June / July 2016

Evolve
Educate
Engage
Inspiration from Congress

IN THIS ISSUE

Our College, our story 						pg.10
Family and Community Child Health					

pg.16

RACP Congress 2016 – Evolve Educate Engage			

pg.24

Helping New Zealanders have healthy hearts			

pg.31

Professional Transcription Solutions Pty Ltd
Australia’s Most Trusted
Teaching Hospital and Private
Practice Transcription Provider
 Web-based – Dictate and receive reports
from anywhere
 Double-edited with over 99.5% accuracy
 Fast Turnaround within 24 - 48 hours, as required
 All medical and surgical specialities covered
in Australia’s largest teaching hospitals
 Rapid documentation of recorded
HR interviews, Research and Expert Reports
 Guaranteed cost savings
 Data held securely at a State Government
accredited data centre
 Free PTS IPHONE/Android App to dictate and
securely upload to our server
 Call our friendly staff anytime for your overflow,
backlog or all of your typing or data entry
requirements

Call us now for a free no obligation trial.

Contact us now:

1300 768 476 (AUS)
0800 884 323 (NZ)
Email: marketing@etranscriptions.com.au
Web: www.etranscriptions.com.au

Contents
2

A message from the President

4

A message from the Board

5

Our new President-Elect – Associate Professor Mark Lane

6

Introducing our new Division and Faculty Presidents-Elect

7

RACP Board membership

8

College members recognised in Queen’s Birthday honours lists

10

Our College, our story

15

Taking it social

16

Family and Community Child Health

18

Why I’m proud to work where I do

20

Moving (back) to the country

22

Health behind bars

24

RACP Congress 2016 – Evolve Educate Engage

28

Evolve

31

Helping New Zealanders have healthy hearts

32

Only a phone call away

34

Cannabis, physicians and legislation

36

Continuing professional development on the run

39

RACP upcoming events

40

International Medical Symposium 2016

44

RACP Foundation awards and prizes

10
16
22

24

Cover image: Sir Harry Burns speaking at RACP Congress 2016

A publication of © The Royal Australasian College
of Physicians ACN 000 039 047 ISSN 2206-3242
(Print) ISSN 2206-3250 (Online) 145 Macquarie
Street, Sydney NSW 2000. www.racp.edu.au
Editorial Board: Dr Catherine Yelland, Mrs
Linda Smith, Professor Richard Doherty, Dr
Marie-Louise Stokes, Dr Jonathan Christiansen
and Dr Kate More.
Advertising Officer: Fay Varvaritis
Circulation approximately 21,000 Fellows and
trainees of The Royal Australasian College of

Physicians, including the Faculties of Public
Health Medicine, Rehabilitation Medicine, and
Occupational and Environmental Medicine and
the Chapters of Palliative Medicine, Addiction
Medicine and Sexual Health Medicine. Subscribers
represent over 45 medical specialties. The magazine
is distributed throughout Australia, New Zealand
and 47 countries throughout the world.
Contact details: RACP Quarterly, RACP, 145
Macquarie St, Sydney NSW 2000 Tel: 1300 MY
RACP (1300 697 227) Int: +61 2 9256 5444 Fax: +61
2 9252 3310 Email: racpquarterly@racp.edu.au

The views expressed in RACP Quarterly are
not necessarily the views of the College.
Publication of advertisements does not constitute
endorsement by The Royal Australasian College
of Physicians of the products advertised.
If you would prefer to receive
an electronic version only of
RACP Quarterly, please email
racpquarterly@racp.edu.au with
Electronic Version Only in the
subject field.

A message
from the
President

W

elcome to the June / July
edition of our quarterly
magazine, and my first
message to you as the new President of
the RACP.
Our recent annual congress in Adelaide
during mid-May left me with a strong
sense of optimism and positive purpose.
As always, it was preceded by the joyful
occasion of convocation, watching 121
new Fellows, their families and loved
ones celebrate entry into Fellowship,
and the conclusion of eight years of
intensive specialist training.
But I felt Congress this year especially
highlighted the increasing importance
of the RACP, and its core function of
bringing all of us as specialists, together.
With its important central full stop,
Specialists. Together is the theme of our
new College purpose, and updated logo,
premiered to attendees at the opening
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of the event. The purpose describes who
we are, and the function our College
performs. The full-stop separates the
two concepts, but links them.
The purpose is an apt description of
Congress itself in much more than a
literal sense. We were drawn together
by Sir Harry Burns’ powerful plenary
address on the biological consequences

of poverty and social chaos, considered
by many to be the highlight of
Congress. And I’m sure we could not
help but be collectively moved by
Professor Dinah Reddihough’s Howard
Williams oration on improving the care
of children with cerebral palsy. Yet it is
the deep knowledge of our respective
specialties which makes the whole
greater than the sum of its parts.

There is extensive coverage of Congress
on pages 24–26 and I’d like to thank
all attendees. You can also read more
about the College purpose and the story
behind its development on pages 10–13.
As I mentioned earlier, the purpose is a
powerful message about why the RACP
itself exists, and how it is just as relevant
today as it has been in the past. In a
time when team based care is becoming
increasingly important to obtain the
best health outcomes for patients, it
is critical for us as professionals to
collaborate across specialties.
Patients are living longer. They are
presenting with more complex, multifaceted and often chronic conditions.
At the same time, our understanding
of cause, effect and treatment is
increasing exponentially.
Collegiality unites us to overcome those
challenges and gives us a common
purpose; respecting each other’s
different abilities to work together to
improve the health of our patients and
our communities.
A medical college like ours can
simultaneously embrace the differences
and collective knowledge of its
specialties, and facilitate the sharing of
knowledge across those specialties.
While the health of our patients and
communities is our foremost focus,
we cannot neglect our own wellbeing
– particularly our mental health in
what can be a very stressful profession.
At Congress we launched the RACP
Support Program; a professional
and confidential counselling service,
available to all RACP Fellows and
trainees, 24 hours, seven days per week.
The program provides members with
access to confidential counselling,
coaching and support for workplace
and personal issues, and you can find
contact details on our website at
www.racp.edu.au/fellows/resources/
support-helpline.
We were fortunate to welcome a
number of international College
Presidents at Congress. For over
18 months, the College has been
developing an international strategy,

and among its suggestions is
broadening our responsibilities to
nations neighbouring Australia and
New Zealand in the South-West Pacific.
There is much more we can do to
formalise and improve teaching and
mentoring of the practice of specialist
medicine throughout the region.
We can also increase our physicians’
competence and confidence in relating
to patients from other cultures.
Patients already expect that, and those
expectations will only increase in
future. Our own Pomegranate podcasts
have featured cultural humility as a past
topic – I encourage you to listen to the
episode concerned.

There are exciting times ahead for us as
a College and it is a great honour and
privilege to be elected to this position.
I welcome Associate Professor Mark
Lane, our new President-Elect and wish
to thank Laureate Professor Nicholas
Talley and outgoing Directors for their
service and wish them all the best for
the future.
– Dr Catherine Yelland
RACP President

But I believe we need to go further; we
need a physician cohort that is more
broadly representative of Australia and
New Zealand’s general populations.
At the beginning of last year in New
Zealand, people identifying as Māori
represented around 15 per cent of
the general population according to
Statistics New Zealand – yet just 2.9
per cent of doctors in the medical
workforce identify as Māori.
In Australia, Indigenous representation
in the medical profession is even worse.
While three per cent of the general
population identifies as Aboriginal
or Torres Strait Islander, fewer than
600 medical professionals across
the entire nation are recorded as
belonging to these Indigenous
groups, according to the Australian
Indigenous Doctors Association.
As a profession and as a College, we
can and must do better, and this will be
a key focus of mine, and of my Fellow
Directors on our new Board, as we
formulate our new Strategy.
In taking office, I have been asked what
my priorities will be over the next two
years. My priorities and the Board’s
priorities are shaped by yours, and how
you advise us as Directors through
bodies such as your new representative
College Council.

June / July 2016
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A message from the Board
April and May 2016

Two Board Meetings have been held
since the last RACP Quarterly. On
Friday, 8 April 2016 the Board met in
Sydney and on Friday, 13 May 2016
the Board met in Adelaide, prior to the
College Convocation and Congress.

Member Engagement
The Board approved a renewed College
Member Engagement Strategy that
builds on the sound results achieved
from the previous strategy, including:
•

College’s Accounts

establishment of a Member Contact
Centre which has achieved a 75 per
cent contact resolution rate

•

The Board approved the College’s
audited 2015 Financial Report. The
operations and investments of the RACP
returned a positive members surplus
in 2015 and the College is in a sound
financial position to continue to invest in
delivering services to members.

launch of content and tools
to suppport continuing
professional development (CPD)
and cross-specialty learning

•

roll out of Supervisor Professional
Development Workshops 1, 2 and 3,
including an online training module

•

a 60 per cent reduction in
processing time for Admission
to Fellowship

•

launch of the RACP Support
Program – a third party member
support hotline.

April 2016

Parental Leave Fee Exemption
The Board agreed that trainees who
apply to interrupt their training for
reason of parental leave are exempt
from paying the administration charge
currently levied on all applications for
training interruptions.
Fellows on parental leave are already
able to apply for Subscription Fee relief
under the existing income test based
fee exemptions.

May 2016
For much of the Meeting the
incoming Directors joined the Board
as observers.
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The revised Member Engagement
Strategy focuses on a ‘member first’
approach and incorporates:
• a detailed member journey
mapping exercise to understand
what matters to members
• a more nuanced approach to member
interactions to make it easier for
members to access what they need,
and how and when they want it
• enhancing the value and relevance
of College membership

•
•

a continuing focus on increasing
member satisfaction
increased and relevant use of
digital platforms.

International Engagement
The Board discussed the College’s
International Strategy and how it can
best engage in activities internationally,
especially philanthropic activities in the
Asia-Pacific region.

Consumer Engagement
The Board discussed the College’s
Consumer Engagement project and
established a working group of the
College Council to carry forward
the implementation of the College’s
consumer engagement framework and
strategies.

Next meeting
The next full Board Meeting will be held
on Thursday, 21 and Friday, 22 July in
Auckland.
‒ Dr Catherine Yelland
RACP President

Our new
President-Elect
Associate Professor
Mark Lane
After 25 years’ service to
the College, new PresidentElect, Associate Professor
Mark Lane remains
“passionately committed” to
engaging members.

“We need to be of value to our members
and must become increasingly
responsive, agile and future focused.
“We must communicate more clearly
on issues of concern and be transparent
about how and why decisions are made.
We should be able to better demonstrate
how we are meeting members’ needs and
delivering value for their fees, as well as
continue to strengthen our visibility in
public policy development,” he says.
Associate Professor Lane is a
gastroenterologist at Auckland City
Hospital, and was previously Head of
Department for 17 years. He enjoys
his clinical role and combines it with
teaching clinical practice as a Clinical
Associate Professor of Medicine at the
University of Auckland.
It was gastroenterology that led him
into his first role in the College in
1991 – as a member of the Specialist
Advisory Committee (New Zealand).
He remained actively involved in this

group until 2004, serving as Chair for a
number of years.
From 2008 he held a number of
roles in the New Zealand branch,
including Chair of the New Zealand
Adult Medicine Committee and, most
recently, New Zealand President-Elect
and President. Over the past four years
he has served on the College Board.
Associate Professor Lane believes the
three biggest challenges for the College
are: increasing training capacity;
developing a more professional
structure for revalidation; and
improving our public profile.
“We are a large College with diverse
views – it is almost impossible to get
a majority on some issues. If we can’t
get consensus we need to go with a
majority vote. Diversity and challenge
can make us cautious and seek to speak
from a middle ground on issues that
sometimes need a stronger voice.

“We need to continue to strengthen
our reputation as an organisation that
government and government agencies
wish to consult and trust for advice,”
he says.
Fellowship Relations has always
been a passion and making the
College more valuable for members
is a defined priority for Associate
Professor Lane. The very low turnout
(only 10 per cent vote) of members
in the recent College elections is
something he wants to see change.
“At the end of my term – I’d like
members to see us as an organisation
they are proud of and one that meets
their needs. In the end we are there to
serve the health of the people, of both
Australia and New Zealand,” he says.

June / July 2016
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Introducing our new Division and
Faculty Presidents-Elect
We asked our new Presidents-Elect what their goals were during their tenure, and what
their hopes are for future physicians.
Adult Medicine Division
(AMD) President-Elect
Professor Paul Komesaroff
I have two main goals as PresidentElect and then President of the Adult
Medicine Division:
1. To enhance the relationship of the
College with its members
I aim to achieve this by working to
improve transparency and democracy
within the organisation and the
accountability of its office holders.
Specific issues that need attention include
improving the engagement of physicians
and trainees and ensuring responsiveness
to their needs and concerns.
2. To improve the work of physicians
and to extend the contributions of
the College to society
There are many conversations in which
we need to be involved, about ethics
within the profession and in society
more broadly, and about health and
social policy. I have a particular interest
in international and global health, in
which I hope more physicians will
become actively engaged.

Paediatrics & Child Health
Division (PCHD) PresidentElect
Professor Paul Colditz
My goal as President-Elect is to ensure
paediatricians have an effective voice
in the College, and as advocates for
child health in Australia, New Zealand
and the Asia-Pacific region. My key
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priorities are education and curriculum,
and meeting trainee needs. I strongly
support the Paediatric Academy to be
set up independently of the College.
I have a special interest in research,
governance and Indigenous health
and I have previously contributed to
these areas on College Committees. I
appreciate the advocacy role the College
plays beyond its core role of education
and training.
With increased technology rapidly
changing the face of medicine, I hope
to ensure that future physicians have
opportunities to develop not only their
clinical skills, but also their research
and leadership skills.

Australasian Faculty
of Occupational and
Environmental Medicine
(AFOEM) President-Elect
Dr Beata Byok
My goal as President-Elect is to
support the incoming President, to
listen to the voice of our membership,
and to continue the work already
started by previous Presidents to make
our Faculty the acknowledged leader in
our field of medicine.
I believe there are additional
opportunities to strengthen ongoing
education for existing Fellows as high
standards are critical to the ongoing
recognition of our expertise. It also
involves educating our colleagues
beyond the Faculty about what
our Fellows can uniquely offer; to
strengthen ties with similar interest
organisations such as The Australian

and New Zealand Society of
Occupational Medicine, and into the
Asia-Pacific region. I believe that we
need to respond to new initiatives in
areas of concern, such as the growing
focus on bullying in medicine and strive
to foster collegiate respect that will then
be mirrored within the College and
wider community.
My future goals as President of
AFOEM, in addition to the goals
outlined above, will encompass
emerging issues during my term as
President-Elect.
My hopes are for our Faculty to
continue to gain recognition among
our colleagues and the broader
community and to encourage Fellows
to be active in research and related
academic pursuits which has the
potential to strengthen both their
abilities and our Faculty’s standing.

Australasian Faculty of
Public Health Medicine
(AFPHM) President-Elect
Associate Professor Linda Selvey
As President-Elect and then President
of AFPHM my goal is to ensure that
the Faculty continues to provide high
quality training specific to public health
medicine and strengthen the advocacy
capacity of the Faculty in relation to
issues of public health importance.
The College is critical to training and
professional development and also an
important body for advocacy on issues
of importance to our profession.

Australasian Faculty of
Rehabilitation Medicine
(AFRM) President-Elect
Professor Tim Geraghty

I have been involved with AFRM on a
regular basis over many years and was
the Chair of the Queensland Branch for
around 10 years.
I originally became interested in
Faculty and College activities because
Rehabilitation Medicine was a very
small specialty in Queensland and
when I wanted to do my training I
needed to move to Sydney to do it. I
wanted to try to develop the specialty of
Rehabilitation Medicine in Queensland.
I hope that I can continue to assist
AFRM and the College and ensure that

Rehabilitation Medicine continues to
advance and flourish in the future.

New Zealand President-Elect
Dr Jeff Brown

My goal as NZ President-Elect and
then NZ President is to build on the
good work of previous incumbents
(Associate Professor Mark Lane and Dr
Jonathan Christiansen), and to make the
enormous amount of work undertaken
by the RACP more visible. I’d like our
members to be proud of the work the
College does, and proud to be a member.
Like many Committee Members, I didn’t
actively seek to become a member, it
was suggested to me by others that I
might have something to offer. I have

since held various roles including as an
examiner and member and Chair of
Expert Advisory Groups. In each of my
roles I’ve tried to combine enthusiasm
and leadership.
The College and its members have a
critical and fundamental task – to grow
the physicians of the future. It is up
to us; we are the leaders of healthcare
in the eyes of our patients and the
public. I hope our future physicians
are able to achieve a delicate and
difficult balance – maintain exceptional
professional standards, while being
flexible and adaptable to exceptional
change. Bodies and brains don’t change
but the environment we work in, and
the therapies we can offer, are both
changing rapidly.

RACP Board membership
The full RACP Board membership is listed below.
Name

Office Held

Dr Catherine Yelland

RACP President

Associate Professor Mark Lane

RACP President-Elect

Dr Jonathan Christiansen

New Zealand President

Dr Jeff Brown

New Zealand President-Elect

Associate Professor Grant Phelps

Adult Medicine Division President

Professor Paul Komesaroff

Adult Medicine Division President-Elect

Dr Helen Rhodes

Adult Medicine Division Appointment

Associate Professor Nicholas Buckmaster

Adult Medicine Division Appointment

Dr Sarah Dalton

Paediatrics & Child Health Division President

Professor Paul Colditz

Paediatrics & Child Health Division President-Elect

Professor Lynne Madden

Australasian Faculty of Public Health Medicine President

Associate Professor Andrew Cole

Australasian Faculty of Rehabilitation Medicine President

Dr Peter Connaughton

Australasian Faculty of Occupational and Environmental Medicine President

Dr Tina Marinelli

College Trainees’ Committee Appointment

Dr Susannah Ward

College Trainees’ Committee Appointment

Associate Professor Charles Steadman

Honorary Treasurer

Ms Susan Tiffin

Community Director

Mr Peter Martin

Community Director

June / July 2016
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College members
recognised in Queen’s
Birthday honours lists
Seventeen College members were recognised in the
Australian and New Zealand Queen’s Birthday honours
lists in 2016.
This recognition of the dedication of our members
demonstrates the importance, and value, of our work to
our communities. Congratulations to those members
acknowledged.
COMPANION (AC) IN THE
GENERAL DIVISION
Laureate Professor Alan Donald
Lopez FAFPHM (Hon)

For eminent service to science, both
nationally and internationally, as an
academic, researcher and author, and to
the advancement of planning and policy
development to improve public health
in developing countries.
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OFFICER (AO) IN THE
GENERAL DIVISION
Professor James Donovan Best
FRACP
For distinguished service to
medicine, particularly in the area of
endocrinology, to medical education
as an academic, researcher and
administrator, and to rural and
Indigenous health.

Professor Glenn Bowes FRACP

For distinguished service to medical
education and its administration, to the
advancement of child health and welfare,
and through contributions to government
and professional organisations.

Professor David George Le
Couteur FRACP

For distinguished service to medicine
as a clinical pharmacologist and
geriatrician, particularly through a
range of advisory roles and academic
research activities.

MEMBER (AM) IN THE
GENERAL DIVISION
Dr Jack Edelman FRACP

For significant service to community
health, particularly to people with
arthritis and osteoporosis, and to
medicine as a rheumatologist.

Dr Aidan Foy FRACP FAChAM
For significant service to medicine,
particularly to gastroenterology, to
medical education and administration,
and to the community.

Associate Professor John Owen
King FRACP

For significant service to medicine as
a neurologist, to medical education,
to Multiple Sclerosis research, and to
professional organisations.

Professor Robert Ian
McLachlan FRACP

For significant service to medicine in
the field of endocrinology, particularly
to men’s reproductive health, and to
medical research.

Emeritus Professor Peter
Rowland Mudge FAFPHM

For significant service to medicine
through contributions to professional
organisations, to research and tertiary
education, and to the community.

Professor Joseph Proietto
FRACP

For significant service to medicine in
the field of endocrinology, particularly
obesity and diabetes research, and as a
clinician, educator and mentor.

Professor Max Allan Schwarz
FAChPM FRACP

For significant service to medicine in
the field of oncology as a clinician,
mentor and researcher.

OFFICER OF THE
NEW ZEALAND ORDER
OF MERIT (ONZM)
Dr Niall Patrick Kelly (Patrick)
FRACP
For services to children’s health.

Dr Peter Martin FRACP

For services to tobacco control.

Clinical Professor Iven Hunter
Young FRACP
For significant service to respiratory
and sleep medicine as a clinician,
administrator, researcher and mentor,
and to professional societies.

MEDAL (OAM) IN THE
GENERAL DIVISION
Dr David James Brumley
FAChPM

For service to medicine as a general
practitioner, and to palliative care.

Associate Professor David
Hamilton Bryant FRACP

For service to thoracic medicine, and to
medical education.

Dr Richard Lennard Travers
FRACP
For service to medical history, to
medicine, and to the community.

September / October 2016
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Our College,
		 our story
T

he sharp eyed will notice recent
subtle changes to the RACP
logo. Those changes are more
evolution than revolution.

being. It can galvanise a new sense of
identity and unity among members,
staff, and clearly identify our purpose
to other stakeholders.

Our new logo and College story was
formally launched at RACP Congress
2016. The contraction of our full
title, The Royal Australasian College
of Physicians to the acronym RACP,
the addition of a tagline, Specialists.
Together and identification of our three
core purposes, Educate, Advocate,
Innovate are outward signs of a complex
project, only now coming to fruition.

It was immediately clear that given
our rich 78 year history, traditions
and the gravitas of the College’s
medical education remit, this exercise
would have to include appropriate
consultation, be based on solid
empirical evidence and gathered
according to best practice.

The context
Almost a year ago, against a
background of continued fundamental
and accelerating change in the
medical profession, the Board directed
the College’s Fellowship Relations
directorate to clarify the RACP’s
purpose to a continuously changing
membership, in an ever-changing
healthcare environment.
The request was for a clear series of
simple, high level messages that could
explain who we are, what we do and
the value we provide to members and
specialists as a profession.
Much more than just a marketing
exercise, such messaging can provide a
powerful and compelling description
of an organisation’s core reasons for

Across Australia and New Zealand, the
College engaged with a wide variety
of internal groups – Board Directors,
trainees and Fellows at all career stages
via online focus groups, questionnaires
and in-person interviews. We also
spoke with external stakeholders such
as the Australian Medical Council,
Medical Council of New Zealand and
healthcare consumer groups.
From that research we found
commonly identified priorities in
education, advocacy and innovation,
and designed a series of key messages.
Each word, phrase and design device
has been carefully developed based
on what that research told us our
members and stakeholders want.
It has been a methodical process
– at every step listening to what
our Fellows, trainees and the wider
community told us.

June / July 2016
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The full stop

Educate

The most obvious change is the
move to the acronym – RACP. Many
organisations have already set this
precedent such as the RSPCA, CBA,
and the ACC in New Zealand to name
just a few. Importantly, our members
refer to their College as the RACP.
In an age of mobile devices and 140
character social media messages, clarity
and simplicity of identity becomes ever
more important.

The full stop was chosen as a visual
device to punctuate the two concepts.
It is definitive, ensures both are
equally important and separates the
propositions but links them.

Well recognised as the core purpose
of the College, the research told us
that with the ongoing changes to
delivery of education, it is critical that
education is placed at the centre of
the College’s mission, with follow-up
messages detailing the importance of its
accreditor status.

Specialists
The College is also changing its
reference to members as physicians to
specialists. In both qualitative member
and quantitative public research
‘specialist’ was the most preferred
self-descriptor, because it defines what
physicians are; medical specialists. This
descriptor was far more popular than
‘physician’ or ‘internist.’
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Together
Use of the word Together speaks to the
College’s purpose of bringing together
a whole that is greater than the sum of
its parts. Diversity of our specialties is
our strength; and means we can look at
issues from multiple perspectives. We
create connections that make individual
specialties stronger. The word asserts
the way we want to work as members of
a College – in collaboration. Collegiality
amongst physicians transcends their
specialty – a key part of the value of
belonging to the RACP.
The three words Educate, Advocate,
Innovate are a simple, but elegant
summary of the three major areas in
which the College is active.

Advocate
There is a stated desire from members
for the College to advocate for the
profession as well as communities and
patients. Placing advocacy at the core
of the College, connected to education
and innovation, helps anchor this work
within the College’s broader mission.

Innovate
Often seen as overly conservative, in
fact the College is now leading thinking
across the medical profession through
initiatives such as Evolve, and the Next
Generation Learning, which places

Infectious Diseases

Educate

Rehabilitation Medicine

Advocate
Together

Immunology/Allergy

Rheumatology

General Paediatrics

Neurology

Medical Oncology

Endocrinology

Innovate
Palliative Medicine

the RACP at the forefront in leading
changes to the delivery of training (read
more about Evolve on pages 28–30). It
also points to the RACP Foundation’s
important work in supporting early and
mid-career research through, grants,
awards and scholarships.

But retention of the crest, and the colours
of College blue and gold respect College
history, tradition and academic gravitas.
The RACP logo and brand have
tremendous equity. It is important to
maintain, build and extend that equity
for our members, and clarify our
purpose to the community.

The new logo and messaging allow
us to present a consistent and
professional image appropriate to
one of the region’s oldest and most
influential medical Colleges.
But perhaps most importantly they
embody what you have told us your
College is.

June / July 2016
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Follow the RACP on social media
www. twitter.com/theRACP
www.facebook.com/theRACP
www.youtube.com/user/RACP1938
www.linkedin.com/company/royal-australasiancollege-of-physicians

Private practice
opportunity for
Rehabilitation Specialist

VMO Geriatrician Required
Sunshine Coast
University Private Hospital, QLD

Port Macquarie Private Hospital, NSW
We are seeking a Rehabilitation Specialist who
is interested in growing our newly redeveloped
Rehabilitation Unit, with 25 licenced beds,
spacious well equipped gymnasium and brand new
Hydrotherapy pool.

Benefits
• Relocation assistance
• Guaranteed earnings in first year
• Full marketing assistance to build your practice
referrals; and
• Assistance to establish your private practice

Minimum requirements
Must have FAFRM, specialist registration with AHPRA
and access to an unrestricted Medicare provider number.

Contact

If you are interested in finding out more about this
unique opportunity, please contact Ms Connie Porter,
Chief Executive Officer on 0439 185 346 or
via email: porterc@ramsayhealth.com.au
ramsaydocs.com.au

14
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@RamsayDocs

ramsay-health-care

This is a unique opportunity for a Geriatrician to join the
Hospital Medical staff to help service the growing and ageing
patient population and demands on the Sunshine Coast.
The successful application will be required to consult
and treat acute public patients transferred to SCUPH
from QH and to participate in the on-call roster.
The successful applicant also has the opportunity
to establish their independent private practice in
partnership with SCUPH. This is a great opportunity to
work in one of the most dynamic and state-of-the art
new private hospitals in Australia providing services to
public and private patients, whilst enjoying the enviable
lifestyle the Sunshine Coast offers.

Minimum requirements
Candidates must have FRACP and hold specialist
registration with AHPRA.

Contact

For a confidential discussion, please contact:
Mr Oliver Steele, CEO on (07) 5390 6101 or
email SteeleO@ramsayhealth.com.au
ramsaydocs.com.au

@RamsayDocs

ramsay-health-care

Taking it social
In less than 15 years, social media has
quickly become ingrained in Australian
culture – both at home and at work.
The numbers are staggering. Australia
has approximately 15 million Facebook
users (more than 60 per cent of
Australians have an account). Almost
four million of us are engaging with
colleagues and organisations on
LinkedIn. And there are 2.8 million
Australians following their favourite
personalities on Twitter.
Fellows and trainees are no exception
to the statistics with many engaged on
social media in both a personal and
professional capacity.
Director of Fellowship Relations Dr
Kate More said over the last six months
the College has invested in ensuring an
appropriate social media presence.
“As an organisation, we can’t escape
social media – and I believe it will
become an increasingly popular way for
the College to engage with members,”
explained Dr More.

“It is a fantastic channel for the College
to succinctly update members in real
time on College news and events,
download podcasts and share relevant
content. We are also seeing a handful of
Fellows and trainees beginning to have
online conversations with the College
and other colleagues.
“We’ve invested in developing a social
media strategy which captures the best
way to do this.”
Dr More said followers of the College’s
three social media accounts – Facebook
(launched late in 2015 and with 333 likes
as of 1 May), Twitter (2,388 followers)
and LinkedIn (2,090 connections) – were
growing at around eight per cent per
month, following an ambitious plan to
double numbers in 2016.
Dr More added that RACP events were
a key part of improving social media
engagement among members.
“We have had great success this year at
IMS (#IMSSydney), the Evolve Forum
(#racpevolve) and RACP Congress

(#RACPCongress16 – which was the
seventh most followed hashtag in
Australia during the event) where we
have used hashtags and live tweeting
walls as a way to facilitate engagement
among attendees, presenters, partners
and sponsors.
“Importantly however, it’s not just
relevant for event attendees. We have
found that the content of our events
is of interest to those beyond our
membership and social media provides
a platform to reach them.
“As an example, our IMS hashtag
trended across Australia and was
among the most popular topics on
social media. The power and influence
of social media is unmistakable – for
this event alone we reached a combined
audience of more than 100,000.”
You can engage with the College on
Facebook and LinkedIn (search for
The Royal Australasian College of
Physicians) and Twitter (@theRACP).
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Family and
Community
Child Health

Understanding the
importance of family
is a key focus for the
College’s 450 member
strong Chapter of
Community Child Health
(the Chapter). Chair of
the Chapter Dr Chris
Pearson explains how
family circumstances,
function and wellbeing
can influence the health
of children.
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“A functional family is of great
importance to the wellbeing of the
family’s children whereas a dysfunctional
family is likely to negatively affect the
physical and emotional wellbeing of the
children,” said Dr Pearson.
He said there are key family
characteristics which can promote the
physical and mental health of a child
including:
• family harmony and stability
• supportive parenting
• strong family values including
cultural identity
• consistency (firm boundaries and
limits)
• good physical and mental health of
the parents and children
• absence of adversity in the family.

There are also specific risk factors which
can contribute to family dysfunction
and these include:
• compromised mental health of
parents
• parents substance abuse
• family violence
• jobless families
• one-parent families
• families with significant
additional caring responsibilities,
for example for parents or
children with disabilities
• families in financial distress
• death or serious illness of a family
member
• families in rural and remote
communities.

The Chapter of Community
Child Health
Community Child Health is a
branch of Paediatric Medicine
focused on the wellbeing, health
and development of children in
a broader community context
including the importance of family.
Members of the College’s Chapter
of Community Child Health, which
is part of the College’s Paediatrics &
Child Health Division, have a keen
interest in child development and
behaviour, child population health
and child protection.
For the past 15 years the Chapter
has been connecting and supporting
Fellows and trainees in Australia
and New Zealand interested in
Community Child Health.
The Chapter also aims to work
with other areas of the College
to highlight the importance of
community child health in various
policy areas.

Consideration of these aspects of family
circumstance, function and wellbeing
is an important part of assessing a
paediatric patient.
The Chapter recognises that families
and children from culturally and
linguistically diverse backgrounds
including migrants, refugees from
war zones and asylum seekers face
particular and unique challenges.
Dr Pearson emphasised that a family’s
influence on the child is likely the
most important determinant of a
child’s development.
“Obviously there are also genetic and
constitutional factors intrinsic to the
child that begin to influence the child
from birth,” he said.
“There are many variations not only
in family form but also function.

The tasks of the family are to provide
for the child’s physical needs, their
developmental, behavioural and
emotional needs and to provide and
teach social relationships.
“The physical needs fall into the
categories of protection, food, housing
and medical care. The developmental,
behavioural and emotional needs of the
child are met by providing stimulation
both developmental and cognitive,
guidance by both approval and
discipline and of course affection.

The Chapter supports an ecological
framework for understanding and
responding to child health issues,
and acts as an authoritative body
for consultation in Community
Child Health.
For more information about the
Chapter of Community Child
Health go to www.racp.edu.au/
about/racps-structure/paediatricschild-health-division/chapter-ofcommunity-child-health

“The provision and teaching of
social relationships is achieved by
immersing the child in a functional
family structure both immediate and
extended as well as training the child
in effectively negotiating within the
school and wider community.”
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Why I’m
proud
to work
where
I do
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This morning I had an eye opening
conversation with a client that has
prompted me, yet again, to think about
just what it is that we do here.
It is well understood now that
Australia’s only medically supervised
injecting centre, run by Uniting Care,
saves lives and prevents injuries by
intervening in drug overdose, reduces
the spread of blood borne viruses
through provision of clean equipment,
takes public drug injecting off the
streets, and refers people to other health
services and into treatment. What is
less understood are the connections we
make, the impact of engaging with our
clients and accepting them as legitimate
members of our local community.
We run regular public tours of the
service and there is always someone
who asks me how many people we
get off drugs. I say “some, but I can’t
tell you exactly how many”. Then I say
“would you ask an emergency physician
how many people she got to engage in
regular exercise?” We accept the need
for certain services to treat emergencies
without expecting them to fix all of
society’s ills. But somehow with people
who inject drugs, our only ‘legitimate’
aim seems sometimes, to be getting that
person drug free.

The client I was chatting with this
morning didn’t take up injecting drug
use until he was in his late thirties.
It was in response to the death of his
spouse, and he’s now had 20 odd years
on and off heroin. He was gentle, quietly
spoken, and has managed to keep his
job throughout, never once committing
a crime to fund his habit. He is not your
‘typical junkie’ – his words, not mine I
hasten to add – but I wondered, do we
think him somehow more worthy than
a typical user because of this difference?
Or less worthy, because he doesn’t
have the typical picture we imagine
of childhood abuse and neglect, and
so his dependence can be considered
somehow more ‘his fault’? My point
is of course, that worthiness shouldn’t
come into it at all.
I wish we could see a bit more
acceptance, not just in medicine but in
society, that all people are worthwhile
human beings regardless of their
smoking habits, their drug habits,
their obesity, their poorly managed
diabetes/hypertension/renal disease or
whatever other chronic condition you
care to mention. If we are happy to treat
a football injury, an accident caused
by a person’s ‘lifestyle’, why would we
question treating a drug overdose, an
accident caused by a person’s ‘lifestyle’?

Sydney Medically
Supervised Injecting
Centre (MSIC)
The Sydney Medically Supervised
Injecting Centre opened in 2001 and
is located in Kings Cross, Sydney.
It recognises that drug addiction is
a chronic, relapsing condition. The
Centre does not support or promote
drug use; it simply acknowledges that
it is a fact of life.

I am so proud to work where I do. The
staff are inspirational in their capacity
to smile without judgement, accept
and sit beside someone during an
activity that most people would recoil
from. But by this very act of sharing,
it allows us to engage, meaningfully
and effectively. This, surely, is the very
essence of good public health being
practised at the coal face.

A just, fair and compassionate society in
which all people are treated with dignity
and respect, enabled to live fulfilling
lives and have the opportunity to create
and share in the community.

The Uniting Care Sydney Medically
Supervised Injecting Centre has a
mission statement:

For more information visit
www.sydneymsic.com

Could you ask for more?
Dr Marianne Jauncey FAFPHM
Medical Director, Uniting Care Sydney
Medically Supervised Injecting Centre

Staff at the Centre supervise
episodes of drug injecting
that would otherwise happen
elsewhere – often in public, and
under inherently more dangerous
conditions. Instead, drug injection
occurs in a health service under
the supervision of registered nurses
and counsellors/health education
officers. There is immediate access
to emergency medical care in the
event of an overdose or adverse
event. The professional staff are able
to engage with users and facilitate
effective referral to a variety of
services, including specialist
addiction treatment.

Quick facts
• Number of ambulance call outs
to Kings Cross reduced by 80 per
cent since opening.
• 70 per cent of local businesses
and 78 per cent of local residents
support the Centre.
• Number of publicly discarded
needles and syringes approximately
halved since the Centre opened.
• 70 per cent of people registered
with the clinic had never accessed
any local health service before.
• Zero onsite fatalities since the
Centre opened.
Taken from Sydney Medically
Supervised Injection Clinic fact sheet
July 2015 edition
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Moving (back) to
the country
After working in a regional
hospital, this rehabilitation
trainee moved to the city,
and discovered her love of
working away from the big
city lights.
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D

r Rebecca Morrissey completed
her internship year at Tamworth
Base Hospital before seeking
other opportunities and taking a
position at Wollongong Hospital south
of Sydney.
For all the experiences that working
in a metropolitan setting offered Dr
Morrissey, being away from the regional
setting made it clear to her that is where
she wanted to practise.

“I think I needed to leave Tamworth,
and go to a metropolitan hospital,
to fully appreciate what I had in
Tamworth,” said Dr Morrissey.
She has now moved back to Tamworth
and works as a Rehabilitation
Registrar at Tamworth Base Hospital,
part of the Hunter New England Local
Health District.

Dr Morrisey said that working at a
regional hospital has given her access
to opportunities that she wouldn’t
otherwise have had.
As part of her role, Dr Morrissey
has been able to attend remote
rehabilitation outreach clinics in New
South Wales with the Royal Flying
Doctor Service.
Speaking about her experience of
going to remote areas like Narrabri
in northern New South Wales, Dr
Morrissey said the patients she sees
on these trips are receptive to the
healthcare advice they receive and
grateful to be receiving treatment.
Dr Rebecca Morrissey

“If I wasn’t in Tamworth, it would
have been a lot harder for me to get an
opportunity like that,” said Dr Morrissey.
One of Dr Morrissey’s concerns when
she applied to work in a rural hospital
was that she would be exposed to
less variety of cases. However, she
said she’s found the opposite to be
true. She also said that in contrast
to working in a metropolitan setting
where rehabilitation wards may be
subspecialised, in Tamworth she works
with a team in a general rehabilitation
facility and has access to a variety of
complex cases as both inpatients and
outpatients, which also allows her to
follow-up long term cases.
“You also get to know the patients
and their families as members of a
small community which I’ve really
enjoyed – it’s not as common to get
that in metropolitan hospitals,” said
Dr Morrissey.
Increased exposure to clinics and other
Allied Health professionals is another
advantage Dr Morrissey has found
working in a regional area.

of working and living in a regional
area including the increased sense
of community.
While Dr Morrissey said that although
sometimes it’s hard because she is
the only Rehabilitation Registrar at
Tamworth Base Hospital, the benefits
far outweigh the disadvantages.
“In some ways, the rehabilitation work
in Tamworth is more challenging
because people are spread out more
and they aren’t close to services, which
means when you’re thinking about
someone’s rehabilitation there’s a lot
more to consider.
“Because there aren’t any other
rehabilitation facilities in the region, the
catchment of patients being serviced by
the hospital is a lot larger.”
Dr Morrissey said that she was drawn to
the specialty of Rehabilitation Medicine
because it focuses on the whole person.
“It’s very rewarding to see someone get
their life back. To see someone come
in with a stroke and leave walking and
talking – it’s very fulfilling,” she said.
Not having other rehabilitation registrars
around does mean that Dr Morrissey
can’t easily meet with her peers to study
but said her supervisors and colleagues
are extremely supportive.
“I would encourage all trainees to
consider working in a regional area.
You will see a different side of medicine
– one that I think is interesting and
complex,” said Dr Morrissey.
Dr Morrissey recently completed her
final module of Rehabilitation Medicine
and is hoping to enter Fellowship next
year. She plans to continue working in
rural areas.

“In city hospitals we send patients to
external clinics, in Tamworth, clinicians
such as prosthetists, spinal service and
the spina bifida clinic, come to us. This
has been invaluable to me because I can
learn from them all,” she said.
Outside of work, Dr Morrissey also
enjoys a number of other aspects
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Health
behind bars
Twenty-two years ago this
public health physician
unexpectedly became
involved in the prison system
to deliver those in full-time
custody appropriate and
effective healthcare – he
hasn’t looked back.

I

t was a concern that there would
be an HIV outbreak in Australian
prisons that led to Professor Michael
Levy, who also has a background in
infectious diseases, being approached
to join the Board of Corrective Services
New South Wales.
He passionately believes that the nearly
24,000 adults in full-time custody in
Australia should never be denied their
right to equal healthcare and outcomes.
“This is a population that includes the
poorest, most unemployable people,
with low education levels, suffering
from complex untreated health issues
such as mental health issues and
addiction, who have often experienced
sexual abuse and other childhood
trauma, so they lack the confidence and
skills to engage with the health system,”
said Professor Levy.
“This means that when they enter
prison, they typically will not have
been receiving any medical treatment
within the community and their health
is fairly poor.
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“Working in prisons means we have this
unique opportunity to help these people
improve their health, which they might
otherwise never have been able to.
“We are striving to help prisoners
leave prison in a better state of health
than when they walked in,” said
Professor Levy.
Professor Levy is now Director of
Justice Health in the Australian Capital
Territory (ACT) and manages a team of
seven General Practitioners (GPs) and
18 nurses at the Alexander Maconochie
Centre (AMC), a correctional facility in
the ACT.
“My team of GPs and I are responsible
for all of the prisoner’s health from
the minute they walk into the facility
to the minute they walk out,” said
Professor Levy.
“Unfortunately we aren’t involved in
their health once they leave prison, but
we hope that the health education we
have given them, and the relationships
we have helped them build with

external health services means they will
continue to take care of their health
once they leave,” he said.
Within 28 days of entering the AMC, all
prisoners meet with a doctor to discuss
any ongoing health issues they have.
“It’s common for prisoners to have
a complex range of health issues
including poor mental health,
addictions, chronic pain, hepatitis C
and sexually transmitted infections,”
he said.
After the initial meeting with the GP,
it’s up to the prisoner whether they
continue to engage with Dr Levy and
his team.
If they choose to engage, they are able
to access a range of health services
including chronic pain management,
counselling, skin checks, and Hepatitis
C treatment – any health service you
can access in the community.
“Initially about 60 per cent of prisoners
take the opportunity to use the health
services on offer. Another five per cent
will subsequently use the services.”
For Professor Levy it is important that
the reason his patients are in custody is
not known by him or his team.
“As a principle we usually don’t know
the patients crimes. As far as I’m
concerned I’m responsible for their
primary health and management of
their chronic diseases, nothing else.
Professor Levy commends the decision
by the Australian Government to
make Direct Acting Antivirals (DAA)
medication for Hepatitis C available to
the prisoner population.
“Hepatitis C is far more common in
Australian prisons, and the availability
of this drug is giving people the
opportunity to be cured, who might
not have otherwise had the means
to – it also means they return to the
community non-infected and aren’t
spreading it,” said Professor Levy.
A typical appointment for Professor
Levy involves himself, sometimes a
medical student, and the patient. There
are no guards present in the room.

Professor Michael Levy, FRACP

Working in a prison, like any work
environment, poses some risks, but
when asked whether he’s ever been
afraid during a consultation, Professor
Levy said that during his time working
in prisons he has only been physically
assaulted once, by someone suffering
from an acute mental health condition.
“The custodial staff were in the room
within seconds of the attack, contrary
to what you might think, it’s very rare to
be hurt,” he said.
It is hearing prisoners’ stories and the
hardships that many have faced, which
has led them to be incarcerated that
affects Professor Levy more than any
potential physical threats.
Balancing the health needs of patients
and the realities of prison life for those
in custody can also be challenging for
Professor Levy.

The core of the public health profession
is to help protect and take care of
people, and it’s hard when his clinical
work in the prison has the potential to
cause harm to others he said.
“The medications we prescribe are
often used to barter within the prison
system. Bartering nearly always leads
to violence and injury. So in a way, our
prescribing has led to others getting
hurt which is difficult to deal with.
“Compassion is vital, maintaining it is
what’s hard.
“The health problems that occur in
prison such as drug addictions are
not unique to prison environment
but they are intensified because there
are more cases in the one place,” said
Professor Levy.

June / July 2016

23

RACP
Congress
2016

Adelaide
Convention Centre
16-18 May 2016

Delegates at RACP Congress 2016

From the Ceremony to welcome our new Fellows, to plenary sessions that tackled issues
important to all physicians and paediatricians, to presentation streams that allowed the
Divisions and Faculties to delve into their areas of focus, Adelaide Convention Centre was a
hive of discussion and debate as 900 delegates came together at RACP Congress.
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The wide ranging RACP Congress
2016 program included over 100
presentations, orations and panel
discussions that provided a number of
highlights including the launch of the
College’s End-of-Life-Care position
statement, a thought provoking lecture
from international keynote speaker Sir
Harry Burns on the impact of poverty
on health and an in-depth panel
discussion on Indigenous health.
With a multi-stream program covering
the College’s Adult Medicine and
Paediatrics & Child Health Divisions
and Faculties of Public Health and
Occupational and Environmental
Medicine, RACP Congress once
again proved its value as a continuing
professional development (CPD)
experience for our Fellows, both recent
and established, and trainees alike.

Glass used paintings, sculptures, music
and poetry to deliver his message.
“I have always felt the arts are important
in giving an understanding of our own
specialty,” he said.
It was part of his message – a challenge
to delegates to take inspiration beyond
their practice.
“Do we need to escape – albeit briefly –
from the imagination dumbing routine
of our daily work? To a place and
time where we can sit down with each
other…to open up; to disentangle; to
unravel; in order to develop.”

As always, the fascinating experience
and stories of our oration speakers
sparked interest amongst the audience.
Professor William Glass presented the
Australasian Faculty of Occupational and
Environmental Medicine’s Ferguson-Glass
Oration on the future of occupational
medicine and the role of the occupational
and environmental physician.
Professor Glass, who is still an active
physician after sixty years of practising,
is the first Fellow at Congress to deliver
an oration named in his or her honour.
In a dynamic presentation, Professor

Professor Dinah Reddihough who presented
the Howard Williams Oration, Disability
at the crossroads: improving the care of
children with cerebral palsy.

In presenting the Howard Williams
Oration, Professor Dinah Reddihough
focused on improving the quality of life
for children with cerebral palsy.

and adolescents to become, and stay,
physically fit and to think about
recreational opportunities for them.
“Above all, these children need to have
fun…we need to find out what they
want to do and adapt activities and give
away the expectation of being able to
do things ‘normally’…if we think about
the f-words it will constantly remind us
what is important,” she added.
A number of events were held in
conjunction with RACP Congress
creating an environment open to
physicians and paediatricians at all
stages of their career and all interests.
Trainees’ Day allowed our future
physicians to discover and explore more
about their chosen careers and form
relationships to help them succeed. The
Chapter of Community Child Health
also held their annual Satellite Day and
continued their discussions about the
importance of acknowledging issues
around family dynamics and its impacts
on child health.
The many social events of RACP
Congress were both entertaining and
allowed conversations that started
throughout the days’ sessions to
continue. The annual RACP Congress
Gala Dinner was a wonderful night
where a number of our award
recipients were acknowledged for their
achievements. Read more about our
award recipients on pages 44–48.

In a highly emotive presentation
that left many Fellows with tears in
their eyes, Professor Reddihough
passionately relayed the importance of
ensuring those with cerebral palsy have
inclusiveness and quality of life.
A highlight was Professor Reddihough’s
introduction of her cerebral palsy
‘F-words’ – fitness, function,
friendships, family and fun.

Professor William Glass presenting the
Ferguson-Glass Oration.

“We know that children with disabilities
are much less fit than they should
be. We need to understand what
makes it easy or hard for children

Dr Emily Fitzpatrick discussing her poster
on The Talk Project with her colleagues.
June / July 2016
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What delegates said about Congress 2016
“I have attended Congress for the last
two years so I have decided to attend
again. It is the perfect opportunity
to meet people, network and get the
latest updates.”
Dr Natashia Dilla

“It is really great that you meet different
people of different specialties, it gives
you the opportunity to communicate
with each other and have a look at the
latest things that are happening.”
Dr Su Ling Chua

“I regularly come to Congress, I like to
go to the presentations focusing mainly
on professional development and
subjects like clinical decision making
rather than any particular subspecialty.”
Professor Gregory Whelan

“The benefit for me is that I learn a little
bit about everything. That is what I have
to do in my day job.”
Dr Jessica Roediger

Associate Professor Harriet Hiscock during
her presentation about how brief schoolentry sleep intervention improves child
outcomes: randomised controlled trial.

Consultant Medical Oncologist George Laking
networking with General Medicine and
Infectious Diseases Physician Becky Lane.

Professor Nicola Fear presenting on UK
military veterans and the military family.

Professor Greg Whelan, Avant Senior
Medical Adviser presenting at the Avant
Breakfast Presentation.

Finalist for the Best Poster Prize in Adult
Medicine RACP trainee Sarah Newhouse
presenting her poster titled An unusual
cause of membranous nephropathy.

Doctor Bahija Khanom in discussion with
exhibitor Farrell Spungin.

“At the end of the day when the
patients get very sick it’s often a lot of
multispecialty problems. If more and
more specialists can get together and
exchange views it always helps with the
patients’ care.”
Dr Mathew Rodrigues
“I’m a Junior Trainee, it’s great to get a
better understanding of where we are
heading and an update on everything
that is going on.”
Dr Alexandra Croker
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Monday, 8 to Wednesday, 10 May 2017
Melbourne Convention and Exhibition Centre

Join us in 2017 for a new look
RACP Congress
RACP Congress has been the College’s
flagship event since 1939. Over this
time the needs and expectations of
the membership have changed. This
change has been driven not only by the
increasing specialisation of physicians
and paediatricians and the growing
number of specialty societies but also
changes in technology that allow our
members to come together in a number
of ways online.
Recognising these changes, RACP
Congress will be evolving over the
coming years to introduce a format and
program that retains the integrity of
a College-wide event while providing
opportunities for all members.

In 2017, sessions and conversations
will be offered in streams that bring all
specialists together, while also providing
a forum for clinical updates as part
of some groups’ primary scientific
meeting. Streams on professional
development, research and innovation,
policy and advocacy will allow for
collaboration among specialties.
It is the common desire of both the
College and specialty societies to
provide members with an event to hear
the latest clinical updates and debate
emerging issues as well as network with
colleagues that has inspired the shift
in how RACP Congress will be run in
future years beginning in 2017.

We encourage you to join us from
8 to 10 May in Melbourne in 2017 as we
unveil a new and modern approach to
Congress which will continue to provide
both an opportunity to remain up-todate with the latest medical discussion
as well as a chance to meet with
colleagues from all specialties.
Register your interest at
www.racpcongress.com.au
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Since launching in March
2015, the College’s Evolve
initiative continues to grow
with 22 specialty societies
affiliated with the College now
involved with the program.
Representatives from the
College and specialty societies
recently came together
to discuss the initiative's
progress and next steps.

Evolve is part of a growing international
movement to drive high-value
care by reducing the use of clinical
practices that are outdated, overused,
inappropriate, or even harmful for
certain patients. As medical evidence
continuously evolves and the sources of
information multiply, Evolve provides a
step-by-step approach to contemporary
medical practice in line with the
evidence, to support our members, and
other health professionals, deliver the
best care to every patient. Hundreds
of College members have participated
in Evolve – a powerful demonstration
of the College and specialty societies
working together to ensure the highest
quality care for our patients.
In April representatives from specialties
involved in Evolve gathered in Sydney
for the 2016 Evolve Forum to discuss the
implementation of the recommendations
of their Evolve lists, common themes,
implications and learnings arising
from the development of the lists.
The discussions affirmed the strong
partnership between the College and the
specialties, as well as the importance of
cross-specialty consultation.
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External stakeholders, including
the Royal Australian College of
General Practitioners (RACGP),
NPS MedicineWise Choosing Wisely
Australia, Consumer Health Forum
and New Zealand Council of Medical
Colleges also attended bringing
invaluable depth to the discussions,
and highlighting the importance of
collaboration with key external groups
to our work.
The ever increasing number of Evolve
top five lists being published provide
guidance and advice to all physicians
and paediatricians about the latest
best practice, and have the potential to
improve patient care.
These top five lists are all grounded in
the experiences of physicians and their
patients, with robust supporting evidence.
Outlined on the following pages are
recommendations from just two of
these lists; ones that are relevant to
all physicians.
Visit evolve.edu.au for more
information about the Evolve initiative
and to read the top five lists of low value
care items.

Laureate Professor
Nicholas Talley

Dr Melanie Wong

Effective use of antibiotics
Antibiotics were introduced in the
1940s, changing healthcare and
saving millions of lives. However,
overuse and increasing antimicrobial
resistance (AMR)1, together with the
rise of so-called ‘superbugs’, present a
serious threat.
Thirty million prescriptions for
antibiotics are dispensed annually in
Australia2 – more than one per person
– and studies have shown that up to 50

per cent of antibiotic use in hospitals
is unnecessary and nearly 25 per
cent of prescriptions inappropriate3,
demonstrating the need to change how
we use these medicines.
Australasian Society for Infectious
Diseases’ top five Evolve list equips
physicians with the evidence to
shift behaviour when prescribing
antibiotics. Three of their top five
relate to antibiotic use:
• do not use antibiotics in
asymptomatic bacteriuria

• do not take a swab or use
antibiotics for the management of
a leg ulcer with no indication of
clinical infection
• avoid prescribing antibiotics for
upper respiratory tract infection.
These recommendations are easily
translated into clinical change
aimed at reducing the high levels of
antibiotic misuse in Australia and
New Zealand.
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Associate Professor Adrian Reynolds and
Professor Jacqueline Close

Deconstructing diabetes
treatment
Over 1 million Australians have Type
2 diabetes (T2D) and it is predicted to
be the leading cause of disease burden
in Australia by 2023.4 While the value
of self-monitoring blood glucose
levels is recognised for managing
type 1 diabetes (T1D), there is limited
evidence of its benefits in managing
T2D and its use in T2D management
remains controversial.
The Endocrine Society of Australia
(ESA) addressed this issue through the
development of their top five list which
includes the recommendation to:
• avoid multiple daily glucose selfmonitoring in adults with stable
T2D on agents that do not cause
hypoglycaemia.
After a review of the evidence ESA have
concluded that once target control of
blood glucose levels is achieved, and the
results of self-monitoring become quite
predictable, there is very little to be
gained from repeated testing.
There is extensive support for this
recommendation, including a 2012
Cochrane review5 and a meta-analysis
published in the British Medical
Journal.6 The recommendation is also
consistent with lists of low-value items
the RACGP and Australian College of
Nursing have developed through the
Choosing Wisely campaign.
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The College is a founding member
of Choosing Wisely Australia,
facilitated by NPS MedicineWise.
Through the Evolve initiative,
the College has been the largest
contributor of top five lists to the
Choosing Wisely campaign.
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Listen in for more about
Evolve
Tune in to the RACP’s
Pomegranate podcast to hear more
about the Evolve campaign in the
episode ‘Evolving your practice’.
In the episode rheumatologist
Professor Rachelle Buchbinder,
endocrinologist Associate
Professor Warrick Inder, and
general physician Associate
Professor Ian Scott discuss why
they support the campaign, the
process of developing low-value
lists, and how they work with
patients when the best course of
action is…to wait.
The Pomegranate podcasts can be
downloaded at www.racp.com.au/
pomcast.
You can subscribe to Pomegranate
by visiting the iTunes Store
or Subscribe on Android. The
podcast can also be downloaded
for other podcast apps by
searching for ‘Pomegranate’.

Helping New Zealanders
have healthy hearts
While it remains the number one killer, New Zealanders can
take heart from latest Organisation for Economic Co-operation
and Development (OECD) figures showing that they have
achieved huge gains in survival rates from cardiac disease.

S

ince 1990 cardiovascular
mortality in New Zealand has
dropped by over 50 per cent,
with similar gains being made in
Australia. In New Zealand the
decrease in mortality is all the more
impressive because it is occurring in an
environment of only moderate health
spending by OECD standards.
Christchurch cardiologist, and
incoming Chair of the New Zealand
Cardiac Society, Dr Paul Bridgman
says that while the country should
be proud of the real gains shown
in the report there is still much to
be achieved. The OECD report is
a case of “doing well but room for
improvement,” he said.

in that mortality rate,” said
Dr Bridgman.
Two important tools in the drive to
eliminate regional disparity in services
in New Zealand are the National
Cardiac Networks and the All New
Zealand Acute Coronary Syndrome
Quality Improvement (ANZACS QI)
registry. These Networks are Ministry
of Health funded initiatives that bring
secondary and tertiary hospitals
together with a focus on the patient
journey. ANZACS QI provides real
time service delivery data on the care
of acute coronary syndrome patients.

Dr Bridgman says that being able to
track admission to catheterisation lab
time for non-ST segment elevation
myocardial infarction patients and
triple therapy prescribing on discharge
is making a difference in his region.
Dr Bridgman became a Fellow of
the College in 1996 after completing
his training in Edinburgh and
Boston. His particular interests are
echocardiography and, following the
2011 Christchurch earthquakes, stress
cardiomyopathy – a condition in which
intense emotional stress precipitates
severe heart muscle weakness.

New Zealand’s death rate from cardiac
disease is one in three, slightly below
some of the countries that it would
traditionally compare itself to, such as
Australia. The figures leave no doubt
that the package of care that constitutes
modern cardiology, from primary
prevention to in-patient care and
intervention through to rehabilitation,
really does work.
While actual treatments will continue
to evolve there is now a major focus
in many areas on the efficient and
equitable delivery of care known to
be effective. “If we can just be better
at doing what we already know works,
then we will get further improvement

Dr Paul Bridgman FRACP

June / July 2016

31

Only a phone
call away
Witnessing the isolation of rural patients requiring treatment
that was only available in a large city inspired this genetic
oncologist to make telehealth part of her everyday practice.

D

r Hilda High is based in Sydney
and through her private clinic
assesses inherited cancer
risk and arranges testing for genetic
mutations which heighten a patient’s
risk of cancer. Offering these services
via telehealth has allowed her to provide
easy access to genetic testing for
patients and their families in rural and
remote communities around Australia.
It was during her time on rotation in
Dubbo in central west New South
Wales as a medical student that Dr
High saw busloads of women head to
Sydney for routine breast screening.
Sadly, a bus returning at the end of the
day minus a passenger who had been
found to have a lump requiring further
investigation was not uncommon.

These women would remain in Sydney
alone, awaiting news of what was to
come next, as there wasn’t enough
room on the bus to accommodate
family members or friends.
While services have since been expanded
in Dubbo, this kind of isolating
experience is not unusual for patients
living in rural and remote areas. Dr
High said that seeing the effects of
this isolation on patients helped her
understand that having health services
available in your own community is
about so much more than convenience.
“You realise the inequalities, and for
me it was very important to try to
redress those. I felt I had to provide an
accessible service.

“It’s about ensuring the quality of the
service as well as the experience of the
service – which includes being able to
have your support people around you.
Telehealth is excellent in providing
that,” she said.
Dr High’s patients come from far and
wide. Some are referred by their local
General Practitioner (GP), some find
her through the Australian College of
Rural and Remote Medicine’s (ACRRM)
telehealth provider directory, and others
make contact directly.
“My first contact with patients is often
via email. I provide information about
our service including what to expect
during a consult and a family history
questionnaire. Even for patients that I
see in my clinic in Sydney most of our

Dr Hilda High conducting a telehealth
consultation.
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communication is via email, so it’s no
different for a rural or regional patient.

Starting out in telehealth –
Top tips from Dr Hilda High

“The first telehealth consult is held
through the patient’s local general
practice – that way they have their
GP or nurse as well as their family or
support person in the room with them.

1.

“At the end of the first consult the
patient has a very clear idea of what
their risk is, how to minimise that risk
and how we are going to proceed,” said
Dr High.
The benefit of Dr High’s telehealth
service is how flexible it can be to
patient needs and circumstances.
From her practice in Sydney she has
established good working relationships
with general practices and clinics
around the country and is able to adapt
her service depending on their capacity.
“I use whatever telehealth platform
the practice at the other end is using,
predominantly Skype. Most people find
Skype easy to install and use – that’s one
of its big advantages. And a lot of people
these days keep in touch with friends
and family overseas via Skype so it’s not
an unfamiliar medium.”
In cases where a genetic mutation is
identified, there are implications not
just for the patient but for their relatives.
Telehealth consults allow patients to
have their family members in the room
for support. It also means the whole
family is on the same page regarding
risk and risk management, as well as the
implications and limitations of genetic
testing. So, if family members require
genetic testing, they already have a good
understanding of the process.
“A focus on family is a core part of my
business and there are two sides to
this. On the one hand, if a mutation
is detected in the family then we
can identify those people who are
at increased risk and instigate risk
mitigation strategies.

Read the guidelines, resources
and templates available
to assist you to establish
telehealth services:
www.racptelehealth.com
www.ehealth.acrm.org.au

Dr Hilda High FRACP

“So it’s about being able to explain to
families why the cancer has occurred
and allowing people to take control and
manage their risk, whether a mutation
is detected or not. It is really important
to be able to reassure families when
their risk is not increased so they know
that standard screening is all that’s
needed,” said Dr High.

2.

Start out simple – all you need
is Skype and a stable internet
connection to get going.

3.

Draw on the knowledge and
experience of your colleagues
who already have telehealth
services in place.

4.

Take advantage of the
possibilities; even
physiotherapists are delivering
treatment using telehealth.

For Dr High telehealth has also
provided a unique opportunity to share
her knowledge and expertise.
“What’s wonderful about telehealth
is that I end up educating a whole
community: the patient and their
family, the GP, who in turn passes the
information on to their colleagues. A
much better understanding develops
about identifying patients who are at
low or high risk of an inherited cancer
syndrome and the current guidelines
for testing and management.
“It’s not the intention that anyone and
everyone should be having these genetic
tests. It’s about making the testing
equally available…whether they live in
Wahroonga or Walgett,” said Dr High.

“On the other hand, we can also identify
those family members who aren’t at
risk – who don’t need colonoscopies
every couple of years or mammograms
starting at a very early age.
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Cannabis,
physicians
and legislation

On Tuesday, 12 April 2016 the Victorian Parliament passed
the Access to Medicinal Cannabis Act 2015 making it the first
state in Australia to legalise the manufacture and use of
medicinal cannabis.

T

his legislation follows legislative
changes introduced by the
Commonwealth Government
in December 2015 which will create a
licensing scheme to allow cultivation
of medicinal cannabis in Australia.
These fast-moving developments will
affect physician practice.

In a recent RACP Victorian State
Committee online survey of Victorian
Fellows and trainees, 75 per cent of
respondents indicated that they are
caring for patients with conditions
eligible to be treated with medicinal
cannabis. A further 56 per cent believe
their practice or patients will be
affected.
The top issues raised by respondents
were:
•

the need for training resources to
support physicians
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•

concerns that patients and families
and/or carers may have formed
unrealistic expectations about
medicinal cannabis and its effects

What is the College’s
position on medicinal
cannabis?

•

concern about the lack of evidence
for the efficacy of medicinal
cannabis including its efficacy
compared to other available
therapeutics.

The College supports clinical trials to
develop an evidence base for the use of
medicinal cannabis, and has advocated
that approval should be restricted to
physicians with special expertise in the
condition being treated, for example
paediatric neurologists for childhood
epilepsy or adult neurologists for
multiple sclerosis.

A consistent theme of the survey
responses was that while there may
be advantages to improving access
to medicinal cannabis for patients,
changes should be grounded in good
evidence.
The College has met several times with
the Victorian Medicinal Cannabis
Task Force to ensure that the views
of members are taken into account in
implementing the scheme.

A Medicinal Cannabis Reference
Group, open to all members, has been
established by the College to guide
policy development in this area. For
further information and to join the
Group, email policy@racp.edu.au.

Quick facts: medicinal cannabis in Victoria
How will medicinal cannabis be
accessed?

What conditions will medicinal
cannabis be used to treat?

What is happening in other
jurisdictions?

Specialist medical practitioners can
apply to the Victorian Health Secretary
for a medicinal cannabis authorisation
for a patient.
The Health Secretary may sell or supply
approved products to pharmacists,
who can sell or supply the product to
a person who has a patient medicinal
cannabis authorisation, or to
researchers conducting clinical trials.

Medicinal cannabis will be available in
Victoria in exceptional circumstances
to treat conditions, symptoms and
side-effects of treatment for conditions
such as:

• In Queensland the draft Public
Health (Medicinal Cannabis) Bill
2016, which proposes a framework
for regulating the lawful supply and
use of medicinal cannabis products
in Queensland, was released for
public consultation and the College
made a submission on it.

How will medicinal cannabis be
administered?
Pharmaceutical-grade cannabis-derived
products will most likely be administered
via a tablet or nasal spray.
Smoking of the raw plant product is not
contemplated, as this would come with
the health risks of smoking, and the
unknown pharmacological makeup of
the individual plant.

• multiple sclerosis
• cancer
• HIV and AIDS
• severe seizures resulting from
epileptic conditions
• severe chronic pain (with the
approval of two specialists).

When will medicinal cannabis
become available in Victoria?
The first patients to have access will be
paediatric epilepsy patients in early 2017.

• A private members bill, the Misuse of
Drugs (Medical Cannabis Approval)
Amendment Bill, was lodged in New
Zealand in April 2016.
• The Tasmanian Government has
announced a Controlled Access
Scheme, to allow specialist medical
practitioners to prescribe medicinal
cannabis to eligible patients.
• The New South Wales and
Tasmanian Governments are
collaborating on clinical trials.
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Continuing
professional
development Q
on the run

Following a pilot run in collaboration with the
University of Sydney’s Workforce Education
and Development Group in early 2014, the
College launched its Qstream ‘Modern Ethical
Challenges’ course in October 2015.
stream is a novel online learning methodology that
involves participants receiving short, case-based
scenarios at regular intervals via an app or by email.

A Content Development Group consisting of Fellows and
trainees developed 10 case studies and multiple choice
questions designed to take no longer than five minutes per
day to complete. These questions explored professional
dilemmas faced by physicians and focused on modern ethical
challenges, cultural dynamics in the workplace and dealing
with difficult colleagues.
A web-based forum for each question was set up to facilitate
discussion among participants. These forums attracted
significant participation highlighting the success of the course.
Comments from participants included:
“I watch out and notice workplace behaviours more and I’m
more likely to speak up.”
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of the questions I grapple with on a
daily basis, and my reason for signing
up to this program.
The challenges, emailed to the
participants, consisted of a short
scenario followed by four to five
options to choose from. Having
selected my answer, immediate
feedback was provided from the
Advisory Group which had selected
the ‘recommended’ answer.

“Useful for considering approach
to ethical scenarios, some of which
are general situations I had not
considered before.”
Feedback from participants is being
used to refine the format of discussion
forums and style of case studies for
future courses.

Two Fellows share their
thoughts on the Modern
Ethical Challenges Qstream
course*
During a two week period in late 2015
I participated in the ‘Modern Ethical
Challenges’ course. Ethical challenges
are common in geriatrics. How
aggressively should you treat a person,
who has end stage dementia and lives
in a residential aged care facility? If a
person has spent the majority of the
last weeks or months in hospital, when
is the time to change the focus from
active treatment (aiming to keep them
alive) to palliative care? These are some

What I found most interesting and
helpful was the ability to participate in
online discussion forums about each
scenario, as at times I was unhappy with
the options offered or disagreed with
what was deemed the ‘best’ option.
Other participants had, at times,
different viewpoints, significantly
increasing the impact the questions
had for me. The scenarios took only a
few minutes to read and complete, so
the time commitment was minimal.
Some of the topics covered included
use of social media, taking clinical
photos on mobiles, unacceptable
behaviour and a colleague whose
clinical skills are deteriorating.
I enjoyed participating in this
program and found it challenging
without being overly time consuming.
Thus, when the next challenge is
offered I will participate again, and
suggest to my colleagues they also
consider participating in this novel
and interesting continuing medical
education activity.
– Dr Irene Wagner
I suspect most doctors, like me, manage
to muddle though ethical situations.
The ‘Modern Ethical Challenges’ course
looked like it would be helpful in
practising applying generic principles
to specific cases. I have had an interest
in ethics for a long time, and although
various frameworks are useful,
inevitably turning them into practical
decision making is difficult. It always
seems that the answers any framework
gives are remarkably congruent with
what was wanted beforehand. This is
suspiciously like post hoc justification,
rather than reasoning.

This online course was designed as a
series of case discussions; essentially
the way we all learn clinical medicine
but without the patient, or a low fidelity
simulation. Each question stood
alone, with multiple choice answers,
an explanation from the author/s of
the question, and subsequent forum
discussion. Some questions seemed
straightforward, some impossible;
all made me think about underlying
assumptions and values. The online
discussion was particularly valuable in
challenging my ‘standard’ assumptions
with usual practice from other areas.
My subsequent thinking around the
issues helped to forge links between
ethical standards (and the variety of
standards) and clinical choices.
Practice in making choices in this safe
environment was helpful, particularly
seeing what others thought and
why. This benchmarking of ‘normal’
behaviour beyond local institutions
was helpful. The online nature of
the course did mean that questions
could be considered in a spare five
minutes, rather than requiring specific
timetabling. The two questions per
session limit was initially frustrating,
but did focus thinking and reflection
over the following days.
Those involved with this pilot all
worked to make it a useful and
enjoyable experience, with involvement
of those who wrote the questions
helping to clarify some of the
underlying thoughts. I’d recommend
this course to everyone: simple, easy
to take part in and useful. I doubt it
will transform anyone’s practice, but
more usefully will help bridge the gap
between theory and practice.
– Dr James Taylor
For more information about Qstream,
please contact the Supporting Physicians’
Professionalism and Performance team
at SPPP@racp.edu.au.
*These comments are made by individuals and do
not represent the views of the RACP.
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Health Care and Cultural
Study Tours 2016 / 2017

M E D I C A L S U I T E S AVA I L A B L E F O R L E A S E

An ancient mural in Ethiopia

BU I L D YO U R P R AC T I C E
A N D R E P U TAT I O N

A History of Medicine Cruise to Greece and its Islands
5 – 16 September 2016
www.jonbainestours.co.uk/hmed

AT S Y D N E Y ’ S M O S T P R E S T I G I O U S
MEDICAL ADDRESS

Burma - The Road to Mandalay
17 – 30 September 2016
www.jonbainestours.co.uk/burma

British Medical Association House
Suite 101, Level 1 135 Macquarie Street, Sydney

History of Medicine in Italy
14 – 27 October 2016
www.jonbainestours.co.uk/italy
P: 02 9241 2158 | E: info@sydneymedicalspecialists.com.au
W: sydneymedicalspecialists.com.au |
sydneymedicalspecialists

Paediatrics and Child Health in South Africa
20 November – 2 December 2016
www.jonbainestours.co.uk/paediatrics
Ethiopia - Historical and Contemporary
7 – 21 February 2017
www.jonbainestours.co.uk/ethiopia

ADVERTISING IN RACP QUARTERLY
SMS009 RACP ad 84x116mm.indd 1

28/04/2016

Malabar Journey - Southwest India
25 February – 11 March 2017
www.jonbainestours.co.uk/malabar
A Cruise through History along the
Hooghly River, Bengal
14 – 24 March 2017
www.jonbainestours.co.uk/hooghly
Palliative Care in North India
26 March – 9 April 2017
www.jonbainestours.co.uk/indiapall
All escorted tours include a range of specialist and cultural
visits. Full brochures and details all our tours including
itineraries, tour leader and cost information are available
on our website at www.jonbainestours.com or at the
individual webpages above.

To book or find out more please contact:
Jon Baines Tours (Melbourne)
PO Box 68, South Brunswick, Victoria 3055
info@jonbainestours.com.au
Tel: 03 9343 6367
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upcoming events
For more comprehensive info on the latest events visit
www.racp.edu.au/news-and-events/all-events
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Supervisor Professional Development
Program Workshop 3: workplace based
learning and assessment

06

Supervisor Professional Development
SEPT Program Workshop 3: workplace based
2016 learning and assessment

This three hour workshop will support supervisors to:
• discuss the purpose and importance of workplace
based learning and assessment
• analyse the cycle of planning for learning and
assessment
• identify the challenges and solutions associated
with workplace based assessment in a complex
environment
• evaluate overall performance and progress.

This three hour workshop will support supervisors to:
• discuss the purpose and importance of workplace
based learning and assessment
• analyse the cycle of planning for learning and
assessment
• identify the challenges and solutions associated
with workplace based assessment in a complex
environment
• evaluate overall performance and progress.

Wednesday, 3 August

Tuesday, 6 September

Surfers Paradise Marriott Hotel, Gold Coast

RACP Adelaide, Level 2, 257 Melbourne Street, North
Adelaide, South Australia

Free

Free

www.racp.edu.au/fellows/supervision/supervisor-workshop

www.racp.edu.au/fellows/supervision/supervisor-workshop

Supervisor Professional Development
Program Workshop 2: teaching and
learning in healthcare settings
This three hour workshop will:
• outline the challenges supervisors face in the
healthcare setting
• discuss the strategies supervisors can use to
maximise teaching opportunities
• evaluate personal attitudes, beliefs and behavior
and its influence on supervisory practice
• assess workplace culture issues that can affect
education experiences.
Friday, 5 August

OR

North Shore Hospital,
Auckland

Free

08

Supervisor Professional Development
SEPT Program Workshop 1: practical skills
2016 for supervisors
This three hour workshop will support supervisors to:
• develop strategies for creating a learning culture
• describe the impact of feedback on behaviour and
performance
• have increased confidence in giving effective
feedback to trainees
• have increased confidence in dealing with
challenging trainees.

Tuesday, 30 August

Thursday, 8 September

RACP Adelaide, Level 2,
257 Melbourne Street,
North Adelaide,
South Australia

Duxton Hotel, Perth

www.racp.edu.au/fellows/supervision/supervisor-workshop

Free
www.racp.edu.au/fellows/supervision/supervisor-workshop
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L to R Dr Sarah Dalton (RACP), Dr Leona Wilson (ANZCA), Dr Ken Harris (RCPSC), Dr Leslie Flynn (RCPSC), Dr Stephen Tobin (RACS) and
Dr Warren Kealy-Bateman (RANZCP)
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Mr Paul Levy, Thinker in
Residence at Deakin University

Approximately 200 educators,
regulators and health professionals
descended on Sydney in March for the
RACP hosted International Medical
Symposium (IMS).
The 2016 IMS was the fifth such event
as the College continues to build
stronger ties with its Tri-Nation partners,
the Royal College of Physicians and
Surgeons of Canada (RCPSC), Royal
Australasian College of Surgeons
(RACS), Australian and New Zealand
College of Anaesthetists (ANZCA) and
The Royal Australian New Zealand
College of Psychiatrists (RANZCP).
Among the RACP attendees were
Dr Catherine Yelland, Dr Susannah
Ward, Dr Sarah Dalton and Professor
Don Campbell, who have shared their
thoughts with RACP Quarterly.
Presentations from the event can also
be viewed on the College’s YouTube
channel (search for RACP1938).

Dr Catherine Yelland
RACP President
This year’s meeting continued the theme
of looking forward and facing challenges,
both in the present and the future.
The day brought new ideas and
directions about medical education,

assessment, revalidation and cultural
awareness, and the participants left
more informed about the big issues
within the profession.
Personally, one of the most challenging
sessions focused on dealing with
diversity in the profession and in
practice. It was passionately delivered
by Dr Papaarangi Reid, Tumuaki
(Deputy Dean Māori), Faculty of
Medical and Health Sciences and Head
of Te Kupenga Hauora Māori at the
University of Auckland and Associate
Professor Greg Phillips, from ABSTARR
Consulting and the Baker IDI Heart
and Diabetes Institute.

Faculty of Medicine University of New
South Wales) to the clinical features
of cognitive impairment (Associate
Professor Mark Yates, geriatrician,
Ballarat), senior doctors understanding
the need for workplace assessment
(Dr Graeme Campbell, Vice President
RACS) and ageing doctors coming
to the notice of regulators (Dr Alison
Reid, Executive Director of the
International Association of Medical
Regulatory Authorities).

While we have made progress in both
countries in Indigenous health and
in numbers of Indigenous students
in undergraduate and postgraduate
programs, we still do not fully embrace
equality and diversity throughout our
organisational cultures and structures.
I also enjoyed the IMS’s focus on ageing
– a very important area for doctors.
We heard from a number of expert
perspectives including the biological
basis (Professor David Sinclair, CoDirector, Harvard Medical School and

Professor Don Campbell (RACP)
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Delegates at IMS 2016

Dr Susannah Ward
RACP Board Member
and College Trainees’
Committee Member
I was honoured to attend the Trinations Alliance leadership seminar. As
a trainee currently involved in aspects
of medical leadership, I found the day
inspiring and motivating.
Presentations and group discussion
focused on leadership skills, the
relevance of medical leadership, how to
engage doctors in leadership roles, how
to support those involved and the role
of the Colleges.

Associate Professor Michael Greco, CEO
Patient Opinion Australia engaging in
discussion
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Promotion of medical leadership
is a relevant issue for the Colleges
and one that demands attention and
development of incentives, resources,
training and support. The seminar
attendees proposed that the Colleges
play a role in sharing resources, setting
standards, nurturing those willing and
involved in medical leadership. I think
there is capacity for the Colleges to
develop learning resources for trainees
and Fellows to allow them to equip
themselves with the knowledge and
tools required to lead well.
It was also proposed that a set of values
be developed by the Colleges to be
embodied by our medical leaders. I

hope that mindfulness, compassion,
flexibility, forgiveness, courage and
willingness feature on this list. Dr Sarah
Dalton stated during her talk that “a
good physician treats the disease and
a great physician treats the patient.”
I propose that a sufficient leader
achieves the desired quantity but a
great one does so mindfully with a
quality of heart.
I look forward to being a part of
a cultural shift in medicine from
one which seems driven purely by
productivity and achieving outcomes
to one which does so mindfully and
with compassion.

Dr Marie-Louise Stokes (RACP) with
microphone and Professor Olle ten Cate
(University Medical Center Utrecht)
presenting on EPAs to delegates including
Zaita Oldfield (RACS)

Dr Sarah Dalton
Paediatrics & Child Health
Division President
See one, do one, teach one. This is the
way many of us have learnt and many
who have learned have gone on to
teach. There was no consideration of
the assessment of competence, merely
a nod to the fact that experience makes
you better. And so it does – but in the
meantime it is a roller coaster journey
of trial and error where you cross your
fingers and just get on with it. That’s
why I found Entrustable Professional
Activities (EPAs) so refreshing.
It makes so much sense to outline
the varied expectations of trainees
at different levels and to help them
navigate that journey, clearly pointing
to where they are at and when it is
safe to move on. Key to this transition
is the support and understanding of
supervisors who share their goals and
provide coaching when required. It also
helps supervisors delegate appropriate
tasks to their trainees – trusting them to
carry out the actions of patient care.
I distinctly remember a trainee who
told me she knew how to resuscitate
a newborn because she had attended
many deliveries. Considering her
‘experience’ I allowed her to bagmask the baby until I realised she
was actually holding the mask a few

centimetres above the child’s face.
There was no ventilation. I always
remembered in future situations to ask
for more evidence of competence before
delegating such an important task. I
learnt and she learnt. EPAs are a much
better way of proactively and accurately
recognising ability before it’s too late.

Professor Don Campbell
AMD Council Member and
Internal Medicine Society
of Australia & New Zealand
President
For me, hearing leadership insights
from Professor Bruce Dowton was
one of the highlights of the event.
Professor Dowton is the current ViceChancellor and President of Sydney’s
Macquarie University and has held a
number of leadership roles at Harvard
Medical International.

leadership as residing at the boundaries
between organisations and the broader
(healthcare and socio-political) system.
He went on to describe the challenge
of leadership as being to modernise
our understanding of the nature of
organisations and their ability to
respond to challenges, and frame
the relationships within the health
ecosystem between patients, providers
and regulators.
He described each of the elements
in this set of relationships as having
a particular objective: establish
trust between provider and patient,
empowerment between the regulator
and the patient, and governance
reinforced through performance
measurement between the regulator
and the provider. He observed that in
all of this there is very little emphasis on
putting the patient at the centre as the
reason that we exist as an ecosystem.

Bruce’s talk was a tour de force.
He talked about the context for
leadership both as an individual and
in organisations and larger ecosystems, and the duality of identity
that this involves.
He believes leadership is the ability to
take multi-dimensional views through
differing lenses and to take differing
stances dependent upon the context.
He described the value proposition for
June / July 2016
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RACP Foundation awards and prizes
A number of highly prestigious RACP Foundation Fellowship prize recipients were announced during the Convocation
Ceremony in May and RACP Congress 2016.
The RACP Foundation acknowledges the generous donations by RACP members for the funding of these prizes.
Applications for some RACP Foundation prizes for 2016/17 have opened. Interested Fellows and trainees are encouraged to
visit racp.edu.au for further details.
A highlight is the prestigious Neil Hamilton Fairley Medal for an individual who has made an outstanding contribution to
the field of medicine. The Neil Hamilton Fairley Medal was last awarded in 2012, and the RACP Foundation is now seeking
nominations for the 2017 award. Nominations close Monday, 3 October 2016.
Recipient

Background

Institution

Dr John O’Donnell The John Sands
College Medal

In recognition of Dr O’Donnell’s significant
contribution towards the welfare of the College which
goes back to 1990. He has since served as a member or
Chair on a number of New Zealand Specialist Advisory
Committees as well as on the New Zealand Overseas
Trained Physicians Committee. In May 2010 he was
elected to the College Board as New Zealand PresidentElect and then New Zealand President.

Canterbury District
Health Board,
New Zealand

Associate Professor College Medal
Susan Moloney

Associate Professor Moloney was elected as a new
Fellow to Council in 2000. She has since been a
Paediatrics & Child Health Division Committee
member from 2001 to 2008 and was President of the
Paediatrics & Child Health Division from 2012 to 2014.
Associate Professor Moloney was a member of the
RACP Board from 2010 to 2014, during which time she
chaired the College Education Committee and led the
educational governance reform in the College.

Gold Coast University
Hospital

Professor Robert
Michael Whitby

College Medal

Professor Whitby has been active in defining both
the role and scope of practice of infectious diseases
physicians in modern Australian hospitals, and in
ensuring that College training provides the skills and
experience necessary to meet emergent needs. He led
negotiations with the Royal College of Pathologists of
Australasia in the development of a dual fellowship
training program in clinical infection and laboratory
microbiology, a pathway now selected by more than 40
per cent of trainees.

Greenslopes Clinical
School, University of
Queensland

Associate Professor College Medal
Sanghamitra Guha

Associate Professor Guha has had a long-standing
involvement with the College’s central educational
activities since 1995. She remains on the senior
examiner panel. For the last four years she has chaired
the Adult Medicine Division Education Committee
and has been a member of the College Education
Committee. She has participated in a large number of
working groups and committees that have developed
educational policy and has been involved in many site
accreditation visits.

Royal Adelaide
Hospital
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Recipient

Award

Background

Institution

Dr Stephen Brady

RACP Medal for
Clinical Service in
Rural and Remote
Areas

From 2001, Dr Brady has been head of the Department
of Medicine at Alice Springs Hospital. He has been
involved in the development of specialist services
including renal medicine, cardiology and cancer
services in Central Australia, and has contributed to
the development of Northern Territory-wide clinical
networks in these areas.

Alice Springs Hospital

Associate Professor RACP Medal for
Adam Scheinberg
Clinical Service in
Rural and Remote
Areas

Originally from Sydney, Dr Scheinberg trained in
Paediatric Rehabilitation Medicine before moving
to Victoria in 2009, to assist in further developing
a statewide paediatric rehabilitation model of care.
The Victorian Paediatric Rehabilitation Service now
provides interdisciplinary inpatient and outpatient
services at two tertiary hospitals in Melbourne, as
well as ambulatory services at five regional sites.
Rehabilitation training and support continues to also be
provided to sites in Launceston and Hobart.

Victorian Paediatric
Rehabilitation Service
at Royal Children’s
Hospital

Professor David
Brewster

RACP
International
Medal 2016

Hospital Nacional
In addition to academic positions in Darwin, Cairns
Guido Valadares, Dili,
and Canberra, Professor Brewster has spent the
last three years of his career in East Timor training
Timor-Leste
paediatricians. There are now 15 doctors in paediatric
training. Professor Brewster has been a long-term
advocate of improving the quality of clinical paediatric
practice in poor countries, which is a major challenge in
East Timor. He has extensive international experience,
having worked as a paediatrician in Botswana, Vanuatu,
Malawi, Solomon Islands, The Gambia and Samoa.

Professor Richard
Pestell

Eric Susman Prize
2015

Professor Pestell has over 600 published works with over
43,000 citations and a number of patents in the areas
of cancer diagnostics and treatment, including lightactivated gene therapy. He has founded biotechnology
companies and an Institute (Delaware Valley Institute
for Clinical and Translational Science), led cancer
not-for-profits and served as Chair of Departments. He
is the recipient of 26 awards in medical research and
entrepreneurship.

Sidney Kimmel Cancer
Center and Thomas
Jefferson University,
Philadelphia USA

Professor Dinah
Reddihough

Howard Williams
Medal 2016

Professor Reddihough is a paediatrician at the Royal
Children’s Hospital Melbourne, Professorial Fellow
in the Department of Paediatrics at the University
of Melbourne and Group Leader, Developmental
Disability and Rehabilitation Research at Murdoch
Children’s Research Institute. She developed a
multidisciplinary research program to gain an
improved understanding of the causes of childhood
disabilities and the optimal interventions to support
them. Professor Reddihough was involved in
establishing the Victorian Cerebral Palsy Register in
1987; formed the Australasian Academy of Cerebral
Palsy and Developmental Medicine in 2002; and
created “Solve! At the RCH!” in 2006.

Royal Children’s
Hospital Melbourne

June / July 2016
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Recipients of other prizes announced during 2016 are below:

Award and Prize

Recipient

FELLOWSHIP PRIZES
RACP Mentor of the Year 2016

Dr Amalie Wilke

RACP Trainee of the Year 2016

Dr Evan Joliffe

RACP President’s Indigenous Congress Prize 2016

Dr Marlene Kong

Best Poster Prize in Adult Medicine – Fellow 2016

Dr Leena Aggarwal

Best Poster Prize in Adult Medicine – Trainee 2016

Dr Nick Buist

RACP Trainee Research Awards for Excellence in
the field of adult medicine 2016

Dr Maree Azzopardi, representative for Western Australia
Dr Jonathon Fanning, representative for Queensland
Dr Sarah McGuinness, representative for Northern Territory
Dr Alice O’Connell, representative for South Australia
Dr Jennifer O’Hern, representative for Tasmania
Dr Angela Sheu, representative for New South Wales
Dr Gowri Somarajah, representative for Victoria
Dr Tom Wang, representative for New Zealand

RACP Trainee Research Awards for Excellence in
the field of paediatric medicine 2016

Dr Shreerupa Basu, representative for Northern Territory
Dr Gopakumar Hariharan, representative for Tasmania
Dr Kajal Hirani, representative for Western Australia
Dr Jonathan Kaufman, representative for Victoria
Dr Melissa Norman, representative for South Australia
Dr Bronwyn Rosie, representative for New Zealand
Dr Angela Titmuss, representative for New South Wales

EXAMINATION PRIZES
Bryan Hudson Medal 2015

Dr Jad Othman

Examination Medal in Paediatrics & Child
Health 2015

Dr Luisa Clucas

Sue Morey Medal 2015

Dr Simon Crouch

Basmajian Prize 2015

Dr Ali Tahayori and Dr Susannah Ward

Paediatric Merit Award 2015

Dr Heather Burnett

Deane Southgate Award 2015

Dr Eugen Mattes

PAEDIATRICS & CHILD HEALTH DIVISION PRIZES
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Chapter of Community Child Health, Rue Wright
Memorial Prize 2016

Dr Jessica Costa-Pinto

Best Poster Prize in Paediatrics & Child Health 2016

Associate Professor Harriet Hiscock
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Award and Prize

Recipient

AUSTRALASIAN FACULTY OF OCCUPATIONAL
AND ENVIRONMENTAL MEDICINE PRIZES
AFOEM President’s Award 2016

Professor Timothy Driscoll – Education, Training & Assessment
Dr Robin Chase – Policy and Advocacy
Dr Benson Pek – Trainee Commitment Award

Ramazzini Prize 2016

Dr Iyad Dayoub

AFOEM Essay Prize

Dr David Hancock

AUSTRALASIAN FACULTY OF PUBLIC HEALTH
MEDICINE PRIZES
AFRM President’s Award 2015

Dr Abdullah Demirkol – Education, Training & Assessment
Associate Professor Linda Selvey – Policy and Advocacy
Dr Simon Crouch – Trainee Commitment Award

Gerry Murphy Prize Regional Finalists 2015

Dr Pasqualina Coffey (NT)
Dr Simon Crouch (VIC)
Dr Mithilesh Dronavalli (WA)
Dr Laura Edwards (TAS)
Dr Belinda Jones (ACT)
Dr Alister Keyser (QLD)
Dr Jessica Leonard (SA)
Dr Katherine Todd (NSW)

Gerry Murphy Prize National Recipient 2016

Dr Pasqualina Coffey

John Snow Scholarship Regional Finalists 2015

Ms Olivia Charlton (NSW)
Miss Carmen Hayward (SA)
Ms Aleece MacPhail (VIC)
Ms Su’Ad Muse (NZ)
Miss Eliza Nolan (TAS)
Miss Matilda-Jane Oke (WA)
Mr Shaun Vaughn (ACT)

John Snow Scholarship National Recipient 2016

Ms Su’Ad Muse

AUSTRALASIAN FACULTY OF REHABILITATION
MEDICINE PRIZES
Adrian Paul Prize 2015

Dr Alaeldin Elmalik

The Dr Boris Mak Rehabilitation Medicine Trainee
Award for Best Presentation (New Zealand) 2016
(kindly supported by the family of the late Dr Boris
Mak)

Dr Sarah Hawkins (1st place)
Dr Dawn Adair (2nd place)

AUSTRALASIAN CHAPTER OF SEXUAL HEALTH
MEDICINE PRIZES
Penelope Lowe Prize 2015

Dr Sian Goddard

June / July 2016
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2016 RACP National Health & Medical Research Council Awards for Excellence
The National Health & Medical Research Council (NHMRC) and the RACP Foundation have partnered to support the top
young clinical researchers with an Award for Excellence, as part of a shared commitment to nurture the next generation of
medical researchers.
Each recipient will receive $10,000 per annum from the RACP Foundation, for up to three years, in addition to their NHMRC
Postgraduate Scholarship.
The NHMRC Awards for Excellence, announced during quarter two 2016, include:
Recipient

Award

Project

Dr Catherine
Bateman-Steel

RACP NHMRC J J
Billings Award for
Excellence
($30,000 over 3
years)

Gender as a determinant of health –
School of Social Sciences,
consolidation of the evidence base. An
University of New South Wales
analysis of gender equity and health
outcomes in lower income countries, with a
focus on maternal and neonatal mortality.

Dr Robert Commons

RACP NHMRC
Kincaid-Smith
Scholarship
($30,000 over 3
years)

Primaquine radical cure of Plasmodium
vivax malaria: a risk benefit analysis.

Menzies School of Health
Research – Division of Global
and Tropical Health

Dr Tejaswi Kandula

RACP P&CHD
NHMRC Award for
Excellence
($21,700 over 3
years)

Chemotherapy-induced peripheral
neuropathy in the paediatric population:
risk factors, assessment strategies and
functional outcomes.

Sydney Children’s Hospital

Dr Mathew Pitman

RACP NHMRC
CRB Blackburn
Award for
Excellence
($22,250 over 3
years)

The role of chemokine signalling in
maintenance of the latent HIV reservoir.

Westmead Millennium
Institute

Dr Angela Titmuss

RACP NHMRC
Woolcock
Scholarship
($30,000 over 3
years)

Pandora Wave 1: assessment of the impact of Menzies School of Health
maternal diabetes on growth and nutritional Research
indicators, cardio-metabolic risk factors
and developmental risk of pre-school aged
children living in the Northern Territory.

Dr Thomas Forbes

Jacquot NHMRC
Award for
Excellence
($30,000 over 3
years)

Characterising the molecular basis of cystic Murdoch Children’s Research
kidney diseases using kidney organoids
Institute
derived by directed differentiation of
induced pluripotent stem cells.

Dr Andrea Viecelli

Jacquot NHMRC
Award for
Excellence
($30,000 over 3
years)

Strategies to improve vascular access
outcomes in haemodialysis patients.
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Institution

Renal Unit, Princess Alexandra
Hospital

ICONIC SPECIALIST MEDICAL CENTRE
Corner Memorial Drive and North Lakes Drive, North Lakes Qld 4509
•
•
•
•
•
•
•

Medical suites from 65m² to 800m² with undercover parking
5 Level architecturally designed medical precinct
Public transport Bus & Rail within walking distance
Adjacent to Westfield North Lakes main entry
Proposed Private Hospital and Aged Care adjoining
Contact Agents for comprehensive Information Memorandum
Opening July 2016

Monday, 8 May to Wednesday, 10 May 2017
Melbourne Convention and Exhibition Centre
To register your interest visit www.racpcongress.com.au

