36195FAD-91E8-1298-
8C04B617F80C725F (you will need to be 
logged into the College website to view this 
page).

Don’t forget to contact the CPD Unit if you 
have any queries on +61 2 8247 6201 or 
MyCPD@racp.edu.au.

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

Examples of other requests the CPD team is 
currently responding to are as follows:

•	 Sexual	Health	training	modules— 
 developed through the annual  
 CPD Grant

•	 Learning	modules	in	specialty	areas— 
 linked via the MyResources Gateway

•	 Workshops	at	institutional	level—the	 
 CPD 2 U Roadshow will become an  
 annual event around Australia and 
 New Zealand working closely with  
 other Education Services units

•	 Liaison	with	CPD	programs	of	other	 
 colleges and countries—links have 
 been developed with the Royal College  

 of Physicians and Surgeons of Canada  
 (RCPSC) and the American College  
 of Physicians (ACP) and communication  
 is ongoing. The RACP is an active  
 member of the Australasian Medical  
 Colleges’ CPD Managers Group  
 who meet regularly to discuss ways of  
 working collaboratively and collectively  
 to ensure practitioners are supported  
 in the CPD requirements of their  
 colleges and regulatory bodies.

Sally Tyrie-Greenwell 
CPD Senior Education Officer 
Fellows Learning Support 
Education Services
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2011 RACP CLINICAL EXAMINATION 
– AUSTRALIA

education

T his year approximately 663 
Adult Medicine and 231 
Paediatric & Child Health trainees 
undertook the RACP Clinical 

Examination. Organising this examination 
is an enormous task and many Fellows 
contribute their time generously to the 
process. The largest burden borne by any 
individual during the Clinical Examination 

is that taken on by the Organising 
Registrar at the hospitals involved. Many 
of us have done this over the years and 
know just how much effort goes into 
providing a high-quality experience for 
anxious candidates on the day. 

The Clinical Examination Committee 
would like to take this opportunity to 

express our gratitude to the Organising 
Registrars at each of the hosting sites 
for their invaluable contribution to this 
essential process. We also acknowledge 
the role played by many others, including 
trainees, residents, medical students, and 
administrative and nursing staff, who 
contributed to the smooth running of the 
examinations.

Adult medicine

Organising Registrars Hospital

Dr Paul Yeh Austin Health

Dr Mani Thomas Bendigo Hospital

Dr Samantha Day FRACP Blacktown Hospital

Dr Eugene Ju Kee Box Hill Hospital

Dr Manu Ratnayake Cairns Base Hospital

Dr Kyaw Thu Calvary Mater Newcastle 
Hospital

Dr Naveed Ishaq Campbelltown Hospital

Dr Anthony Linton Concord Repatriation 
General Hospital

Dr Sharmila Ramessur Dandenong Hospital

Dr Ian Fraser FRACP Epworth Private Hospital

Dr Muhammad Arshad Peerbux Frankston Hospital

Dr Rajeska Malvathu FRACP Fremantle Hospital

Dr Lauren Beswick Geelong Hospital

Dr Sujith Ayyappan Geelong Hospital

Dr Koshy George Gold Coast Hospital

Dr Dayna Griffiths Gosford Hospital

Dr Aidan Woodward Greenslopes Private 
Hospital

Dr Jane Hoare FRACP Ipswich Hospital

Dr Kate Napthali John Hunter Hospital

Dr Luke Vos Launceston Hospital

Dr Scott Davison FRACP Liverpool Hospital

Dr Wilson Vallat Lyell McEwin Health 
Service

Dr Zaw Thet Maroondah Hospital

Dr Andrew St John Mater Adult Hospital

Dr Graham Norton FRACP Modbury Hospital

Dr Louis Huang FRACP Monash Medical Centre

Dr Matthew Damasiewicz FRACP Monash Medical Centre

Dr Prem Ram Nambour General Hospital

Dr Matthew Sandeman FRACP Nepean Hospital

Maansi Joshi Orange Base Hospital

Dr Andrew Eakin FRACP Port Macquarie Hospital

Dr Martin Newman Prince Charles Hospital

Dr Kate Webber FRACP Prince of Wales Hospital

Dr Zara Weedon Princess Alexandra 
Hospital

Dr Vincent Goh Queen Elizabeth Hospital

Dr Rachel Black Queen Elizabeth Hospital

Organising Registrars Hospital

Dr Mostafa Seleem Redcliffe Hospital

Dr Kenneth Hon Repatriation General 
Hospital

Dr Jason Fok Repatriation General 
Hospital

Dr Syed Atique Rockhampton Hospital

Dr Marianne Martinello Royal Adelaide Hospital

Dr Grant Cracknell Royal Brisbane and 
Women’s Hospital

Dr Swapna Sebastian Royal Brisbane and 
Women’s Hospital

Dr Sara Mgaieth Royal Darwin Hospital

Dr Matthew Pitman Royal Darwin Hospital

Dr Mahesh Anjanapura Jayanna Royal Darwin Hospital

Dr Lucie Aldous Royal Hobart Hospital

Dr Lloyd Nash Royal Melbourne Hospital

Dr Peggy Teh Royal Melbourne Hospital

Dr Katrina Tonga Royal North Shore Hospital

Dr Athula Karunanayaka FRACP Royal Perth Hospital

Dr Lauren Troy Royal Prince Alfred 
Hospital

Dr Paul Hamor Royal Prince Alfred 
Hospital

Dr Francesco Piccolo Sir Charles Gairdner 
Hospital

Dr Tracey Dunlop St George Hospital

Dr Danielle Lasschuit St Vincent’s Hospital 
(NSW)

Dr Julia Nelson St Vincent’s Hospital 
(NSW)

Dr Corinne Tey St Vincent’s Hospital (Vic)

Dr Alastair Carlyle Sutherland Hospital

Associate Professor Alvin Ing 
FRACP

Sydney Adventist Hospital

Dr Rakesh Pandey Tamworth Base Hospital

Dr Yvette O’Brien The Alfred Hospital

Dr Nihal Nanda The Canberra Hospital

Dr Nava Ferdowsi The Northern Hospital

Dr Karen Lim The Northern Hospital

Dr Luke Gaffney Toowoomba Base Hospital

Dr Rahul Dua Townsville Hospital

Dr William Lee Wagga Wagga Hospital 
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Associate Professor leo Davies fRACP 
Chair, Clinical Examination Committee

Professor mike South fRACP 
Deputy Chair, Clinical Examination Committee

T he New Zealand Clinical 
Examination Committee 
recognises the huge effort 
involved in ensuring that 

individual examination sites run well on 
the day of each exam. The Committee 
would like to say a big thank you to 
the local organisers and their assisting 
registrars for all their hard work to make 
the New Zealand Clinical Examination a 
success in 2011. The College thanks the 
following in particular. 
 
Paediatrics & Child Health

Waikato 
Dr Eleanor Carmichael, Dr Fraser Maxwell, 
Dr Ailsa Tuck

Tauranga  
Dr Roslyn Selby, Dr Annaliese Danby

Manukau Super Clinic 
Dr Simon Denny, Dr Tim Hill, Dr Jean Koh

Waitakere 
Dr Sharon Wong, Dr Patrick Yap

Gisborne 
Dr Shaun Grant

Adult medicine

Tauranga  
Dr Graeme Porter

New Plymouth 
Dr Rajesh Kumar, Dr Simeon Intal,  
Dr Rowena Howard

Whangarei 
Dr Bernd Kraus

North Shore 
Dr Janak de Zoysa, Dr Gillian Balbir Singh, 
Dr Cheryl Johnson 

Auckland City  
Associate Professor Philippa Poole,  
Dr Anthony Jordan, Dr Gareth Rivalland

Waikato  
Dr Peter Sizeland, Dr Cecil Hor, Dr Elene 
Ly, Dr Andy Davies, Dr Marcus Lee,  
Dr Chaminda Gunawardana

Manukau Super Clinic 
Dr Briar Peat

Associate Professor Patrick manning 
Adult Medicine Co-chair 
Clinical Examination Committee                                  

Dr Tonya Kara 
Paediatrics & Child Health Co-chair  
Clinical Examination Committee                                                    

Paediatrics & Child Health

Organising Registrars Hospital

Dr Tina Adorini Wagga Wagga Hospital

Dr Mark Kubicki Western Hospital

Dr Helen Crowther FRACP Westmead Hospital

Dr Lokesh Garg Wollongong Hospital

Organising Registrars Hospital

Dr Alison Cupitt FRACP Cairns Base Hospital

Dr Alison Tigg FRACP Cairns Base Hospital

Dr Aivy Kee Campbelltown Hospital

Dr Manina Pathak Canberra Hospital

Dr Mandy Yiu Flinders Medical Centre

Dr David Tran Geelong Hospital

Dr Christos Symeonides Geelong Hospital

Dr Catherine Stewart Gold Coast Hospital

Dr Alison Rowland John Hunter Hospital 

Dr Cathy Coates FRACP La Trobe Regional Hospital

Dr Maria Menkens Mater Children’s Hospital

Dr David Metz Monash Medical Centre 
(Paediatrics)

Dr Erica Baer FRACP Nambour Hospital

Dr Chris Toumpas Nambour Hospital

Dr Sarah Steed Princess Margaret Hospital 
for Children

Organising Registrars Hospital

Dr Kirsten Zahnow Royal Children’s Hospital 
(Qld)

Dr Rosie Murphy Royal Children’s Hospital 
(Vic)

Dr Joanna Lawrence Royal Darwin Hospital

Dr Alison Pearce Royal Hobart Hospital

Dr Marie Rauter Royal Hobart Hospital

Dr Samantha Lade FRACP Royal North Shore Hospital

Dr Joanne Smuk Royal North Shore Hospital

Dr Lisa Barrow Sunshine Hospital

Dr Virginia Xavier  
Noronha Oliveira

Sydney Children’s Hospital 

Dr Katharine McDevitt FRACP The Children’s Hospital at 
Westmead

Dr Tung Vu Toowoomba Base Hospital 
(Paediatrics)

Dr Vikas Goyal Townsville Hospital

Dr Jemma Anderson Women’s and Children’s 
Hospital

LOCAL ORGANISATION FOR THE NEW 
ZEALAND CLINICAL EXAMINATION 2011
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2011 AUSTRALASIAN 
SEXUAL HEALTH CONFERENCE
28-30 SEPTEMBER 2011 
NATIONAL CONVENTION CENTRE, CANBERRA, ACT AUSTRALIA

Sexual Health medicine

The Chapter of Sexual Health 
Medicine held its annual 
Australasian Sexual Health 
Conference, ‘Sex in the Capital 

City’ in September, generating much 
discussion around sexual health research 
and education practices.

The Conference was held in Canberra 
in conjunction with the HIV/AIDS 
Conference. The Conference received 
overwhelming support from our Fellows 
and other healthcare professionals, with 
over 544 people registering for the Sexual 
Health Conference and 1,140 people 
attending on the overlap day.  

In a departure from previous years, day 
one of the Sexual Health Conference 
overlapped with the final day of the 
Australasian HIV/AIDS Conference, 
offering the opportunity for a number of 
joint symposia addressing current issues in 
HIV, STI and prevention, and the needs of 
prisoners and juvenile detainees.  

Making the most of the capital city 
theme, the first day concluded with a 
parliamentary-style debate on a Bill to 
provide for the eradication of new HIV 
infection in Australia by the year 2020.  

The Conference program featured a range 
of topics central to patient wellbeing 

and sexual health education, including 
communicating healthy sexuality, e-health 
for STI control and strategies to connect 
with groups that traditionally have been 
difficult to connect with due to geographic 
restrictions.  Aboriginal and Torres Strait 
Islander health, transgender health, 
sexuality education, lesbian sexual health 
were also investigated throughout the 
three-day conference, while advances 
in STI diagnostics and updates on the 
treatment of viral STIs proved to be 
popular discussions.

The program drew on the expertise of 
key negotiators and industry experts to 
look at skills required to influence political 
decision-making in the realm of sexual 
health.

The Chapter was also honoured to have 
the ACT Chief Minister Katy Gallagher 
open the Conference, who discussed 
the importance of good sexual health 
programs particularly targeting minority 
groups and finding meaningful ways to 
connect with young people.  

Mr James Ward, Program Head of the 
Aboriginal and Torres Strait Islander Health 
Research Program at the Kirby Institute, 
delivered the Gollow Lecture. This inspiring 
lecture focussed on Australia’s first peoples 
by addressing Aboriginal and Torres Strait 
Islander health in relation to STI and BBV; 
reflecting on the past and looking forward 
to a healthy future. 

Other important Indigenous topics 
were discussed during the Joint 
Conference Symposium on the STRIVE 
(STI in Remote communities: ImproVed 
& Enhanced primary health care - 
randomised community trial of STI quality 
improvements in 65 remote communities) 
which highlighted work within Indigenous 
community in rural and remote Australia.

International speakers who presented at 
the Sexual Health Conference included 
Professor Charlotte Gaydos, Professor, 
Division of Infectious Diseases, John 
Hopkins University and Professor Jeanne 
Marrazzo, Professor, Seattle STD/HIV 
Prevention Training Center, University of 
Washington.

A plethora of high profile Australian 
speakers addressed delegates, including 
keynote speaker Professor Alan McKee, 
Program Head, Promoting Healthy 
Sexuality Development Research Group at 
the Queensland University of Technology, 
who spoke on the topic ‘What is healthy 
sexuality? Learning from entertainment.’

Media interest was high with a number of 
television, print and radio stations across 
the country covering the Conference, 
highlighting key research statistics to come 
out of the presentations, including but 
not limited to the increasing prevalence 
of Chlamydia and the halving of Hep 
C treatment time with new drugs; and 
socially-related issues such as boys being 
bullied into sexting and protecting 
prisoners as a public health priority. The 
Conference Gala Dinner was held in the 
Great Hall at Parliament House on Thursday 
29 September with the theme “Hot on  
the Hill”. 

Once again there was a large exhibition 
associated with the Conference, with 
government sponsorship increasing each 
year. This highlights the good relationships 
between the Chapter and its supporters 
who see the Sexual Health Conference as a 
premier sexual health event across Australia 
and New Zealand.

The IUSTI World Congress 2012 
incorporating the Australasian Sexual 
Health Conference will be held at the 
Melbourne Convention and Exhibition 
Centre from 15 -17 October, 2012. For 
more information please go to:  
www.sexualhealthconference.com.au 
where you can find abstracts of the 2011 
Conference as well as previous conferences.

Suzanne marks 
Executive Officer, AChSHM

Kate White 
Communications Officer

Katy Gallagher ACT Chief Minister Opening the 
2011 Australasian Sexual Health Conference

James Ward delivering the Gollow Lecture during 
the Opening Ceremony
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STP FUNDING BOOSTS TRAINEE 
ROTATIONS TO ALBANY  
REGIONAL HOSPITAL

funding from Rural Support Loading 
administered by the College’s 
Specialist Training Program (STP) 
Unit is making a difference for 

general medicine trainees at Albany 
Regional Hospital, located on Western 
Australia’s Southern Coast.

Professor Kirsten Auret, supervisor for the 
STP general medicine trainee post currently 
occupied by Dr Sarah Bernard, said the 
funding had facilitated purchase of an iPad 
for use by trainees rotating through the 
position.

‘It’s set up wirelessly so the registrar can get 
internet and intranet access anywhere— 
space on the wards is at a real premium as 
the hospital is old and crowded,’ Professor 
Auret said. 

‘We’re also [via the Rural Support Loading 
funding] bringing a number of medical 
registrars down to a rural health conference 
in Albany in September, so they can 
network with each other.’

The College holds two application rounds 
for Rural Support Loading a year, in 
February and August. Professor Auret was 
a successful applicant of the February 2011 
round. 

Rural Support Loading funding of up to 
$22,000 (GST Inclusive) pro rata FTE per 
annum is available to support trainee-
related expenses due to an STP placement 
in an inner regional, outer regional, 
remote or very remote area of Australia. 
The purpose of the funding is to support 
additional costs incurred by trainees 
located in rural and regional settings due to 
distance and remoteness of the setting, to 
address access constraints to infrastructure 
technology, and to ensure provision of 
sustainable facilities. Examples of trainee-
related expenses claimed have included 
travel, relocation and accommodation, 
information technology requirements, 
and attendance at training courses and 
conferences.

The STP general medicine post at Albany 
Regional Hospital offers three-month 
rotations to registrars from tertiary 
hospitals in Perth. Professor Auret said the 
experience provided trainees with broad-
based training in personal holistic training 
environments with good continuity of 
teaching, experience and supervision via 
an established workforce of physicians, 
general practitioners, and local and visiting 
specialists. 

The main supervisor to the Medical 
Registrar at the hospital is Dr John Lindsey, 

who has been resident General Physician 
for the Great Southern region for the 
last 28 years. Dr Lindsey provides 
general medicine consultation support 
to inpatients and services including 
upper GIT endoscopy, bronchoscopy, 
cardioversion and echocardiography.

Dr Bernard said her general medicine 
rotation had so far encompassed a much 
greater variety of presentations to what 
she had experienced in metropolitan-
based hospitals.

‘Patients presenting to a tertiary or 
metropolitan centre are admitted under 
a sub-specialty team, yet here at Albany 
Regional Hospital they are admitted 
under their GPs or the General Medicine 
service,’ she said.

‘I have had exposure to haematology, 
gastroenterology, cardiology, nephrology, 
respiratory and oncology—and this is 
only after four weeks in the job.’

There are also more opportunities for 
learning to do procedures. 

‘The physicians and GPs here are 
very “hands on” and skilled in a wide 
range of diagnostic and therapeutic 
procedures. I have been able to assist 
with endoscopies, colonoscopies, 
bronchoscopies, bone marrow biopsies 
and echocardiograms,’ Dr Bernard said.

The hospital has strong links with 
community health and Aboriginal 
Medical Services, as part of the State 
Population Health Service; and the Silver 
Chain Service, which is integrated with 
the hospital’s palliative care, aged care 
and hospice services. There is also a 
strong relationship with the University of 
Western Australia’s Rural Clinical School, 
at which Professor Auret is a medical 
educator.

Professor Auret said her challenges 
as a supervisor were recruitment and 
finding adequate resources for trainees. 
The rotations are not compulsory, and 
several registrars have pulled out at the 
last minute due to such factors as exam 
pressures.

‘We had one rotation that we could not 
fill at all,’ Professor Auret said. ‘We have 
no “face” up in Perth for registrars to get 
to know us and hence trust that they will 
have a good rotation—well supervised and 
with good clinical exposure.

‘The word is getting around between the 
registrars now, and that certainly helps.’

There was also the challenge of setting up 
appropriate space for trainees at the old 
and crowded hospital, which is scheduled 
to be rebuilt by 2013. 

‘We turned the old medical records shed 
into a doctors’ common room—which 
we call “the Shed”,’ Professor Auret said. 
‘We had some funding from the local 
Development Commission to help with 
that.’ Funding from multiple sources also 
went into providing videoconferencing 
facilities for the hospital.

GPs provide the majority of medical care 
at Albany Regional Hospital, looking after 
their own patients with specialist advice 
available if needed. Dr Bernard said this 
provided ‘a really nice sense of handover. 
There is continuity of care both when you 
discharge patients from the hospital and 
accept referrals.’

Albany’s smaller community of 
approximately 34,000 people, however, 
means confidentiality issues are a 
bigger challenge than that in a large 
metropolitan-based hospital.

‘You quickly realise that it is not infrequent 
for your patients to include hospital staff 
or their relatives,’ Dr Bernard said. ‘You 
will also bump into your patients while 
doing your grocery shopping or going out 
to dinner.’

Dr Bernard was attracted to apply for the 
STP rotation at Albany Regional Hospital 
as she wanted to try ‘a general medicine 
rotation with a difference, and explore a 
new place’. Albany’s natural beauty quickly 
emerged as a major source of appeal.

‘I can’t say enough about how beautiful 
Albany is, with beaches and hikes and 
whale sightings. It is very easy to get 
caught up in the enthusiasm and sense of 
pride in the surroundings that the locals 
have here,’ she said.

Professor Kirsten Auret

Specialist Training Program news
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Dr Sarah Bernard

Dr Bernard also has the advantages of 
a quick commute—‘six minutes from 
home to hospital in “peak hour”’—and a 
sociable work environment.

‘You get to know people quickly 
in a smaller hospital, and because 
accommodation is provided the other 
rotating doctors are my next-door 
neighbours. So you don’t have to worry 
about getting lonely.’

However, the long distance of 409 km 
from Perth means homesickness ‘does 
happen’. 

‘But fortunately, because Albany is 
beautiful it is not hard to find people 
willing to visit,’ Dr Bernard said.

The next round of STP Rural Support 
Loading will be open in February 2012. 
STP is an initiative by the Department of 
Health and Ageing (DoHA) to increase 
training opportunities for medical specialists 
in expanded healthcare settings, including 
rural and remote, private healthcare and 
community care. For more information 
email stp@racp.edu.au or visit www.racp.
edu.au/page/stp.

louise young 
Project Officer  
Specialist Training Program

TRAIn 16: milan to Zug 

Cue mountains, snow, tidy obsessive villages, generous lakes,

an overheated railway compartment, cheap wine,

a not quite fresh sandwich. Ever since the Byzantine,

ambitious men have peppered this weeping landscape with their blood & mistakes.

Not least me: nasty shaving cut this morning;

staunched the flow valiantly and still made the train.

Man was born to suffer: my pristine collar bears the stain

And oh, the pain recurs whenever I am yawning.

These confused sentiments emerge from a laggy miasma

to little avail. Unpublishable, trivial, slight,

confected rage against a real enough dying of the light.

So on to London, Vancouver, my abrogated chiasma.

Love’s compass swings again so seldom true,

Transalpine chaste, yet subterranean blue.

JF Knight

We welcome your poetic contributions. Please send your poetry to Kathryn 
lamberton at racpnews@racp.edu.au.

PHySICIAnS’ PoeTRy

Exciting training opportunities exist in private  
and public facilities include attachment with:

	 										•		Inpatient	Palliative	Care	Units 
	 										•		Community	Services 
	 										•		Consultant	Liaison	Services

For vacancies and more information please email  
kathryn_dodd@health.qld.gov.au

Wanted: Advanced Trainees in Palliative 
Medicine Queensland 
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AFRM ANNUAL  
SCIENTIFIC MEETING

Rehabilitation medicine

AFRM President-Elect Associate Professor  
Chris Poulos

Brisbane light show 

AFRM Executive Officer Sybil Cumming, AFRM Senior Executive Officer Rebecca Forbes with AFRM Past 
Presidents John Olver and Toni Hogg

T he Australasian Faculty of 
Rehabilitation Medicine (AFRM) 
held its 19th Annual Scientific 
Meeting (ASM) in Brisbane last 

month with great success, with over 300 
physicians attending, 12 pieces of media 
coverage secured and six international 
speakers presenting.

The ASM, themed ‘Striking AcCORD – 
succeeding through teamwork’ was held 
co-jointly with the Australian and New 
Zealand Spinal Cord Society (ANZSCoS).

Opened by the Honourable Curtis Pitt 
MP, Queensland Minister for Disabilities 
and Mental Health, the ASM proved 
the ideal platform to discuss health 
reform initiatives that have come 
into the political sphere following the 
August 2011 release of the Productivity 
Commission’s report on disability care 
and support.  

The ASM featured a robust program, 
ranging from well-attended breakfast 

sessions to various special interest group 
meetings and post-conference workshops.

Presentations focused on the patient–
physician relationship, community-
based models of care, interdisciplinary 
teams and spinal cord research and the 
psychological factors of rehabilitation.  
The ASM attracted a high calibre of 
keynote speakers including Associate 
Professor Brian Kwon from the University 
of British Columbia and Professor Li 
Jianiun, Director of the Chinese Rehab 
Centre.  Keynote speakers from Australia 
and New Zealand included Professor 
Kathryn McPherson from AUT University 
in Auckland, immediate past-President of 
AFRM, Dr Stephen Buckley and Professor 
Linda Worrall from the University of 
Queensland.

Media coverage was secured across 
metropolitan print, online medical 
news outlets and ABC radio, with AFRM 
President-Elect Associate Professor Chris 
Poulos and Professor Mark Jensen from 

the University of Washington interviewed 
for radio. A key area of interest for 
Australian media was the positioning 
of community-based rehabilitation and 
restorative programs as one of the great 
‘missing links’ in the Australian health 
care system.

The ASM dinner, held at Brisbane’s 
Southbank, was a highlight of the four-
day program, while ASM attendees were 
also treated to the Brisbane Festival Laser 
light show, an annual highlight of the 
Queensland calendar.

The 7th World Congress for 
NeuroRehabilitation (WCNR 2012) 
incorporating the 20th Annual Scientific 
Meeting of the AFRM, will be held in 
Melbourne in May.

Kate White 
Communications Officer
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obituaries

LINDSAY FRANKLIN LUDWIG HAAS  
B MED SC OTAGO (1963), MB CHB OTAGO (1965), 
MRACP (1969), FRACP (1974)

l indsay Haas died of metastatic 
melanoma in Wellington on 2 July 
2011. Lindsay Haas had been a 
neurologist at Wellington Hospital 

for more than 35 years and for 21 of those 
years he had been the head of the hospital’s 
Neurology Department. He was one of New 
Zealand’s leading neurologists. He was also 
well known to neurologists throughout the 
world, not only because of his gregarious 
nature, convivial personality and distinctive 
appearance, but through his long-running 
series, ‘Neurological Stamp’, which appeared 
in each issue of the Journal of Neurology, 
Neurosurgery and Psychiatry for almost 15 
years. He was instantly recognisable by his 
tall stature, spectacles and shirt tail typically 
hanging loose. 

Lindsay Haas was born on 3 May 1941 
in Pahiatua in Wairarapa. His paternal 
grandfather, Ludwig Haas, was Jewish and 
a prominent German socialist politician. He 
was awarded the Iron Cross during the war. 
Lindsay’s father, Karl Haas, was studying law 
at the University of Heidelberg when Hitler 
took power in 1933. Karl Haas fled from 
Germany and emigrated to New Zealand 
in 1937. He married Amelia Morris, whose 
father’s family had fled from Lithuania during 
the pogroms at the end of the 19th century. 
They purchased a small farm near Pahiatua. 
Amelia Haas was a shrewd businesswoman 
and established a successful passionfruit 
bottling industry, which supplemented the 
income from the farm. Karl and Amelia 
Haas had two sons, Lindsay and his younger 
brother, Tony, a journalist and writer. 
The home atmosphere was cultured and 
intellectual. Music, literature and academic 
study were esteemed.

Lindsay Haas received his primary education 
at a small country school in Mangamutu, 
two miles from Pahiatua. He then attended 

Nelson College as a boarder. In 1959 he 
completed the medical intermediate year 
at the University of Otago and gained entry 
to the Otago Medical School. In 1962 he 
was awarded a Junior Research Scholarship 
in Medical Science, which enabled him to 
interrupt his medical studies to enrol for the 
Bachelor of Medical Science degree course. 
During this year he and Ian Holdaway 
worked together on ‘The effects of urinary 
output upon the excretion of urea in man’, 
supervised by Professor James Robinson, 
and published in the Australasian Annals of 
Medicine. He graduated with a B Med Sc in 
1963 and resumed his medical studies. He 
lived at first at Arana Hall, and later flatted 
with Jeff Stevens and in his fifth year with Ian 
Holdaway, George Foote, Denis Calvert and 
Chris Heath who became lifelong friends. He 
completed the last year of the MB ChB course 
in Wellington and graduated in 1965. He 
remained in Wellington to work as a house 
surgeon and then as a medical registrar. 

In 1968 he won the Wellington Hospital 
House Physicians’ Clinical Essay Prize with 
a dissertation entitled ‘Sweat as an aid to 
clinical diagnosis’. He passed the MRACP 
examination in 1969 and in the same year 
was appointed Neurological Registrar at 
Wellington Hospital. His early neurological 
career was greatly influenced by Dr Jack 
Bergin, who persuaded him to pursue a 
career in neurology. From 1971 to 1974 
he continued his training in neurology in 
London at the National Hospital, Queen 
Square, the Neurological Clinic at Moorfield’s 
Eye Hospital, St Thomas’s Hospital, and 
as Neurology Registrar at Queen Square 
and Maida Vale. Ian McDonald, Ralph Ross 
Russell, Reggie Kelly, PK Thomas and John 
Marshall had particularly important influences 
on his career. While at Queen Square he 
acquired a degree of notoriety by appearing 
on one of Dr John Newsom Davis’s ward 
rounds dressed in walk shorts and long socks. 
Before returning to New Zealand he worked 
as a locum Senior Registrar in Paediatric 
Neurology in Manchester and was a  
Fellow in Clinical Electrophysiology at 
McMaster University Medical School in 
Hamilton, Ontario.

While he was in Manchester in 1974, Lindsay 
Haas met Dr Margaret (Maggie) Lewis who 
was working there as a Paediatric Registrar. 
They were married in 1977. Margaret 
Lewis was the first paediatric oncologist in 
Wellington and was a Senior Lecturer in 
Paediatrics in the Wellington Clinical School 
for more than 20 years. They had three 
daughters: Jo, Criggy and Rachel.

In 1974 Lindsay Haas became a Fellow of the 
Royal Australasian College of Physicians and 

in the same year he was appointed full-time 
neurologist at Wellington Hospital. He was 
strongly committed to the public health 
system and remained a member of Wellington 
Hospital’s full-time staff until illness forced him 
to cease practice at the end of 2010. Lindsay 
Haas established an EMG service, which 
had been temporarily started by Dr Austin 
Sumner in 1971. He introduced long-term 
EEG monitoring and evoked potentials and 
botulinum toxin injections for the treatment 
of movement disorders to Wellington 
Hospital. He was an early and enthusiastic 
adopter of evidence-based medicine. For 
many years he made a very significant 
contribution to clinical leadership within the 
Neurology Department and in Wellington 
Hospital as a whole. In 1988 he succeeded Dr 
Dick Hornabrook as head of the Neurology 
Department and remained in charge of 
the Neurology Department, as Head of 
Department and then as Clinical Leader, until 
2009. From 1997 to 2000 he was also the 
Clinical Leader of Neurology, Neurosurgery, 
Ophthalmology and Otolaryngology. He 
served as Chairman of the Wellington Hospital 
Senior Medical Staff (1987–1989) and 
Chairman of the Combined Medical Staff of 
Wellington and Hutt Hospitals (1989–1991). 

On the national scene Lindsay Haas was 
Secretary of the New Zealand Committee of 
the RACP from 1992 to 1998 and served on 
the Executive of the Wellington Branch of the 
New Zealand Medical Association from 1990 
to 1997. From 1993 to 1995 he was President 
of the Neurological Association of New 
Zealand and at different times he represented 
the Association on the Scientific Advisory 
Committee of the New Zealand Neurological 
Foundation (1984–1990) and the Specialist 
Advisory Committee in Neurology in the 
RACP (1991–1998). He was a ministerial 
appointee on the Medical Misadventure 
Advisory Committee of the Accident 
Compensation Corporation from 1996 to 
2011 and served on many other committees.

Lindsay Haas was involved in undergraduate 
and postgraduate teaching for more than 
30 years. He was a Clinical Lecturer in the 
Wellington Clinical School from 1978 to 
2009. As a teacher he sometimes could be 
gruff, prickly and demanding, but students, 
house surgeons and registrars appreciated 
his clinical skill and knowledge. Four of his 
trainees were awarded Australian Association 
of Neurologists training posts in England or 
the United States and 15 of his trainees are 
now neurologists in New Zealand or overseas. 
One of them, Professor David Miller, is the 
Professor of Neurology at the Institute of 
Neurology, National Hospital for Nervous 
Diseases, Queen Square, London.
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Lindsay Haas published many scientific 
papers, but he is best remembered for 
his unique series on neurological stamps. 
This series combined his knowledge of the 
history of neurology with a lifelong interest 
in philately. From 1991 to 2003 each issue 
of the journal published an illustration 
of a stamp with a neuroscience theme, 
accompanied by a brief note describing the 
historical and neurological significance of 
the stamp. The ‘Neurological Stamp’ was 
extremely popular with readers. One of the 
editors is said to have quipped ‘It is the first, 
and often the only article I read’.

Lindsay had a wide circle of friends, both 
from within the medical profession in 
Australasia and internationally, and from 
outside it. He enjoyed the company of 
others and was a great conversationalist. 
He had many interests outside medicine 
including literature, classical music, philately 
and photography; his photographic work 

was of exhibition quality. He was a keen 
tramper and skier. When younger he was an 
enthusiastic but famously erratic fast bowler.

As a clinical neurologist Lindsay Haas was 
highly regarded by his colleagues, and 
frequently consulted by them, and their 
relatives. He maintained an extensive library 
of specialist monographs, excusing their 
cost to Maggie by his relative isolation 
from expert advice available in neurological 
centres of excellence. He had the habit of 
reading journal articles for three hours each 
night. He kept a bank of filing cabinets filled 
with journal papers which ‘were not (yet) in 
the books’. His clinical acumen, attention to 
detail and willingness to ‘go the extra mile’ 
in ensuring that his patients received a timely 
and thorough assessment, investigation and 
treatment ensured that a pattern of clinical 
excellence in neurology that was established 
by Dr IM (Dusty) Allen and continued 
by Dr Jack Bergin and Dr Richard (Dick) 

Hornabrook has continued in Wellington 
Hospital to the present day. Lindsay 
Haas’s gruff and sometimes blunt manner 
concealed a kindness and deep concern for 
both his patients and colleagues. 

In spite of a number of medical problems 
in recent years, Lindsay Haas remained 
robustly healthy until he developed 
metastatic melanoma. He had to cease 
practice at the end of 2010, but he hoped 
to be able to resume work if the tumour 
responded to treatment. Unfortunately this 
was not the case. However, he maintained 
a close interest in the activities of the 
Neurology Department, and whenever he 
could he attended its clinical meetings until 
a few weeks before his death. 

Lindsay Haas is survived by his wife and his 
three daughters. 

Dr David Abernethy fRACP 
Dr neil Anderson fRACP

DR STANLEY GOULSTON AO MC 
FRACP (1915–2011)

The cry of the cricket, the swoop of  
the gull 
All beauty and fineness are yours 
With the love of a friend.

        Stan Goulston to Jean, 1935

I t is a special privilege to be asked to 
write a short appreciation of the life 
of Stanley Goulston, President of the 
College 1974–1976, who died in 

Sydney on 20 August 2011.

When I learnt of his death my immediate 
memory was that of having been a 4th year 
medical student allocated to his tutorial 

group. From others we learnt that our tutor 
had been awarded the Military Cross during 
the North African Campaign and was proud 
to have been a Rat of Tobruk. It was said of 
him ‘if there has to be war Stan Goulston was 
the one you would want by your side’.

In spite of his wartime courage Stan was the 
image of kindness, tolerance, respect and 
loyalty. He was proud to express his devotion 
to his family of girls—his wife Jean and 
daughters Diana, Wendy, Sue and Sadhana. 
An invitation into the charm of his home 
hospitality was to see the beauty of a  
loving family. 

Stan was also part of a medical family which 
included practitioners Kerry, Eric and  
Roy Goulston.

It was predictable that he would be an 
outstanding physician and Royal Prince Alfred 
Hospital in Sydney benefited from his lifetime 
of excellence in the practice and teaching 
of his chosen specialty—gastroenterology. 
He served as Honorary Secretary of the 
Gastroenterology Society of Australia and 
was its President from 1963 to 1965.

Influenced by senior colleagues, Stan began 
an association with the RACP as councillor, 
censor, censor-in-chief and president. His 
portrait by Judy Cassab is prized in the 
College collection.  

His remarkable career of service was 
equally evident beyond the College in 
his appointment to the Australian Drug 
Evaluation Committee for 15 years, and as 
Chairman from 1976 to 1982.

It could never be said that Stan retired, since 
after he left clinical practice he immediately 
returned to Sydney University to study 
poetry, literature and ethics and was 
awarded an M.Phil. With this he began a 
further teaching career in the humanities.

He published widely in the field of 
gastroenterology but for many he is 
remembered by his book of poems—Poetry 
for Pleasure—a reflection in verse of his 
emotion for people and events.

He was buried after a ceremony which took 
place at Ohel Chaim in Macquarie Park 
Cemetery in Sydney on 24 August with the 
beautiful prayers of his Jewish faith, a faith 
which he proudly embraced and followed 
every day of his life. 

I creep away, leave the scene 
Drive to the sea, feel the wind 
Absorb the sun and listen to 
The calming chatter of the birds 
Peace prevails.

From ‘Hospital Grand Rounds’, 1960

Dr Richard mulhearn oAm fRACP
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obituary

COLLECTING – PASTIME  
OR PASSION?

Presentation of the 2002 National Trust Heritage Award to Dr Mark Ferson (centre) by Dr Andrew Refshauge and 
Elsa Atkin, National Trust of Australia (NSW)

Linocut bookplate by the author for the Royal 
Alexandra Hospital for Children, 1986

After Hours

I s there a collecting gene? If one 
Googles this query, there are a range 
of irrelevant and silly answers—always 
a strong possibility with internet 

searches—but also some articles and blogs 
under this title, written by passionate 
collectors, so it does not seem an entirely 
stupid question. And do you indeed watch 
that fabulous ABC television program, 
Collectors? If not, perhaps it is time you 
moved onto the next article; but if you 
do, well, can you ever have imagined the 
diversity of human collecting interests. As 
we are doctors and have strong stomachs, 
one can touch on the weird possibilities, 
including nail clippings, discarded human 
hair and navel fluff. Now that I have 
‘softened you up’, I can mention some 
of my own very innocuous collecting 
pursuits. And perhaps later on, if the 
Editor allows, there might be space for 
me to discuss some non-work activities 
which do not fall within the definition 
of collecting, or the ‘regrouping and 
cataloguing of objects linked to a theme’.

Many of us collected stamps as children—
well I did—and this activity largely 
stopped in my case, although I do collect 
stamps now in one theme, and when I 
retire I hope one day to exhibit them. 
But I’d really like to tell you about some 
more recent interests. Have you heard 
the term ‘bookplate’ or ‘ex libris’? It 
refers to a label pasted inside a book to 
indicate ownership. This artistic activity 
dates from the late 15th century, not 
surprisingly from the time of invention of 
the printed book. Its earliest practitioners 
included Albrecht Dürer. It is a particularly 
European invention, and for some 
centuries the English aristocracy marked 
their leather-bound volumes with a label 
pasted inside the front cover showing 
the family coat of arms. In the 1890s, 

penniless artists took hold of the idea as 
a way of earning money or as a gift to 
friends or lovers, and began to draw artistic 
designs depicting, not a coat of arms, but 
the interests or characteristics of the owner. 

In Australia, having a bookplate designed 
by a known artist became a mark of 
high culture, even for those who did not 
open a book from one year to the next. 
Famous artists such as Lionel and Norman 
Lindsay, Adrian Feint and Lloyd Rees made 
bookplates in limited editions, perhaps 
100 copies of a linocut, etching or wood 
engraving, for 10 guineas. This fashion 
peaked in the interwar period, which also 
was the period when the international 
style known as Art Deco or Moderne 
arrived in this country. Suddenly every new 
building sprouted zigzags, fins, glass bricks, 
portholes and neon lighting—witness 
the countless pubs and sadly dwindling 
cinemas of the period. The Art Deco style 
was also applied to furniture and the whole 
range of household and consumer goods, 
which quickly brought light-hearted 
design and colour to the most mundane 
items. And even to that beautiful green 
streamlined New South Wales Government 
Railways locomotive 3801.

And so perhaps 30 years ago I became 
interested in Art Deco, and would gladly 
hop out of the car on any occasion and 
take photos of the Art Deco pub, cinema, 
public pool, town hall or other building 
on any holiday or conference. About two 
decades ago I joined the Art Deco Society 
of New South Wales which had been 
formed in the wake of the unsuccessful 
fight to save an Art Deco icon, the Rural 
Bank on Sydney’s Martin Place. One of 
the first projects of the Society was to 
gather contributions on a range of Art 
Deco topics to eventually compile the first 

book on Australian Art Deco. Because 
many bookplates have a strong flavour of 
this style, I wrote a contribution for the 
proposed book on ‘Art Deco influences 
on Australian bookplates and book 
design’, duly sent it in to the Society, and 
waited to hear. Years passed, I agreed 
to join the Art Deco Society committee 
and eventually took on the role of 
getting publication of our book back 
on track. I wrote to all the experts and 
authorities who had previously agreed 
to write chapters, either reminding them 
to send something in, or asking if they 
wished to update their manuscript due 
to the passage of time. Once we had the 
narrative material, I then commissioned 
or begged large photographs to go with 
each chapter.

Society president, the late Mary Nilsson, 
and I then visited Nevil Drury at fine art 
publisher Craftsman House and were 
greatly relieved when he agreed that 
many of our contributors were well 
known to him, the subject was a good 
one and that he would be pleased for 
Craftsman House to publish the book. 
I still have a vivid memory of Mary 
and I, uncharacteristically in my case 
but probably not in Mary’s, a rabble 
rouser despite her years, dancing on the 
footpath once we got outside, celebrating 
our triumph. This was followed by a 
renewed period, well remembered by my 
family, of my hopping out of the car on 
every holiday to snap away at Art Deco 
buildings across the country. Further 
delays occurred whilst the publisher 
worked away seemingly endlessly 
arranging and rearranging the numerous 
illustrations and finalising the book’s 
design. But were we excited on sighting 
the advance copies of ‘our book’, properly 
titled Art Deco in Australia: Sunrise over 



RACP news october 2011     43

Launch of the New Australian Bookplate Society, Blackheath, 22 October 2005: (left to right) Mark Ferson, 
Elisabeth Bastian, Lyster Ormsby

Linocut bookplate by the author for Dr Andrew 
Kemp, 1986

the Pacific, and when it was published in 
November 2001, with a launch held at the 
Royal Automobile Club, a beautiful period 
building in Macquarie Street, just down 
from the College. And the high continued 
for a while, as relatives and friends reported 
seeing copies in bookshops around the 
world (though not necessarily buying it), 
and because the Society won the Energy 
Australia National Trust Heritage Award 
2002 in the Print—Community Groups 
category and in receiving the award I shook 
hands with then NSW Minister for Planning 
Dr Andrew Refshauge.

My interest in old books, printing history 
and bookplates continued—I had been 
collecting since the mid-1980s books in 
the field of Australian art and printmaking, 
particularly concerning artists working in 
the media of woodcutting and linocutting. 
This had inspired me to attempt linocutting 
myself, and for a period of a few years 
(before Sheree and I had children and life 
became very busy) I produced a series of 
linocut bookplates for friends, relatives and 
even for the libraries of some of the hospitals 
where I worked as a paediatric registrar on 
secondment from the then Prince of Wales 
Children’s Hospital. 

Although finding time to make prints 
became well-nigh impossible, my interest 
in collecting and studying bookplates 
continued, and in 1999 I decided to enrol 
in a Masters of Art Theory by research 
at the University of New South Wales 
College of Fine Arts, so as to turn my 
interest into a formal work. Those around 
me probably thought I was a little crazy, 
but after innumerable evenings and 
weekends in libraries and on the computer, 
I eventually submitted a thesis on the 
‘History of bookplate collecting in Australia, 
1890 to 1953’. After the usual period of 

painful modifications and toing and 
froing with my supervisor, the thesis 
was duly passed and I was awarded my 
degree by University Chancellor and 
former paediatric colleague Dr John 
Yu, who was more than a little puzzled 
by my appearance on the podium as a 
Humanities graduand. 

Submitting to the new rigour of 
historical method had not dampened my 
enthusiasm for the study of bookplates, 
and eventually a friend, Lis Bastian, who 
owned a small art gallery in the beautiful 
Blue Mountains village of Blackheath, said 
that it was time we organised a bookplate 
exhibition as a way of launching a new 
bookplate society, knowing that there 
were at least a few people ‘out there’ who 
might share our interest. And so the New 
Australian Bookplate Society (there was 
already an Australian Bookplate Society) 
was launched successfully on 22 October 
2005 at the Stop Laughing This is Serious 
Gallery, Blackheath, and since June 2006 
we have published a quarterly illustrated 
hard-copy Newsletter (which I edit and 
largely write) with articles of various sorts 
on bookplates, bookplate artists and 
related events. I am proud to say that 
the 21st issue has just been posted out 
together with a supplement comprising 
an index to the first 20 issues, or five 
years of regular editing and production, 
and number 22 will be in preparation or 
just out as this issue of RACP News arrives 
in your letterbox. The Society has about 
70 members in all states and territories, 
except Northern Territory, and a handful 
scattered through New Zealand, the 
United Kingdom and the USA. There is 
also a website at www.bookplatesociety.
org.au and I would encourage you to 
look on the website or contact me if you 
are interested in bookplates. You should 

also get in touch if you are interested 
in Art Deco, as there are several active 
societies in Australia and New Zealand, or 
in book collecting—I am also the honorary 
secretary of the Book Collectors’ Society of 
Australia.

Now what I was really supposed to write 
about were the various ballroom, Latin 
and new vogue dance classes that my wife 
Sheree and I have been attending for the 
last few years, but that will have to wait 
until another time …

mark J ferson

Professor Mark Ferson MBBS MArtTh MPH 
MD FRACP FAFPHM is a paediatrician and 
public health physician. He is the director and 
medical officer of health at the South Eastern 
Sydney Illawarra Public Health Unit and 
holds honorary professorial appointments at 
the School of Public Health & Community 
Medicine, University of New South Wales, 
and the School of Medicine Sydney, Notre 
Dame University. Mark has had long 
interest, and has published widely, in the 
epidemiology and control of communicable 
diseases and in public health law and history. 
In 2010 he was appointed the Public Health 
Medicine subspecialty editor to the Internal 
Medicine Journal.

TRAnSlATIon of fRenCH QuoTeS  
fRom AfTeR HouRS, AuGuST ISSue

We need few words to express that 
which is essential. Paul eluard 

The real voyage of discovery consists not 
in seeking new landscapes but in having 
new eyes. marcel Proust

We never see things as they are but as 
we are. Anaïs nin
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CAREFUL, THIS BOOK  
IS INFECTIOUS …

Gone Viral: The Germs That Share our 
lives by Frank Bowden. New South Books, 
Sydney, 2011. RRP $32.95. 

Oh how can I forget you when there is always 
something there to remind me.

Lyrics by Burt Bacharach, 1928–

T his quote, playfully opening 
the chapter on herpes viruses, 
‘The pox under our noses’, 
demonstrates the humour with 

which our author approaches his subject. 
Frank Bowden, Canberra sexual health 
physician and infectious diseases specialist, 
has produced a witty yet informative book 
addressing many of the ‘germs which share 
our lives’. Part career memoire, the author 
draws on his considerable experience to 
navigate the non-medic through the mire 
of common infectious agents, debunking 
myths, informing and teaching as he goes. 
This book is an enjoyable and easy read, 
it is entertaining and at times downright 
hilarious. Each chapter is dedicated to 
a different microorganism, with 6 of 15 
devoted to STIs: ‘a bias which I can further 
justify by observing that at least one in six 
readers of this book will acquire an STI in 
their lifetime …’

Each chapter opens with a quote, from the 
mouths of greats such as Shakespeare to 
the likes of Kelly Osborne, and a brief CV of 
the microorganism featured. From here, the 
reader is skilfully captured via a combination 
of personal anecdotes and digestible 

historical notes to provide perspective to 
the coming epidemiology, pathology and 
occasional taxonomy, and the personal 
costs of infection. Frank Bowden manages 
to educate the lay reader, explaining the 
dynamic nature of infection epidemiology—
marrying together rates and effects to social 
change and difference, both temporal and 
geographical—in simple and effective ways. 
Interspersed within this are interesting 
historical titbits and stories—ever wondered 
about the horseshoe-shaped toilet seat or 
what the doctors of the 1950s meant by the 
acronym ‘COMI’? Read on!

Yes, Professor Bowden is an entertaining 
man. Yet he manages to convey the 
importance of public health messages and 
harm minimisation. The value of condom 
use and vaccination and the importance of 
herd immunity, as well as the significance of 
early needle exchange programs are clearly 
conveyed, and their benefit and impact 
discussed. Other subjects and difficult 
issues such as Indigenous health and social 
determinants of care are addressed and 
discussed with sensitivity and humility. 
This book features both wins and losses, 
successes and failures.

There is the wonderful success of the 
(almost) eradication of donovanosis in 
Australia, in which Frank Bowden played 
a key role. Little known, some may argue, 
this story should be compulsory reading 
for the medical student and clinician alike, 
as it encompasses many branches of the 
medical field including public health, sexual 
health, infectious diseases, rural medicine 
and general clinical care, to challenge 
the established process and procedure to 
eventual success. It is a clear example of 
how the dedicated work of individuals has 
spurred action and inspired others to create 
better health outcomes for marginalised 
populations and of what can be achieved 
with vision, collaboration and hard work. 
Moreover, the author does not shy away 

from the current challenging issues, such 
as the disturbingly high rate of other STIs 
in the Indigenous populations. Here the 
author willingly presents his own opinions 
and alternative solutions, acknowledging 
that not all will agree. 

Then there is the account of the 
emergence of HIV, recounted through the 
author’s experience as a young doctor 
in the mid 1980s. The history of the HIV 
riddle is chronicled from untreatable 
death sentence through the discovery 
of the first antiretroviral medications to 
quantification of risk today. Frank Bowden’s 
personal perspectives capture the fear and 
hopelessness of the time, in both public 
arena and medical ranks.

The view from the other end of the 
stethoscope will appeal to the non-
medic. The clinical spectrum of infection 
is described, often in lurid (and alarming) 
terms, and at times the medical profession 
is represented in a poor, but honest, light. 
Woe betide the clinician who does not wash 
their hands (and according to Professor 
Bowden, that’s the majority of us). Readers 
have been put on their guard! Certainly the 
first chapter ‘Under the influence’ focusing 
on influenza (of course) and featuring the 
latest international s(t)ars, swine flu and bird 
flu, will interest many. 

While aimed at the non-medic, Gone 
Viral: The Germs That Share Our Lives 
offers something for us all. I found myself 
interrupting my colleagues to share 
passages such as ‘the liver is your body’s big 
yellow taxi, because as Joni Mitchell says, 
you don’t know what you’ve got ’til its gone 
…’ and am waiting for an opportunity to 
reassure a patient that ‘the chance of you 
catching AIDS from a hepatitis B vaccine 
is about the same probability of you being 
kicked to death by a duck’. 

With this book, Frank Bowden has not only 
proven himself a wonderful communicator, 
but also a skilled educator and visionary 
medical professional.

Dr Catriona ooi fAChSHm

The author does not 
shy away from the 
current challenging 
issues, such as the 
disturbingly high 
rate of other STIs 
in the Indigenous 
populations.

Book Review
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Classifieds

member Advantage

Director of Internal Medicine
Full Time Equivalent and/or Visiting Medical Officer

• Metropolitan lifestyle in a regional setting
Position No: 70221

A rare opportunity is available to enjoy a clinical leadership role for a high quality and comprehensive medical service at Ballarat Health Services.

Ballarat Health Services is the largest health service in both the Grampians region and throughout regional Victoria, offering most medical specialties.

The successful applicant will lead the internal medicine service and deliver direct high quality medical care within their area of expertise. An in-hours 
sessional procedure list allocation would be available and participation in the relevant specialty medical on-call roster would be required. Medical sub-
specialty interests will be favourably considered.

BHS is in an exciting growth phase and continues to expand its regional teaching role. You would be joining a progressive health service that will 
encourage you to develop your interests, and will build a supportive network around you both regionally and with metropolitan referral centres.

The City of Ballarat has a growing population of nearly 100,000. There is a thriving music and artistic community and most sporting interests are catered 
for. Education facilities in Ballarat are first class. Incredibly the city is located conveniently less than 1.5 hours from Melbourne CBD and an international 
airport.

Applicants must have a primary medical qualification fully registrable with the Medical Board of Australia, hold an FRACP or equivalent and be able to 
demonstrate wide academic and clinical experience.

A generous remuneration package is available to the successful candidate, including rights of private practice, superannuation, continuing medical 
educational allowances, study leave and assistance with relocation expenses.

Interested candidates are invited to contact Mr Philip Reasbeck, Executive Director of Medical Services on +61 3 5320 4278 or pgr@bhs.org.au for further
information.
Applications must address the key selection criteria, include at least three professional referees and be submitted via the Ballarat Health Services website 
www.bhs.org.au  Applications close Wednesday 30 November 2011.

Appointment is subject to satisfactory clearance of a current Police Record Check.

The Royal Australasian College of Physicians  
Member Advantage Benefit Program

Apply today! 
Visit www.memberadvantage.com.au/racp/koruclub 
or call NZ Member Advantage on +61 3 9695 8997 

Save up to $186* on Koru club fees 

For details on how to obtain all services and discounts:

* Savings include $100 off the joinng fee, and an $86 discount on a two year membership.  All Fees and savings are quoted in NZD. 1. A joining fee is 
applicable for both new Memberships and existing memberships who are renewing Membership after 1 month of expiry of an existing membership.  
2. Virgin Australia lounges accessible for Koru Club members are located in Sydney, Brisbane, Melbourne, Adelaide, Canberra and Perth.

Take advantage of our new Koru club airline lounge membership rates: 

$155 joining fee•	 1 (save $100)

$455 for 1 year membership •	 (save $51)

$803 for 2 year membership •	 (save $86)

Access to Air New Zealand and Virgin Australia airport lounges•	 2. 

NEW BENEFIT 
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NORTHLAND, 

NOT JUST 
A PRETTY place.

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

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

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

For full job descriptions and to apply visit

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

www.northlandnz.com

International 
Union against Sexually 
Transmitted Infections 
World Congress 2012

KEY DEADLINES MORE INFORMATION
Abstract Deadline 8 June 2012 Conference Secretariat

LMB 5057 Darlinghurst NSW 1300

T +61 2 8204 0770 
F +61 2 9212 4670
E info@iusti2012.com
W www.iusti2012.com

Scholarship Deadline 29 June 2012

Early Bird Deadline  10 August 2012

Accommodation Deadline 7 September 2012

Final Registration Deadline 4 October 2012

KEYNOTE SPEAKERS

Sevgi Aral USA • Roy Chan Singapore • Ian Frazer Australia  
King Holmes USA • David Lewis South Africa • Raj Patel UK

www.visitmelbourne.com www.mcvb.com.au 

 15–17 OCTOBER 2012  •  www.iust i2012.com

2012_IUSTI_A5_Advert(portrait)_V1.0.indd   1 16/08/11   10:31 AM
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The Australia & Asia Pacific 
Clinical Oncology Research 
D e v e l o p me n t  W o r k s h o p  
(ACORD) is a week-long, resi-
dential program providing         
clinicians in all cancer sub-
specialities with training in best 
practice clinical trial design. 
Led by a world renowned Fac-
ulty, ACORD aims to develop 
and support oncology research 
across the Asia Pacific region. 

ACORD
9 - 15 September 2012 

Hyatt Regency Coolum, Queensland 

* Collaborating organisations ACORD 2010 

Participants are selected through a competitive application 
process, and the submission of a clinical trial protocol to be 
developed at the Workshop.  A range of Fellowships are avail-
able for participants. 

Applications open online @ www.acordworkshop.org.au 
from 7 November 2011—27 February 2012. 

*

*

*
*
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also providing consulting services at Knox Private Hospital.

  • Large and rapidly expanding inpatient and  
 outpatient load in general nephrology, dialysis  
 and perioperative medicine.

  • We are looking for an energetic and enthusiastic  
 Nephrologist who is keen to be involved in  
 exciting clinical practice.

  • SAC accreditation has been achieved for  
 one year core nephrology training. 

  • There is scope for research through the  
 Cabrini Institute.

For further information please contact:

Wattletree Nephrologists
Dr David Hooke or Dr Malcolm Cunningham 

via the rooms on: 03 – 9509 9956

or via email to Natalie: natalie@wattletree.com.au

Nephrologist
Private Practice,

Melbourne based, inner city,
opposite

St F.X. Cabrini Hospital
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Who else...  
has so many finance 
specialists on call? 

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

Investec Professional Finance Pty Limited ABN 94 110 704 464 (Investec Professional Finance) is a subsidiary of Investec Bank (Australia) Limited ABN 55 071 292 594 AFSL 234975.  

Income Protection/Life Insurance is distributed by Experien Insurance Services Pty Ltd (Experien Insurance Services) which is an authorised representative of Financial Wisdom Limited 

AFSL 231138 (AR No.320626). Experien Insurance Services is part owned by Investec Professional Finance Pty Ltd. 

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

L-R:  Paul Catanzariti, Jacqui Green, Marie La Rocca,Todd O’Reilly 
Caitlin Curry, Ali Butler, Andre Karney, Angela Warren, 
Lisa Yu, Ryan Raymond, Sarah Stafford, James Thomas, 
Stephanie Guarino, Nick Tagg, Pamela Christie, Katie Lloyd, 
Lynne Kelly, Di Stewart, Melinda Goddard, Stafford Hamilton, 
Sandi Constanti, Michelle Gianferrari, Barry Lanesman, Jacqui Lombard, 
Kristen Kennedy, Tony Kalmin, Krissy Hamilton, Karen Brighton, 
Teresa Nguyen, Penny Murphy, Paul Hastings, Troy King,  
Mercedes Torres, Kelly Gall, Craig Spiegel, Debbie Kiely 

 

Medica l  and 
Denta l  F inance


