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A message from

The President
Welcome to the final issue of RACP Quarterly for 2016.

O

ur cover story and several other
features are linked together by
the common theme of the digital
revolution and its effect on medicine.
If you have been fortunate enough to
watch a 3D printer at work, it can be
startling to see a complex shape slowly
emerging from plastic polymer as the
printer works. The implications for
specialist medicine are considerable, but
also need to be tempered with reality. On
pages 10 and 11 RACP Fellow, Cardiologist
Dr James Otton clarifies that the immediate
benefits from 3D printing are likely to be in
very realistic clinical training, rather than
the longer term possibilities of printing
replacement organs.
Virtual reality might seem like a
technology more applicable to
computer gaming or industrial design,
but Associate Professor Stephen Faux at
St Vincent’s Hospital in Sydney is
researching using it for rehabilitation of
stroke victims. In an intriguing example
of communication with patients he is
able to take stroke survivors inside a
reconstruction of the site of their
cerebrovascular accident to see what has
happened. Turn to pages 30 and 31 to
read more.
As we move further into an era of the
accumulation of massive data sets of all
kinds, the linking together of healthcare
data is fraught with medico-legal and
privacy issues, but if properly managed,
is also immensely promising. The RACP
has already made a submission to the
Australian National Health and Medical
Research Council (NHMRC) to this
effect. On pages 20 and 21 Public Health
Fellow Professor John Mathews leads
us through issues such as the need for
de-identification of data and cites a case
study of the beneficial use of data linking.
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In New Zealand, we are pleased to see
the rollout of plain cigarette packaging,
following its adoption in Australia.
Māori and Pasifika populations are
disproportionately affected by the
tobacco epidemic, and Māori Health
Committee Chair Dr George Laking
updates us on this initiative on pages
16 and 17.
A new feature has been introduced for
those of you too busy to catch all the
news. Members in the Media on pages 36
to 38 gives a quick summary of Fellows
and trainees recently mentioned in
prominent broadcast, print and online
media across Australia and New Zealand.
It has been an extraordinarily busy
year for your College, and for your
peak representative body, our new
College Council. We’ve summarised
the Council’s work on pages 6 and 7.
It has provided advice and a Fellowled perspective to the Board on at
least nine major issues throughout
the year; consumer engagement, our
international strategy, the new model for
RACP Congress 2017 and Selection into
Training to name a few. I’d like to thank
all our council members for their work.
On pages 8 and 9 you will find endof-year short summaries of what your
Fellow-led Divisions, Faculties and
Chapter Committees have achieved
over the previous 12 months. College
committees are run for and by you
and your peers. It is an extraordinary
gesture of pro-bono Fellowship and
something that we greatly value.
Thank you for your time and effort on
behalf of the College during 2016. I
hope you enjoy reading this end of year
issue and I wish you and your loved
ones all the best for the holiday season.

Dr Catherine Yelland
RACP President

A message from

The Board
On Friday, 14 October 2016 the Board met in Melbourne.
College Council
On Thursday, 13 October 2016 the
College Council held a strategy day with
a number of Directors in attendance.
The discussion covered several
important issues facing the RACP.
The Council discussed its ongoing
engagement with groups throughout the
RACP and how best to provide strategic
advice to the Board while acting as a
gateway for members to raise issues
within the College.
The Council endorsed the RACP’s
Framework for Improving Patient Centred
Care and Consumer Engagement and this
body of work will now be progressed
within the RACP. Revalidation was also
discussed in light of the recent report
and discussion paper from the Medical
Board of Australia.
Issues relating to the workforce in
Australia and New Zealand, the impact
of governments, and selection and

training were considered. The Council
also agreed that its focus should be on
the important issue of developing the
Indigenous specialist workforce.

Selection into Training
The Australian Medical Council’s
accreditation of the RACP included
a requirement that we implement a
selection into Basic Training model
and work has begun on developing a
suitable model for the RACP.
The Board considered a quality
and feasibility study that looks into
this issue, titled Developing a good
practice model for selection into Basic
Training. It was prepared by an expert
panel comprising of Mr Robert Hale,
Professor Fiona Patterson and Associate
Professor Chris Roberts.
The Board approved moving the
project to the next phase based on
the feasibility study and the wider
consultation that has been undertaken

across the RACP membership.

RACP Foundation
As the RACP’s philanthropic arm, the
RACP Foundation funds important
research and education.
The Board continued to discuss ways to
enhance the Foundation’s activities to
best serve RACP members and the wider
community.

International update
At its December 2016 meeting the Board
considered a strategy on the RACP’s
international activities.
Further information will be provided
early in 2017.
Dr Catherine Yelland
RACP President

Back (L-R): Associate Professor
Charles Steadman, Associate
Professor Andrew Cole,
Associate Professor Grant
Phelps, Dr Jeff Brown,
Professor Paul Komesaroff.
Middle (L-R): Dr Peter
Connaughton, Dr Sarah Dalton,
Dr Helen Rhodes, Mr Peter
Martin, Dr Tina Marinelli,
Professor Paul Colditz.
Front (L-R): Associate Professor
Mark Lane, Dr Catherine Yelland,
Dr Jonathan Christiansen.
Absent: Dr Susannah Ward,
Professor Lynne Madden,
Associate Professor Nicholas
Buckmaster and Ms Susan Tiffin.
December 2016/January 2017
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The next tw years –
a path ahead
Eight concise priorities
will now clearly define the
objectives our College seeks
to achieve over the next two
years.
Our Board signed off on the
new priorities at its October
meeting in Melbourne this year.

T

he simple table opposite
outlines all of those initiatives
and the benefits they are
expected to provide.
Many are likely to be familiar,
particularly under Education
Renewal and Continuous Professional
Development Renewal.
Capacity to Train, Selection into
Training, renewal of curricula and
exam improvements are all high
priorities to meet rapid change in
styles and techniques of learning,
exponential increases in medical
knowledge, and shifting health
workforce demographics.
A smaller skills-based Board as part
of broader governance reform also
remains an important change to take
effect at the end of this Board’s term.
Lesser known are the new commercial
opportunities the RACP is looking at
pursuing, to generate more revenue
which can be invested back into
learning and education resources.
Another initiative, the international
strategy, will present some of those
commercial opportunities. The RACP
is also likely to become more involved
in philanthropic work across the
South-West Pacific, in countries where
Australia and New Zealand exercise a
diplomatic sphere of influence.
A key priority, from now until the end
of 2018, is to develop a clear strategy
and plan to advocate and achieve
better Indigenous health outcomes for
Aboriginal and Torres Strait Islander
peoples across Australia, and Māori
and Pasifika peoples in New Zealand.
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We recently examined the issues of
consumer engagement and patient
centred care in the September/October
issue of RACP Quarterly. This deep and
long running megatrend in the way
medicine is practiced will see patients
and healthcare consumers increasingly
become an integral voice in almost
everything the RACP does. Under the
oversight of the Board, the framework
to support both principles will be rolled
out over the next two years.
A final initiative is a revitalisation
of the RACP Foundation. The
Foundation’s principal sum is currently
just under $44 million, but growth
is desired to increase the benefit to
early career medical researchers. To
achieve this, external expert advice
is being sought to understand what
opportunities may exist and how best
to implement them.
These eight initiatives don’t replace the
Board’s six high level strategic goals.
Those still remain to:
• be the preferred educator and
assessor of specialists
• shape the medical workforce
strategy
• support research
• provide value for members
• shape the policy agenda
• be a robust and effective College.
In effect, these eight new initiatives sit
a level below. They allow a short term,
clear view of immediate priorities
ahead as we pursue our core purposes;
to educate, advocate and innovate. RQ

RACP Board Strategic Initiatives 2016-2018
The preferred educator and assessor of specialist performance,
driven by a robust and effective College that demonstrates delivery
of value for members

RACP Strategic
Priorities
Initiative

Benefits

Learning and development: Education Renewal Program

• renewed Advanced Training and Basic
Training curriculum

• Capacity to Train, Selection into Training
• exam improvements
• Curricula Renewal
• RACP Lecture Series, ePortfolio

Learning and development: Continuing Professional Development (CPD)
Renewal
• CPD renewal program
• eResources and learning support
Commercial opportunities
• new opportunities for business development in domestic markets

• improved Selection into Training model
• improved examination and assessment
delivery
• improved learning support

• improved professional development
content, curation and delivery
• improved learning support

• additional revenue streams

Governance reform
• transition to skills-based Board
• improved delegation

• stronger governance and effective
decision making

• refined RACP by-laws
Indigenous health
• strategic plan to enhance support for Indigenous communities
International strategy
• framework and strategy for international engagement
Consumer engagement
• develop and support implementation of a patient centred care
framework
Foundation
• develop and implement options for growth

Outcomes

• clear strategy and plan for Indigenous
health
• targeted actions for international
philanthropy and commercial
opportunities
• improved emphasis on patient
centered care
• revitalise and grow the Foundation to
enhance medical research opportunities

• extend and enhance core business – providing relevant leadership and support
for members throughout their specialist journey
• build emerging business – focusing on growing services that reflect the
contemporary needs of specialists
• create viable options for the future – anticipating and responding through innovation, to
deliver a sustainable RACP

December 2016/January 2017
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The first year of
College Council
Your College Council is a
broad representative body
that provides the views of the
membership to our Board. It
is made up of a wide cross
section of members including
representatives of College
training pathways, state
committees, the Aboriginal
and Torres Strait Islander
Committee, the Maori Health
Committee and many other
committees and groups within
the RACP.
You can view photos and
short biographies of your
representatives at:
www.racp.edu.au/about/
college-council/collegecouncil-members

6
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O

ver the course of its first year,
the Council has provided
valuable strategic advice to the
Board on a range of issues the RACP is
facing, or will face in the future. It has
progressed and contributed to a number
of the RACP’s strategic priorities.
Council members also gained a deeper
appreciation of the complexity and
diversity of the RACP’s current and
future activities.
The Council was established in 2015
as a group to represent all Fellows and
trainees, to directly advise the Board.
It influences and contributes to College
strategy in the best interests of the
communities the College serves. It is
chaired by Associate Professor Alasdair
MacDonald, with two Deputy Chairs,
Dr Matthew Strack and Professor
Catherine Choong.

Australian State and
Territory Committees
As our College has become larger,
and more diverse, the role of our
six Australian State and Territory
Committees has changed over time.
Clarifying State Committees’ current
purpose was identified as an area
to improve as part of our College’s
reaccreditation by the Australian
Medical Council and the Medical
Council of New Zealand.
The College Council was the ideal
body to lead this task. It includes the
Chairs or representatives of each State
committee.
After investigating, a Council working
group subsequently made five
recommendations in their final report.
These included focusing on local
interests and local priorities,
facilitating educational opportunities
for members, encouraging a diversity
of representation and suggestions for
improved communication.

The Council and the RACP Board have
accepted these recommendations to be
implemented over the next few months.

substantially more accurate future
workforce predictions.

Selection into Training

Consumer Engagement
Project
The pattern of increasing engagement
with healthcare consumers was featured
in the last issue of RACP Quarterly.
The Council has played a significant
role here as well; developing an
implementation plan for the College
Consumer Engagement Strategy and
Framework.
Specifically, Council members provided
feedback on the barriers and enablers
to adopting patient centred care and
consumer engagement in training.
They also gave a members’ perspective
on the future of patient centred care
and consumer engagement in College
activities. Strengthening consumer
input into RACP governance,
education, and policy and advocacy is
the primary focus of this project.

International strategy
Developing and implementing an
international strategy is one of the
RACP’s key strategic priorities. The
Board consulted with the Council on
what the strategy could look like and
whether they felt it was appropriate for
the RACP to pursue such a strategy.
Detail is still being discussed, but the
Council unanimously agrees that this
is an important initiative.

Bullying, discrimination and
sexual harassment
This issue has featured heavily in
healthcare media commentary over
the past year, and the RACP recently
joined other medical colleges to
present to a Senate Inquiry into
the medical complaints process
in Australia. During the year, the
Council provided input into a review
of our processes to prevent, identify,
respond to and address potential
bullying or harassment by members.

The RACP is progressing with its
strategies to optimise capacity to train.
One part of this is the Selection into
Basic Training Quality and Feasibility
Study. This is a collaborative project
with a panel of experts in the field
of selection into medical education,
working together to develop a robust
model for selection into Basic Training.
Associate Professor Alasdair MacDonald

It also provided a Fellow and trainee
perspective on how all colleges can
contribute to common measures which
manage these issues.

Congress – new model
RACP Congress 2017 will feature
a new ‘shared interests’ model.
Following consultation, the Council
provided feedback on how to make
Congress more attractive to members
in a crowded and highly competitive
market. Congress will continue
to evolve over the next two years
to ensure it remains relevant and
interesting to members.

The Council was part of the wider
consultation process on this issue.
It gave insight into stakeholder
perspectives on the proposed models
and helped identify implementation
issues that members may be concerned
about, should it be transitioned into
practice.
In summary, over the past 12 months
the Council has considered a variety
of cross College issues and made an
invaluable contribution to the RACP’s
strategic direction.
Increasingly it will take on an even
higher profile role as the peak
representative body in the College,
when the Board becomes smaller and
more skills based in 2018. RQ

Constitutional changes
RACP members voted to amend the
College’s Constitution in May 2016.
Prior to putting these changes to you,
the Board consulted with the Council,
to ensure it was proposing changes that
would be considered reasonable by
members.

Workforce data collection
and analysis
Council members provided views on
the best way to engage with RACP
members in relation to workforce
data. In particular advice focused on
how the RACP can gather and analyse
meaningful workplace data to produce

December 2016/January 2017
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2016 IN REVIEW

Adult Medicine Division
The Model of Collaboration project has been a high
priority for the Adult Medicine Division (AMD) in 2016
and efforts have been made to ensure the interests of the
Specialty Societies are better represented on the AMD
Executive Committee.
After a successful pilot webinar partnership between
AMD and the Australian and New Zealand Association
of Neurologists, discussions are underway to expand the
pilot further in 2017.
The AMD Council made valuable contributions
to the RACP’s education and policy and advocacy
consultations, and workforce projects. Increasing the
number of trainee positions on the Council was also
a priority, with its by-laws being amended to allow for
double the number of trainee representatives.
The Australasian Chapter of Addiction Medicine was
involved in the update of the RACP/Royal Australian and
New Zealand College of Psychiatrists Alcohol Policy, which
launched in March.
The Australasian Chapter of Sexual Health Medicine held
another successful Annual Scientific Meeting in February.
It also established a Sexually Transmitted Infection in
Aboriginal and Torres Strait Islander Communities
Working Party (in partnership with the Aboriginal and
Torres Strait Islander Health Committee).
The Australasian Chapter of Palliative Medicine began
developing a strategy for delivering spirituality training
to its members, along with working with Education
Services to increase the capacity of the Communication
Skills Workshops.

Paediatrics and Child Health Division
A huge achievement in 2016 for the Paediatrics and
Child Health Division (PCHD) has been the launch of
the RACP’s The role of paediatricians in the provision
of mental health services to children and young people
position statement, which launched in October.
After significant work in 2016, the newly developed
Adolescent and Young Adult Medicine Advanced
Training program will be open to trainees from 2017.
Evolve continued to be a priority for the Division,
including the Paediatric Evolve Masterclass which
was an opportunity for current and future leaders
across the range of paediatric specialties to share
their knowledge and experiences in reducing lowvalue care.
The Division also received substantial media
coverage regarding its strong stance on youth in
detention and releasing children from detention.
On an international level, PCHD participated in the
Asia Pacific Pediatric Association business meeting
and the meeting of the Standing Committee of the
International Pediatrics Association.

Australasian Faculty of
Rehabilitation Medicine

Australasian Faculty of Occupational
and Environmental Medicine

In 2016, the Australasian Faculty of Rehabilitation
Medicine (AFRM) continued its involvement in a
number of College-led policy projects and working
parties including the National Disability Insurance
Scheme Working Party and the Euthanasia and
Physician Assisted Dying Working Party.

In 2016, the Australasian Faculty of Occupational and
Environmental Medicine Council took carriage of the
recommendations made from the 2015 Occupational and
Environmental Medicine at the crossroads: visions for the
future report. Discussions will continue in 2017 on the
Value of Occupational and Environmental Medicine Project.

The Faculty hosted another successful Annual
Training Meeting in March, featuring high quality
presentations on topics such as stroke rehabilitation,
gait analysis and orthotics.

The Health Benefits of Good Work (HBGW) agenda
continued to advance in 2016 with the formation of the
New Zealand Signatory Steering Group and a Health
Steering Group.

Discussions have continued around the future of
rehabilitation medicine training and the Faculty will
be providing input into the College Curricula Review
to make improvements.

The Signatory Steering group hosted several successful
forums this year, and together with the RACP has designed
and distributed a HBGW eNewsletter.

The AFRM Council established a Research Working
Group to scope ideas on how to establish a national
rehabilitation network.

The HBGW campaign is based on compelling Australasian
and international evidence that good work is beneficial to
people’s health and wellbeing.

Another achievement for the Faculty in 2016 was the
publication of the Guiding Principles for Telehealth
Consultations in Rehabilitation Medicine
in September.

At Congress 2016, the revised Ethical Guidelines for
Occupational and Environmental Physicians paper was
launched.
Another successful Annual Training Meeting was held in
May and was well received by AFOEM trainees.
The Faculty also engaged with the Queensland
government in responding to the re-emergence of coal
workers pneumoconiosis (black lung) in Queensland.

Australasian Faculty of Public
Health Medicine
In May 2016, the Australasian Faculty of Public Health
Medicine delivered a dedicated public health stream at
the RACP Congress featuring topics such as the social
determinants of health, the epidemiology of viral
hepatitis and a coordinated approach to Aboriginal
children’s ear health.
The Faculty made substantial contributions to
RACP policy projects including involvement in over
nine College-led policy projects and committees
covering a range of topics including integrated
care, e-cigarettes, the National Disability Insurance
Scheme, alcohol, and Aboriginal and Torres Strait
Islander Health.
The health impacts of climate change remained a focus
for the Faculty, with AFPHM members on the Climate
Change and Health Working Party developing three
new positions statements on climate change
and health.
The Faculty also continued to advocate for the
continuation of the Specialist Training Program.

New Zealand Committee
In 2016, an updated position paper on antimicrobial
resistance in New Zealand (NZ) was launched, followed
by publication of a viewpoint article in the New Zealand
Medical Journal.
Over 100 trainees from across the country participated in
the annual NZ Trainees’ Day. Speakers (including 16 NZ
Fellows) addressed the topic of Making good decisions: at
work and at home.
The Committee led work on the RACP’s strategic priority
around obesity including: engaging with the Ministry
of Health, advocating for a ban on sugary drinks in NZ
hospitals, schools and sporting clubs, and developing a draft
position statement on obesity. In September, the Board
approved the establishment of an Obesity Working Party,
to progress the College-wide Obesity Initiative in 2017 and
2018.
In November, the NZ President and the Chair of the
Physician Assisted Dying Working Party made an oral
submission to the New Zealand Health Select Committee
on public attitudes towards physician assisted dying.
A report on the proceedings of the Māori Health Hui held
in late 2015, including five recommendations for action,
was finalised in June.
December 2016/January 2017
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Getting to the
heart of 3D printing
Creating a 3D printed
replica of the human heart
is impressive, however it’s
how that heart will be used in
clinical practice to prepare
for surgery that will prove
more significant.
According to Dr James
Otton, Clinical Cardiologist
at Liverpool Hospital and St
Vincent’s Private Hospital and
clinical faculty member of the
Victor Chang Cardiac Research
Institute, now that printing a
3D heart has been achieved,
the next step is to conduct
rigorous studies to show the
benefits of 3D printing.

O

ver the last three years Dr
Otton has been researching
and creating 3D printed hearts.
While he says that a 3D printed heart
is “visually spectacular”, the next
challenge is to gain a complete three
dimensional understanding of the
organ and to demonstrate the utility of
3D printing in clinical practice.
“When you have this three
dimensional understanding you can
apply computer simulations, virtually
insert cardiac devices, do virtual
surgery and you have a whole range
of options that were never possible
before.
“I think that’s the most important
part of 3D printing, it’s not the 3D
printing itself but the process of
developing three dimensional images
and understanding the physiology that
underlies it,” said Dr Otton.
“For clinical purposes, my job is to
take a set of images, a computed
tomography (CT) scan or a 3D
echocardiography (echo), and create
something called a mesh (a structural
build of a 3D model). I then send
that mesh to a 3D printer to make
a physical representation of what’s
happening inside a patient’s body.”
The 3D printers range from those
that use very simple ‘Lego plastic’ to
the more advanced which are used to
print a flexible object or one which has
moving parts such as a valve.

Colour heart print showing oxygenated
blood as red and deoxygenated blood
as blue.
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Dr Otton is currently using the 3D
printed hearts for research purposes,
however he said that overseas 3D
printing is performed much more
routinely for planning surgery.

“There are even 3D printing
departments within hospitals to
facilitate that.”
Dr Otton said although hospitals in
Australia aren’t at that stage yet, he
sees 3D printing being used routinely
in paediatrics and complex congenital
heart surgery in the very near future.
As part of his research, Dr Otton has
created 3D printed hearts for 40–50
patients, ten cases were for a left atrial
appendage occlusion procedure.
“There’s a little sac that sits off the
atrium which is responsible for a lot
of strokes in people who have this
condition called atrial fibrillation.
We can block off that sac but that sac
is shaped in a very different way for
different people and it can be hard to
get that device to be precisely the right
shape.
“You don’t want it to be too large and
you don’t want it to fall out. So we
printed an exact model of the patient’s
atrium in a flexible material and that
model was able to accurately reflect
how the device would sit and be
positioned within that heart.”
While Dr Otton stressed the
importance of having good quality
images, such as a CT scan or a 3D
echo, he said being able to create a 3D
print is the “icing on the cake”.
“3D prints allow surgeons to hold
the model heart and potentially to
manipulate it and even to practise the
surgery,” he said.
The prints also allow doctors to
answer more complex questions.

“In the past we would look at images
and ask questions like ‘what’s that
spot?’ or ‘why is that valve leaking?’
Now, with the ability to create an exact
three dimensional replica of a valve,
those questions become very easy to
answer,” explained Dr Otton.
When asked how he sees 3D printed
hearts being used in the future,
Dr Otton said he believes they will
be used in terms of congenital heart
disease and they will also be useful
in sizing heart devices.
“It can be useful to have a model
you can test to make sure the device
is correctly sized before you do the
procedure.”
Recent developments have made
creating 3D printed hearts simpler.
“Our imaging is so much better so we
have high quality 3D ultrasound and
cardiac CT scans where we can capture

the whole heart in less than half a
second with excellent resolution,” said
Dr Otton.
“The precision of the 3D printed
models is dependent on the quality of
the images.”
The future of 3D heart printing looks
promising. It appears its benefits
in medical treatment will be wideranging. However, Dr Otton suggests
we still have some way to go.
“There are a lot of quality control and
technical issues to overcome. We need
to make sure what we’re doing with 3D
printing is exactly right.” RQ

“While a 3D printed
heart is visually
spectacular, the
next challenge is
to gain a complete
three dimensional
understanding
of the organ and
to demonstrate
the utility of 3D
printing in clinical
practice.”
December 2016/January 2017

11

A large and
deadly problem
Obesity is fast emerging
as a defining public health
challenge of our era. More
than two billion people
worldwide are now considered
overweight and 600 million
obese – including 40 million
children under the age of five.
The findings of multiple pieces
of research are clear – obese
people use health services
more often and have higher
risks of life-threatening
diseases. There are even
studies linking obesity to
decline in cognitive function
and memory.
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I

ncreasingly public attention is
focusing on the consumption of
sugar enhanced, processed food
and sugary beverages. Sugar taxes have
now been adopted in Mexico and some
US states, with Britain to follow from
2018. Current French government
policy balances preservation of customs
such as the use of local produce with
public health outcomes, such as obesity
prevention.
Despite the evidence, and the action in
some jurisdictions, neither Australia nor
New Zealand has a whole of community
anti-obesity public health campaign
(although New Zealand has a specific
prevention strategy focused on children).
The Council of Presidents of Medical
Colleges has entered the public debate
on this critical issue. I represented the
RACP at the Council’s National Summit

on Obesity in Melbourne during
November, with all 14 Australasian
medical colleges in attendance.
Already the meetings’ six subsequent
recommendations are provoking
headlines (see breakout box).
The Council is calling for the
imposition of a sugar sweetened
beverage tax at a nominal 40 cents per
100 grams of sugar. This could reduce
consumption of sugary drinks by 15
to 20 per cent according to Australia’s
respected, non-partisan health think
tank, the Grattan Health Institute.
Sugar taxes are politically
controversial, especially in areas where
sugar is a significant part of the local
economy. But we could have said the
same about tobacco production.
As a College, we need to think not just
about the practicalities and effects of

a sugar tax and what future policy measures we may adopt
relating to sugar alone.
Obesity is one of the greatest health policy challenges facing
Australia and New Zealand. It increases the risk of diabetes,
cardiovascular disease, musculoskeletal disorders and many
other disabling and costly conditions.
Far from simply being a case of consuming the wrong foods
or beverages, or being subject to the lottery of genetics,
this is a complex, chronic disease with many comorbidities,
and a multitude of causes. Effective prevention involves the
development of long-term strategies across the life course of
those affected.
The Council’s summit drew on the expertise of Australia’s
clinical and research communities. We also heard from public
health and disease prevention organisations, educators and
even environmental town planners.
Smoking rates in Australia have halved over the last decade,
primarily driven by Government interventions such as
increased taxes, and more recently the imposition of plain
packaging regulations. New Zealand will soon adopt similar
plain packaging measures – you can read more on page 16.
Clearly, such large scale, long term public health campaigns
can and do work.
With that in mind, all attendees at the Council’s summit
focused on reducing consumption of sugary beverages as a
highly effective way to cut public sugar consumption.
Sugar is only one of the many parts of the obesity challenge.
We need to improve diets, reduce calorie consumption
and increase activity levels. We need to move away from
judgemental attitudes and implement effective management
for people who are already overweight or obese.
As a College we need to consider the future health of our
patients and our communities.
Dr Catherine Yelland
RACP President

“More than two billion
people worldwide are now
considered overweight and
600 million obese.”

SIX RECOMMENDATIONS FROM THE
NATIONAL SUMMIT ON OBESITY’S
SUBSEQUENT CONSENSUS STATEMENT
1. Recognise obesity as a chronic disease for
classification and management purposes.
Develop a comprehensive Australian Medicare
Benefit Schedule package for the prevention
and management of obesity including
multidisciplinary planning, Pharmaceutical
Benefits Schedule sponsored medication,
and access to equitable bariatric surgery.
2. Build health professional capability in the
prevention and management of obesity:
provide targeted education and training, fund
clinical research to identify evidence based
prevention strategies, clinical pathways and
clinical practice guidelines.
3. Encourage health professionals to lead by
example with initiatives expanded across
universities, hospitals and health services
to reduce the level of sugar sweetened
beverages and processed foods available;
ensuring instead that a wide variety of healthy,
fresh foods and water are available to provide
healthy choices for all staff, students and
visitors. We should consider measures we can
adopt at RACP sites for example.
4. Prevention begins before birth: provide obesity
prevention and care for all women and men
prior to conception, pregnancy and birth via a
nationally funded strategy.
5. Adopt and implement a comprehensive
national strategy which includes evidence from
research and recommendations from experts
such as the World Health Organization, the
Preventative Health Taskforce, and recent
public health collaborative research.
6. Food regulation and re-formulation for health:
use of research evidence and regulatory
mechanisms to reduce food intake; reduce
the consumption of unhealthy and processed
beverages and foods by implementing a sugar
sweetened beverage tax as a disincentive
to purchasing these; and provide a funding
source for some of the array of other health
and community initiatives needed to prevent
and manage obesity.

December 2016/January 2017
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Mental health in focus
According to the Australian
Institute of Health and
Welfare, an estimated 45 per
cent of adults (7.3 million
people) will experience a
mental illness in their lifetime.
The increasing incidence of
mental illness and growing
societal understanding
of the issue probably
explains why October
marks mental
health month
in Australia
each year.

I

n a recent position statement on The
role of paediatricians in the provision
of mental health services to children
and young people, the RACP highlights
a troubling link between chronic
physical health problems and poor
mental health in young people.
One study showed that 42 per cent
of young people with chronic health
complaints, like diabetes mellitus, also
have a mental health problem. To
put this figure into context,
this is more than double
the national average
(14 per cent) of mental
illnesses found
in children and
adolescents aged
four to 17 years.

Due to the significant demand on the
health system in Australia and a lack of
specialist services available, the RACP
Paediatrics & Child Health Division
President Dr Sarah Dalton said she has
grave concerns that only a minority of
children and young people are getting
the care they need.
“The most common mental health
condition we see as paediatricians in
Australia are young patients presenting
with attention deficit hyperactivity
disorder. Some studies have suggested
that as much as 30 per cent of our work
comes from this alone.
“With an increasing number of
children and young people showing
signs of mental health problems,
and a limited number of clinicians
specifically-trained to help them, we’re
worried that young people could be
falling through the cracks.
“We see first-hand that mental health
issues can emerge in part due to an
underlying chronic physical illness
and that early contact with health
professionals can make a huge difference.
“If left unaddressed poor mental health
can have devastating flow on effects
including suicide, trouble functioning at
home or in school, and difficulty forming
friendships which can lead to a range of
serious health complications later in life,”
said Dr Dalton.
To tackle this serious issue the RACP
has recently called on the health sector
to come together and develop more
efficient, integrated and responsive
models of care for children and
young people with developmental,
behavioural or mental health problems.
Crucial to this process is recognising
the pivotal role paediatricians play
in delivering clinical care to children
and young people with mental health
problems. RQ
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“With an increasing number of children and young people
showing signs of mental health problems, and a limited
number of clinicians specifically-trained to help them, we’re
worried that young people could be falling through the cracks.”

Finlay's story: My experience
with mental illness
When Finlay was a teenager
he began to show the signs of
a mental illness. He said that
while it was initially hard to
reach out for help, he found
that by being open about his
struggles, others have also
been inspired to speak out.

F

inlay, or Fin as he refers to
himself, said his troubles started
back when he was a kid.

no control over my thoughts and I just
kept going on this downward spiral of
emotions and thoughts into this really
dark place where I was thinking about
self-harm and suicide.
“The entire time I had this amazing
sense of guilt. I kept thinking how
could I possibly be feeling this way? I
kept torturing myself by thinking – I
have nothing to be sad about because
I go to a good school, I have a great
family and lots of good friends.

“I always wanted to do everything
at 100 per cent and as I grew up this
slowly developed into me feeling that I
was never good enough.

“I remember one night, the night
when I finally had my breakdown, my
mum came up to me and said ‘what’s
going on are you okay?’ At that point
I couldn’t keep doing it by myself
anymore so I opened up and my mum
took me to get some help.

“By the time I was 16, I felt like I had

“I went and saw a therapist and they

“I just always wanted to be perfect,”
he said.

“What I learned during the experience
is that things like depression and
anxiety aren’t selective at all and they
can happen wherever, whenever and
to anyone.”

helped me work through things. They
helped me put in place strategies in
terms of how I approached life and my
thoughts – I still use them now.
“What I learned during the experience
is that things like depression and
anxiety aren’t selective at all and they
can happen wherever, whenever and to
anyone.
“The biggest thing I’d like to say to
someone going through mental health
problems is to remember that you’re
never alone.
“There are almost always other people
around you who have been through,
or are going through, a similar thing,”
he said.
If you are thinking about suicide or
experiencing a personal crisis help is
available.
Everyone feels sad or down
sometimes, especially during
tough times. Feeling sad or upset
is a normal reaction to difficult
situations. But, if you have these
feelings intensely for long periods
of time and are having trouble
with normal activities, you may
be experiencing depression. Ring
for support from agencies such as
Lifeline and beyondblue.

Lifeline 13 11 14
beyondblue 1300 224 636

December 2016/January 2017
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Plain packaged cigarettes
get the green light in
New Zealand
T
New Zealand is set to follow the
lead of Australia and introduce
plain packaged cigarettes, following
legislation that was passed by
the New Zealand Parliament in
September 2016.

he change will come into effect
no later than Thursday, 15 March
2018, however a provision has
been made for the government to bring
this date forward.
The RACP has been an advocate of
plain packaged cigarettes based on
research revealing that it undermines
the aspirational attributes youth seek
to gain from smoking and broadly
makes it unappealing.
Currently in New Zealand, Māori are
disproportionately represented within
smoking statistics with almost 40 per
cent of those aged 15 years or older
identified as tobacco users – a rate that
has been steady for the last decade.
New Zealand Committee Member
Dr George Laking said in the less than
four years since Australia introduced
similar legislation the number of
smokers had reduced by at least 108,000,
an outcome he hoped to see reflected in
New Zealand.
“In the two decades since the
introduction of the Smokefree
Environments Act, New Zealand has
made some inroads on the tobacco
epidemic,” explained Dr Laking.
However, it remains the number one
cause of avoidable early death in New
Zealand, and there are persistently
prevalent rates among Māori and
Pasifika communities.
The new legislation represents the
latest move by the New Zealand
government to curb smoking. Changes
in recent years have included annual
tobacco tax increases of 10 per cent
since 2010, a ban on displaying tobacco
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products in stores, a reduction in dutyfree tobacco allowances, increased quit
smoking services and better access to
services.
“It is desirable to have a range of
approaches for tobacco control, plain
packaging is one such example,” Dr
Laking added.
“There is good evidence to show that
plain packaging effectively works
against initiation and maintenance of
smoking, especially among younger
populations.”

“There is good evidence to show that
plain packaging effectively works
against initiation and maintenance
of smoking, especially among
younger populations.”

In March 2011, the New Zealand
Government launched its Smokefree
initiative which seeks to reduce
smoking prevalence and tobacco
availability to minimal levels, making
New Zealand essentially a smoke free
nation by 2025.

THE MAIN FEATURES OF
THE NEW LEGISLATION
• S
 tandardising the size and
appearance of tobacco
products and packages to
make them less appealing
and making the graphic
warnings on the packs
larger and more effective.

The goal is not a ban on smoking but
a commitment to reduce smoking
prevalence across all populations to
less than five per cent. RQ

• Allowing a brand name and
certain other manufacturer
information to be printed
on the pack, but with tight
controls over the typeface,
font size, colour and
position.

More information can be found at:

www.smokefree.org.nz

• P
 rohibiting the use of
tobacco branding
(and all other marketing
devices) on tobacco product
packaging and on tobacco
products themselves.

December 2016/January 2017
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Blazing the trail
in Aboriginal and Torres
Strait Islander health
F
Fellows and trainees who
already know Associate
Professor Noel Hayman will
not be surprised to hear
his story of success and
inspiration.

Coming from the Wakka
Wakka people (from South
Queensland) and Kalkadoon
(Mt Isa), Associate Professor
Hayman has a list of
achievements almost as
long as the line of patients
who come from across
Queensland to see him.

ront and centre of these
achievements is the second and
final stage of a new state-of-theart $10.5 million health centre facility
to be opened in the Brisbane suburb of
Inala next year. Focusing on improving
Aboriginal and Torres Strait Islander
health in the region, Inala Indigenous
Health Service is the brainchild of
Associate Professor Hayman.

Although he first opened the doors of
his clinic in 1995, it is only now that
Professor Hayman is fully realising
his vision – a vision that can be traced
back to his motivation to be a matureage student and his early career in the
public health system.
“My journey into health all started when
I saw an article in the local paper in 1985.
It was about how the Dean of Medicine
at the University of Queensland had
no Indigenous students and wanted to
change this,” he explained.
“At the time I had an applied science
degree and was working as a quality
controller at a food processing factory.
The thought of studying medicine
fascinated me and I felt it would be
helpful for my brothers and sisters,
some of who were already suffering
from diabetes.
“I was 30 at the time and it was hugely
challenging juggling a young family,
financial commitments and study. My
daughter Gemma was about two years
old at the time, and we still chat about
how I used to have to take her along to
lectures with me.”

Associate Professor Noel Hayman
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Noel graduated in 1990 and was one of
two graduates to become Queensland's
first Indigenous doctors (and later

the first Aboriginal and Torres Strait
Islander Fellow of the Australasian
Faculty of Public Health Medicine).
He began to work in the public health
system shortly after.
“What I noticed immediately was how
poorly Indigenous people were treated.
I remember one Indigenous man
presented with chest pain, but he was
considered drunk by staff and largely
ignored. I brought him in and found he
was actually having a heart attack. He
was only 28.
“I decided to do some research on
this issue and began focus groups and
interviews with Indigenous patients.
Many shared personal experiences of
how they were being treated poorly by
the public health system.
“There were also barriers – and there
still are – for treatment relating to
availability, affordability, acceptability
and appropriateness. At the time it was
very clear that new, innovative strategies
were needed to improve health outcomes
and address poor life expectancy.”
Associate Professor Hayman began to
notice how a number of Indigenous
patients sought his treatment and would
even travel to see him.
“We have a shared culture and I usually
know their families. Many patients come
to me and say, ‘Look, Noel, I can relate
to you much better than I do with nonIndigenous doctors’, and they say they
can open up and explain more about
what’s going on.”
These experiences encouraged Associate
Professor Hayman to set up his own
clinic in Southern Brisbane. In its first

INALA INDIGENOUS
HEALTH SERVICE
STRATEGY
• Increase the number of
Aboriginal and Torres Strait
Islander staff.
• Design culturally appropriate
waiting rooms.
• Provide cultural awareness
education to all staff within the
centre.
• Inform the Indigenous community
about services available.
• Promote collaboration with
Aboriginal Community
Controlled Health Services and
the Inala Aboriginal and Torres
Strait Islander Women’s Health
Support Group.
• Attend Aboriginal and Torres
Strait Islander interagency
network meetings.

year there were only 12 patients, however
the passion and skills of staff have seen
it grow to 6,000 regular patients, 90 per
cent of whom identify as Indigenous.
The secret to the clinic’s success has
also been a strategy of Aboriginal and
Torres Strait Islander staff, a culturally
appropriate waiting room, cultural
awareness of staff and engagement
and collaboration with the Indigenous
community (see breakout box).
Having outgrown the current premises
and operating out of various buildings,
new premises will centralise and
provide greater space for a team
that includes specialists, general
practitioners, nurses, allied health and
Aboriginal health workers.
“We also provide placements for
allied health students, public health
undergraduate students and Aboriginal
health worker trainees. As part of the
placement, each student or registrar
engages with the local Indigenous
community, helping to improve their
understanding of urban Aboriginal and
Torres Strait Islander primary health care.

Southern Queensland Centre of Excellence. Inala Stage 2

“My journey into health all started
when I saw an article in the local
paper in 1985. It was about how the
Dean of Medicine at the University of
Queensland had no Indigenous
students and wanted to change this.”
“It’s important that the next generation
of doctors and health workers, both
Indigenous and non-Indigenous, have
the skills and cultural awareness to help
close the health gap,” Associate Professor
Hayman added.

“A lot has changed from my university
days when the only Indigenous person
with a degree was Charles Perkins. I
had to look outside the medical field for
inspiration, towards the likes of Australian
rugby league player Arthur Beetson.”

The next generation includes his
daughter Gemma who, after attending
her father’s medical lectures three
decades ago as a toddler, became
Queensland’s first Aboriginal and
Torres Strait Islander second generation
doctor in 2014. She is now specialising
in forensic psychiatry and Associate
Professor Hayman hopes she will one
day join him at Inala.

Currently, there are now more than
250 Aboriginal and Torres Strait
Islander students enrolled in medical
degrees. Fortunately for them, because
of trailblazers like former Queensland
Australian of the Year and Deadly Award
Winner, Associate Professor Hayman,
role models are becoming
more common. RQ
December 2016/January 2017
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Data linkage –
sharing public health
data for the greater good
When it comes to sharing
personal data, most
individuals are concerned
about protecting their
privacy, especially when it
comes to their health records.
However, if personal
records are aggregated and
de-identified they can be
used to serve the wider needs
of the population without any
risk to personal privacy.

20
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A

ccording to researchers, such as
Professor John Mathews, there is
a great opportunity to improve
the health of the population through
the linkage and aggregation of publiclyfunded data sets.
“To understand many of the health
problems that we face today, it
is necessary to study the pooled
experience of a large number of patients
with the same condition – particularly if
that condition is a rare complication of
treatment.

should be made as straightforward as
practicable,” he said.
In early 2000, researchers had growing
theoretical concerns that ionizing
radiation from computer tomography
(CT) scans in childhood could increase
cancer in later life.
“It was clear that the theory could
be addressed by linking Medicare
records of CT scan exposures to
national cancer registrations held
by the Australian Institute of Health
and Welfare on behalf of states and
territories,” said Professor Mathews.

“This requires the use of de-identified
data from Medicare, the Pharmaceutical
Funding for the necessary research
Benefits Scheme and other publiclywas obtained in 2008 but it took until
funded systems,” said Professor Mathews.
2011, after significant lobbying and
persistence, to finally get access to all
Until recently, governments and data
the required de-identified data.
custodians have often resisted calls
for data to be used for public-benefit
“Our results showed that cancer risk
research purposes, citing privacy and
was increased by 24 per cent for
legislative concerns as the reason.
individuals exposed to CT scans before
“We need legislative changes so that data the age of 20. The younger the age
agencies and data custodians are obliged of the child having the CT scan, the
greater the risk,” he said.
to release aggregated data for publicbenefit research purposes – subject only
The findings have meant that all CT scans
to the adequacy of measures to protect
on children must now be fully justified
personal privacy.
on clinical grounds and use lower CT
“Obtaining data from public sources for scan doses, to reduce any future risks – a
research purposes has been difficult and population health triumph.
time-consuming because of the need
Without data linkage and aggregation
for negotiations with multiple agencies.
this outcome couldn’t have been
Access to publicly-funded health data
achieved.

“Protecting the privacy of personal
health information is vital, but
absolute protection will inevitably be
in conflict with our social compact to
allow aggregated health information
to be used for public-interest
research purposes.”
“Protecting the privacy of personal
health information is vital, but
absolute protection will inevitably be
in conflict with our social compact to
allow aggregated health information
to be used for public-interest research
purposes.”
The Australian government has
recently signalled that attitudes
towards data linkage should change
and that de-identified public sector
data should be more available for
research.
“The proposed changes will make
research easier, add to knowledge,
and enhance the safety, efficiency and
effectiveness of the Australian health
care system,” said Professor Mathews.

Public education is needed to explain
the benefits of data linkage to overall
population health and to explain how
privacy is protected.
“With aggregated data, researchers
don’t have access to individual’s names,
addresses or birthdates. To protect
privacy, each person is provided with
a unique anonymous number for
research purposes.”

BASIC PRIVACY
PRINCIPLES FOR DATA
LINKAGE AND PUBLICBENEFIT RESEARCH
• Personal identifiers must be
removed from linked and
aggregated data sets.
• Only researchers with ethical
approval from a Human
Research Ethics Committee
working to National Health
and Medical Research
Council guidelines are
eligible to receive the
de-identified data sets.
• Researchers and their host
institutions will be subject
to legal penalties for any
attempt to breach privacy
or re-identify individuals or
communities.

In a recent submission by the
RACP to the National Health and
Medical Research Council’s Targeted
Consultation on the Draft Principles for
Accessing and Using Publicly-Funded
data for Health Research – Fellows
called for greater access to publicly –
funded data for research purposes. RQ
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Going the distance
Going into medical school
Dr Stephen Brady thought
he’d end up on the white
sands of the coast, not
covered in the red dirt of
the outback, but after nearly
twenty years working in
remote communities in the
Northern Territory he says he
wouldn’t have it any other way.

“I never discounted the possibility that
I’d end up somewhere rural. During
my training I worked in a range of
hospitals, both rural and urban, and
I found that I preferred working in
smaller hospitals,” said Dr Brady.
After nearly two decades of service
working as a general physician and a
rheumatologist in remote communities
such as Cairns, Mt Isa and most
recently Alice Springs, Dr Brady has
been duly recognised for his efforts,
receiving the 2016 RACP Medal for
Clinical Service in Rural and Remote
Areas.
“It was an honour just to be nominated
let alone to be recognised as a dual
winner,” said Dr Brady.
To those who know him however, the
award came as no surprise.
“As a qualified rheumatologist he’s been
invaluable to the local community,
without Stephen around we would

Dr Stephen Brady
and his mentor
Dr Clive Hadfield.
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have to send a lot of our patients,
with conditions as common as
rheumatoid arthritis, off to somewhere
like Adelaide for treatment,” said Dr
Rosalie Schultz.
Currently working as Director of
Medicine at Alice Springs Hospital,
Dr Brady has his hands full. With a
catchment area that is well over one
million square kilometres (roughly
the size of France) Alice Springs
Hospital gets patients from all over the
Northern Territory.
“Patients, particularly those in
Indigenous communities want to be
treated close to home. Geography and
distance makes this hard,” said Dr Brady.
“Out here it’s not like the major
cities where you can pop out for
the afternoon to visit a specialist,
sometimes you can leave on a Tuesday
and not be back until the weekend
because there are only two buses
running.”

“Out here it’s not like the
major cities where you can
pop out for the afternoon
to visit a specialist,
sometimes you can leave
on a Tuesday and not be
back until the weekend
because there are only
two buses running.”

Dr Stephen Brady enjoying the scenery and serenity of
Australia’s Red Centre.

It’s because of this that Dr Brady has
become a passionate advocate for
telehealth and outreach as a key part of
rural medicine.
“In the Territory, we need to network
over a large geographical area and try
to stay on top of the movements of a
very mobile Indigenous population.
We have found that telehealth works
really well in facilitating our followups with patients,” he said.
Dr Stephen Brady is not a native to rural
Australia. Growing up in inner-city
Sydney, he moved to Newcastle for his
medical degree, which he gained from
the University of Newcastle in 1990.
During his specialist training in
rheumatology and general medicine,
Dr Brady moved about Australia
going from Newcastle, to Adelaide and
Sydney, before heading to Cairns for
a post-Fellowship year. According to
Dr Brady, it was in Cairns that his life
changed.
“Working in Cairns I got my first
real taste for Indigenous health and

outreach medicine. It was interesting
and challenging all at once coming
across some of the unique diseases
which occur in tropical or remote
areas,” said Dr Brady.
“I was fortunate to be mentored by Dr
Clive Hadfield, who was working as a
general physician at the time. He took
us on trips out to some of the remote
clinics in Cape York and showed us
how he practiced medicine,” said Dr
Brady.
Dr Hadfield said it wasn’t until Dr
Brady and his wife left Cairns that he
realised how committed they both
were to rural work.
“Steve was a rheumatologist when he
came to Cairns where both he and his
wife spent time with us training in
general medicine,” said Dr Hadfield.
“They sought out tough jobs, tackling
the hard clinical and political work
of building badly needed services in
Mt Isa and Alice Springs. Need rarely
translates to funding without a grinding
effort on someone’s part and both of

them worked hard to make this so.
“I feel humbled by their effort and I am
sure they have inspired other young
physicians to follow in their footsteps,”
said Dr Hadfield.
Dr Brady said it has been a pleasure to
train and mentor many trainees, some
of whom have gone on to work in rural
or remote settings.
“It has been a great experience
working with trainees and seeing
them experience the beauty and
sense of community of smaller towns.
Along with learning how history,
geography and climate affect medical
presentations,” he said.
Dr Brady said there’s no doubt that
there are challenges working in rural
and remote communities but he
whole-heartedly recommends it to
any physicians who have an interest in
rural health. RQ
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New treatments
for gonorrhoea
Professor David Lewis,
Director of the Western Sydney
Sexual Health Centre and
Professor at the University
of Sydney, says that growing
antimicrobial resistance to
treatments for gonorrhoea has
been documented in Australia
and across the world, raising
concerns that this highly
infectious sexually transmitted
infection may soon become
untreatable.

The latest published data from the Kirby
Institute for Infection and Immunity in
Society indicate that there were 15,786
cases of gonorrhoea notified in Australia
in 2014, representing an increased rate of
the infection in both males and females.
The rate of notified cases is 18 times
higher in Indigenous populations.
Gonorrhoea is most commonly
contracted through unprotected sex.
However, in some cases it is passed
on from mother to child through
birth. If left untreated, it can lead to
serious health complications including
infertility, ectopic pregnancies and
chronic pelvic pain in women, and
persistent epididymo-orchitis (testicular
pain) in men.
Since their discovery in the 1930s,
antibiotics have been the cornerstone
of gonorrhoea management. However,
a long history of antimicrobial
resistance has meant that this highly
prevalent sexually transmitted infection
(STI) is running out of treatment
options, and fast.
“In the pre-antibiotic era, attempts to
prevent or treat gonorrhoea with various
ointments and urethral irrigations were
met with limited success.
“The introduction of sulphonamides
in the late 1930s represented a major
advance, but antimicrobial resistance
followed within only a few years of use.

Professor David Lewis
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“Then penicillins were introduced
in 1943 and for many years became
the mainstay for treating gonorrhoea.
However, in less than two decades
penicillin resistance, resulting in
treatment failure, was widespread," said
Professor Lewis.

The pattern continued, a new antibiotic
would be used to treat gonorrhoea
and shortly afterwards antimicrobial
resistance would emerge and spread
globally.
“We have almost run out of effective
antimicrobial agents to treat gonorrhoea
and the threat of untreatable
gonorrhoea has raised substantial
international concern at the World
Health Organization and the United
States’ Centers for Disease Control and
Prevention level.
“Few new antibiotics are in the
development pipeline. This is in part
because STIs have not been seen
as a major threat until recently by
policy makers and drug development
companies,” explained Professor Lewis.
Strains of Neisseria gonorrhoeae (the
bacterium that causes gonorrhoea),
which are resistant to almost all
antibiotics are starting to present around
the world.1
The Asia-Pacific region has historically
been the breeding ground for
antimicrobial resistance, particularly
for gonorrhoea. According to Professor
Lewis this is due in large part to
inappropriate regulatory supervision of
antimicrobial use, inadequate dosing
and in some cases, poor quality generics.
“Doctors have an important role
in caring for patients with sexually
transmitted infections, in educating
patients about the risks of condomless
sex and encouraging regular screening
for people at risk of infection,” he said.
1. www.newscientist.com/article/2084801-whysuper-gonorrhoea-is-spreading-and-maysoon-be-untreatable/

WHAT CAN SPECIALISTS BE DOING
TO HELP?
• Ensure that all recent sexual contacts of the
patient you are managing for gonorrhoea are
reviewed, tested and treated.
• Keep up-to-date with local antimicrobial
resistance patterns and current treatment
recommendations.
• Send culture samples for all positive
anatomical sites to your local laboratory
so that the gonococcal antimicrobial
susceptibility profile can be determined.

Photo credit: Professor David Lewis

Three new antimicrobial agents
are currently being explored as
potential treatments for gonorrhoea
– solithromycin, zoliflodacin and
gepotidacin.
However, Professor Lewis said given the
history it’s entirely predictable that the
bacterium will in turn develop resistance
to the new antimicrobials as well.
“New drugs are not the long-term
answer, what is required is a vaccine to
prevent gonorrhoea but this has proven
impossible to date. More attention and
funding is required to support new
research on vaccine development,”
stressed Professor Lewis.
Professor Lewis will be discussing the new
treatments for gonorrhoea at the 2017
Australasian Chapter of Sexual Health
Medicine Annual Scientific Meeting Rise
to the Challenge in Sydney. RQ
For more details visit:
www.sexualhealthmedicineasm.com.au

“We have almost run out
of effective antimicrobial
agents to treat gonorrhoea
and the threat of
untreatable gonorrhoea
has raised substantial
international concern at the
World Health Organization
and the United States’
Centers for Disease Control
and Prevention level.”
December 2016/January 2017
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Transcending specialty
boundaries at RACP
Congress 2017
26
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“Bringing Specialists
Together.
Sharing Knowledge.
Building Skills.”

RACP Congress 2017 marks
the beginning of a new era
for Congress, a flagship
event and a meeting place
for all specialists.

Congress has been the RACP’s ‘standout’ annual event since 1939, bringing
specialists together to celebrate medical
progress and achievements, shape
healthcare policy, accelerate education
and training, and enhance patient care.
The new ‘shared interests’ focus of
Congress 2017 is a landmark response
to RACP research on the needs and
interests of its 24,000 members. The
answer was loud and clear and is
summarised succinctly in the Congress
2017 slogan, Bringing Specialists Together.
Sharing Knowledge. Building Skills.
“The program will have the integrity
of a College-wide event and it will
also provide opportunities for all
specialists,” said RACP Congress
2017 Lead Fellow, Associate Professor
Michael Gabbett.

“We will be
discussing
big issues
that bring
us together
like obesity,
disability,
cognitive bias
and medical
cannabis.”

“We will be discussing big issues
that bring us together like obesity,
disability, cognitive bias and medical
cannabis.

“They are topics that are globally
relevant, transcend specialty
boundaries and affect a large number
of our patients,” said Associate
Professor Gabbett.
RACP Congress 2017 is the ideal place
to build your skills beyond the pure
practice of medicine.
There will be new presentation formats
with fast-paced TED style talks, as well as
sessions for new Fellows and trainees.
“RACP Congress 2017 is our chance,
as specialists, to come together to
share knowledge and build skills,” said
Associate Professor Gabbett.
A variety of social events will give you
the opportunity to make connections
and learn from your colleagues. You
can also explore the sights and sounds,
world-class attractions and cultural
experiences that Melbourne has to offer.

RACP CONGRESS 2017

IS AN OPPORTUNITY FOR YOU TO:
• learn about medical breakthroughs
• attend high-energy, cross-disciplinary think tanks
• network with global thinkers and healthcare leaders
• socialise with peers and forge new professional ties
• hear the latest clinical updates.
REGISTER TODAY AT WWW.RACPCONGRESS.COM.AU
Fellows can claim attendance at Congress 2017 at one CPD credit per hour
under ‘Group Learning Activities’.
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Obesity – tipping the scales
of our healthcare systems
In many circumstances
being third and fifth in the
Organisation for Economic
Co-operation and Development
rankings is something New
Zealand and Australia would
be proud of. But when these
placings reflect the level of
overweight and obese people
among their populations it is
not a time for fanfare.

This growing issue of obesity, which
affects all ages, genders and locations,
will be a shared focus at RACP
Congress 2017.
Waistlines are expanding across the
globe with the worldwide rate of obesity
doubling since 1980.1 It’s not just our
clothing sizes that are going up, the cost
of obesity and its associated illnesses are
also increasing.
If no action is taken it is predicted the
direct and indirect costs associated with
obesity will balloon to $87.7 billion in
Australia alone (accumulated across the
ten years to 2025).2
Children, adults, men, women, those in
urban centres and those in regional and
rural areas – obesity affects all sectors of
society.

The consequences of obesity are many
and varied – diabetes, cardiovascular
disease and hypertension are just a few –
making it something that governments
around the world are trying to combat.
Paediatricians, cardiologists, specialists
in urban areas, specialists in regional and
rural areas, rheumatologists, respiratory
and sleep physicians, oncologists,
gastroenterologists, paediatricians and
many more specialists treat patients
experiencing the effects of being
overweight or obese.
At RACP Congress 2017 we will take an
in-depth look at obesity, what is driving its
increasing prevalence, who is at risk and
what we, as specialists, can do to help our
patients and our communities.

Obesity in numbers

70.8 per cent of men
and 56.3 per cent of

79.4 per cent of men
and 65.7 per cent of

27.4 per cent of

66 per cent of New

women in Australia are
overweight or obese.3

1. World Health Organization, 2016. Fact sheet:
Obesity and overweight. www.who.int/
mediacentre/factsheets/fs311/en/
2. PwC 2015. Weighing the costs of obesity: A
case for action. https://pwc.docalytics.com/v/
weighing-the-cost-of-obesity-final.pdf
3. Australian Bureau of Statistics, 2015. National
Health Survey: First Results, 2014–15. www.abs.
gov.au/ausstats/abs@.nsf/mf/4364.0.55.001
4. New Zealand Ministry of Health, 2015. Annual
Update of Key Results 2014/15: New Zealand
Health Survey. www.health.govt.nz/publication/
annual-update-key-results-2014-15-newzealand-health-survey.

28

RACP Quarterly

Australian children aged
five to17 are overweight
or obese.3

women aged 45 and
over in Australia are
overweight or obese.3

Zealanders aged 15
years and over are
overweight or obese.4

33 per cent of New

Zealander children aged two
to 14 years and over are
overweight or obese.4

RACP Congress
2017 Obesity Panel
DR ARMAND CASOLIN
Chief Health Officer, Sydney Trains and NSW Trains.
Dr Armand Casolin has over 20 years of experience in occupational medicine.
In 2005 he joined RailCorp (now Sydney Trains) as Chief Health Officer, where
he contributed to the working group that prepared the 2012 and 2017 editions
of the National Standard for Health Assessment of Rail Safety Workers.
These standards have a strong focus on proactive assessment of cardiac risk and screening for
obstructive sleep apnoea. The latter is strongly correlated with obesity and it has been found
that train drivers have higher than average rates of obesity, affecting their fitness for work.

PROFESSOR LOUISE BAUR AM
Associate Dean, Sydney University, Discipline of Child & Adolescent Health, The Children’s Hospital
at Westmead Clinical School.
Professor Baur has made research contributions to the prevention of obesity (especially in early
childhood), the impact of food marketing to children, the antecedents of obesity and the metabolic
syndrome in young people, the complications of obesity, the management of obesity and related
disorders in a variety of clinical settings, and the measurement of body composition, dietary intake
and physical activity in young people.

MS JANE MARTIN
Executive Manager, Alcohol and Obesity Policy at Cancer Council Victoria and Obesity Policy Coalition (OPC) and
Vice President of the Australia and New Zealand Obesity Society.
Ms Martin leads the OPC, a partnership between Cancer Council Victoria, Diabetes Victoria
and the World Health Organistion Collaborating Centre for Obesity Prevention at Deakin
University, with support from VicHealth. Jane advocates for policy and regulatory reform
to prevent overweight and obesity, with a focus on food marketing, labelling, and tax and
pricing measures.

PROFESSOR BOYD SWINBURN
Professor of Population Nutrition and Global Health, University of Auckland and Alfred Deakin Professor,
Global Obesity Centre, Deakin University.
Professor Swinburn is Co-Chair of the World Obesity/Policy & Prevention Section (formerly
the International Obesity Task Force). He trained as an endocrinologist and has conducted
research in metabolic, clinical and public health aspects of obesity.
Professor Swinburn’s major research interests are centred on community and policy actions to
prevent childhood and adolescent obesity, and reduce, what he has coined,
‘obesogenic’ environments.

December 2016/January 2017

29

Seeing inside a stroke
Virtual reality is now being
used to take stroke patients
on a 3D tour of their brain.
By providing a visual
representation of how the
stroke occurred and what is
happening within the brain
now, it is hoped patients will
gain a much clearer picture
of what their health data
mean.
Associate Professor
Steven Faux, Director of
Rehabilitation and Pain
Medicine at St Vincent’s
Private Hospital, said this
new application of virtual
reality in rehabilitation
medicine has enormous
educational benefits for
stroke patients.

For the last 10 years Associate
Professor Faux has been looking at
the use of robotics and virtual reality
in rehabilitation medicine. His recent
project uses virtual reality to show
stroke patients what’s occurring within
their brain.
“People have vastly different levels of
health literacy and now more than ever
before we are communicating health
information visually to combat this.
“When someone has a stroke, quite
often they will experience a period of
cognitive impairment, so their ability
to think and retain information can be
compromised.
“This can impede their ability to
understand brochures and pamphlets
about their condition,” said Associate
Professor Steven Faux.
Virtual reality provides an opportunity
to show patients what is occurring in
their body after a stroke.
"Trying to communicate really complex
ideas of networks and synapses in the
brain is usually really difficult. Using 3D
visualisation allows people to actually
imagine how things might be going
on in their brain, how things might be
repairing themselves and how the brain
responds to damage,” he said.
To design the simulation, Associate
Professor Faux’s team which includes
Dr John McGee, the Director of the
new 3D Visualisation Aesthetics Lab at
the University of New South Wales, Dr
Pascal Bou Haidar, a neuro-radiologist,
Dr Angelica Thompson-Butel, an allied
health researcher at St Vincent’s Hospital
and John Bailey, a post-graduate 3D
design student, use the data from the
stroke patients’ MRI and CT scans.
“We use this data to create a tailored,
immersive experience – essentially
walking them down their own blood
vessels so that we can show them
how the stroke occurred.

30

RACP Quarterly

“The aim is to translate complex data
from MRI and CT scans into visual
renderings which will help patients
to better understand their illnesses
or injuries,” explained Associate
Professor Faux.
The virtual reality resembles a foreign,
alien, 3D landscape, made up of cells
and blood vessels.
Patients wear a set of immersive
technology goggles and use a console to
navigate or walk along their own carotid
artery until they reach the point where
the stroke occurred.
Then, depending on the stroke
mechanism, the stroke event occurs in
real time while the patient is virtually
standing inside their own artery.
Associate Professor Faux said that
the use of virtual reality has been
exceptional in improving patients’
understanding of strokes however,
he says that the technology is still in
its infancy.
“The concept that we can use images
to improve motivation and improve
rehabilitation outcomes was already
starting to be shown in the literature,
and now we're working on that to
actually make it happen,"
said Associate Professor Faux. RQ

"A virtual reality
provides an
opportunity to visually
show patients what is
occurring in their body
after a stroke."

Pre-rendered 3D computer-generated imagery (CGI) of blood
flow in the stroke vessel.

3D CGI from the Oculus Rift DK2 Headset showing the visual
guide pop up interface for input Xbox 360 controller.

Copyright John McGhee and
Steven Faux 2015, from The
Fantastic Voyage: an arts-led
approach to 3D virtual reality
visualisation of clinical stroke data,
Conference Proceedings of the 8th
International Symposium on Visual
Information Communication and
Interaction, McGhee J,
Butel-Thompson A, Faux SG,
Bou-Haider P, Bailey J.
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Improving the workers
compensation claims process
As an occupational physician, I
have seen first-hand how workers
compensation claims can be an
emotional and stressful time for
patients.
For the majority of cases – particularly
the less complex ones – everyone does
the right thing and the vast majority of
claims are well managed.
However, this is not always the
case, as was recently highlighted in
an investigation by the Victorian
Ombudsman into the management of
complex workers compensation claims.
According to the report, ‘in the area of
complex claims the current system has
failed some particularly vulnerable
people’. The report provides details
of some agents ‘cherry picking’
evidence, poor disclosure with
independent medical examiners
(IMEs) and simply ‘working the
system’.
As President of the Australasian
Faculty of Occupational and
Environmental Medicine
(AFOEM) the issues raised by
the Ombudsman are of serious
concern to AFOEM members,
regardless of the jurisdiction
in which we work. Despite the
complexity of the claim, every
single injured worker should be
treated professionally and their
claim should be managed ethically.
Occupational physicians are at the
coal face of this issue, sometimes as
the treating doctor and other times
in the role of the IME. We have
specialist training and expertise in
the management of complex workrelated injuries and we are well aware
32
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of the potential adverse effects on
our patients from the complexities of
compensation systems.
Importantly, we understand that
unethical management of claims has
dire consequences on patients, many
of whom are among society’s most
vulnerable. Agents engaging in these
activities, regardless of the state or
territory in which they work, should
be criticised in the strongest possible
terms.
As individual stakeholders in the
claims process we also have roles
and responsibilities. In May 2016,
AFOEM released the updated version
of Ethical Guidelines for Occupational
and Environmental Physicians. As
President, I have urged AFOEM
members to understand the document
and to practise its recommendations.
Similarly, I encourage all parties
involved in the compensation claims
process to adhere to their own code of
conduct or ethical guidelines. If they
do not already have ethical guidelines,
they should be developed.
AFOEM will continue to strive for
the highest standards of patient care.
We will also continue to work with
government agencies, insurers and
workers to implement improvements
to injury management, rehabilitation
and compensation systems throughout
Australia and New Zealand.

Associate Professor
Peter Connaughton
President, Australasian Faculty of
Occupational and Environmental
Medicine

College art
conundrum solved

In the last edition of RACP Quarterly, the RACP asked for help to identify the origin of two famous Australian
artworks, which were gifted to the College at some point in time.
RACP Fellow Dr Richard Mulhearn was able to immediately provide the answers. At the time that these artworks
were acquired he was secretary of the RACP and an honorary archivist at the RACP History of Medicine Library.
It was Dr Mildred (Annie) Mocatta
(1887–1984) who kindly donated the
work Queensland Port, by Sidney
Nolan. Dr Richard Mulhearn said he
personally selected this piece from
Dr Mocatta’s extensive collection in
her Adelaide home. At the time of his
visit, Dr Mocatta was blind as a result
of glaucoma and sadly no longer able
to appreciate her own extraordinary
collection.
But why did Dr Mocatta choose to
donate such a valuable artwork to
the RACP? Dr Mulhearn recalls a
conversation in which Dr Mocatta
expressed her desire to see one of
her works “hang in Macquarie
Street”, however there is a possible
‘missing link’.
Dr Mocatta’s niece, Dr Barbara
Arnold (1926–1995) was a wellknown Sydney pathologist and an
extraordinary female doctor. Dr
Arnold, who held RACP Fellowship,
as well as Fellowship of the Royal
College of Pathologists of Australasia,
worked at the Kanematsu Institute
of Sydney Hospital before moving
to Royal North Shore Hospital in
the early 1970s and later Concord
Hospital. Her entry in the RACP
College Roll confirms the generous

contribution of the Nolan painting
by her aunt. It was perhaps this
connection that led Dr Mocatta to
donate the painting to the RACP.
Dr Richard Mulhearn said he also
played a role in the acquisition of
the second artwork, Sailing, Sydney
Harbour by Lloyd Rees (1895–1988).
He spoke of visiting Rees at his home
in the northern Sydney suburb of
Northwood in the late 1970s and
standing on the very veranda where
Rees painted Sailing, Sydney Harbour
which shows sailing ships with the
Sydney skyline in the background.
The reason for this generous gift is
not known.
While we are not entirely sure of the
reasons behind these gifts of artwork
to the RACP, we can speculate that
from a historical perspective this was
a time when members of the general
public held specialists in high regard
and saw the RACP as an institution
where the works would be valued.

Queensland Port by Sidney Nolan

Sailing, Sydney Harbour by Lloyd Rees

Clinical Associate Professor
Catherine Storey OAM MBBS
MSc FRACP
RACP Library and Heritage
Committee
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Policy and Advocacy:
a year of making change
This year RACP published nine policies and
position statements, including the harms of
alcohol, improving end-of-life care, the health
impacts of climate change and the health
benefits of climate action, Health in All Policies
(HiAP), the paediatricians’ role in child mental
health, Ethical Guidelines for Occupational
and Environmental Physicians, and Guiding
Principles for Telehealth Consultations int
Rehabilitation Medicine.

In addition, from January to November 2016 the College
Policy and Advocacy Advisory Committee processed 85
submissions to external body public consultations and
appointed College representatives to over 40 external bodies.
According to Associate Professor Mark Lane, RACP
President-Elect and Chair of the RACP Policy and Advocacy
Committee, “only through the RACP can all specialists speak
with one strong, clear voice to advocate for our patients,
our profession and our community. Whether measured in
policies produced, submissions made, debates engaged in,
issues framed, or policies and practices changed, the RACP’s
influence made a real difference in 2016.”

Ending open speed zones in
the Northern Territory
In August, the new Northern Territory (NT) government
announced an end to open speed limits on the Stuart
Highway. The RACP has, in partnership with the Royal
Australasian College of Surgeons and Australasian College
for Emergency Medicine, campaigned to put safety first
and reinstate speed limits of 130km/h across the NT.

Dr Christine Connors FRACP highlights the
dangers of open speed limits.

RACP mobilises for climate change action
In November, the College released position statements on
climate change and health, calling for strategies to avoid the
harms, manage the risks, and promote the health benefits of
action.
The RACP’s call to action was publicly lauded by Sir Michael
Marmot, Immediate Past President of the World Medical
Association.

Standing up for incarcerated adolescents
In August, the RACP welcomed a Royal Commission to
investigate the appalling mental and physical abuse of
young people in the Northern Territory’s Don Dale Youth
Detention Centre.
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With a long-standing position on the Health and Wellbeing
of Incarcerated Adolescents, and local expertise, the RACP
is well placed to advise the Royal Commission.

RACP continues to highlight detention health risks to refugees
The RACP continues to call attention to the health risks of
immigration detention, including via media and several
submissions to government inquiries.
A one-stop shop to help members access existing resources
on refugee health was created and is available on the RACP
website. The RACP also endorsed guidelines on post-arrival
health assessments and is represented on a new government
migrant women’s health initiative.

The RACP has also repeatedly called for changes to the
Australian Border Force Act to remove the threat of jail
for doctors speaking out on behalf of patients. While we
welcome recent changes, doctors should seek legal advice to
be sure these changes apply to their situation.

RACP active in
Health Care Homes
Implementation Advisory
Group

Channel 9 news coverage of the launch of the RACP’s new Alcohol Policy.

Calling last drinks on the harms of alcohol
In March, the RACP and the Royal Australian and New Zealand College of
Psychiatrists released their updated Alcohol Policy, with the launch focusing
on the harmful effects of alcohol advertising on children, particularly
within sport.

Following discussions with
government and other stakeholders,
the RACP has successfully lobbied for
a position on the Health Care Homes
Implementation Advisory Group.

The policy generated significant media coverage (including pictured above)
and copies were sent to all major Australian sporting codes, as well as to state,
territory and federal health ministers.

Evolve engaging across the College
More than two-thirds of the RACP’s specialties have now either published or
started work on a top five Evolve list.
The RACP hosted several Evolve events during the year, including at RACP
Congress 2016, the Evolve Forum in April and the Paediatrics & Child Health
Division Evolve Masterclass in November.
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Members in the media
Is our fear of dirt making us sick?
While sanitation has stopped the spread of many preventable
diseases, scientists wonder whether our obsession with hygiene
has gone too far.
According to the Australasian Society of Clinical Immunology
and Allergy, the frequency of allergic diseases has just about
doubled in the past few decades. Why is this? Some scientists
believe it’s because we are simply too clean.
I Quit Sugar, 4 October 2016

Rule changes needed to tackle
antibiotic resistance
Medical professionals are calling for tighter
controls on the prescribing of antibiotics.
It’s estimated resistance to antibiotics will cause
up to 10 million deaths a year by 2050, and cost
the global economy 100 trillion US dollars.
The Royal Australasian College of Physicians
is calling for action, and Dr Jonathan
Christiansen, its New Zealand President, said
there are simple things we can do, such as
restricting products like over-the-counter antibacterial soaps.
Newstalk ZB, 28 October 2016

Australian stem cell breakthrough provides
fresh hope for treating blood cancers
Australian scientists could be one step closer to curing
leukaemia and other blood disorders, after a major
breakthrough in stem cell treatment.
Researchers from the Murdoch Children’s Research
Institute were able to successfully create blood stem
cells in the lab almost identical to those that grow inside
a developing embryo. The ground breaking discovery
could eventually replace bone marrow transplants. A
trio of biology researchers, including RACP Fellow
Professor Andrew Elefanty, led the research.
The Daily Telegraph, 18 October 2016
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Young country tradies biggest abusers of
the drug ice
New research reveals use of crystal methamphetamine in
rural Australia has jumped by 150 per cent since 2007.
Flinders University’s National Centre for Education and
Training on Addiction Director, and RACP Fellow, Dr Anne
Roche said her research proved rural areas were in the grip of
an ice epidemic worse than that being seen in cities.
She found the use of crystal methamphetamine was higher in
rural areas among employed people, but in metro areas it was
worst among the unemployed.
The Daily Telegraph, 30 October 2016

HIV notifications drop by
30 per cent in Metro North
and South
New HIV notifications have dropped
30 per cent in the first six months of
this year in the Metro North and South
areas of Queensland, compared to the
previous five-year average.
RACP Fellow, and HIV Foundation
Queensland Chair, Associate Professor
Darren Russell said the results were
encouraging, coupled with the fact that
testing rates were increasing.
The Sydney Morning Herald,
31 October 2016

Fresh jab at promoting vaccinations
Doctors and the Federal
Government fear a new wave of
anti-vaccination sentiment in some
parts of Australia could lead to
higher rates of serious illness.
RACP Honorary Fellow, Laureate
Professor Peter Doherty said

much of the misinformation about
vaccination was coming from the
United States, where ‘anti-vaxxers’
received equal billing in the media
as scientists with years of experience
in the field.
Yahoo!7 News, 10 October 2016
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Members in the media
Doctors should rethink
genetic tests for certain
diseases

Why is there a motor neurone disease hotspot in the
New South Wales Riverina?
Motor neurone disease is
killing too many people in the
Murrumbidgee Irrigation Area.
SBS travelled to Australia’s
fruit bowl with RACP Fellow,
Professor Dominic Rowe, a leading
neurologist who is attempting to
solve a tragic medical mystery.
The answer, or part of it, lies in
what humans are doing to the
environment.

Professor Rowe says “motor
neurone disease has gone, as a
cause of death, from one in 500 in
1985 to about one in 200 in 2013.
This is not a statistical aberration.
This is a fact. Motor neurone
disease kills 250 per cent more
Australians than it did in 1986.
This cannot be genetic. It has to be
environmental.”

SBS News,
7 October 2016

Taking multiple medications?
It’s time to ask your doctor some very
important questions…
What if you took a medication for back pain that
caused nausea as a side effect? For many patients,
and sometimes for doctors, the instinct may be to
treat this nausea with another medication, rather
than looking for an alternative to the original
treatment.
“It’s important to ask yourself whether you’re
comfortable taking your current number of
medications,” says Dr Catherine Yelland, President
of the Royal Australasian College of Physicians and
Director of Medicine and Older Persons Service at
Redcliffe Hospital, Queensland.
It Starts at Sixty,
3 November 2016
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Doctors should avoid giving patients
unnecessary colonoscopies, genetic
tests for coeliac disease and specific
testing for sexual infections such as
herpes because it puts people at risk
and wastes taxpayer dollars, health
experts say.
The recommendations are among 25
suggestions for doctors and patients
developed by Australian medical
societies and colleges including
the Human Genetics Society of
Australasia and Gastroenterological
Society of Australia.
RACP Fellow Professor Jack
Goldblatt said the recommendations
raised awareness on how unnecessary
genetic testing could lead to further
unnecessary investigations and
worry, as well as ethical, social and
legal issues.
The Daily Telegraph,
13 October 2016

New eLearning resources
Online resources to help with communication in
difficult situations, and research projects are the
latest additions to the RACP eLearning library
and are available to Fellows and trainees, anytime,
anywhere.
The eLearning resource library has been created
to assist trainees throughout their training and
equip supervisors with the skills to train them.

It provides an interactive overview of the
research process, from finding a supervisor to
publication. It includes tips from trainees who
have completed successful Advanced Training
research projects, as well as activities and
opportunities for discussion.

Access is easy, follow these steps

1. Log into the eLearning@RACP site.
Whether you are a rural or overseas trainee,
2. Watch the welcome video and complete the
or you can’t attend a facilitated workshop for
pre-participation survey.
whatever reason, eLearning is a convenient study
option. It allows the flexibility of being able to
3. Watch the videos or listen to the podcast
interviews.
learn in your own time, at your own setting.

The eLearning resources have been created by
drawing on member feedback and cover topics
that form part of the College’s training program
curricula and the new College Standards
Framework.

4.

Use the ‘mark as ad’ buttons to keep your
progress up to date.

5.

Generate your certificate of completion.

Central to the design are video and audio
scenarios that are inspired by the real life
experiences of our trainees and supervisors. The
resources also include reflection and practice
activities, online discussion forums and curated
information.

This online resource covers the process of
supervision using technologies such as video
conferencing, to support trainees and supervisors in
rural and remote locations.

Communication skills

Telesupervision

New resources in 2017
There are a number of new resources being
developed in 2017 including:

This resource is created to help trainees through
• Training support: helping trainees get back on track
difficult communication situations which emerge
in everyday practice, such as conversations with • C
 reating a safe workplace: responding to bullying
patients and families around end-of-life care. It
and harrassment
is based on established medical communication
frameworks such as ISBAR, NURSE and SPIKES. • Cultural competence: exploring cases of Indigenous
peoples of Australia and New Zealand

Research projects
In line with new Advanced Training program
research requirements from 2017, this resource
provides a useful guide to the College approved
research types.

• Physician self-care and wellbeing.
For more information, visit elearning.racp.edu.au
or email learning@racp.edu.au
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IN MEMORY

Professor John
Bernard Hickie ao
Professor John ‘Johno’ Bernard Hickie
ao passed away peacefully on Monday,
12 September 2016 at the age of 90. He
was a highly respected Fellow, and former
President, of the Royal Australasian
College of Physicians (RACP).

Professor John Hickie AO

Professor Hickie has an extensive list
of medical achievements including
being awarded an Officer of the Order
of Australia in 1980 for “services to
medicine” in the Queen’s Birthday
Honours list. He was also awarded a
World Health Organization Fellowship
in Medical Education at the University
of Illinois in 1973.
In March 1943, he started medical
school at Sydney University with 185
other first year students; at the time
it was a six year “speeded up” course
because of the war.
In 1946, as a fourth year medical
student, he applied to St Vincent’s as
his base teaching hospital and so began
a 60-year association with his beloved
‘Vinnies’ and the indefatigable Sisters
of Charity.
In 1948, the first Neurosurgical
Unit was formed at St Vincent’s
Hospital and Professor Hickie was
its first Resident Medical Officer.
It was there he performed the first
ever percutaneous liver biopsy to be
conducted at the hospital.
In 1956, Professor Hickie and
fellow cardiac pioneer Dr Tony
Seldon introduced the first cardiac
catheterisation at St Vincent’s Hospital.
They went on to develop the isotopic
technique for measuring cardiac
output.
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In 1962, he became Honorary Secretary
of the Cardiac Society of Australia and
New Zealand (until 1966), a councillor
from 1971 to 1977 and elected President
in 1982. He published a history of
the Cardiac Society titled Cardiology
in Australia and New Zealand (with
assistance from his daughter Kathleen),
and was elected to Fellowship of the
Society in 1994.
In 1963, Professor Hickie became one
of the three Co-Directors of the newly
opened Garvan Institute of Medical
Research and during 1967 he received
Fellowship of the American College of
Cardiology (the second Australian to
ever receive it).
In 1968, he was appointed Chair
of Medicine at the University of
New South Wales (UNSW) and was
subsequently appointed Chairman of
the UNSW School of Medicine from
1970 to 1973, and again in 1977 to
1979, 1982 to 1985 and 1990 to 1991.
Professor Hickie was elected to the
Council of the RACP in 1980, and
between 1980 and 1984 he acted
as Chairman of three of its busy
portfolios including the Therapeutics
Advisory Committee, the Medical
Manpower Advisory Committee and
Special Societies Liaison Committee.
Professor Hickie went on to become
Vice-President of the RACP from
1982 to 1984 and then President from
1984 to 1986. During his Presidency,
Professor Hickie’s portrait was painted
as a tribute by twice Archibald Prize
winner Judy Cassab.
Most of this material was collected and
recorded by Professor Hickie himself
over the years.

IN MEMORY

Dr Robert
Oakeshott am
Dr Robert Oakeshott AM

A pioneer of rehabilitation medicine,
Dr Robert ‘Bob’ Oakeshott am died on
Wednesday, 12 October 2016 aged 85
years, due to melanoma.
He was active until his final month
and lived a full life. He is survived by
his wife of 56 years, Cathie, and five
of his children – Jane, John, Harriet,
Georgina and Robert, as well as 14
grandchildren, all of whom he was
most proud.
Dr Oakeshott’s life of service was
recognised by the Council for the Order
of Australia in 1996 for “service to
medicine at national and international
levels in the fields of rehabilitation
medicine and disability, and to
education.” He was appointed Associate
Adjunct Professor in Medicine at
Sydney University, his alma mater, in
the same year.
In 1973, Dr Oakeshott accepted a
position in the Spinal Injuries Unit
at Royal Perth Hospital and became
Perth’s first specialist in rehabilitation
medicine.
In 1975, he led the Australian team
to the first Far East Asian and South
Pacific Games in Kyoto, Japan, which
later proved to be a forerunner of the
Paralympic movement. As one of the first
occasions for an international sporting
competition for people with disabilities,
it became a birthplace for ideas around a

range of sports such as wheelchair tennis,
basketball and rugby.
In 1976, he returned to Sydney’s Royal
North Shore and Ryde Rehabilitation
Hospitals and helped establish the
Australian College of Rehabilitation
Medicine (ACRM). He spent two years
as President of ACRM and helped form
the Australasian Faculty of Rehabilitation
Medicine (AFRM), where he spent four
years as Chairman of the AFRM Board
of Censors.
The 1980s saw Dr Oakeshott expand into
international rehabilitation medicine
work. He led an Australian medical team
to Qatar in the Middle East to establish a
rehabilitation hospital network and did
consultancy work with the World Health
Organization and the Ministry of Health
in Singapore.
Because of his international work,
Dr Oakeshott became President
of the International Rehabilitation
Medicine Association. He was also
the Australian representative on the
Medical Commission of Rehabilitation
International.
Dr Oakeshott was secretary to the
rehabilitation medicine section within
the Australian Medical Association for 16
years and an advisory committee member
to a wide number of bodies, including
the NSW Spinal Cord and Brain Injury
Rehabilitation Groups, and the NSW

Independent Living Centre.
As senior specialist in rehabilitation
medicine at Royal North Shore Hospital
and Director of Clinical Services at
Ryde Rehabilitation Centre for 19 years,
Dr Oakeshott was responsible for the
establishment of NSW’s first brain injury
rehabilitation unit, its first spinal injury
rehabilitation unit, and much more.
Dr Oakeshott remained optimistic for
people no matter what their physical or
mental capacity. He saw the individual
and worked towards full inclusion for
that individual and their families.
This is best captured in his own words,
spoken on a visit to Coffs Harbour
in 1978, when helping establish the
Coffs Harbour Rehabilitation Unit:
“the aims of rehabilitation medicine
are to restore the patient to maximum
physical independence with consequent
maximum mobility, social integration,
economic independence and vocational
recreation satisfaction.”
His life of work was dedicated to
this philosophy, to the direct and life
changing benefit of many.
Bob Oakeshott valued life. And by giving
so much of himself to others, he lived a
life of value.
Robert Oakeshott
Former MP for Lyne
Son, Dr Robert Oakeshott am
December 2016/January 2017
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www.racp.edu.au/news-and-events/all-events

03

New Zealand Trainees’ Forum

MAR
2017 At this annual event for RACP trainees you will:
• hear from established and new RACP Fellows
• participate in sessions related to your stage of
training
• network with your trainee peers from all specialties.

04

Australasian Faculty of Rehabilitation
MAR Medicine Annual Training Meeting
2017

All AFRM trainees are invited to take part in the
AFRM Annual Training Meeting.
Learn about a range of topics including
neuroimaging and common rehabilitation
pathologies seen on computed tomography and
magnetic resonance imaging, and paediatric lower
limb prosthetics.

Friday, 3 and Saturday, 4 March 2016
Te Wharewaka o Poneke, Wellington Waterfront

Saturday, 4 and Sunday, 5 March 2017

NZ$250

Sydney

www.nztraineesforum.org.nz

TBC
www.afrmatm.com.au

10

Tri-nation Alliance International Medical
MAR Symposium 2017
2017

The program for the 2017 International Medical
Symposium will focus on leading change in
healthcare and the medical profession, including:
• the culture of medicine
• the practice of medicine
• healthcare systems
• Indigenous health and healthcare
• postgraduate medical education.
Friday, 10 March 2017
The Arts Centre, 100 St Kilda Road, Melbourne
Various costs apply
www.internationalmedicalsymposium.com.au

18

Australian and New Zealand Society of
MAR Occupational Medicine/Australasian
2017 Faculty of Occupational and Environmental
Medicine Queensland Seminar
This one day seminar features a range of
topical presentations for all medical or nursing
practitioners working in the occupational and
industrial health sector.
Saturday, 18 March 2017
Royal Queensland Yacht Squadron,
578 Royal Esplanade, Manly, Queensland
A$250
www.racp.edu.au/news-and-events/all-events
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18

Rise to the Challenge: Australasian
MAR Chapter of Sexual Health Medicine
2017 (AChSHM) Annual Scientific Meeting

Australasian Faculty of Public Health

APR Medicine National Training Days
2017
All AFPHM trainees are invited to take part in the
AFPHM National Training Days, to be held over
the weekend prior to the World Congress on Public
Health 2017 in Melbourne.
Engaging and interactive educational public health
content will be presented with a social event taking
place on the Saturday night so you can meet your
colleagues from across Australia and New Zealand.

This year’s meeting will present a range of scientific
sessions covering new treatments for gonorrhoea,
transgender medicine, syphilis case presentations,
PEP and PrEP, hepatitis C and Mycoplasma
genitalium.

Saturday, 1 and Sunday, 2 April 2017

Saturday, 18 March 2017

www.racp.edu.au/news-and-events/all-events

Royal Australasian College of Physicians
Melbourne Office, Level 2, 417 St Kilda Road
TBC

Primus Hotel Sydney, 399 Pitt Street, Sydney
Various costs apply
www.sexualhealthmedicineasm.com.au

05

Australasian Faculty of Occupational and
MAY Environmental Medicine Annual Training
2017 Meeting
The AFOEM Annual Training Meeting is held
annually prior to the RACP Congress. This year’s
meeting is tailored to all stages of training and the
program will run across three days encompassing
site visits, a clinical day and a plenary day.
Friday, 5 to Saturday, 6 May 2017
Various locations, Melbourne

24

International Medicine in Addiction (IMiA)
MAR Conference 2017
2017

IMiA remains the premier addiction conference for
medical practitioners and allied clinicians in Asia
and Oceania. This year’s conference builds on the
success of the previous meetings, with more than
600 delegates expected in Sydney, and a packed
program that directly informs evidence-based
addiction practice.

A$660
www.racpcongress.com.au

Friday, 24 March 2017
International Convention Centre,
Darling Harbour, Sydney
Various costs apply
www.imia17.com.au
December 2016/January 2017
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08

RACP Congress 2017 – Bringing
MAY Specialists Together. Sharing Knowledge.
2017 Building Skills
Join us at the largest annual multi-disciplinary
internal medicine meeting in Australasia. RACP
Congress 2017 is an opportunity for you to:

07

• learn about medical breakthroughs

RACP Trainees’ Day

MAY
2017 This event runs the day before RACP Congress 2017.
Trainees’ Day is run by trainees for trainees. The
committee have developed sessions based on
feedback to deliver a relevant and exciting program
and cutting edge speakers to develop your clinical
skills, promote discussion and prepare you for your
career as a specialist.
Sunday, 7 May 2016
Melbourne Convention and Exhibition Centre
A$150
www.racpcongress.com.au

• hear the latest clinical updates
• j oin the conversations on the ‘big issues’ that are
relevant to all physicians; obesity, disability, ageing,
cognitive bias and medical cannabis
• attend high energy, cross-disciplinary think tanks
• n
 etwork with global thinkers and healthcare
leaders, socialise with peers and forge new
professional ties
• g et away and explore all that Melbourne, Victoria,
Australia has to offer.
Monday, 8 to Wednesday, 10 May 2017
Melbourne Convention and Exhibition Centre
Various costs apply
www.racpcongress.com.au

ramsaydocs.com.au

@RamsayDocs

ramsay-health-care

ramsaydocs.com.au

@RamsayDocs

ramsay-health-care

AChSHM Annual Scientific Meeting Sydney • 18 March 2017

RISE
TO THE
CHALLENGE

The 2017 AChSHM Annual Scientific Meeting ‘Rise to the Challenge’ offers specialist
medical content through a one-day, research-focused event for Sexual Health
Medicine physicians and trainees, general practitioners, sexual health nurses and
other allied health professionals.

www.sexualhealthmedicineasm.com.au ● Follow the conversation #rise17

RACP New Zealand Trainees’ Forum 2017

Learners to Leaders
Basic Training Orientation

Research Kickstart

Being a
Great
Registrar

End-of-Life Care

Planning
Your Training
Understanding
Cognitive Bias
At this annual event for RACP trainees you will:
• hear from established and new RACP Fellows
• participate in sessions related to your stage of training
• network with your trainee peers from all specialties.

EVENT AND REGISTRATION DETAILS
Date: Friday, 3 and Saturday, 4 March 2017
Venue: Te Wharewaka o Poneke, Wellington Waterfront
Registration: www.NZTraineesForum.org.nz

RACP

CUR TED
Collections

Your shortcut to professional resources
Take an in-depth look at specific topics
with high quality, peer reviewed learning
resources that are RACP Curated
Collections.
Resources in RACP Curated Collections
include:
• information on key organisations
and websites
• links to webcasts
• links to courses
• tools for practise
• key journal articles
• recommended readings.

Each RACP Curated Collection is reviewed
by RACP Fellows and others with relevant
expertise to ensure they include interesting
and accurate resources which represent the
breadth of the topic.
RACP Curated Collection topics include:
• Climate change and health
• Refugee and immigrant health
• Diabetes
• Doctors’ health
• End-of-life care
• Leadership and management
• Broader context of health.

Access RACP Curated Collections at

www.racp.edu.au/curated-collections
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Your RACP membership offers
great opportunities to save
Your RACP Member Advantage benefits
program offers an extensive range of
quality lifestyle and financial benefits.
Members can take advantage of
value for money savings on
benefits all year round.
Popular services include:

www.memberadvantage.com.au/racp

•
•
•
•
•
•
•
•
•
•

Dining
Movie tickets
Accommodation
Gift cards
Magazine subscriptions
Online shopping
Electronics & IT
Package tours
Lifestyle experiences & gifts
Car hire

For more information email info@memberadvantage.com.au or call 1300 853 352

RACP
CONGRESS
2017
Bringing Specialists Together.
Sharing Knowledge. Building Skills.

Melbourne
8–10 May 2017
To find out more or register for the event
please visit www.racpcongress.com.au

OPENING KEYNOTE ADDRESS

AFRM PRESIDENT’S ORATION

Professor Ross Upshur

Mr John Walsh AM

Head, Division of Clinical Public Health, Dalla
Lana School of Public Health and Professor,
Department of Family and Community Medicine,
Dalla Lana School of Public Health.

Board Member, National Disability
Insurance Agency.

FERGUSON-GLASS ORATION

COTTRELL MEMORIAL LECTURE

Emeritus Professor Nortin M Hadler
Emeritus Professor of Medicine and
Microbiology/Immunology, Division of
Rheumatology, Allergy, and Immunology
Thurston Arthritis Research Center.

Professor Stephen Nicholls
Heart Health Theme Leader at SAHMRI,
Cardiologist at the Royal Adelaide Hospital,
and Professor of Cardiology at the University
of Adelaide.

PRISCILLA KINCAID-SMITH ORATION

HOWARD WILLIAMS MEDAL

Professor Brendan Murphy
Chief Medical Officer for the Australian
Government.

Professor Elizabeth Elliott AM
Distinguished Professor in Paediatrics and
Child Health at the University of Sydney and
Consultant Paediatrician at the Sydney
Children’s Hospitals Network Westmead.

