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A message from 
The President
Welcome to our final edition of 
RACP Quarterly for 2017. For many of us, life is ruled by 

screens of various sizes, whether 
at work in front of a computer, 

perhaps on a ward round with a tablet 
or smartphone, or in front of a TV to 
relax after a long day. 

If adults are chained to screens, many 
children are now utterly captivated by 
them. Our cover story for this issue 
features the work of our Chapter of 
Community Child Health Fellow 
Dr Anthea Rhodes. Worryingly, her 
national study in Australia, which is 
the subject of this article, has observed 
a notable increase in the numbers of 
young children presenting with sleep 
disorders due to bedtime use of smart 
devices. She documents children 
aged as young as two are spending an 
average of 14.2 hours per week using 
screens, as you can read on page 18.

The increasing power of electronic 
devices of all kinds is affecting our 
profession in a myriad of ways. As 
the broader community grapples 
with the future effects on society and 
employment of the rapid increases in 
the capabilities of artificial intelligence 
(AI), we take a more balanced view of 
how our roles as physicians may change 
in the near future due to AI. On page 
14 you can read about some of the latest 
developments at the heart of medical 
AI research in the United States.

Use of artificial intelligence in medicine 
often involves the analysis of large 
datasets. Associate Professor Helmut 
Butzkueven’s work in using the large 
MsBase dataset to optimise the efficacy of 
multiple sclerosis treatments is featured 
on Page 22. He was an early career 
recipient of an RACP Foundation Award 
in 2006, which has since propelled him to 
a successful and award winning career as 
an academic neurologist.

The closing months of this year have 
been marked by outstanding successes 
in our efforts to advocate for health 
practices and policies that benefit 
our patients and our communities. 
On page 10 we feature one example 
– our highly successful New Zealand 
Election Statement Make Health 
Equity the Norm. Our New Zealand 
colleagues can be justifiably proud of 
the national publicity they received 
on this crucial issue in the lead-up to 
New Zealanders going to the polls.

On page 32 we look at our core purpose, 
education, and how written and clinical 
exams have changed over the years. They 
will shortly evolve again as we continue 
our program of Education Renewal, and 
trial computer-based testing for the first 
time next year.

Finally, I would like to direct you to 
our regular physician wellness feature 
– in this issue we have the story of one 
of our Fellows who suffered an acute 
cardiac event. It is a sobering account 
of a doctor as patient, and the battle of 
recovering the health and confidence 
that anyone who has suffered such an 
episode will understand.

On that theme, as we head into the 
holiday season, many of us will be resting 
and relaxing with friends and family. 

But others, particularly our younger 
colleagues will be at work, under 
stress and pressure. To all Fellows and 
trainees, Season’s Greetings, and a 
gentle reminder to take care of one of 
the most precious things you have – 
your own health and wellbeing.

Dr Catherine Yelland 
RACP President 
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In the past 12 months we’ve achieved a lot.

RACP Congress 2017

  1071 delegates

  33 per cent growth in attendees  
  over two years

  100 presentations and panel discussions

 Don’t forget to register for Congress 2018

 New RACP Foundation Strategy  
  developed

  Re-establishing our bequest program

  48 research grants – total value $2.4m

  Indigenous strategy development    
  underway

  Theme is `Towards Equity’

  Calls for equitable healthcare access   
	 	 for	ATSI,	Māori	and	Pasifika	peoples
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Since the last edition of  
RACP Quarterly, the Board met 
on Thursday, 24 and Friday, 25 
August 2017 in Perth and on 
Friday, 13 October 2017  
in Brisbane. 

August
Strategy Day
On Thursday, 24 August 2017, the 
Board held a Strategy Day to discuss 
some important issues for the RACP, 
including the important work being 
undertaken in the College’s Education 
Services Directorate, and the ways in 
which the RACP is supporting trainees, 
and Workforce.

Board meeting
On Friday, 25 August 2017, the Board 
held a meeting that covered a broad 
range of topics.

Physician health and 
wellbeing
The Board discussed the RACP’s recent 
activity in the area of physician health 
and wellbeing including:

• The establishment of the Physician 
Health and Wellbeing Reference 
Group – which is progressing well.

• The RACP’s Health of Doctors 
Position Statement – which has been 
sent to all members and was well 
received. It is available to access via 
the link below. 

• A new Physician Health and 
Wellbeing webpage has been 
developed and is now live on the 
RACP website: www.racp.edu.au/
fellows/resources/physician-health-
and-wellbeing 

The Board also agreed to undertake a 
survey of members concerning their 
health and wellbeing, with the timing 
yet to be determined.

Workforce Data Project
Workforce data is an increasingly 
significant issue for the RACP’s 
membership and there is a lack of a 
single, credible, longitudinal database 
of specialist physicians in Australia and 
New Zealand.

The College wants to provide 
meaningful workforce data through the 
creation and maintenance of a credible 
statistical and longitudinal database 
of specialist physicians in Australia 
and New Zealand. In order to do this 
the RACP is in the process of working 
towards an initial data collection 
exercise, which will be integrated into 
the subscription renewal process via 
MyRACP.

Memorandum of 
Understanding with Fiji 
National University
As part of the RACP’s International 
Strategy, the Board has agreed 
to develop a Memorandum of 
Understanding with the Fiji National 
University, to facilitate a relationship 
between both parties and to reflect our 
desire to work in partnership.

Fellowship Marks
The Board endorsed the results of the 
member poll regarding the preferred 
Fellowship Mark. Voting ran for two 
weeks until Friday, 28 July 2017.

Response to the poll was high, with 
approximately 10 per cent of members 
voting within the first three days. 
Members chose the second option, an 
example of which is shown below.

The College has finalised the format of 
the Fellowship Marks. The Fellowship 
Mark files are available when you log 
in to MyRACP. 

The Fellowship Marks are only available 
to Fellows eligible to use the post-
nominal from the Division, Faculty or 
Chapter of which they are a member.

They do not replace the College crest 
on Faculty logos - which should only be 
used for College or Faculty business.

Guidelines for Ethical 
Relationships between Health 
Professionals and Industry
The Board approved the publication 
of Guidelines for Ethical Relationships 
between Health Professionals and 
Industry on the RACP website. The 
guidelines are a voluntary resource 
to assist members with making up 
their own minds where there may be 
complexity or a diverse range of views.

A message from  
The Board

http://www.racp.edu.au/fellows/resources/physician-health-and-wellbeing
http://www.racp.edu.au/fellows/resources/physician-health-and-wellbeing
http://www.racp.edu.au/fellows/resources/physician-health-and-wellbeing
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The development of the guidelines 
was overseen by the College’s 
Ethics Committee, and an extensive 
consultation process was conducted 
across the RACP and with other 
interested parties. It was recognised 
that the guidelines will be an iterative 
document that will continue to evolve 
over time and through usage.

Nominations and elections
The Board’s Governance Working 
Party has reviewed the College’s 
Nominations and Elections By-Law 
in relation to the manner the College 
wishes to conduct its nomination and 
election processes, to ensure openess, 
transparency and compliancy.

The Board agreed with the 
amendments and approved the revised 
Nominations and Elections By-Law. It 
is available at: www.racp.edu.au/docs/
default-source/default-document-
library/by-law-nominations-and-
election-process.pdf 

Chief Executive’s report to 
the Board
The Chief Executive Officer highlighted 
the following achievements:

• The College has received wide 
coverage of our advocacy on 
proposed changes to Disability 
Support Pensions and the proposal 
to test recipients for alcohol and 
drug use.

• The College met with the Australian 
Medical Council (AMC) to 
discuss progress toward satisfying 
the AMC’s conditions and 
recommendations coming from the 
2014 re-accreditation of the College.

• The RACP Foundation Reference 
Group has been established, as part 
of the revitalisation strategy for the 
Foundation, and will hold its first 
meeting shortly.

• The President’s email to members 
informing of the College’s initiatives 
with respect to improving physician 
health and wellbeing was well 
received by members.

October 
2018 budget 
The RACP’s 2018 Budget was approved 
at this meeting. The budget includes 
provision for a number of continuing 
projects that commenced in 2017, 
as well as capacity to fund a limited 
number of new member benefit 
projects in 2018.

Products and services 
initiatives 2017 to 2019
At a strategy session earlier this year, 
the Board supported the development 
of a suite of educational and 
professional training products for use 
by RACP members as well as by health 
practitioners external to the College. 
Four areas were initially proposed for 
trial delivery:
• Professional Behaviours 
• Addiction Medicine 
• Infectious Diseases 
• Genomics in Practice. 

Format of RACP Journals 
Following a period of consultation 
with relevant stakeholders, the Board 
agreed to support a transition from 
print format to digital distribution 
of the Internal Medicine Journal 
and the Journal of Paediatrics and 
Child Health over 12–18 months 
with the intention of increasing 
accessibility to the publications. 

Chief Executive’s report to 
the Board 
The RACP’s Chief Executive 
Officer highlighted the following 
achievements:

• All strategic initiatives continue to 
be on track with significant progress 
toward completion in certain areas.

• The College’s New Zealand Election 
Statement and Australian Marriage 
Equality Statement were well 
received and achieved positive media 
and social media exposure.

• The Physician Health and 
Wellbeing Reference Group has 
been established and met for the 
first time in November. The issue 
of physician health and wellbeing 
has now been integrated into the 
RACP’s operations, supported by the 
Education Services Directorate.

Next Meeting 
The next meeting of the Board is 
scheduled for Friday, 8 December 
2017 in Sydney. The meeting will be 
followed by a Convocation Ceremony, 
at the University of New South Wales.

Dr Catherine Yelland 
RACP President

https://www.racp.edu.au/docs/default-source/default-document-library/by-lawnominationsandelectionprocessfinal.pdf
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Introducing the  
Fellowship Marks

In July 2017, members voted on the 
design of a Fellowship Mark. The 
selected Mark, available in a version 

for each Division, Faculty and Chapter, 
is now available to Fellows as a symbol 
of their qualifications.

“For some time members have wanted 
a visual device that shows they belong 
to the RACP, for use on their own 
stationery, electronic communications 
or signage,” said Fellowship Committee 
Chair Dr Helen Rhodes.

“The choice of the Mark was consistent 
across all Divisions, Faculties and 
Chapters and we were extremely 
pleased to see so many members 
participate in the survey,” she said.

The chosen design uses stylised 
heraldic elements from the College 
crest that are internationally 
recognisable and broadly applicable to 
all Divisions, Faculties and Chapters.

The Fellowship Marks do not replace 
the College or Faculty logos, which 
are the property of the College and are 
only to be used for College purposes.

To access the Fellowship Mark files log 
in to MyRACP. The Fellowship Marks 
are only available to Fellows eligible 
to use the post-nominal from the 
Division, Faculty or Chapter of which 
they are a member.

TABLE 1: VOTING RATES BY DIVISION, FACULTY AND CHAPTER

Voting rate

Adult Medicine Division 11.73%

Paediatrics & Child Health Division 14.85%

Australasian Faculty of Rehabilitation Medicine 16.71%

Australasian Faculty of Occupational and Environmental Medicine 28.18%

Australasian Faculty of Public Health Medicine 24.34%

Australasian Chapter of Sexual Health Medicine 23.39%

Australasian Chapter of Addiction Medicine 23.83%

Australasian Chapter of Palliative Medicine 17.23%

Chapter of Community Child Health 12.34%

Complete your 
work profile  
at MyRACP

http://my.racp.edu.au
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The most preferred Fellowship 
Mark designs by Division, Faculty 
and Chapter

Workforce data enables the College 
to better inform decision making.
For more information and to complete 
or update your work profile go to
my.racp.edu.au

http://my.racp.edu.au
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Members in the media

Chemo-first option could help 
breast cancer patients
A just-funded Auckland pilot program 
will investigate how to better deliver 
chemotherapy before surgery for some 
breast cancer patients.

The medical oncologist leading the 
program, Dr Sheridan Wilson FRACP, said 
the number receiving neoadjuvant therapy 
(NAT) was a small proportion – no more 
than one in 10 of breast cancer cases who 
received chemotherapy. 

New Zealand Herald, 3 October 2017

 

More mumps reported in eight months 
than in past 16 years
More cases of mumps have been reported this year 
in Auckland than in the past 16 years combined. The 
Auckland Regional Public Health Service had been 
notified of 300 cases of mumps from January 1 to 
September 4 this year.

“Mumps is now at large in the community and the only 
way we can stop this spreading further is to achieve 
high levels of MMR vaccination in the population,” 
said Dr Josephine Herman FAFPHM, Medical Officer 
of Health.

New Zealand Herald, 5 September 2017

Survey finds 40 per cent of Australian 
women diagnosed with depression or 
anxiety
The Jean Hailes Women’s Health Survey 2017, released on 
Sunday, found 60 per cent of women surveyed did not meet 
the recommended 2.5 hours of weekly physical activity 
because for many they were “too tired” or it was “too hard” 
to find the time.

Survey director Dr Helen Brown FRACP says the  
findings raise particular concern about the mental health  
of young women.

Herald Sun, 28 August 2017
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New mission to stop breast cancer deaths
Researchers at the Centre for Population Health Research 
at the University of South Australia will pull together all the 
data from hospitals, radiotherapy centres and tissue banks to 
help answer the question: Why are 10 per cent of women still 
not surviving beyond five years?

“What’s different about them and what can we do about it?” 
said Professor Ian Olver FRACP, a chief investigator on the 
project. “If we can link all the data together, we can find  
out more about what puts people at greater risk of not  
doing well.”

Herald Sun, 27 September 2017

 

Push to talk ‘deprescription’
A Hunter-based expert is urging older Australians to 
discuss ‘deprescribing’ with their doctors to get off 
medications they no longer need.

“The average patient I see is over 65 and taking 
more than five medications a day, with many having 
started treatment and never stopped,” said Dr 
Robert Pickles FRACP. 

“We know most people do not need to use them for 
long periods of time yet never step down to cheaper 
and safer drugs, instead staying on them long after 
they are useful.” 

Newcastle Herald, 25 September 2017 

Doctors warn “the world is facing an 
antibiotic apocalypse”
According to the Review on Antimicrobial Resistance, 
published by the British Government, at least 700,000 people 
die each year from drug-resistant infections. That’s predicted 
to rise to 10 million a year by 2050 if nothing is done, 
which could cost the global economy up to $128 trillion.

In June this year, Austin Health Director of Infectious 
Diseases, Professor Lindsay Grayson FAFPHM, FRACP, 
warned Australia needed to take action. “If we don’t have 
drugs to kill these increasingly stubborn infections, we will 
be compelled to surgically remove infected limbs,” he said.

The Daily Telegraph, 10 October 2017 

Influenza vaccine will protect against viral 
strains for four years
Influenza Specialist Group chair Dr Paul van Buynder 
FAFPHM said a new vaccine could be on the market 
in Australia in five years. “This (UK vaccine) is still 
probably five years away if it works but it’s certainly the 
next step after we get better vaccines in Australia.”

Dr van Buynder hopes pharmaceutical companies 
will have two new vaccines ready for the 2018 flu 
season — one which is four times the strength, the 
other that creates a stronger immune response.

The Daily Telegraph, 5 October 2017

https://amr-review.org/
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Equity through the social 
determinants of health

#MAKE IT THE NORM:
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In the lead-up to the New 
Zealand election, the RACP’s 
#MakeItTheNorm campaign 
brought three social 
determinants impacting the 
health of New Zealanders to the 
forefront. This campaign has 
attracted broad support across 
the health sector and ongoing 
national media coverage in  
New Zealand.

RACP New Zealand President 
Dr Jonathan Christiansen 
says that current inequities 

in health outcomes will persist 
until the social inequities that 
impact health are addressed.

“As physicians and paediatricians 
we care for patients struggling with 
preventable illness every day. We know 
that unhealthy housing, insecure and 
precarious work and poor mental 
health directly impact our patients’ 
health and wellbeing. Too often we 
treat illness knowing our patients are 
returning to social situations that will 
perpetuate poor health.

“Health equity is achieved when the 
conditions in which people grow, 
live, work and age support health 
and wellbeing. Systems, structures, 
policies and programs may be 
organised and designed to enable 
health and wellbeing, but this is 

only possible when people do not 
experience barriers to access which 
in turn are the result of compounded 
systemic injustice which is, simply 
put, unfair,” said Dr Christiansen.

Circumstances are shaped by the 
distribution of money and resources 
at the global, national and local 
levels. Former New Zealand Prime 
Minister Norman Kirk said “People 
don’t want much – just somewhere 
to live, something to do, someone to 
love and something to hope for”. The 
essence of this statement inspired 
the title of the election statement 
– Make health equity the norm.

The social determinants impacting 
inequities in health outcomes 
highlighted in the election statement 
are all ones policymakers can take 
immediate action on to improve health 
outcomes for the most vulnerable people 
in communities across New Zealand. 

They are:

Make healthy housing  
the norm
Infectious disease transmission, 
worsening chronic health 
conditions, poorer educational 
outcomes and mental health are 
all associated with homelessness 
and housing that is insecure, 
crowded and in poor condition.

Many families across New Zealand 
are not able to heat their house to the 
recommended temperature and poorly 
insulated housing can be expensive to 
heat, leading to fuel poverty (where 
households have to spend over 10 
per cent of total income on energy 
costs). Cold and damp housing leads 
to an increase in patients presenting 
with preventable diseases including 
bronchiolitis, pneumonia and asthma.

INSULATING 
HOUSES CAN 
HAVE UP TO A:

MORE THAN

42,000 people
live in precarious and 
insecure housing such 

as garages, sheds, 
caravan parks and cars

Annually, around 
45,000 children 

are admitted to 
hospital for conditions 
exacerbated by poor 

quality housing

6:1  benefit-to-cost 
ratio for children 

and older people

4:1  
benefit-to-cost 
ratio overall
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The RACP calls on the New Zealand 
government to:

• urgently address homelessness and 
housing insecurity in New Zealand

• introduce regulation to mandate a 
Warrant of Fitness and Health for 
residential dwellings

• urgently address fuel poverty in New 
Zealand.

Make good work the norm
The evidence around good work 
is compelling – good work fosters 
wellbeing, personal growth, 
fulfilment, autonomy and meaning. 
The RACP’s Health Benefits of Good 
Work (HBGW) initiative is based 
on compelling Australasian and 
international evidence that good 
work is beneficial to people’s health 
and wellbeing and that long term 
work absence, work disability and 
unemployment generally have a 
negative impact on health and 

wellbeing. Good work is also good 
for business. Workers who feel valued 
are more engaged and give more 
discretionary effort. In general, $1 
spent on wellbeing produces a return 
on investment of $3.

Good work is by definition, work that 
is, good for you. For work to be ‘good’ 
it should be engaging, fair, respectful 
and accepting of cultural and 
traditional beliefs. It should also be 
free of negative health effects and offer 
health improvement opportunities to 
employees.

Over 200,000 households in New 
Zealand report that their income does 
not meet everyday needs. For work 
to be ‘good’, remuneration should 
be at a level that enables people in 
work to meet basic living costs and 
participate in society. A living wage 
provides a way out of poverty and 
enables workers and their whānau to 
participate in society. 

Across New Zealand 90,000 young 
people are not in education, 
employment or training. Not being in 
work has negative physical and mental 
health impacts including depression 
and harmful use of drugs and alcohol.

The RACP calls on the New Zealand 
government to:

• promote the living wage

• recognise the workplace as a venue 
for influencing healthcare systems

• increase support for people not in 
work.

‘GOOD WORK’ 

improves general 
health and wellbeing 

and reduces  
psychological distress

Over 200,000 
households

(12%) reported that their 
income was ‘not enough’ 
to meet every day needs

90,000  
young people

not in education, employment 
or training (NEETs): Long term 

unemployment risks negative health 
outcomes and greater mortality
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Make whānau wellbeing  
the norm
The way a community is designed and 
supported has a measureable impact 
on the health and wellbeing of children 
and whānau who live there, for 
better or worse. Children in the most 
deprived areas are three times more 
likely to be hospitalised for potentially 
avoidable illnesses than children in less 
deprived areas.

Communities with higher levels of 
deprivation tend to have worse access 
to healthy foods and ‘food swamps’ 
(environments where unhealthy foods 
and beverages are readily available 
and heavily advertised) are becoming 
more prevalent, contributing to poorer 
health outcomes for whānau.

Over 15 per cent of New Zealanders 
will be diagnosed with a common 
mental health condition at some point 
in their lives. Children and young 
people who experience poverty are two 
to three times more likely to develop 
mental health conditions. 

Many aspects of policy and regulation 
impact the long term health of 
children, a group excluded from 
development and decision-making 
processes. Taking a child-centred 
approach to all policy development 
will support children, young people, 
and their whānau, to grow, develop 
and reach their full potential. 

The RACP calls on the New Zealand 
government to:

• increase support for communities 
to improve whānau health and 
wellbeing

• increase support for mental health in 
primary care

• take a child-centred approach to all 
legislation, policy and regulation.

This ongoing campaign to secure 
health equity for all New Zealanders 
will continue with proactive advocacy 
and engagement with the recently 
formed government. RQ

Read the full election statement and 
case studies at: www.racp.edu.au/nz-
election-statement-2017

THE RACP NEW 
ZEALAND ELECTION 
STATEMENT REACHED:
•	 440,000 readers, listeners or 

viewers
•	 34,794 Twitter users

Over 150,000 
New Zealanders
will access mental health  
services annually

Communities with  
higher levels of deprivation 
are more likely to have:

worse access to healthy 
foods

greater access and 
availability of off-license 
alcohol outlets

greater access to  
high-interest money lenders

Children in the most 
deprived areas are

3 times more 
likely
to be hospitalised for 
potentially avoidable 
illnesses than children in 
the least deprived areas

http://www.racp.edu.au/nz-election-statement-2017
http://www.racp.edu.au/nz-election-statement-2017
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What do exponential improvements in artificial 
intelligence and the rise of big data mean for 

physicians in the future? A golden age of prediction 
and diagnosis, or an existential threat?

A
 p

hy
sic

ian in the loop - artif c
ial intelligence and big data



16     RACP Quarterly

They are headline grabbing 
forecasts. The often repeated 
claim that anywhere between 30 

and 50 per cent of current occupations 
could be automated to some degree 
in the medium term by sophisticated 
machine learning.

If you believe popular commentators, 
the robots and algorithms are coming 
for our jobs.

As databases get bigger, computer 
hardware becomes more powerful 
and software gets more clever few 
occupations are portrayed as safe. 

But the role of artificial intelligence 
(AI) in future healthcare and 
specifically Internal Medicine is more 
complex and nuanced. 

As many readers will already know, 
machine learning is not a new concept 
in medicine. The RACP Board is staying 
abreast of developments, having debated 
the future impact of AI and robotics at 
its October meeting in Brisbane.

The domain experts in healthcare AI 
also take a sanguine view. “There’s 
an awful lot of hype at the moment,” 
said Macquarie University’s Professor 
Enrico Coiera MBBS who also holds a 
Ph.D. in artificial intelligence. 

“In fact we’ve been using these 
technologies for decades; you see 
pattern recognition algorithms 
in anything to do with imagery, 
particularly radiography, but even 
in anaesthesia; there are now AI 
algorithms monitoring the pressure 
waves from patients breathing for 
example,” he said. 

“Trials of AI analysis on medical 
images such as melanoma have been 
as good as human dermatologists; 
but under controlled conditions,” 
said Associate Professor Jinman Kim, 
Associate Director of the Biomedical 
and Multimedia Information 
Technology (BMIT) Research Group at 
University of Sydney. “We’re beginning 
to see AI systems that can both 
interpret a radiology image and read 
the report for combined analysis.” 

But the real development has been 

increases in processing power 
according to Professor Coiera. “Today 
there is widespread use of server farms, 
and cloud based services which give us 
the computational capacity to handle 
very large datasets.”

Increased computing power means the 
ability to use more processor intensive 
algorithms and deep learning neural 
networks, able to teach themselves 
unsupervised, allowing greater 
precision in many types of pattern 
recognition. This assists in fields as 
diverse as modelling sub-millisecond 
protein folding, to the enormously 
expensive process of targeting new 
compounds for drug development

Just 20 kilometres from Silicon Valley, 
at the University of California San 
Francisco, Dr Russ Cucina, Vice 
President of Health Informatics and 
Professor of Medicine, described 
current interest in AI being applied 
to healthcare as nothing short of “…a 
land rush underway.” 

“It’s not just the big guys – Google, 
Microsoft, Amazon, and the others 
– but every Stanford and Berkley 
graduate. Now, 99 per cent of them 
will fail, but given the Silicon Valley 
model, only one per cent success is 
all we need to change the world,” 
he told the RACP Quarterly.

He echoed Professor Coiera’s 
comments about ab-initio machine 
learning, and transfer learning where 
the system is fed data, and then in 
effect is able to further teach itself. 

Asked if he’d seen anything recently 
that was particularly surprising, Dr 
Cucina related one particular story.

“At CERNER Math (a US Health 
Informatics corporation) researchers 
were able to analyse a very large 
dataset of hospitalised patients and in 
the process, the algorithm identified 
variations in the distribution of size of 
red blood cells (the RDW) as a leading 
indicator of kidney injury.” 

Physicians traditionally rely on lagging 
indicators such as increased levels 
of creatinine, by which time kidney 

damage is done and acute kidney 
failure is likely.

“That outcome is surprising; this blood 
cell size measurement had previously 
been dismissed as an arcane and 
outdated component of red blood cell 
count,” said Dr Cucina.

From its Missouri headquarters by 
email, CERNER Math’s President, Dr 
Doug McNair gave RACP Quarterly 
an insight into the scale of some of the 
datasets now available, even across a 
federal, decentralised healthcare system 
such as that of the United States.

“The largest corpus of data that 
CERNER Math uses is a ‘secondary-
use-assented,’ de-identified, 
confidentiality-protected repository 
to which 814 U.S. institutions have 
contributed since January 2000, called 
Cerner Heath Facts®,” he said. 

“Health Facts® currently contains 
the longitudinally-linked serial 
episodes-of-care records for more than 
150,000,000 distinct U.S. persons, 
encompassing more than 500,000,000 
episodes. It accrues new data daily 
from each of the participating 
institutions… it is representative of the 
whole U.S. and is statistically robust 
and projectable.” 

“[It] includes full discrete (relational) 
Electronic Health Record data … lab 
tests, pharmacy, procedures, flowsheet 
items, problem lists and diagnoses, 
with each item date-timestamped 
at minute-wise time precision, so 
it is possible to machine-learn and 
mathematically model patterns and 
sequences that evolve in detail over 
time in each patient’s course, to 
construct AI.”

The potential of AI to detect patterns 
in very large datasets spans specialties, 
perhaps none more so than Public 
Health Medicine. 

Even non-traditional datasets may 
provide advance warning of public 
health issues.

Researchers have already established 
correlations between reports of food 
poisoning on Yelp via restaurant 
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reviews and US Center for Disease 
Control illness data. “There is 
another example from our own team 
correlating US County data on vaccine 
refusal rates with posts on Twitter,” 
said Macquarie University’s Professor 
Coiera. “The accuracy of tracking via 
Twitter postings in predicting rates 
of refusal out-performed predictions 
using demographic County data.”

The proliferation of sensors in smart 
devices will only increase the deluge 
of non-traditional data available. For 
example, University of California San 
Francisco researchers are currently 
using the accelerometers in Fitbits to 
detect early signs of multiple sclerosis, 
manifested in a patient’s gait. 

So what will become of the physician in 
a secondary care environment; a job Dr 
Cucina describes as one of the hardest: 
“…you have to notice and diagnose 
most things, and miss nothing.”

Asked to predict whether there will 
always be a human physician in the 
loop of consultation, he said “I think 
within three to five years, we’re going to 
see significant changes in the degree of 
assistance machine learning provides to 
physicians at points of consultation.” 

And the prospect of a patient one 
day consulting an entirely ‘digital’ 
or ‘robot’ doctor? That would 
more than likely require strong 
AI – sentient and self-aware.

“Well, you can never say never, but I 
certainly wouldn’t see it in the next five, 
10 or 20 years even,” said Dr Cucina.

Associate Professor Kim agrees. “Weak 
AI, non-sentient, is what we want to 
achieve. Narrow domain specialty and 
decision support.” 

He describes development of healthcare 
focused AI as a “…truly international 
effort; scientists are now competing 
in open medical data competitions to 
improve the performance of algorithms.” 

Machines may increasingly help, but the 
experts believe the specialist’s job is safe. 

For now.RQ

THE DEAN’S VIEW
Doctors as a group are on the whole early adopters and enthusiastic 
users of new technologies. Artifical Intelligence (AI) will fall neatly into 
this area and there are already examples of the incorporation of machine 
learning and AI in medical practice.
If AI and machine learning can help in refining diagnosis, getting better 
information to plan therapy or tracking population issues from genetics 
to epidemics, we can be sure that just as there will be radically early 
adopters who become the evangelists. The main profession will follow as 
soon as a practical benefit can be demonstrated. 
Medicine is however a human centred art as much as it is a science. 
I recall a number of articles written by journalists who wrote about their 
“journey” following the diagnosis of breast cancer and have noted that 
the aspects of the process which always seem to stand out most strongly 
for them are the very personal care events, especially the time a senior 
clinician spent with them addressing their fears and concerns and 
explaining diagnosis and treatment plans. 
I argue therefore that we don’t need to worry about the physician being 
replaced by AI in delivery of clinical care, and suggest that our roles 
will be considerably enhanced by its emergence. So much of what we 
do involves sophisticated communication, often with significant non-
verbal elements. Whether it is communication of a diagnosis of cancer, 
discussion about the care of an extremely low birthweight premature 
infant, end-of-life discussion in palliative care or any of the myriad other 
complex clinical situations which characterise our professional lives, I can 
see a key continuing role for the physician in person. I can imagine ways 
in which the human touch could be enhanced and supported, but suspect 
replacement is a step too far.
While researchers are likely to be in the very early adopter group for 
using AI and machine learning in their research, there is still the human 
factor involved in planning and interpretation as well. The evidence base 
which underpins decision support tools emerges primarily from carefully 
conducted controlled studies. AI provides another set of techniques for 
analysis of information and will contribute to the development of more 
sophisticated hypothesis driven research and clinical investigation. The 
great benefit offered by AI in the medium term will be the ability to search 
through large datasets which have previously been inaccessible. None of 
this added power or capability will detract from the value of quality primary 
clinical research or reduce the need for proper clinical care. 
One of the really great benefits that I envisage will come in the area of 
integrating medical records and mining them for key information at both 
individual and population levels. It is often very challenging to find the 
information we need in providing clinical care for patients with complex 
problems. Many health services still use non-accessible (paper) 
records and the Australian community has generally been reticent to 
take up the Patient Controlled Electronic Health Record offered by 
the Commonwealth. An integrated personal health record which can 
be interrogated or reviewed using AI techniques seems like a very 
attractive prospect. 

Professor Richard Doherty FRACP 
Dean, RACP 
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New research from the Royal 
Children’s Hospital National 
Child Health Poll tells us that 
young children and toddlers are 
embracing screen technology 
earlier and more enthusiastically 
than ever before. But how much 
screen time is too much? And is 
a child’s fascination with screen 
time detrimental to their health 
and development? 

Paediatrician at the Royal 
Children’s Hospital in Melbourne, 
Dr Anthea Rhodes, and a Fellow 

within the Chapter of Community and 
Child Health, studies the impacts of 
screen time on Australian families.   

“Research is emerging across the globe 
looking at how children are engaging 
with screen technology and the effects 
this is having on their health. 

“We conducted this study to provide 
an up-to-date look at how much 
screen based devices are being used at 
home by Australian families and for 
what reasons. We also explored the 
challenges and problems experienced 
by families in relation to the use of 
screen based devices by children,” said 
Dr Rhodes.  

Her study is the first nationally 
representative sample of Australian 
households exploring technology use 
in children from birth to 18 years, and 
their parents. This study is unique in 
that it provides detailed data on use of 
mobile devices, whereas much of the 
previous literature on screen time has 
focused on television. 

Previous research has shown a link 
between an increasing use of screen 
technology with sleep problems, poor 
diet and weight gain and negative 
impacts associated with vision and  
eye health.
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“Children can now access limitless 
media almost anywhere, anytime,” Dr 
Rhodes explains.  “Ten years ago a 
child could not watch a cartoon in the 
car, park or while sitting in the pram 
so they would never have requested 
it. Now these things are possible. 
And screen-time is cheap, easy, very 
entertaining and highly engaging for 
children, so they are likely to request it 
more and more.” 

Dr Rhodes says some of the research’s 
findings were surprising, showing that 
children under the age of two were 
spending several hours using screen 
technology each week.

“We were surprised to learn how 
prevalent screen based device use 
is among young children, with even 
children under two years of age 
spending an average of 14.2 hours per 
week on screens at home.

“We were also surprised by just how 
common it is for children to own their 
own mobile screen based devices, with 
a third of pre-schoolers, two thirds of 
primary school-aged kids and ninety-
four per cent of teenagers owning their 
own smartphone or tablet,” she said. 

Average weekly use by teenagers was 
higher than that of parents, with an 
average 43.6 hours per week spent on 
screens by teens at home. 

Screen time creating  
sleep havoc 
Screen technology use has been shown 
to affect sleep quantity and quality, 
creating ‘night owl’ children. 

The study found that almost half (43 
per cent) of children regularly use 
screen based devices at bedtime, and 
of those, a quarter were reported to 
experience sleep problems. Other 
research shows that viewing screen 
based devices at bedtime can delay 
sleep onset in children. 

“Bright screen light can supress 
melatonin release and increase 
alertness. Engaging in activities on 

“  We were surprised to learn how prevalent 
screen-based device use is among children, 
with even children under two years of age 
spending an average of 14.2 hours per week  
on screens at home.”
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“  If screen based device use impacts 
on a child’s ability to function in day-
to-day life then it may be a situation 
of evolving addiction.”

screens such as games can also be 
stimulating and make children less 
ready to sleep,” Dr Rhodes explains. 

“Teenagers who use screens at bedtime 
can experience reduced amount of 
sleep due to delayed bedtime and 
broken sleep as a result of accessing 
devices overnight. In younger children 
problems more commonly relate to 
difficulties with sleep onset.”

Dr Rhodes says children who have 
sufficient sleep are more likely to live 
healthier lives.

“Children need a sufficient amount 
of good quality sleep for their 
physical and emotional wellbeing and 
development.  Many factors can affect 
children’s sleep patterns, including 
sleep habits and hygiene, levels of 
daytime activity and exercise, daytime 
sleep habits and to some extent diet.” 

So, how much screen time is too much?

The study suggests that the vast 
majority of Australian children, of all 
ages, are spending too much time in 
front of a screen. Current National 
Guidelines for screen time recommend 
no more than two hours per day 
viewing television or other screen based 
media for school aged children, less 
than one hour a day for children aged 
2-5 years, and no screen time at all for 
children under 2 years of age. 

The data show the majority (80 
per cent) of Australian parents 
do think their children in general 
spend too much time using screen-
based devices and over half (56 
per cent) said their own children 
spend too much time on screens. 

“Almost one in five parents reported 
experiencing conflict, tension 
or disagreement between family 
members about screen use most 
days of the week,” said Dr Rhodes.  
“Other concerns raised by parents 
in relation to their child’s use of 
screen based devices included lack 
of physical activity, cyberbullying, 
social withdrawal, excessive electronic 
gaming and sleep problems.

“The evidence is still unclear as to 
the full extent of the effects of screen-
based device use on children’s physical, 
social and emotional wellbeing. 
The concern many parents have is 
whether their child may in fact be 
addicted to their screen. If a child’s 
screen use is affecting their ability 
to function in day-to-day life, then 
it may be a situation of evolving 
addiction and it is worth discussing 
with a health professional.”

Dr Rhodes says families would 
benefit from up-to-date national 
guidelines and practical resources 
to help parents set the foundation 
for healthy habits around screen and 
technology use in their children. 
She recommends switching off 
screens an hour before bed and 
keeping the bedroom ‘screen free’. 

“These rules are helpful for the whole 
family, for adults as well as kids, to 
help reduce the impact of screens on 
sleep,” she says. 

‘It is important for health care 
providers to be aware just how 
common excessive screen use and it’s 
related problems are in Australian 
families. As doctors we need to 

remember to ask about technology 
habits in the home, we can play an 
important role in helping families to 
navigate these challenges.’

The Royal Children’s Hospital National 
Child Health Poll1 collects data every 
quarter on a current child health issue 
and publishes results widely within six 
weeks of data collection. This data was 
collected in April/May of 2017.

The Office of the Children’s eSafety 
Commissioner recommends children 
under the age of two have no screen 
time. RQ

1. www.rchpoll.org.au/polls/screen-time-
whats-happening-in-our-homes/

http://www.rchpoll.org.au/polls/screen-time-whats-happening-in-our-homes/
http://www.rchpoll.org.au/polls/screen-time-whats-happening-in-our-homes/
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Real-world datasets key 
to improving multiple 
sclerosis treatments
A 2006 grant from the 
RACP Foundation was the 
springboard for a research 
career for this neurologist who 
was awarded the Research 
Australia Data Innovation 
Award in October 2017.

Dr Helmut Butzkueven is 
an academic neurologist 
specialising in management of 

multiple sclerosis (MS) and real-world 
MS outcomes research. 

Early in his post-doctoral career, 
in 2006, he received the RACP 
GlaxoSmithKline Research 
Establishment Fellowship. The 
Fellowship, and the research it allowed 
Dr Butzkueven to do, was crucial 
for further research grants and his 
continued academic research career. 

Today, one of Dr Butzkueven’s many 
roles is Managing Director of the 
MSBase Foundation – a global online 
MS cohort study which commenced in 
2004, with more than 55,000 patients 
enrolled (from 125 centres in 27 
countries), and more than 230,000 years 
of patient follow-up.

‘Real-world’ datasets such as MSBase, 
unlike randomised control trials (RCT), 
are able to gather data from a broad 
range of patients who would not usually 
be able to participate in RCTs.

Dr Butzkueven said high quality ‘real-
world’ datasets and algorithms will soon 
be used in determining individualised 
treatment protocols, achieving optimum 
use of DMTs.

“In work conducted using MSbase data 
by the Clinical Outcomes Research 
Unit, CORe, headed by Associate 
Professor Tomas Kalincik at the Royal 
Melbourne Hospital, we have been able 
to confirm that treatment outcomes 
vary tremendously depending on 
patient demographics and clinical 
characteristics. Associations between 
these treatment effect modifiers and the 
treatment outcomes vary among DMTs, 
an observation key to individualised 
therapy,” said Dr Butzkueven.

Key current projects conducted by the 
MSBase research team include the use 
of registry data to compare treatment 
outcomes, assessment and refinement  
of detection of disability progression 
and secondary progressive MS, long-
term treatment response prediction and 
MS treatment optimisation including 
drug safety. RQ

RACP GLAXOSMITHKLINE 
RESEARCH ESTABLISHMENT 
FELLOWSHIP
The purpose of the RACP GlaxoSmithKline 
Research Establishment Fellowship is to further 
medical research in the areas of respiratory 
medicine, vaccine-preventable disease and/or 
oncology. Preference is given to research with 
relevance to Indigenous health.

Find out more:  
www.racp.edu.au/about/racp-foundation-
awards/research-establishment-awards

1.  Kalincik et al 2017, Towards personalized 
therapy for multiple sclerosis: prediction of 
individual treatment response, Brain, vol 140,  
pp. 2426–2443

http://www.racp.edu.au/about/racp-foundation-awards/research-establishment-awards
http://www.racp.edu.au/about/racp-foundation-awards/research-establishment-awards
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“Real-world registry datasets are a key 
source of verifying and extending RCT 
data to populations typically excluded 
from these trials, for example the elderly, 
children or people with co-morbidities,” 
said Dr Butzkueven. 

Dr Butzkueven’s research, using the 
MSBase dataset is already changing the 
way MS patients are treated.

“For instance we have identified 
ideal treatment gaps (less than 12 
weeks) especially transitioning from 
Natalizumab (a humanised mouse 
monoclonal antibody), an observation 
that was later confirmed in an RCT.

“This new knowledge was rapidly 
adapted and implemented in patient 
care, saving patients from unnecessary 
relapses. One very gratifying fact was we 
could monitor clinician’s 

behaviour change on the MSBase within 
weeks of disseminating the information,” 
said Dr Butzkueven.

Having so much data available may seem 
overwhelming, but Dr Butzkueven says 
“the more data the better”.

“It’s about data quality – we score that in 
a standardised way. The main method 
for bias reduction in our studies comes 
from propensity-score matched analyses 
and the more data we have, the better the 
matches,” he said.

A paper1 co-written by Dr Butzkueven 
states: ‘While an enormous effort is 
being invested into developing new, 
more potent disease-modifying therapies 
(DMTs) for multiple sclerosis, it is of 
paramount importance that use of the 
currently available DMTs is optimized.’

Dr Butzkueven said high quality ‘real-
world’ datasets and algorithms will soon 
be used in determining individualised 
treatment protocols, achieving optimum 
use of DMTs.

“In work conducted using MSbase data 
by the Clinical Outcomes Research 
Unit, CORe, headed by Associate 
Professor Tomas Kalincik at the Royal 
Melbourne Hospital, we have been able 
to confirm that treatment outcomes 
vary tremendously depending on 
patient demographics and clinical 
characteristics. Associations between 
these treatment effect modifiers and the 
treatment outcomes vary among DMTs, 
an observation key to individualised 
therapy,” said Dr Butzkueven.

Key current projects conducted by the 
MSBase research team include the use 
of registry data to compare treatment 
outcomes, assessment and refinement  
of detection of disability progression 
and secondary progressive MS, long-
term treatment response prediction and 
MS treatment optimisation including 
drug safety. RQ

RACP GLAXOSMITHKLINE 
RESEARCH ESTABLISHMENT 
FELLOWSHIP
The purpose of the RACP GlaxoSmithKline 
Research Establishment Fellowship is to further 
medical research in the areas of respiratory 
medicine, vaccine-preventable disease and/or 
oncology. Preference is given to research with 
relevance to Indigenous health.

Find out more:  
www.racp.edu.au/about/racp-foundation-
awards/research-establishment-awards

http://www.racp.edu.au/about/racp-foundation-awards/research-establishment-awards
http://www.racp.edu.au/about/racp-foundation-awards/research-establishment-awards
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Doctors need 
attention  

too

An RACP Fellow shares with us 
his wellness journey following 
an acute cardiac event.

With a family history of 
cardiovascular disease, the 
Fellow knew the chances of 

having the disease himself were high.

“My Father died young at age 56 from 
a cardiac event and my brother had a 
similar event when he was 56. I was 
49 at the time of my brother’s episode 
and it prompted me to get a cardiology 
review. 

“I had my first angiogram in 2000, 
which showed there was nothing 
requiring attention at that time. It 
wasn’t until 2005 that I was diagnosed 
with coronary heart disease and had 
two stents placed.

“After a check angiogram in 2012, the 
cardiologist said to me – ‘we know 
things are okay at the moment, but from 
here, unless you have new symptoms 
or an event, routine investigations are 
unlikely to be helpful’. ”

Living with the uncertainty of if or 
when he might experience a cardiac 
event was hard. In June of this year, 
quite out of the blue, it happened.

“I had just had breakfast and was about 
to leave for work when I had a non-
STEMI – an acute coronary syndrome 
which doesn’t result necessarily in 
cardiac damage at the time, but is a 

significant ischemic event. This resulted 
in my first acute admission to hospital,” 
he said. 

His wife says at first they were perplexed 
as the symptoms weren’t typical of an 
ischaemic cardiac event, but when he 
had to lie down and she could see he 
was sweating profusely and admitted 
to some chest pain, she called an 
ambulance. “I was in over-drive from 
that point on and it was wonderful 
to pass over the responsibility to the 
professionals,” she said. 

At the same time as this, he was 
dealing with progressive diabetes and 
a couple of surgical interventions – one 
of which resulted in a post-operative 
complication which left him with a 
physical disability. Something he says 
isn’t apparent on the outside but affects 
him on a daily basis.

“So I’ve had a constellation of things 
but at the same time I feel remarkably 
normal,” he said. 

While he is now fully recovered from 
the cardiac event he says confidence is a 
hard thing to get back, and it does bring 
some anxiety. 

“Living with uncertainty is hard. It has 
also been very hard for my wife. 

“I found that the physical pain was 

Check in, 
check up
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gone, but the fear of having another 
acute cardiac event was not.” 

After a three day hospital admission 
and further stent placement he is now 
in a 12 week outpatient rehabilitation 
program, which he says is helping 
to tackle his fears. It is run by a 
multidisciplinary team including the 
specialist cardiac nurse, a nutritionist, 
physiotherapist and pharmacist. There is 
also a psychologist who is there to help 
address the anxiety – something that is 
common for patients after a significant 
cardiac event. 

“The exercise component of the 
rehabilitation program involves 
monitored exercise. After a 
baseline Vo2 max exercise test, the 
exercise physiologists develop an 
individualised program for you. It 
is graduated in terms of increasing 
intensity over the 12 week period. 
I am about halfway through.

“It has been hugely beneficial for getting 
my confidence back. I know I can pedal 
for 20 minutes going uphill without 
chest pain, and if there is, there will be 
someone there to help me immediately.”

His wife says she saw him lose a lot 
of confidence both physically and 
mentally after the heart attack. “The 
ongoing fitness classes have helped his 
confidence and mine hugely. I have 
also upped my awareness of the level of 
physical fitness needed to strengthen the 
heart and go to the gym more regularly 
myself,” she said. 

Of his recovery, this Fellow says there 
were some key things that helped him: 
a good general practitioner (GP) and 
supervisor, a supportive team and work 
environment, a supportive family and 
spouse, and mindfulness. 

“I found the mindfulness practice 
of acceptance most useful to me. 
Accepting how things are, rather than 
wishing they were different. 

“That was the hardest but the most 
essential thing – to hand myself over, 
and to try to step back from thoughts 
like: ‘should I have, shouldn’t I have, 
what if?’”

The value of a GP
“I have been fortunate to have had a 
very good general practitioner. I try to 
insist that the people I work with have 
a regular GP.

“My GP is a very sound and secure 
practitioner. Usually what he says 
affirms what I am thinking, but it is nice 
to have someone confirm that, rather 
than feeling like you are on your own.

“I try to encourage colleagues to 
engage with their doctor proactively, 
rather than wait to be tapped on the 
shoulder by someone else. I have been 
tapped on the shoulder from time-to-
time by colleagues to say – ‘hey have 
you seen your GP about this yet?’”

The importance of  
having a supervisor
“The other thing I have had, and my 
work has encouraged me to have, is 
a personal supervisor who I can take 
things to and talk to them about, 
without talking about the medical 
aspects, instead focusing on how it’s 
affecting me.” 

These supervisors are not the same as 
educational supervisors. They are a 
person you can go to, to take your 
workplace and personal issues and get 
personal mentoring. 

“For me, my supervisor is a GP who 
has clinical training in psychotherapy. 

He sees things in a mind/body/
wellness setting.” 

The relationship is designed to be 
ongoing so it is important to find 
someone who is right for you, which 
can involve a bit of trial and error. 

“It is horses for courses, I know a 
number of colleagues who have tried 
someone and it hasn’t worked out, so 
they have tried someone else. You need 
to find someone who you can establish 
a personal, professional and working 
relationship with that will last.”

Ensuring all team members 
have different supervisors is also 
important, so that there is complete 
confidentiality. 

A supportive team  
and workplace 
“My workplace has always been good 
at allowing me recovery time for 
various health issues I have had over 
the years.” 

However he admits that mental health 
issues are still probably hidden by the 
majority of people in the workplace. 
“There is still a stigma attached. I think 
it’s more likely to slip past unnoticed.”

A positive outcome he says is that by 
going through something himself, he is 
now able to help other colleagues when 
they go through similar things. 

RACP PHYSICIAN HEALTH AND WELLBEING 
WEBPAGE LAUNCHES
The RACP has launched a new chapter of its website dedicated to 
physician health and wellbeing. 

Our aim is to provide resources useful to Fellows, trainees and 
supervisors whether they are personally facing mental health and 
wellbeing challenges, concerned about a colleague, wish to read 
further or find strategies, or seek to connect with a counselling service 
like the RACP Support Program.

The webpage also collates and promotes the existing wellbeing 
eLearning materials and shares members’ personal stories – a section 
we plan to expand over time.

www.racp.edu.au/wellbeing

http://www.racp.edu.au/wellbeing
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 “  I found that the 
physical pain 
was gone, but 
the fear of having 
another acute 
cardiac event 
was not.” 

Of being a physician patient
“As long as you have confidence in the 
people looking after you, it’s okay to be 
on the receiving end of medical care.

“Right throughout the experience I 
had I was treated with respect and 
confidence. I really acknowledge that.

“I have been very fortunate that the 
people who have treated me have 
treated me very professionally. They 
acknowledged my medical background 
but didn’t treat me differently to 
anyone else,” he said.

His wife, however, says she was quite 
amused to see him in hospital as both 
the patient and the doctor. “I could see 
from a medical perspective he was 
fascinated by the event…but also very 
happy to be in their hands.” 

Both he and his wife say this experience 
has made them more aware of the 
importance of not putting things off, 
and making the most of every day. RQ

SUPPORTING OUR TRAINEES –  
THE TRAINING SUPPORT PATHWAY 

Maintaining balance while juggling your training commitments and 
personal life can be challenging. It is not uncommon for trainees to 
need some additional support.

The RACP Training Support Pathway is designed to identify trainees 
who need support early on and help them get back on track. 

Since the Pathway was established in January 2013, a total of 
396 trainees have been offered support for a range of workplace 
learning issues from physical health, to not passing exams, to cultural 
competency. 

Coordinated by the RACP Training Support Unit, the program ensures 
a coordinated approach to supporting trainees experiencing difficulties. 

Key figures (January 2013 to June 2017): 
•	 191 trainees are currently active on the Training Support Pathway 
•	 166 left the Training Support Pathway and returned to the Standard 

Training Pathway
•	 74 trainees who have been supported on the Training Support 

Pathway have been admitted to Fellowship.

For more information visit:  
www.racp.edu.au/trainees/trainee-support-services 

http://www.racp.edu.au/trainees/trainee-support-services
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The excitement of learning 
something new, and the 
opportunity for physicians’ 
lifelong learning to influence 
improvements at the system 
level, are two reasons to be 
proactive with continuing 
professional development,  
says this specialist.

Dr Matthew Links is a medical 
oncologist and RACP 
Continuing Professional 

Development (CPD) Committee Chair. 
He says he, like many physicians and 
paediatricians, was drawn to medicine, 
in part, through a joy of learning.

“We can all relate to the excitement 
of learning something new and then 
putting it into practise,” said Dr Links.

CPD is important for physicians and 
paediatricians at all career stages, 
including those who have recently 
attained Fellowship.

“Transition to Fellowship is a critical 
time to set up good habits, including 
good habits around meeting CPD 
requirements.

“No one wants to be that physician 
whose skills plateau. It’s not good 
for physicians and it’s not good for 
patients,” said Dr Links.

Many medical professionals think of 
CPD as formal learning specifically 
related to medical knowledge. But the 
CPD definitions used by the Medical 
Board of Australia and the Medical 
Council of New Zealand are broad, 
with opportunities for CPD in a wide 
range of skills associated with the 
expert practise of medicine.

“Think of activities like getting 
a second opinion; doing a 
mindfulness or coaching course; 
joining Toastmasters to improve 
communication skills or learning 
about Indigenous culture.

“If you plan it, document it and link 
it back to a competency within your 
scope of practice, it is eligible to be 
counted as CPD,” said Dr Links. 

Dr Links says meeting CPD 
requirements shouldn’t be a burden,  
or expensive.

“The most fulfilling CPD you can do 
is CPD that you selected and you can 
see the relevance to improving your 
practise,” he said.

Not only does continuing professional 
development help physicians provide 
improved care for patients, it is 
also known to be good for doctors’ 
wellbeing.

Dr Links has five tips for planning, 
recording and enjoying CPD:

1. Plan your learning based on what 
is important and fulfilling for you.

2. Document your CPD activities as 
you go. 

3. Use free or low cost online 
learning opportunities 
which automatically provide 
documentation. For example 
massive open online courses from 
providers include EdX,  
(www.edx.org), Coursera  
(www.coursera.org) and Medscape 
(www.medscape.com).

4. Think about how you can capture 
peer review that already happens, 
but is informal. For example, a 
joint ward round or handover after 
a weekend or annual leave. Have 

Making the most  
of Continuing  
Professional Development
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“  The most fulfilling CPD you can do 
is CPD that you selected and you can 
see the relevance to improving your 
practise.”

a coffee and a discussion about 
what your peer observed about 
your practise, take notes and make 
some actions to follow up. This 
type of activity is eligible for three 
CPD points per hour.

5. Use available data and notes to do 
a mini audit and think about what 
you can do to improve and make 
an action plan. Include a colleague 
who can make some observations 
or offer advice to make it more 
meaningful. This type of activity  
is eligible for three CPD points  
per hour. Enter your action plan 
as a personal learning plan in 
MyCPD, you can also set reminders 
to help you keep on track.

Definitions of Continuing 
Professional Development 

Medical Board of Australia

Continuing professional development 
is the means by which members of 
the profession maintain, improve and 
broaden their knowledge, expertise and 
competence, and develop the personal 
and professional qualities required 
throughout their professional lives. 
Medical Board of Australia Registration 
Standard: Continuing Professional 
Development (2016)

Medical Council of New Zealand

Continuing professional development 
is involvement in audit of medical 
practice, peer review and continuing 
medical education, aimed at ensuring 
that a doctor is competent to practise 
medicine. Continuing professional 
development is also intended to foster 
a culture of peer support and lifelong 
learning. 
Recertification and continuing 
professional development 
booklet (2016) RQ
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The ‘Google Map’  
of the Rat Brain 
In an attempt to understand 
the intricacies and functions 
of brains in both humans and 
animals, Professor Charles 
Watson and his colleague 
Professor George Paxinos, 
began working on  
an atlas of the rat brain in the 
late 1970s. 

“At this stage there wasn’t really 
a decent atlas of any laboratory 
animal,” says Professor Watson, 
a prominent neurobiologist and 
public health physician based in 
Western Australia. “Researchers 
used to work out their own 
coordinates and map out areas of 
the brain themselves, hoping that 
they would hit the right spot.” 

The Rat Brain in Stereotaxic 
Coordinates, first published in 
1982, was the most accurate 

stereotaxic map of the brain that had 
been released at that point. It uses 
three-dimensional coordinates to lead 
researchers to the brain structure they 
are attempting to locate. Professor 
Watson says that essentially “it is a 
Google Maps version of what everyone 
needs in their laboratory.”

“Comparing a rat brain with a human 
brain is a lot like comparing a cheap 
little Hyundai with a Ferrari, they 
may look terribly different but they 
each have all of the essential parts to 
function,” he said. 

Being cited more than 80,000 times, 
the Rat Brain Atlas has since proven to 
be one of the most important tools in 
brain research, with most laboratories 
across the world having a copy of the 
atlas on their shelves.

With the introduction of magnetic 
resonance imaging (MRI) in the 1980s, 
the Rat Brain Atlas has continued 
to evolve and increase its level of 
precision. Rats can be placed in MRI 
machines that have much larger 
magnets than those used for the 
human brain. This generates images 
of the rat brain that are of a much 
higher resolution and detail than 
what can be obtained from an MRI 
of a human brain. Professor Watson 
and his colleagues have recently 
finished a complete MRI atlas of the 
mouse brain, which may eventually be 
available online.

The work on the Rat Brain Atlas has 
not only been an important platform 
for researchers across the world, but 
also for Professor Watson himself, 
when researching other animals and 
areas of the brain.

“The opportunity to look at something 
and find a completely new pattern 
that no one has identified before, 
sometimes significant, sometimes not 
so significant, is what makes research 
really exciting,” says Professor Watson, 
who at 74 years of age remains heavily 
involved in research and continues to 
make notable contributions to the field 
of neurology and neuroanatomy.

Professor Watson recalls a particularly 
exciting moment when he used his 
knowledge from the Rat Brain Atlas 
to discover that the isthmus, an area 
of the brain stem that sits between 
the mid brain and the hind brain, is 
a distinct segment of the postnatal 
mammalian brain. Even though 
researchers understood that the 
expression of the transient fibroblast 
growth factor 8 (Fgf8) defines that 
the isthmic region is developing 
in mammalian embryos, there was 
uncertainty of whether this region 
actually exists in postnatal mammals. 
Professor Watson’s discovery had 
not been identified in any of the 
mammalian or human brain atlases 
before, and has changed one’s 
perspective of the brain stem. 

In more recent times, Professor 
Watson has used his experience to 
look at the hippocampus, the memory 



December 2017/January 2018     31

“  Comparing a rat brain 
with a human brain is 
a lot like comparing 
a cheap little Hyundai 
with a Ferrari, they 
may look terribly 
different but they 
each have all of the 
essential parts  
to function.”

recording system of the brain, in 
different mammals. This has led him 
to find that hoofed animals such as 
ungulates, wildebeest and caribou, 
have a huge expansion in their 
hippocampus, which equates to having 
a spatial memory of approximately 
five or six times larger than other 
animals. Professor Watson believes 
this could be linked to their ability to 
remember their navigation path during 
migration, unlike birds and other 
animals that rely on the magnetic field 
of the earth to migrate. 

Since the patterns of structures within 
the brain are conserved and have 
great similarities across vertebrates 
and mammals, the Rat Brain Atlas 
has become the go-to tool for medical 
researchers, specialists and surgeons. 
It is considered to be a work of art 
that has had an incredible impact on 
neuroanatomy. RQ
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They are a key focal point of the 
clinical year for Basic Trainees, 
Supervisors and Directors of 
Physician Education.  
 
RACP Written and Clinical 
exams are also something 
of an annual institution well 
known outside the College in 
the healthcare sector across 
Australia and New Zealand. 

For the Divisional Written 
Examination, approximately 1,200 
Adult Medicine and Paediatric 

candidates take the examination each 
year across Australia and New Zealand.  
The analysis involves the consideration 
of over 250,000 data points and uses 
sophisticated psychometric analysis to 
ensure fairness and valid outcomes.

The Adult Medicine and Paediatrics 
& Child Health Clinical Exams 
are without doubt the largest 
logistical exercise the RACP 
undertakes annually and the raw 
numbers alone often surprise.

Over 1,000 candidates across 
Australia and NZ travel to one of 
120 hospital examination sites.    
Throughout this process, 700 local 
and national examiners and 3,000 
real patients – including children 
and adults with complex medical 
issues – participate in the assessment 
of candidate competence.

At the end of the day each candidate 
will have generated six scoresheets, 
as well as case summaries, meaning a 
total of approximately 8,800 must be 
scanned, checked, compiled, analysed 
and processed for candidate feedback.

Now, these moments of truth 
for physician trainees are 
undergoing a carefully planned 
evolution, as part of the RACP’s 
Education Renewal Program.

First, the Basic Training Written Exam 
is moving into the digital age.

“We’re on the cusp of making great 
change over the next 12 months,” said 

Associate Professor Mike Starr, Chair of 
the College’s Paediatric Clinical Exam 
Committee. “We moved to an exam 
bank for questions for the Written 
Exam in 2016, and will transition to 
computer based testing for the written 
Exam in 2018.”

Prior to the digital exam bank, 
examiners would develop and then peer 
review questions on an annual basis via 
email and on paper; a time-consuming 
and administratively complex process.

The exam bank will considerably 
streamline the process. 

From 2018, the old paper-based multi-
choice exam will also be no more, 
transitioning to a PC-based digital 
version run by international computer-
based testing providers Pearson VUE.
Associate Professor Starr also noted the 
change in exams, over 13 years sitting 
on various examination committees. 
“In the past the Clinical Exam was 
very different; there weren’t as many 
observations of the candidate. It’s now 
two long cases, four short cases, so six 
observations by eight examiners, and I 
think that’s one of its great strengths.

“The number of Adult Medicine 
Clinical Exam candidates has increased 
in recent years, and although Paediatric 
numbers have now plateaued, the last 
few years have seen significant uptake.

“The smaller centres in Australia and 
New Zealand are now running clinical 
exams, and that’s a great source of pride 
for them. But it’s also challenging to 
support and harness that growth.”

Basic training exams; past, 
present and future
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Associate Professor Starr sees the 
Clinical Exam continuing to evolve. 
“It will be more of a part of a suite 
of assessments during the whole 
of training.” With the RACP being 
the largest College in Australasia, 
he acknowledges “There will always 
be debates around the role of 
summative exams, with some groups 
in the College feeling they should 
be dispensed with in favour of a 
continuous assessment model, while 
others feel that summative exams are 
things that have stood the test of time, 
and are reproducible and reliable.”

In the interests of supporting 
examiners, the College is looking 

at better feedback, training support 
and improving calibration between 
examiners. “We’ll focus on examiners 
professional qualities as part of 
the competency framework that 
the College has rolled out, which 
emphasises broader professional 
qualities such as communication 
and leadership,” explained Associate 
Professor Starr.

The College is also reviewing the way 
it marks the exam, under the Clinical 
Exam Assessment Review, often 
abbreviated to CLEAR. “[CLEAR] was 
set up to refine the marking schedule 
and decision making around the 
RACP Adult Medicine and Paediatric 

Clinical Exams,” said College Censor 
Professor Tim Wilkinson. “Like all 
good assessment plans, it started 
with defining the purpose of those 
assessments.  It then looked at the 
marking rubric and refined these so 
that they more closely aligned to the 
purpose, and made it clearer what 
examiners are looking for at each 
level of performance. In doing this, it 
was possible to simplify the marking 
schedule.  When there are results from 
four short cases and two long cases, the 
temptation is to simply add the marks 
(with appropriate weighting).  Yet, 
we heard that this sometimes led to 
candidates being able to pass the exam 
on high marks in short cases, but not 

RACP written exams in the 1950s, 
contrasted with a Computer Based 
Testing Exam environment today.

“The Clinical Examination could not be completed with such quality and rigour each year without 
the exceptional contributions of the many Fellows involved. Local organisers are the unsung 
heroes, ensuring suitable patients are presented to all candidates, and that the daily running of 
the exam at every site is as stress free as possible for examiners and trainees alike. Experienced 
local and national examiners tackle the often-gruelling days with resilience and humour, even when 
faced with the challenge of exhibiting their own clinical skills under the close scrutiny of colleagues. 
The fairness and consistency achieved by our examiners is a cornerstone of the examination. It 
must be remembered that all College Fellows involved in the examinations give of their personal 
time and expertise with generosity and good will. Without this selfless commitment, the College 
could not attain the high standard of assessment that underpins the entry into our Advanced 
Training programs.” 

Dr Jonathan Christiansen 
Chair, College Education Committee
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sufficiently high marks in long cases, or 
vice versa.  So we developed some rules 
to address this, and modelled them to 
ensure there wouldn’t be a significant 
swing in pass rates.  Overall, the goal is 
to improve fairness and transparency, 
while maintaining standards.”

The revised rubric and scoring 
system were evaluated during 2017 

and will undergo some further 
testing in 2018 in preparation 
for implementation in 2019.

For the latest information about the 
CLEAR project please visit the  
RACP website:   
https://www.racp.edu.au/innovation/
education-renewal/clinical-
examination-assessment-review

These changes will ensure that as 
medical knowledge continues to 
evolve, so will the entire framework 
for assessing the competence of the 
physicians of tomorrow. RQ

 

We are currently seeking new 
members of the Adult Medicine 
Written Examination Committee 
and the Paediatrics & Child 
Health Written Examination 
Committee. They oversee all 
aspects of the development 
and operations of the Divisional 
Written Exam. 

Joining a committee is a great 
way to contribute to the RACP 
while furthering your professional 
development.

For more information please 
contact  
sylvia.petriotis@racp.edu.au

3000
PATIENTS

REGIONAL 
EXAMINERS 
AND 
ORGANISING 
REGISTRARS24

0

EXAMINATION SITES 
ACROSS AUSTRALIA  
AND NEW ZEALAND 120

8800SCORESHEETS AND  
CASE SUMMARIES 
SCANNED AND CHECKED

CANDIDATES
1100

EXAMINERS
700

CLINICAL EXAMS – THE NUMBERS

NATIONAL  
EXAMINING PANEL 
EXAMINERS 185

https://www.racp.edu.au/innovation/education-renewal/clinical-examination-assessment-review
https://www.racp.edu.au/innovation/education-renewal/clinical-examination-assessment-review
https://www.racp.edu.au/innovation/education-renewal/clinical-examination-assessment-review
mailto:sylvia.petriotis@racp.edu.au
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Although trainees sitting clinical 
exams under the watchful eyes 
of examiners may at times feel 
the exam is very subjective, 
there are now rigorous analyses 
and standardised processes that 
underpin the assessment of a 
candidate’s performance.  

Associate Professor Stephen 
Judd has considerable 
insight into the evolution 

of the RACP Clinical Exam. 

Well known in examination circles, 
he held a variety of senior positions, 
beginning as a member of the Written 
Exams Committee during the late 
1970s and including Chairmanship of 
the Clinical Examinations Committee 
between 2003 and 2009.

“The Adult and Paediatric Written 
Exam was always multiple-choice; we 
added to the number of questions and 
improved their format over time, but 
the major changes that have occurred 
in assessment have been in the Clinical 
Exam,” he said. 

“Assessment practices that today are 
taken for granted were gradually 
introduced by the RACP, including 
as calibration sessions for examiners, 

The evolution of  
the Clinical Examination  

at the RACP
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blind assessment of patients by 
examiners just prior to the candidates, 
establishment of assessible domains 
of knowledge and provision of written 
feedback to candidates,” said Associate 
Professor Judd. The Clinical Exam 
became much more about testing 
judgement and integrating knowledge.

At the time, the Clinical Exam was also 
something of an international outlier. 

The trend in other countries was 
towards having a number of mini-
CEXs (mini Clinical Evaluation 
Exercises) and OSCEs (Objective 
Structured Clinical Examinations), in 
part because of the logistics of moving 
patients and candidates around in 
bigger populations such as the United 
Kingdom and Canada but also because 
of the perceived lack of statistical 
reliability of the traditional long and 
short cases.

Although mini-CEXs and OSCEs 
are easier to statistically validate, 
they typically are not always able to 
assess more complex factors such as 
clinical judgement and management.  
In contrast, the RACP Clinical Exam 
retained the long case, enabling 
assessment of higher level skills 
including a detailed patient history 
incorporating environmental and 
social factors and holistic assessment 
of a patient’s medical problems. 

A key development in retaining the 
RACP Clinical Exam format was 
establishing that it had reliability 
which is equal to multiple mini-CEX 
and OSCEs.

This was achieved with the assistance 
of eminent RACP Fellow, Dr 
Peter Campbell, a Haematologist, 

mathematician and statistician, 
working at the Sanger Institute 
in Cambridge, who introduced 
quantitative reliability into assessing 
the long form case.

“I read about the statistical power of 
generalisability theory, which allows 
quantification not only of candidate 
performance but also case difficulty 
and examiner consistency,” said 
Associate Professor Judd. “I spoke to 
Peter about it, and he agreed that the 
format of the Clinical Examination 
allowed this analysis.

“With Professor Tim Wilkinson, the 
College Censor, we established that the 
main influence in the mark for the long 
case is candidate performance and that 
case selection and examiner variability 
had lesser effects. The Clinical Exam 
is established psychometrically as 
being consistent and reliable, as well 
as testing the skills that physicians 
and paediatricians need for advanced 
training and clinical practice.”

Today the exam comprises both 
long and short cases to provide 
a comprehensive assessment of a 
candidate’s performance. While some 
clinicians still question whether the 
short case accurately reflects clinical 
practice, others maintain that it is an 
important test of a candidate’s ability to 
complete a physical examination of the 
patient; subsequent studies have shown 
that the RACP short case is as reliable 
as other shorter assessment formats.

Having retired in 2010, Associate 
Professor Judd still remains an 
advocate of the long case format. “It’s 
reflective of what trainees will actually 
have to do in the work environment 

as physicians and paediatricians. 
It’s asking them to accurately and 
concisely undertake a thorough clinical 
assessment and to use judgement, to 
offer the best diagnostic possibilities 
and management options.” RQ
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Horse riding, music therapy 
and stroke rehabilitation
A study conducted by Swedish 
and Australian researchers 
has found that multimodal 
interventions – like horse 
riding and rhythm-and-music 
therapy – can bring long-term 
improvements for late phase 
stroke patients, challenging a 
long-held belief that further 
recovery is not possible. 

Senior author of the study, 
and Director of the Hunter 
Medical Research Institute 
(HMRI), Professor Michael 
Nilsson FAFRM says – 
“It’s never too late”.

Significant improvements are still 
possible, even years after a stroke, 
using motivating, comprehensive 

therapies, provided in stimulating 
physical and social surroundings to 
increase brain activity and recovery.

“I’m not claiming that all stroke 
sufferers can continue to improve 
over time, but I believe that a large 
proportion can continue to improve,” 
said Professor Nilsson.

The study titled The effects of a rhythm 
and music-based therapy program and 
therapeutic riding in late recovery phase 
following stroke: a study protocol for 
a three-armed randomized controlled 
trial, involved 123 Swedish men 
and women aged 50 to 75, who had 
suffered strokes between 10 months 
and five years earlier. 

Participants were randomly assigned 
to one of three treatment groups: horse 
riding therapy, rhythm-and-music 
therapy or ordinary care. After the 12 
week study period, participants in the 
horse riding and rhythm-and-music 
groups showed significant increases in 
perception of recovery. 

“People in the horse riding group had 
a 56 per cent increase and participants 
in the rhythm-and-music group had a 
38 per cent increase in perception of 
recovery. These results were sustained at 
three-month and six-month follow-ups. 

“They also showed improved balance, 
gait, grip strength and working 
memory. This is a great outcome for a 
non-pharmacological intervention.

“I believe if participants had had both 
therapies, their outcomes would have 

Stroke patients 
participating in rhythm 

and music therapy
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increased even further. Also, we likely 
would have observed larger effects if 
we had increased the intensity of the 
study from twice a week to three times 
or more per week for the 12 weeks,” 
said Professor Nilsson. 

Until recently, there was a belief 
among the medical profession that 
rehabilitation was of no benefit in late 
phase stroke recovery. 

“It is understandable from one point of 
view because the repair and recovery 

mechanisms are more active during the 
first six to 12 months. In addition, most 
of the spontaneous recovery occurs in 
the first three to six months and then it 
lessens off.

“This is the observation people 
have made over the years and 
we haven’t had the deeper 
understanding of how plastic the 
brain is,” said Professor Nilsson.

It has only been for the last 15 years 
or so, that brain plasticity has really 
been understood and researchers have 
started to look at how to harness it for 
new rehabilitation programs. 

“The old belief that nothing more 
can be done is being challenged. The 
problem is that it takes time to change 
a perception and the system. There are 
a lot of people out there who have had a 
stroke and still have very big potential 
to continue to improve but they get no 
stimulation,” he said.

Professor Nilsson says the way 
the stroke rehabilitation system 
currently works is you get initial 
intense treatment and rehabilitation 
for approximately four to six 
weeks. Then, if you are lucky, you 
will enter outpatient rehabilitation 
for a few more weeks. 

“After that, you are often left more or 
less alone and we know for sure that if 
you go home you will sit there being 
inactive, spend a lot of time in bed and 

you will not even be close to getting the 
right amount of stimulation needed.

“The health care system hasn’t 
kept up with recent knowledge and 
understanding of the importance of 
continued challenge and rehabilitation. 
As researchers we are continuously 
showing more and more evidence 
of the importance of long-term 
perspectives in rehabilitation,” he said. 

Multimodal interventions, like 
those used in this study, are 
designed to engage patients in 
physical, sensory, cognitive and 
social activities simultaneously. 

“It is the combination of different 
activities and stimuli, rather than the 
individual components that appear to 
produce additional beneficial effects for 
stroke recovery,” said Professor Nilsson. 

Horse riding and rhythm-and-music 
therapy are just two examples of 
multimodal interventions. They were 
chosen because they were relatively easy 
and cost-effective to provide, and they 
have a demonstrated history of positive 
clinical results.

“The music intervention is easy to 
provide and you can do it in groups – 
and in horseback riding, in comparison 
to other treatments, it’s quite feasible 
and straightforward to provide. 

“For instance, you can use your home 
setting for rhythm-and-music therapy, 

 “  Significant improvements are still 
possible, even years after a stroke, 
using motivating, comprehensive 
therapies, provided in stimulating 
physical and social surroundings to 
increase brain activity and recovery.”

Stroke patient participating in 
rhythm and music therapy
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Stroke patients participating in 
horse riding therapy

it can be run over the internet where 
you see other participants on the 
screen, you can train at home, or in the 
community,” said Professor Nilsson. 

“I think personally, to achieve long-
term goals we must have solutions 
that can be delivered in groups and in 
communities. It is motivating, happy, 
joyful, and engaging, and I think these 
two examples tick all of those boxes.”

According to Professor Nilsson, 
ensuring there is a social component 
to rehabilitation activities is essential. 
“It’s like glue which ties all of the other 
interventions together, because you 
mirror yourself in your peers. Evolution 
has supported and created us as social 
creatures. I’m a firm believer in group 
activities and therapies,” he said.

Professor Nilsson stresses that 
rehabilitation is an active process, “You 
need to continuously train your brain to 
maintain what you have regained. If you 
do nothing all the time, the risk that 
you will go downhill again is high. 

“If you would like to improve you have 
to face the challenge as an individual: 
time, effort, energy, and just hand in 
there. That’s the bottom line.” RQ
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RACP Congress is the pre-
eminent event for physicians 
and paediatricians in Australia 
and New Zealand. It is the only 
event in Australasia that brings 
physicians from all specialties 
together to tackle the big issues 
that affect us all.

Themed ‘Disruption for Healthy 
Futures’ RACP Congress 2018 
will spark conversations about 

the continuing evolution of medicine 
and ideas that are challenging the way 
healthcare is delivered.

New ideas have been disrupting 
healthcare for millennia and 
this constant change is shaping 
the way healthcare is delivered 
throughout the world.

One example is how the treatment 
of polio has changed. Polio has 
afflicted human populations 
throughout history. Ancient carvings 
show people, with otherwise 
healthy bodies, with the tell-tale 
paralysed legs of polio sufferers. 

When major polio endemics began 
occurring in the twentieth century 
it was common for patients affected 

with paralysis to have their movement 
restricted with casts and braces, a 
practice that causes muscle atrophy 
and caused permanent paralysis. 

Inspired by a skeleton in the home 
of a doctor where she convalesced 
after breaking a wrist, Australian 
Elizabeth Kenny challenged this 
method of treatment with the idea 
that exercise would benefit polio 
patients experiencing paralysis. As 
an unqualified nurse proposing a 
radically different treatment regime, 
her ideas were rejected. However, after 
years of advocacy for her treatment 
system it was finally accepted, and 
since the mid-twentieth century the 
‘Kenny regimen’ has been used in the 
rehabilitation of polio sufferers across 
the world. Immobilisation is now 
understood to inhibit recovery  
from paralysis.

DISRUPTION 
FOR HEALTHY 

FUTURES
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RACP Congress 2018 
– not to be missed 

The Kenny regimen for polio treatment 
was named one of the Q150 Icons of 
Queensland for its role as an iconic 
‘innovation and invention’.

Like Elizabeth Kenny, RACP Congress 
Lead Fellow Dr David Beaumont said, 
“we need to be constantly questioning 
our own practise.” RACP Congress 
2018 will pose questions that will get 
you thinking about the future  
of medicine. 

“Are we delivering what’s best for our 
patients? Are we prepared to remain 
relevant in the healthcare systems of 
the future? Are we ready to provide 
the clinical leadership that is needed 
for change?” – These are just some of 
the questions Dr Beaumont would like 
all physicians and paediatricians to 
consider.

At RACP Congress 2018 you will hear 
from thought leaders from around 
the region and around the world as 
the following topics are explored.

How technology is 
disrupting the health sector
• Robotics – Will robots be running 

the hospital of the future?

• Big data – How does it inform 
decision and policy making?

• E-health – What are the benefits, 
risks and issues?

Mental health of doctors
• Demystifying mandatory reporting 

laws

• Stories from patient physicians – If 
we’re not well, how can we look after 
our patients?

Disruption and sustainable 
health care
• What are we doing to create 

sustainable health systems?

• What do patients want? – Workforce 
planning for multidisciplinary teams

Medically unexplained 
symptoms
• The role of the brain and mind in 

chronic and complex pain disorders

• Why do doctors find dealing with 
medically unexplained symptoms so 
difficult?

… and much more. In 2018 the 
RACP Congress program will pose 
challenges, share the latest clinical 
and research updates and encourage 
delegates to think differently.

From Monday, 14 to Wednesday, 16 
May 2018, RACP Congress will be 
held at the International Convention 
Centre Sydney. As the premier 
annual event on the RACP calendar, 
Congress includes the College’s 
Convocation Ceremony as well as a 
diverse program with topics that span 
the breadth of the medical industry.

Registrations are now open. 
Early bird registrations close 
Sunday, 18 February 2017.

Register now at  
www.racpcongress.com.au

https://en.wikipedia.org/wiki/Q150_Icons
http://www.racpcongress.com.au
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A voice for the environment 
Earlier this year 22,000 litres of toxic firefighting foam 
was spilled from a Qantas hangar at Brisbane Airport and 
approximately 5,000 litres ended up in the Brisbane River. 

According to Dr Andrew Jeremijenko, an occupational and 
environmental specialist in Queensland, the impact of the 
spill will be felt for decades to come.   
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These are chemical substances 
that persist in the environment, 
bio-accumulate through the 

food web, and pose a risk of causing 
adverse effects to human health and the 
environment.

“We saw an immediate impact of dead 
fish near the spill, but there are long 
term impacts from a spill like this. 
First the chemical is eaten by small 
critters in the water, then they are 
eaten by larger ones, then the fish and 
prawns eat them, and then we eat the 
fish and prawns.  

“This spill happened near a popular 
Brisbane beach a few days before 
the Easter weekend and people were 
swimming, fishing and eating the 
prawns. Levels of perfluorooctanoic 
acid (PFOA) near the spill were 
measured at over 50 times the 
recreational water quality limit, but 
I am more worried about the health 
effects from this chemical spill that 
may occur in humans in the next 
five to ten years, or longer,” said Dr 
Jeremijenko. 

Perfluorooctane sulfonate (PFOS) and 
PFOA are man-made chemicals which 
are common in a range of household 
products like non-stick frying pans 
and Scotchguard – and in industrial 
firefighting foam.1

PFOS was added to the Stockholm 
Convention on Persistent Organic 
Pollutants in 2009 and PFOA is 
due to be listed in May 2019.2 This 
Convention is a global treaty designed 
to protect human health and the 
environment from chemicals that 
remain intact in the environment 
for long periods, become widely 
distributed geographically, accumulate 
in the fatty tissue of humans and 
wildlife, and have harmful impacts on 
human health or on the environment.3  

“If a chemical has been listed 
on the Stockholm Convention, 
it’s one of the baddest of the bad 
chemicals. If it has made it onto 
the Convention, it’s not safe.

“We need to be looking at what other 
countries are doing. Canada, Europe 
and the USA have all ratified the 
listing, meaning PFOS is banned or 
in the process of being banned in 
those countries. Australia is one of the 
few that has not ratified the listing of 
PFOS,” explained Dr Jeremijenko.

According to Dr Jeremijenko, the 
USA government health advice states 
‘studies indicate that exposure to 
PFOA and PFOS over certain levels 
may result in adverse health effects’. 
The English health advice for PFAS 
(poly-fluoroalkyl substances) states 
‘prolonged exposure may cause 

cancer’ and the German Human 
Biomonitoring Commission states 
there are ‘well proven, relevant and 
significantly associated health effects’.

Current Australian health advice 
states: ‘there is currently no consistent 
evidence that exposure to PFOS and 
PFOA causes adverse human health’.4 

“This is inconsistent with the 
advice from other countries and 
in my opinion, it is misleading,” 
said Dr Jeremijenko.

The Brisbane Airport spill is just 
one of many PFOS and PFOA spills 
that have occurred over decades in 
Australia. There have been multiple 
spills at the Royal Australian Air 
Force (RAAF) Williamtown Base, the 
RAAF Oakey Base and the Northern 
Territory Tindal RAAF Base – which 
have resulted in contamination 
spreading into groundwater and 
soil on surrounding properties. 

“People are being advised not to drink 
the surface water and being supplied 
with bottled water from the RAAF in 
these areas,” said Dr Jeremijenko.

The Queensland government banned 
the use of firefighting foams with 
PFOA and PFOS in July 2016, however 
across the rest of Australia there is only 
a voluntary phase-out. “The chemicals 
that spilled at Brisbane Airport 

 “  These are chemical substances that 
persist in the environment,  
bio-accumulate through the food 
web, and pose a risk of causing 
adverse effects to human health  
and the environment.”
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earlier this year, could only be used 
at the airport because it is considered 
Commonwealth land,” explained Dr 
Jeremijenko. Qantas has since banned 
the use of these firefighting foams 
nationally after the Brisbane spill.  

There are a number of alternatives 
available for PFOS and PFOA-based 
fluorosurfactants in firefighting foams; 
however, they are more expensive. 
“When you’ve got the old product and 
the cost to replace it is significant, it 
can seem easier to keep using the old 
product. But it’s a chemical that is bad 
for us and for the environment.

“The cost to taxpayers to clean up the 
spills by the military in places like 
Oakey, Williamtown and Katherine is 
already over $100 million dollars – a 
massive cost and it’s not very effective. 

“The long term cost is never factored 
in – we are biologically wired to 
survive the immediate threats and not 
worry about the future threats,” said  
Dr Jeremijenko.

Dr Jeremijenko is very humble about 
the hard work and huge amount 
of unpaid time he has put into 
occupational and environmental 
advocacy. He has helped victims from 
the Bali and Australian Embassy 
bombings, industrial accidents and 
explosions, and has assisted with 
natural disasters including the Banda 
Aceh tsunami, earthquakes in Indonesia 
and floods in the Solomon Islands. 

Most recently he was an expert witness 
in the Acland Coal Mine case – 
something he thought would take two 
weeks, but became one of the largest 
environmental cases in Australian 
history. The Land Court eventually 
ruled the mine expansion should not 
go ahead due to the risk it posed to 
groundwater.5

“It was months and months of hard 
work. By the time I took the stand I 
was tired and not thinking straight, 
and I was exhausted. There are people 
out there who probably would have 
done a better job but they are just not 
doing it. So I try,” he said.  

Dr Andrew Jeremijenko in Banda Aceh, Indonesia, holding a baby safely delivered 
in the army field hospital following the tsunami. 

It is clear that his passion for 
standing up for ‘the little guy’ and the 
environment is what keeps him going. 

Of being an advocate he says, “You do 
sometimes feel like you are fighting 
an uphill battle. The advocacy part 
itself is not hard – it’s trying to make 
time for it when you’ve got a full-time 
job, five kids, your work at home and 
other responsibilities. Sometimes you 
think, ‘what am I doing this for? I 
don’t get paid, I’m tired.’ But then you 
have your days where you do feel like 
you have done something good and 
you can pat yourself on the back.” RQ

1. http://www.health.nsw.gov.au/
environment/factsheets/Pages/pfos.aspx

2. http://chm.pops.int/TheConvention/
ThePOPs/ChemicalsProposedforListing/
tabid/2510/Default.aspx

3. http://chm.pops.int/TheConvention/
Overview/tabid/3351/Default.aspx 

4. http://www.health.nsw.gov.au/
environment/factsheets/Pages/pfos.aspx 

5. http://www.edoqld.org.au/new_acland_
coal_mine_land_court_challenge  

https://www.google.com.au/search?rlz=1C1GGRV_enAU752AU752&q=There+are+a+number+of+alternatives+available+for+PFOS+and+PFOA-based+fluorosurfactants&spell=1&sa=X&ved=0ahUKEwjNw8bM7fbWAhXLGpQKHT62A5AQvwUIJSgA
http://www.health.nsw.gov.au/environment/factsheets/Pages/pfos.aspx
http://www.health.nsw.gov.au/environment/factsheets/Pages/pfos.aspx
http://chm.pops.int/TheConvention/ThePOPs/ChemicalsProposedforListing/tabid/2510/Default.aspx
http://chm.pops.int/TheConvention/ThePOPs/ChemicalsProposedforListing/tabid/2510/Default.aspx
http://chm.pops.int/TheConvention/ThePOPs/ChemicalsProposedforListing/tabid/2510/Default.aspx
http://chm.pops.int/TheConvention/Overview/tabid/3351/Default.aspx
http://chm.pops.int/TheConvention/Overview/tabid/3351/Default.aspx
http://www.health.nsw.gov.au/environment/factsheets/Pages/pfos.aspx
http://www.health.nsw.gov.au/environment/factsheets/Pages/pfos.aspx
http://www.edoqld.org.au/new_acland_coal_mine_land_court_challenge
http://www.edoqld.org.au/new_acland_coal_mine_land_court_challenge
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A physician’s answer to a 
difficult problem 
There are many extraordinary 
bits of medical equipment in 
the RACP collection that show 
us just how much a physician’s 
life has changed since the 
nineteenth century. 

In 1877, Reginald Southey  
(1835–1899) introduced this 
small trocar and four silver 
cannulae, to treat a very difficult 
problem, severe cardiac dropsy 
(cardiac failure). 

Southey was an English physician 
who graduated from Oxford with 
a Bachelor of Arts in 1857 before 

heading to St Bartholomew’s Hospital, 
London to study medicine. He was a life-
long friend of Charles Dodgson (Lewis 
Carroll) and thanks to Dodgson’s interest 
in photography we have a photograph 
of Southey in his student days.

Southey became quite a distinguished 
physician. He was Goulstonian Lecturer 
for 1867 and in 1881 delivered the 
Lumleian Lectures on Bright’s disease. 
It was his interest in Bright’s disease that 
led him to examine possibilities for the 
removal of the large amounts of fluid 
that accumulated in dependent limbs. 
These little silver tubes were inserted 
into the oedematous limbs, often with 
drainage tubes attached, and the fluid 
was allowed to flow into pots beneath 
the bed. 

The Southey tubes were donated to 
the RACP in 1970 by Dr Harry Daly 
(1893–1980). He bought these when 
he went into general practice in 1930. 
He later became a Fellow of the RACP, 
although is much better known for his 
contribution to the development of 
Anaesthesia.

Clinical Associate Professor 
Catherine E Storey OAM MB BS MSc 
FRACP

RACP Library and Heritage 
Committee Chair 

Reginald Southey as a medical student 
1859. Taken by Charles Dodgson, 
predating the publication of Charles 
Darwin’s On the origin of species. 

Southey tubes
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One of Australia’s most senior 
paediatricians, Dr Sarah Dalton, 
says eliminating discrimination 
and delivering marriage equality 
can only ensure better health 
outcomes for LGBTI parents and 
their children.

As an emergency department 
paediatrician working in a busy 
children’s hospital, I often see 

patients with LGBTI parents. When I 
meet these children I see they are happy 
and healthy and I see that their parents 
love and care for them. These families 
are thriving and their future is bright.

Since the postal survey for marriage 
equality began, I have watched with 
sadness as LGBTI parents and their 
children have publicly expressed their 
feelings of hurt and frustration at some 
of the things said by those wishing 
to retain the current definition of 
marriage. Things that devalue their 
families and question their rights.

Those opposing marriage equality have 
made all kinds of claims; that marriage 
is all about children and that children 
have the ‘right’ to be parented by 
both a mother and a father – a slight 
not only on LGBTI parents and their 
children but on every single-parent or 
‘non-stereotypical’ family in Australia. 
Incidentally, almost half of Australian 
children are cared for in ‘non-
stereotypical’ families at some point in 
their lives.

The most hurtful debate about 
marriage equality critiques the 
ability of same-sex couples to parent, 
claiming their children have poor 
psychological outcomes. But there’s 
just no truth to these statements – 

Dr Sarah Dalton
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many credible scientific papers show 
that children parented by same-sex 
couples have very similar outcomes 
to their peers. These children do 
well across a range of physical, 
psychological and educational 
outcomes and, interestingly, children 
raised by same-sex parents actually 
fared better on measures of general 
behaviour, general health and family 
cohesion. Love, it seems, is the most 
important ingredient.

The other pressing issue is the 
absence of hate. The hurtful words 
and discrimination that characterises 
much of this debate are known to lead 
to significant psychological harm for 
LGBTI families and their children. As 
paediatricians, it is shocking to know 
that people who identify as LGBTI 
are up to five times more likely than 
the general population to experience 
suicidal ideation or a suicide attempt. 
We know that social exclusion leads to 

significant harm and it is up to all of us 
to change this.

I didn’t want a postal survey. I didn’t 
want the children and young people 
I care for to be exposed to a national 
debate about whether or not they 
deserve to have equal rights. I didn’t 
want to have to argue the case for 
why we should respect and value all 
people and support our young people 
to be comfortable in their own skin. 
But it happened and it’s here. So I say 
let’s flip the narrative – let’s celebrate 
the strength and resilience of LGBTI 
people and communities in the face of 
adversity and say ‘I’m with you’.

So – to the young people of Australia 
– as paediatricians, we are with you. 
Claims that marriage equality is 
harmful to children are incorrect, have 
no place on the national agenda and 
are not up for debate. We care about 
you, we value your wellbeing and we 
will continue to fight for you and your 
families’ right for equality.

Dr Sarah Dalton 
RACP Paediatrics & Child Health 
Division President

Originally published in Fairfax 
Regional Newspapers October 2017

 “  So – to the young people of Australia – as 
paediatricians, we are with you. Claims that 
marriage equality is harmful to children are 
incorrect, have no place on the national  
agenda and are not up for debate. We care 
about you, we value your wellbeing and we  
will continue to fight for you and your  
families’ right for equality.”



Some of our leading 
paediatricians explain how 
inequities in child health 
continue to be among the most 
pressing health problems 
facing Australia and New 
Zealand and how specialists 
can have an impact in 
advocating for their patients. 

In an upcoming position paper, 
paediatricians will focus on ways 
to improve the health of children 

experiencing disadvantage to help them 
achieve the same health, wellbeing and 
developmental outcomes as their peers. 

The paper will have a particular 
focus on children born into poverty, 
children with disabilities and children 
living in out-of-home care. Children 
who identify as Aboriginal and Torres 
Strait Islander, Pasifika and Māori 
heritage and children from refugee 
and asylum seeker families are over-
represented in this group. 

Professor Sharon Goldfeld and 
Associate Professor Sue Woolfenden 
are the co-chairs of the RACP 
Inequities in Child Health position 
paper and spoke to RACP Quarterly 
about their work. 

Gaps in health and wellbeing can 
manifest in child development and 
behaviour. 

“The morbidities being seen by 
paediatricians these days is much less 
about the traditional physical illnesses 
and much more about learning, 
behavioural and developmental 
problems,” Professor Goldfeld says.

The voice 

missing out 
of children 
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“If you consider the results we have 
seen from the Australian Early 
Development Census in relation to 
child development, we’re seeing 
differences between children coming 
from wealthier areas and poorer 
areas already established when they 
start school. For example, children 
from poorer areas are turning up 
to school with significantly more 
developmental difficulties.”

The Australian Early Development 
Census also shows one in five children 
across Australia turning up to school 
with developmental difficulties. 
Inequities which are potentially 
remediable often start early in 
childhood and track along a social 
gradient. This means the greater a 
child’s disadvantage, the worse their 
health, development and wellbeing. 

The evidence shows early childhood 
influences our life ‘trajectory’ and can 
result in adverse health, educational 
and vocational outcomes into adult 
life, with increased subsequent 
mortality and morbidity. This path 
can lead to inequity that is passed 
from one generation to the next.

“Sadly, once children are on a 
developmental ‘trajectory’ it’s very hard 
to change,” Professor Goldfeld explains.

“Think of a child in the antenatal 
period. Mum might be a smoker 
which leads to a low birth weight 
and then her child has asthma 
and may not get good access to 
primary care or secondary care.

“Perhaps the infant’s family can’t provide 
a good learning environment and 
this has an impact on how language 
develops. In this environment, the 
child may not have access to pre-
school and continues to miss out 
on a crucial learning environment. 
This is not about the families. 
It is about the systems that are 
supposed to support the families.”

Professor Goldfeld talks about a 
scenario she sees all too often in a 
pediatrician’s room when it comes to 
children with learning difficulties. 

“If we went to our job each day and 
we knew we weren’t good at it and 
people told us that we weren’t good 
at it, we wouldn’t stay in that job, 
we’d leave. Children don’t have that 
option, so they disengage and when 
they do this quite early, you’ve got all 
the mental health problems that travel 
with this disengagement,” she says.

A key issue in the health gap 
between rich and poor Australians 

centres on access to services. The 
increasing privatisation of health 
services means many families need 
to pay for services that are free in a 
public hospital and where services 
are provided on the basis of need. 

“It is very helpful to have the ‘inverse 
care law’ by Tudor Hart front of mind 
at all times when we consider how our 
health services are configured,” 
Associate Professor Woolfenden 
explains. 

“Tudor Hart was a general practitioner 
who worked in disadvantaged Welsh 
villages and he noted that ‘The 
availability of good medical or social 
care tends to vary inversely with the 
need of the population served.’

“It would be really helpful if we 
ensured that when allocating 
appointment times and are dealing 
with our waitlists that we recognise 
socioeconomic disadvantage and social 
adversity as factors in any clinical 
decision making so that it is addressed 
with the same priority as a disease. 

“In other words for the same level 
of clinical urgency, greater priority 
on the wait list should be given 
to those children experiencing 
greater social adversity.”

 “  It is important that paediatricians see 
how they can be a powerful voice for 
children who are on the pathway to 
poorer outcomes and don’t have the 
same opportunities as their peers.”

The voice 

missing out 
of children 
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Professor Goldfeld agrees, “It is 
important to engage with private 
paediatrician’s because it’s important 
to think about the whole constituency 
paediatricians and not just those of 
us who work in the public system.” 

Incidentally, it isn’t all doom and 
gloom. Recent reporting on child health 
shows Australia ranks third in the 
Organisation for Economic  
Co-operation and Development 
(OECD) for children having good social 
mobility and access to quality early 
childhood education and care. The 
snapshot compares Australia to other 
wealthy nations.

When it’s released, the Inequities 
in Child Health position paper will 
make a number of recommendations 
for governments (Commonwealth 
and State and Territory) in Australia 
as well as New Zealand to improve 
health outcomes among families living 
in disadvantage. It will also outline a 
number of ways that the College and 
paediatricians can advocate for patients.

“It’s important that paediatricians see 
how they can be a powerful voice for 
children who don’t have the same 
opportunities as their peers,” Professor 
Goldfeld says.

“The research suggests that the 
first eight years of life is probably 
the place to put a lot of energy for 
return on investment, I do think 
we have to remind ourselves that 
is the time in a child’s life that we 
could make a big difference.”

Paediatricians can address the impact 
of adversity by sensitively seeking 
information from families about their 
social determinants of health. 

Associate Professor Woolfenden 
says paediatricians have a key role 
in addressing inequities through the 
individual and collective advocacy they 
undertake often on a daily basis. 

“Every day paediatricians see the 
effects of inequities in child health and 
health care on the children they treat 
and their families,” Associate Professor 
Woolfenden explains. “Seek information 
sensitively, such as food insecurity, 
housing, economic hardship and other 
psychosocial stressors when working 
with individual families,” she says. 

“You can also use this information 
to identify services that can assist 
children and their families who are 
experiencing health inequity, and 
advocating for better services for 
disadvantaged children.

“By working together and with 
the RACP, we can use these daily 
encounters to advocate for community 
level change. Using these everyday 
clinical examples such as a child 
with developmental problems who is 
unable to access evidence based early 
intervention due to cost and waitlists 
or one who repeatedly presents to 
the ED with ambulatory sensitive 
conditions such as asthma can be a 
very powerful tool. 

“These stories can be used to redesign 
how we provide our services within 
health and lobby for greater access 
outside of health.” 

Associate Professor Woolfenden says 
paediatricians can also think about 
how they deliver their services. 

“Asking ourselves are we reaching 
those children of greatest need? If not 
how can we? Who do we need to work 
with in the community to do this? 
And from there we can develop clear 
plans to address inequity at a service 
level. We need also to ensure that we 
are collecting the right data so we can 
monitor how we are doing addressing 
inequity in the services we provide”.

Professor Goldfeld says there are lots 
of things paediatricians can suggest 

 “  The research suggests that the 
first eight years of life is the place 
to put a lot of energy for return 
on investment, I do think we 
have to remind ourselves that is 
the time in a child’s life that we 
could make a big difference.”
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that can make a difference for parents, 
from providing stimulating learning 
environments to high quality early 
childhood education and care and 
sustained nurse home-visiting.

“This needs to be a collaborative 
effort; I don’t think any of us in any 
profession are going to be the silver 
bullet here. We are dealing with social 
problems embedded in complex health 
and education and social systems for 
families, where that complexity is a 
real barrier and a real challenge.”

When the paper is publicly released it 
will be available at  
www.racp.edu.au. RQ

Professor Sharon Goldfeld  
is a paediatrician and Deputy Director 
of the Centre for Community Child 
Health at the Royal Hospital for 
Children in Melbourne. She co-leads 
the Policy, Equity and Translation 
research group at the Murdoch 
Children’s Research Institute.

Associate Professor Sue Woolfenden 
is a developmental paediatrician, 
senior staff specialist in the 
Department of Community Child 
Health and the clinical lead in 
Integrated Care at Sydney Children’s 
Hospital Network. She is a Senior 
Research Fellow at the School of 
Women and Children’s Health, 
University of New South Wales. 
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Reconciliation and personal 
engagement: what else can 
RACP members do?

A FELLOW’S OPINION

Having completed more 
mandatory ‘Cultural Awareness 
Training’ over my professional 
career than I can count, I 
am unconvinced that these 
detached episodes truly 
prepare non-Aboriginal people 
like me for effective cross-
cultural practice. If, wherever 
you are, you have also  been 
disappointed with cultural 
awareness training currently 
offered by your hospital or 
health service employer – then 
consider this recommendation 
to enlist in a more meaningful 
experience to learn about the 
oldest living continual cultures 
in the world. 

Yawuru and Karajarri 
countries
In Broome, The University of Notre 
Dame offers intensive short courses 
in Aboriginal Studies within a variety 
of graduate programs that are truly 
transformative.1 Learning in the 
Kimberley ‘on country’ acquired and 
now maintained through Native Title 
guarantees a deeper appreciation of 
why and how the almost indescribable 
relationship Aboriginal peoples have 
with ‘country’ is crucial for cultural 
strength and social prosperity.

Before European contact, all aspects 
of cultural endeavour and sustainable 
society were scaffolded by precise and 
strict processes including scientifically 
sound kinship rules, skin groups, 
storytelling, song lines and structured 
ceremony. Knowledge custodianship 
was assigned in order to guarantee 
intergenerational transmission 
without one written word. Respect for 
country was and remains paramount. 
Before European contact, Aboriginal 
nations were strong and, despite 
near-genocidal interactions with 
settlers that followed2, they survive 
and thrive. Witness our many 
Aboriginal academics, artists, lawyers, 
doctors, bureaucrats, entrepreneurs 
and politicians today. However, it is 
also true that unresolved Aboriginal 
disadvantage stems from unilateral 
dispossession upon European contact 
and the ‘historical denial of rights’.3

Learning from local leaders 
This recommendation is personal and 
immediate. In July 2017, I completed 
two units of intensive study in Broome 
each for one week’s duration, namely 
‘A Shared History’ and ‘The Cultural 
and Spiritual Life of Aboriginal People’. 
During these two weeks, experts 
shared their knowledge including Peter 
Yu, CEO of Nyamba Buru Yawuru, 
Dianne Appleby, award-winning 
Cultural Coordinator of Yawuru 
language revival, and Anna Dwyer, a 
multilingual Karajarri researcher at 
Nulungu Research Institute. 

Senator Patrick Dodson discussed 
culture, spirituality and Christianity, 
providing a glimpse of the deeply 
complex ideas best expressed through 
living Yawuru language. His first 
parliamentary speech in 2016 would 
not have resonated without his 
acknowledgement of three profound 
Yawuru concepts4:

Mabu ngarrung – a strong community 
where people matter and are valued.  

Mabu buru – a strong place, a good 
country where use of resources is 
balanced and sacredness is embedded 
in the landscape. 

Mabu liyan – a healthy spirit, a good 
state of being for individuals, families 
and community. Its essence arises 
from our encounter with the land and 
people.5
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These concepts came from the 
time before time began, explained 
Senator Dodson: “We call this the 
Bugarrigarra… from the time well 
before Western philosophy, religion 
and laws existed or travelled to our 
lands in ships.” 6 

Personal accountability for 
learning more 
I have not met any non-Aboriginal 
RACP member who hasn’t wanted 
to enhance their understanding 
of Australian Aboriginal peoples. 
Our shared history is everywhere 
and every day we can make a 
difference when we are open-minded, 
informed and amenable to new 
awareness and better partnerships. 

In his first parliamentary speech, Hon. 
Ken Wyatt AM MP told the nation that 
his own mother had been stolen and 
transported to Roelands Mission near 
Collie in Western Australia: “As a child, 
I used to listen to the stories shared 
between my mother and her brothers 
and sisters about growing up in the 
respective missions they were sent to… 
I often wondered about the experiences 
that remained locked away in their 
memories and not talked about… as 
children we did not comprehend the 
significance of many actions until 
much later.”7 To come to grips with this 
history, we must find ways to access 
meaningful experiences and abandon 
curtailed cultural awareness training 
that only leaves us wanting more. 

These intensive Broome-based courses 
guarantee a unique experience to join 
Aboriginal people from Yawuru and 
Karajarri country in a more authentic 
understanding of Aboriginal culture 
and spirituality by heading out ‘on 
country’ and learning directly from 
its custodians of their inalienable 
bonds to land and sea, their languages, 
heritage and culture.8 From the despair 
of Stolen Generations comes a visible 
resolve to investigate, understand 
and forgive.9  Witnessing cultural 
renewal and adaptation, each student 
in these courses was relieved of the 

1. Local speakers included Senator Pat Dodson, seen here when Notre Dame 
Library hung his portrait (photo taken by Gillian Kennedy).

‘deficit discourse’ burdening us all and 
acquired a direct corroboration of the 
strength of contemporary Aboriginal 
culture and its connection to the past, 
present and future. 

Responding to the  
Uluru Statement
Serendipitously for me, my enrolment 
in these courses was well timed with 
respect to the Uluru Statement from 
the Heart which presents two paired 
strategies with potential to repair 

and renew our country.  One, a 
First Nations Voice enshrined in the 
Constitution alongside a Makarrata 
Commission ‘to supervise a process 
of agreement-making between 
governments and First Nations and 
truth-telling’.10 There is a long lineage 
of formal claims for sovereignty 
from first contact to modern 
times as Aboriginal people sought 
‘to permanently guarantee fairer 
treatment in the political and legal 
systems of Australia’.11 These claims 
have always been legitimate, just and 

2. Anna Dwyer and Jacqueline Shovellor making bush medicine  
(photo taken by Jennifer Gallagher)
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fair. Our country as a settler nation 
is unique on the global stage – unlike 
Canada or New Zealand for example, 
European settlement on Terra Australis 
used and abused terra nullius.12 For 
a myriad of reasons, the necessary 
diplomacy between sovereign states 
was never undertaken. 

Fortunately, Makarrata is a Yolnu 
concept which means ‘things are 
alright again after a conflict’.13 

Makarrata is an intrinsically optimistic, 
just and constructive word.  Don’t be 
misled that Makarrata is a simplistic 
notion of ‘treaty’ with which you can 
immediately either agree or disagree. 
Rather, it is a renewed process of 
‘peace-making’ and an invitation to 
share stories, exchange viewpoints, 
enrich debate and together generate 
consensus solutions.14 Those 400 heart-
aching words of the Uluru Statement 
reveal the intractable structural nature 
of today’s tensions.10 This is the fragile 
point at which we find ourselves 
somewhat paused on our road to 
reconciliation. As ‘gadiyas’, we need to 
recognise that ‘things could have been 
otherwise’.15

Recognition, reconciliation, 
referendum   
RACP members observe the health 
consequences of disadvantage, 
disengagement and dysfunction daily 
in their practice.16 You may not yet be 
convinced by the gleam of hope and 
dialogue offered to everyone by the 
Uluru Statement.  I commend to each 
RACP member a personal quest to 
better ready yourself for reconciliation 
and, when it comes as it should, that 
all-important referendum vote.17 New 
possibilities emerge when embraced 
by ‘healing country’ and uplifted by 
dynamic, contemporary Aboriginal 
culture. The University of Notre 
Dame’s Broome campus offers such  
an experience 

Professor Jeanette Ward MBBS 
MHPEd PhD FAFPHM FCHSM 
FAICD 
AFPHM Council member
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Life Membership –  
in recognition and  
celebration of our members’ 
dedication to medicine 

There is a special group of 
approximately 2,500 Fellows 
within the RACP. However you 
have to be a septuagenarian to 
join – it is our Life Members. 

This group of Fellows has made 
a significant contribution to 
medicine in Australia and New 

Zealand over the course of their careers 
– and many continue to give back as 
volunteers on RACP committees, and 
by supporting researchers of the future 
through the RACP Foundation.

Each year, approximately 250 Fellows 
are welcomed into Life Membership. 
As we head into our College’s 80th 
year, we are excited to announce 
some enhancements to the Life 
Membership Program, including the 
rejuvenation of the College Roll.

Based on the Munk’s Roll of the Royal 
College of Physicians in London, the 
College Roll records and celebrates 
the achievements of our Fellows 
set out in a short biography.

The College Roll is published online 
and is a wonderful opportunity to 
celebrate the careers of our dedicated 
Fellows, not only within the RACP, but 
to communities across Australia and 
New Zealand and across the globe.

“I’m a great supporter of Life 
Membership as a recognition of 
these individuals’ careers and the 
contribution they have made to 
the College,” said Professor John 
Kolbe, Former RACP President. 

“The way the College approaches and 
awards Life Membership is personal – 
each Life Member receives a personal 
letter from the President. It is an 
opportunity for the newly appointed 
Life Member to reflect on their career 
and their relationship with the College.” 

Professor Kolbe is not a Life Member 
yet, but he recognises that Life Members 

are in a unique position to support the 
work of the RACP Foundation and its 
younger members including trainees.

“By sharing their personal experiences 
with the College and supporting the 
RACP Foundation, Life Members 
are able to inspire younger members 
and help them take that next step 
on the ladder of their career,” 
explained Professor Kolbe.

With a lifetime of medical 
knowledge and experience, Life 
Members are also an enormous 
asset to the College, especially as 
members of RACP committees. 

Professor Gillian Shenfield is a Life 
Member and a member of the College 
Policy and Advocacy Council Advisory 
Committee (CPAC AC). Although 
Professor Shenfield was ready to retire 
from her full time hospital position as 
a Clinical Pharmacologist and General 
Physician she wanted to continue 
using her experience and knowledge. 

“As a member of CPAC AC I have had 
the opportunity to represent the College 
at a variety of external meetings which 
required knowledge of pharmacology 
and therapeutics. Through previous 
involvement with consumers and the 
development of Consumer Medicines 
Information (CMIs) I was also able 
to assist with the creation of the 
College Consumer Committee. 

“My membership of CPAC AC has 
made me realise the many ways RACP 
is contributing to the wider world. It 
has allowed me to continue using my 
specialist knowledge and  has been a 
very important means of keeping my 
brain working,” she said. RQ

For more information on the 
RACP Foundation visit  
www.racp.edu.au/
racpfoundation 
For more information on the 
College Roll visit:  
www.members.racp.edu.au/
page/college-roll

http://www.racp.edu.au/racpfoundation
http://www.racp.edu.au/racpfoundation
https://members.racp.edu.au/page/college-roll
https://members.racp.edu.au/page/college-roll
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2018 Howard Williams 
Medal winner announced

Professor David Forbes 
FRACP has been announced 
as the 2018 Howard Williams 
Medal winner, in recognition 
of his outstanding contribution 
to improving the health of 
children and young people in 
Australia and New Zealand. 

Professor Forbes graduated 
from the University of Western 
Australia in 1973, and trained 

in paediatrics, gastroenterology and 
nutrition in Perth and Calgary. 

He has worked in paediatric 
emergency medicine, general and 
rural paediatrics, in paediatric 
gastroenterology and in child mental 
health. One of his key initiatives 
was the development, with several 
colleagues, of the Eating Disorders 
Program at Princess Margaret Hospital 
in Perth in 1996. 

From 1991 he held an academic 
appointment at the University of 
Western Australia. This provided the 
opportunity to pursue broad child 
health interests that focused upon the 
interfaces between physical health and 
psychosocial medicine with special 
interests in social disadvantage, mental 
health, and nutrition and functional 
gastrointestinal disorders.

He has worked in child health policy 
as Chair of the RACP Paediatric & 
Child Health Policy Committee and 
a member of the RACP Policy & 
Advocacy Committee. He was also the 
inaugural co-lead of the WA Child and 
Youth Health Network, developing the 
State’s first framework in the delivery 
of child policy. He currently works as 
Clinical Advisor in the Department of 
Health in Western Australia. 

Professor Forbes sees advocacy as an 
integral part of paediatric and child 
health medicine and has used all of his 
opportunities in education, policy and 
management to advocate for children. 

Join us at RACP Congress 2018 to 
hear him deliver the Howard-Williams 
Oration on the topic of ‘Advocacy at 
the interfaces’. 

Register now:  
www.racpcongress.com.au 
The transcript of Professor Forbes’ 
oration will be published in the June/
July 2018 edition of RACP Quarterly. 

Professor David Forbes FRACP

http://www.racpcongress.com.au
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     IN MEMORY

Leo Francis  
John Buchanan fracp 

Leo Francis John Buchanan was a 
well-known paediatrician, proud 
Māori, devout Catholic, rugby nut 

and a lover of art and music.

His daughter, Rachel Buchanan, says 
he helped thousands of Kiwi children 
flourish, particularly through his 
work to increase breastfeeding 
rates in Māori communities, save 
premature babies and help children 
with Attention Deficit Hyperactivity 
Disorder (ADHD).

He was also “a driving force behind 
the Māori trust that built low-
cost apartments at Greta Point for 
descendants of Te Aro Pā”, she says.

Leo was born in Petone in 1941. He 
was raised in Karori and educated at 
Auckland’s Sacred Heart College before 
going on to study medicine at the 
University of Otago, Dunedin.

It was there he met Mary English, 
oldest sister of former prime minister 
Bill English, and the pair married 

in 1966, before Leo went on to train 
at hospitals in Timaru, Whanganui 
and Invercargill and then to 
Melbourne’s Royal Children’s Hospital. 

While in Australia Leo was appointed a 
senior paediatric registrar at the Queen 
Victoria Medical Hospital and he also 
worked at Grosvenor Diagnostic and 
Assessment Hospital in Sydney.

By 1972 Leo was back in New Zealand, 
where he became the first paediatrician 
appointed to Taranaki Base Hospital in 
New Plymouth.

In the early 1980s, a family car was a 
former hearse. Leo called it Morty, a 
play on the Latin word for death. He 
would encourage his children to lie 
down in the back then quickly sit up 
and start waving at other motorists. 
More than one driver received a 
terrible fright.

“We provide a service that goes from 
the cradle to the grave,” he would say 
merrily as he parked Morty outside 
the intensive care unit for very sick 
babies that he set up at Taranaki Base 
Hospital.

From New Plymouth, Leo went on to 
serve as medical superintendent and 
chief paediatrician at Masterton, and 
then on to Hamilton and finally, in 
1992, back to Wellington, where he 
worked at Hutt Hospital until his 
retirement in 2011.

Two years later, as the Royal 
Australasian College of Physicians’ 
Māori Health Committee’s 
foundational chair, Leo was the 
recipient of the Te Ngākau Ora award 
for services to Māori communities and 
health development. 

He also received the John Sands medal 
for outstanding service to the college, 
Rachel says.

Leo was buried at new Taranaki 
whānui Opau urupa in Makara with 
a Marist St Pat’s Rugby Football Club 
scarf in one hand, a tweed hat in the 
other and a raukura pinned on the 
lapel of his wool trench-coat.

“A blanket that belonged to his mother, 
Rawinia, covered his legs,” Rachel 
said. “Leo had also requested to be 
buried with his stethoscope and some 
children’s toys; symbols not just of his 
marvellous work as a paediatrician but 
also of his playful, eccentric nature.”

Reprinted with the permission of  
Fairfax media and Dominion Post.  

Leo Francis John Buchanan fracp
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     IN MEMORY

Professor Alexander  
Francis Roche fracp 

Professor Alexander Francis Roche, 
a pioneer in the study of human 
biology whose career spanned 

more than five decades, died at 95 years 
of age on Sunday, 21 May 2017. 

He made many contributions to 
physical anthropology and human 
biology, with a primary focus 
on growth and maturation. His 
contributions include studies of 
stature prediction, body composition 
assessment and prediction, craniofacial 
growth, skeletal maturation, 
dermatoglyphics, blood pressure, and 
longitudinal data analysis.

Professor Roche graduated from the 
University of Melbourne in 1946 
and went on to obtain M.D., Ph.D. 
(Anatomy) and D.Sc. (Child Growth) 
degrees. In 1952, he was awarded a 
Fulbright Scholarship to pursue his 
interests in anatomy and pediatrics 
at Western Reserve University in 

Cleveland, Ohio. There he became 
familiar with the Bolton-Brush Growth 
Study that was initiated in 1926 as 
an effort to examine normal human 
growth and development. Upon his 
return to Melbourne, Professor Roche 
founded the University of Melbourne 
Child Growth Study. Under his 
leadership, the study quickly became 
recognised outside of Australia for 
innovative research.

In 1968, Professor Roche was asked 
to join the The Fels Research Institute 
in Yellow Springs, Ohio, as the 
senior scientist and head of The Fels 
Longitudinal Study (FLS). Originally 
designed to study ‘the whole child’, 
physical growth, maturation and 
the psychological development of 
children were key FLS research areas 
for several decades. With National 
Institutes of Health (NIH) funding that 
began in the 1970s, Professor Roche 
and his colleagues expanded the FLS 
focus to include skeletal biology and 
maturation, body composition, risk 
factors for common complex diseases 
such as cardiovascular disease and 
obesity, and ageing. 

The voluminous high quality output 
from FLS is recognised in its run 
of research funding from the NIH 
that extends to the present day. Its 
exclusive contribution to the United 
States pediatric growth charts from 
1978 to 2000 for children from birth 
to three years of age, the development 
of the widely used FELS method for 
the skeletal maturity assessment of 
the hand-wrist, the Roche-Wainer-
Thissen (RWT) method for prediction 
of adult height, and the RWT method 
for assessing the skeletal maturity of the 

knee are just four of the many major 
contributions made by Professor Roche 
and his team to the science of Auxology.

Professor Roche was responsible for the 
publication of over 60 scientific books 
and monographs and 250 peer-review 
publications, prodigious academic 
efforts that were recognised within 
the United States and abroad. He was 
also a Fellow of The Royal Australasian 
College of Physicians and President 
of both the Human Biology Council 
and the American Dermatoglyphics 
Association. In 2004, he was honoured 
by the Human Biology Association 
with the Franz Boas Distinguished 
Achievement Award. 

Professor Roche will be missed by 
legions of scientists who came after 
him and whom he inspired.

The original version of this obituary is 
published in The American Journal of 
Human Biology.  
https://doi.org/10.1002/ajhb.23050

Professor Roche fracp

https://doi.org/10.1002/ajhb.23050
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17
MAR
2018

Australasian Chapter of Sexual Health 
Medicine (AChSHM) Annual Scientific Meeting 

The 2018 theme Chancres, Coffee and Clinical 
Updates, will be covering a range of issues and 
updates of interest to all clinicians with an interest in 
sexual health medicine. This year’s Annual Scientific 
Meeting seeks to present a range of scientific sessions 
including syphilis, gonorrhoea and saliva, genital 
dermatology and antimicrobial stewardship in sexual 
health.

Saturday, 17 March 2018 

Novotel Melbourne on Collins, Collins Street

Various costs apply

www.sexualhealthmedicineasm.com.au

Australasian Chapter of Sexual Health 
Medicine (AChSHM) Annual Trainees’ Day

AChSHM Advanced Trainees are invited to attend 
the Chapter’s third Trainees’ Day. We aim to provide 
educational and interactive sessions on topics that 
have been requested by our trainees.  
 
Sunday, 18 March 2018 

Novotel Melbourne on Collins, Collins Street

$60

www.sexualhealthmedicineasm.com.au 

 RACP
 upcoming events

For more comprehensive info on the latest events visit
www.racp.edu.au/news-and-events/all-events

18
MAR
2018

7
APR
2018

New Zealand Trainees’ Day

Mark your calendars and apply for leave as the 
RACP New Zealand Trainees’ Day is a professional 
development opportunity not to be missed. If you are 
an RACP trainee, this event is for you.  
Whether you are a Basic or Advanced Trainee, we 
have designed an inspiring program relevant for 
wherever you are in your training journey and 
whatever your specialty.

Saturday, 7 April 2018

The Heritage, 91 Fernhill Road, Queenstown

Various costs apply 

www.nztraineesforum.org.nz 

Supervisor Professional Development 
Program workshop 1: Practical skills  
for supervisors

This workshop has been designed to assist 
supervisors with creating a culture for learning,  
and delivering effective feedback, particularly in 
difficult situations.

Saturday, 12 May 2018

RACP 52 Phillip Street, Sydney

Complimentary to registered RACP Supervisors

http://racpcongress.com.au/program/ancillary-
events/

12
MAY
2018

http://www.sexualhealthmedicineasm.com.au/
http://www.sexualhealthmedicineasm.com.au/
http://www.racp.edu.au/news-and-events/all-events
http://www.nztraineesforum.org.nz/
http://racpcongress.com.au/program/ancillary-events/
http://racpcongress.com.au/program/ancillary-events/
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13
MAY
2017

RACP Trainees’ Day

RACP Trainees’ Day 2018 is an important event in 
the calendar for all trainees. The program will focus 
on you, your issues and issues that will affect your 
future career and practices.

Sunday, 13 May 2018

RACP Sydney offices, 52 Phillip Street

$150

www.racpcongress.com.au

Supervisor Professional Development 
Program workshop 2: Teaching and 
learning in healthcare settings

The main themes of the workshop include dealing 
with the many challenges supervisors face; lack 
of time, pressure from the increasing number of 
trainees, and balancing service commitments with 
teaching. This workshop then focuses on a range 
of teaching strategies to deal with these challenges 
including planning for learning and teaching multi-
level groups.

Sunday, 13 May 2018

RACP 52 Phillip Street, Sydney

Complimentary to registered RACP Supervisors

http://racpcongress.com.au/program/ancillary-
events/

13
MAY
2017

Supervisor Professional Development 
Program workshop 3: Work-based 
learning and assessment

The workshop covers goal setting and gathering 
evidence about trainees using the PREP tools in order 
to give the trainee feedback on their performance. 
The challenges for supervisors to integrate work-
based learning and assessment into the workflow are 
addressed along with practical strategies that can be 
used to help this become part of practice.

Sunday, 13 May 2018

RACP 52 Phillip Street, Sydney

Complimentary to registered RACP Supervisors

http://racpcongress.com.au/program/ancillary-
events/

RACP Congress 2018 – Disruption for 
Healthy Futures

As the premier annual event on the RACP calendar, 
Congress includes the College’s Convocation 
Ceremony as well as a diverse program with topics 
that span the breadth of the medical industry. 
RACP Congress 2018 will be faster with more 
interactive stream sessions using TED style talks, 
workshops, video presentations and new technologies.  

Monday, 14 to Wednesday, 16 May 2018

International Convention Centre Sydney,  
14 Darling Drive 

Various costs apply

www.racpcongress.com.au 

13
MAY
2017

13
MAY
2017

http://www.racpcongress.com.au/
http://racpcongress.com.au/program/ancillary-events/
http://racpcongress.com.au/program/ancillary-events/
http://racpcongress.com.au/program/ancillary-events/ 
http://racpcongress.com.au/program/ancillary-events/ 
http://www.racpcongress.com.au
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Health Insurance
Access the exclusive Corporate Product 
range, with improved benefits and limits.

Protect yourself with a  
range of insurance policies.

Travel Insurance
Ensure yourself and your family’s trip 
with premium travel insurance.

Car Insurance
Give yourself peace of mind with  
superior comprehensive car insurance.

Home & Contents Insurance
Protect the items in your home with 
market leading home & contents insurance.

Find out more at 
www.racp.edu.au/support-helpline

The 
RACP Support 

Helpline is a 24 hours 
a	day,	seven	days	a	week	

professional	and	confidential	
counselling and support 
service	for	workplace	and	

personal issues. It is  
available free to all RACP 

Fellows and trainees  
for up to four  

sessions  
per year.

http://www.sexualhealthmedicineasm.com.au
http://www.memberadvantage.com.au/racp
http://www.racp.edu.au/support-helpline
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British Medical Association House
Suite 101, Level 1, 135 Macquarie Street, Sydney

O P T I M I S E  YO U R  
PAT I E N T  E X P E R I E N C E

BEAUTIFULLY APPOINTED STATE-OF-THE-ART  
SUITES IN THE ICONIC BMA HOUSE
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SPECIALIST  
CONSULTING SUITES
Beautifully appointed specialist 
consulting rooms
Fully equipped and purpose fitted
State of the art technology and 
infrastructure
Full reception and administration 
services available
Ample free accessible 
patient parking
Flexible options available
Conveniently located opposite 
Westfield North Lakes
On site medical imaging
On site pharmacy
On site café
On site day hospital (coming soon)

For more information please contact Allison Vautin on 
Phone: (07) 3050 1910 or 0499 071 086   
E: allison.vautin@specialistmedicalaustralia.com.au 
Suites 510-511, North Lakes Specialist Medical Centre,  
6 North Lakes Drive, North Lakes 4509

NOW
  

AVAILABLE

Feedback wanted

The Office of Industrial Relations (OIR) 
recognises the important role that physicians 
play in supporting workers with their treatment 
and rehabilitation following a work related 
injury. The Work capacity certificate – workers’ 
compensation was introduced on 1 July 2016 to 
focus on a worker’s physical and psychological 
capacity to allow them to recover at work.

The OIR requires your feedback regarding the 
effectiveness of the Work capacity certificate – 
workers’ compensation as part of our ongoing 
evaluation process. 

All feedback is encouraged  
and can be sent to  
certificatefeedback@oir.qld.gov.au 

Acquire an understanding of the routine theoretical aspect of 
the study & report interpretation: private, group & workshop 
training offered with an emphasis on practical.

To learn more, email or call:  0403174447 

BAsic Echo cARDiAc 
ULTRAsoUND TRAiNiNG
LEARN ThE skiLLs coNFiDENTLY oF 
pERFoRmiNG A BAsic EchocARDioGRAphY ExAm. 

info@cardiacskillsaustralia.com.au
www.cardiacskillsaustralia.com.au

Hear the latest episodes  
where you like, when you like,  

for FREE at
www.racp.edu.au/pomcast

mailto:certificatefeedback%40oir.qld.gov.au%20?subject=
https://www.cardiacskillsaustralia.com.au/
https://www.racp.edu.au/pomcast


Dr Michael Challis 
Avant member

Find out more:

1800 128 268
avant.org.au

* IMPORTANT: Professional indemnity insurance products are issued by Avant Insurance Limited, ABN 82 003 707 471, AFSL 238 765. The information provided here is general advice only. You should consider the appropriateness of the advice 
having regard to your own objectives, financial situation and needs before deciding to purchase or continuing to hold a policy with us. For full details including the terms, conditions, and exclusions that apply, please read and consider the policy 
wording and PDS, which is available at www.avant.org.au or by contacting us on 1800 128 268.                 1235-5/03-17/0811

As a doctor, you’ve worked hard to build your reputation.  
And no one else has more resources or experience to protect 
that reputation than Avant. We’re Australia’s leading Medical 
Defence Organisation. With over 100 in-house medico-legal 
experts, lawyers, medical advisors, claims managers and local 
state specialists, our strength in defence is unmatched.  

Which begs the question, why risk your reputation with anyone 
else? At Avant, we protect over 57,000 doctors. Rest assured, 
we’ve got your back.

Ask us about Practitioner Indemnity Insurance.
Switch to Avant today. 

The Avant team

More expertise.  
More reputations protected.  

We’ve got your back.



RACP Congress 12–15 May 2019, Auckland, New Zealand

14–16 May 2018
Sydney

RACP
CONGRESS 2018

DISRUPTION
FOR HEALTHY FUTURES.

REGISTER NOW
Earlybird closing 18 February 2018 

www.racpcongress.com.au

http://www.racpcongress.com.au
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