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Time to hear from ANU medical students

Two other contributions 
from Gabriella Charlton and 
Greg Threlfall appear further on 
together with an item from the 
“The Informant”, an ad hoc pub-
lication from the ANUMSS that 
aims to engage with students on 
current advocacy issues affecting 
medical students, junior doctors, 
or the general health area. 

Enjoy the holiday season 
and here’s Chris Wilder’s con-
tribution and he’s excited…

…I’m excited
New things nearly always 

excite the young people of 
today. New opportunities, new 
horizons, new dreams, if it’s 
new it’ll generally spark inter-
est. Medical students may be 
no different in this regard. But 
I do wonder if the medical stu-
dents and the medical world of 
today might be different to 
those of the past. I wonder if 
the medical students of today 
are stepping foot into different 
medical careers, I wonder if 
they are facing different expec-

tations and are bounded by 
different limitations?

As a late-20s medical stu-
dent in a post-graduate cohort, 
it would seem that I am living 
proof of some of what I claim. 
The thought of medicine enter-
ed not a single neuron until my 
early 20s and if it weren’t for the 
graduate entry pathway I would 
remain sitting on a fit ball in a 
physio clinic (not to take any-
thing away from the job I loved 
of course). The revolution of 
graduate entry programs has 
funneled in people from all 
walks of life. We have engi-
neers, we have business con-
sultants, we have nurses and 
lawyers and researchers. We are 
often older than the medical 
students of the past, but I expect 
that with our extra few years we 
bring additional experience. 
And yes we have much to learn 
and less time in which to do it, 
but with our previous lives and 
previous skills I believe we 
carry outside ideas and alter-
nate perspectives.

Changing 
medical education

Those in charge of deliver-
ing our medical education 
often attest that it is also a vast-
ly different medical education 
today. They cite the additional 
opportunity and the extra sup-
port and I would wholeheart-
edly agree with these state-
ments. It might however, seem 
to the students of today that 
the world of medical knowl-
edge is many times larger than 
what it once was. The rate of 
new information being 
acquired continues to acceler-
ate, and with it so do the num-
ber of chapters in textbooks. 
With expanded knowledge of 
disease, the delivery and capa-
bility of modern medicine is 
astounding and exciting. I 
would be biased if I made a 
plea that there are different 
expectations, but I believe I 
can comfortably say that at 
times we do feel daunted by 
the volume, the details and the 
drug names. 

Changing careers
Finally then to the medical 

careers we are entering. In 
what way are these different? 
To find this out we continually 
ask questions and absorb sto-
ries in order to paint pictures 
and make comparisons. From 
all the stories heard and all the 
pictures painted it would seem 
that the images of yesterday 
are immensely different to 
those of today. We hear stories 
of 72- or even 96-hour shifts. 
Stories of junior doctors facing 
isolation and expectation. We 
hear that male doctors once 
outnumbered their female 
counterparts. We even hear 
that there was once despera-
tion for more medical gradu-
ates. So it would therefore 
seem that we are entering a 
fairer and more supported 
career that offers improv  ed 
patient safety and better out-
comes. Some might say then 
that the increase in competi-
tion for an intern place is a 
worthy price to pay.

I have spent these words 
highlighting differences and 
citing stories in the hope of 

suggesting that we may well be 
in a different world. In high-
lighting differences, I must also 
acknowledge that for every dif-
ference there are likely dozens 
of similarities. We see similar 
patients, we learn about the 
same conditions, and we face 
equal challenges to those in 
years past. So yes, some things 
change and some things 
remain. But as I suggested at 
the top of the page, what’s new 
is exciting. I’m excited.
Happy holidays.

For the final edition of the Canberra Doctor in 
2015, we have invited medical students from the 
ANU Medical School to contribute a series of 
articles.  The first of these is by Chris Wilder, the 
2015 President of the ANU Medical Students 
Society and he reflects on the changing face of 
medicine and the changing expectations of 
medical students.

AMA (ACT) DIT survey on bullying and harassment – page   8

Capital Conversations with President, Dr Elizabeth Gallagher – page   2

National Medicines Symposium 2016 – page   7

Time for a national activity plan – page 12

Blood donations save lives – but at what cost? – page   3IssueThis
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I welcome you to the 
final Canberra Doctor 
for 2015 and trust that 
you enjoy the 
contribution that ANU 
medical students have 
made to this edition. 
By the time you read 
this column, the class 
of 2015 will have 
graduated and the new 
graduates will be close 
to their next major 
milestone – starting 
as interns. 

I wish each of them well 
and welcome them to our pro-
fession. 

With the end of the year 
rapidly approaching, it’s worth-
while reflecting on where we 
are, where we’ve been and 
where we’re going in 2016. As 
ever, it’s been a busy and pro-
ductive year with major change 
seemingly being the only con-
stant.

Christine Brill
It’s impossible to review 

2015 without thinking of the 
retirement of Christine Brill as 
our CEO. Her contribution over 
more than 30 years was imm-
ense and it’s a great tribute to 
her that the things she’s started 

and the work she’s done will 
continue to be influential long 
into the future. From a begin-
ning as a “one woman show” 
through to the vibrant AMA 
(ACT) of today reflects well on 
the work Christine – and many 
Board members – have done 
over the years.

Typically though, Christine 
was barely back in the country 
after a well-deserved holiday 
before agreeing to do project 
work for the Federal AMA 
around careers advice for jun-
ior doctors. I wish her all the 
best for the holiday season.

In September, Peter Somer-
ville stepped into Christine’s 
shoes and I know he’s been 
working hard to get up to 
speed on the many tasks that 
fall to the AMA (ACT)’s CEO. I 
have come to appreciate just 
how broad that role really is.

Federal scene
Nationally, the AMA has 

been kept busy with issues 
around the MBS review, the 
rebate freeze and the review 
of intern training. Career paths 
and training opportunities for 
junior doctors will remain a 
key issue as will longer-term 
workforce planning and ensur-
ing they are trained and 
remain skilled to the standard 
we expect of our Australian 
doctors. 

While both the MBS review 
and the rebate freeze will 
require the AMA to keep up a 
strong advocacy role on behalf 
of all members, I know that 
the Federal President A/Prof 
Brian Owler and his Federal 
office team have a good strat-
egy in place. The politics of 
health re  quire us, most often, 
to constructively engage with 
government. Sometimes, how-
ever, those same politics re -
quire us to oppose govern-
ment action when we believe 
they have got it wrong. While 
that can be uncomfortable, in 
order to do the best we can 
for our patients and the pro-
fession, it’s also necessary.

ACT issues
On the local scene, this 

year has witnessed a drawn 
out process that will eventual-
ly result in salaried hospital 
doctors getting a new enter-
prise agreement – hopefully it 
will be through by the time 
you read this. Pay increases 
have been delayed by almost a 
year and, with the next round 
of bargaining to commence in 
barely twelve months’ time, it 
heralds a busy 2016. Mean-
while, our VMOs continue to 
slog their way through a slow 
process that will end in an 
arbitration in the first part of 
next year. 

Of course, bullying and 
harassment have been on the 
agenda nationally, highlighted 
by work done on behalf of the 
Royal Australasian College of 
Surgeons by their Expert 
Advisory Group, and there’s a 
report later in the Canberra 
Doctor on the RACS Action 
Plan. AMA (ACT) has also con-
ducted a survey of ACT Doc-
tors in Training and a report 
on the survey outcomes also 
appears in this edition.

The findings of the ACT 
(AMA) survey are sobering 
and ACT Health needs to rap-
idly come to grips with the 
issue and open up the resolu-
tion process to include AMA 
(ACT), the medical colleges 
and other stakeholders if we 
are to get a truly effective out-
come. An internal ACT Health 
process will almost inevitably 
fail and I urge Health Minister 
Simon Corbell and Director 
General Nicole Feeley to re -
con   sider their approach.

The AMA (ACT) stands ready 
to participate in an open, trans-
parent and constructive process 
to deal with the issue.

Before I end for 2015, it’s 
worthwhile considering that by 
this time next year we will 
have had both a Federal and 
an ACT election. Health is sure 
to play a key role in both elec-
tions and, already in the ACT, 
the parties are laying the 

ground work with announce-
ments expected early in 2016. 
While AMA (ACT) is not in the 
business of endorsing one 
political party or another we 
will acknowledge good policy 
when we see it and construc-
tively engage to inform the 
debate and ensure the political 
parties and the electorate un -
der   stand the issues that are at 
stake. 

In my view, members ex -
pect no less. 

Enjoy this final 2015 edi-
tion of the Canberra Doctor 
and I look forward to being 
with you again next year. All 
the best for the festive season 
and, on behalf of AMA (ACT), 
I wish you and your family a 
Merry Christmas and a Happy 
New Year.

Capital Conversations with President, Dr Elizabeth Gallagher
I welcome you to the 
final Canberra Doctor 
for 2015 and trust that 
you enjoy the 

Capital Conversations
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Blood can be donated in the 
form of whole blood, plasma or 
platelets, and is used for patients 
with cancer, blood diseases, sur-
gical patients, obstetric events, 
and trauma accidents. Currently, 
1 in 3 people will need blood in 
their lifetime, yet only 1 in 30 
Australians donate. 

This drive was an augment-
ed effort, encouraged by the 
competitiveness of medical stu-
dents, and the glory of being 
crowned winners. However, on 
a daily basis, thousands of 
Australians generously donate 
whole blood, plasma and plate-
lets of their own accord. These 
donations garner no reward for 
the donor aside from a free 
milkshake and muffin, and the 
sense of generosity. 

But is this effort enough? 
The Australian Red Cross Blood 
Service states that a blood dona-
tion is needed every 8 seconds 
to maintain adequate supplies. 
Holiday periods such as Easter, 
Christmas and long weekends 
place enormous strain on sup-
ply levels, as the need for blood 
increases (particularly due to 
increases in motor vehicle acci-
dents), and donors take time off 
to go on holidays. 

Paying donors
Currently, Australia only 

receives voluntary donations 
of blood. This is in line with 

the International World Health 
Organisation and Red Cross 
policies, which support volun-
tary non-remunerated dona-
tions. However, some coun-
tries pay donors, including 
Russia, China, Germany and 
the USA. Britain supports vol-
untary donation, but since 
2002, has commercially import-
ed plasma from the USA, as a 
result of the bovine spongi-
form encephalopathy (BSE) 
outbreak and subsequent risk 
of receivers developing Creutz-
  feldt Jacob disease. 

It may appear that offering 
financial gain in return for blood 
collection would improve stress-
es on supplies, and encourage 
more people to donate. How-
ever, this approach is not with-
out significant risk. 

Risks of commercialisation
Spread of blood-borne dis-

eases is the primary threat with 
commercialising blood dona-
tions. Worldwide, the plasma 
trade carries a risk of rapidly 
spreading diseases such as 
hepatitis, HIV and Ebola be -
tween patients and donors that 
are dishonest about their risk 
factors, seeking only to make 
fast cash. Companies that run 
blood trades may cut corners 
in order to generate profit, and 
many scandals have been 
uncovered in the past. In 2006, 

a Chinese blood collection 
company was found to be sell-
ing plasma infected with hepa-
titis C. The donors were receiv-
ing 100 Yuan (approximately 
$15) per donation. Safety prac-
tices were non-existent, with 
traders using recycled needles, 
drawing blood from pregnant 
women, and injecting leftover 
blood back into donors. As a 
result, local Chinese health 
workers estimate over one mil-
lion HIV positive people in one 
rural district alone. 

Commercialising blood col-
lection may also have negative 

impacts on donors’ attitudes 
towards the service. A study in 
New Zealand found that poten-
tial changes to their national 
voluntary system resulted in 
individuals feeling less inclined 
to donate without payment, 
and more likely not to disclose 
health risks. The authors of the 
study discussed the benefits of 
preserving the ‘gift relation-
ship’ values that are associated 
with voluntary donation, and 
concluded that many donors 
have reservations about the 
quality of products in a com-
mercially driven collection. 

Australian blood supplies 
are at best, always strained, 
and at worst, critically low. In 
November 2011, the Red Cross 
reported that it had less than 
three days supply of blood left 
across Australia, and pleaded 
with the public to donate. 
However, aside from a public 
appeal, there was little that the 
Red Cross could do to incen-
tivise donations. Would a 
financial reward have been of 
benefit in this case?

There are many dangers 
and drawbacks to commercial-
ising blood donations, but if 
the alternative is a lack of 
blood so severe that people 
begin to needlessly die, com-
mercialisation may be a neces-
sary avenue. 

To donate blood, and save 
up the three lives, visit donate-
blood.com.au or call 13 14 95 
today. 

References for this article are 
available by contacting AMA 
(ACT) Limited. 

Blood donations save lives 
– but at what cost?
By Gabriella Charlton, ANU Medical Student
October 3rd marked the end of ‘Vampire Cup’, the twelve-week blood 
drive between competing Australian medical schools. This annual drive 
aims to increase blood donations across Australia, and facilitate awareness 
about the constant need for blood.  A combined effort by 20 medical 
schools saw 1,843 donations made within the period, resulting in over five 
and a half thousand lives saved by these blood products. As an aside, ANU 
put in a massive effort and came second, only narrowly beaten by Deakin 
University in Victoria. 

lection may also have negative mercially driven collection. (ACT) Limited. 
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Capital Women’s Health, 21 Napier Close, Deakin ACT 2600
P 02 6285 1813     F 02 6162 1659     E hello@cwhealth.com.au

W www.omargailani.com.au

Capital Women’s Health
�   Urodynamics testing (ICS certifi cate)
�   Management of Urinary Incontinence

& Pelvic Organ Prolapse
�   Management of Refractory Overactive Bladder:

�  Tibial Nerve Stimulation
�   Botox Bladder Injection

�   Capital Women’s Health o� ers a 
multidisciplinary care model – welcoming 
Maureen Bailey, Womens Health 
Physiotherapist, now consulting from 
our practice in Deakin.

Dr Omar Gailani
MBCHB, DIP O&G, FRANZCOG

OBSTETRICIAN & GYNAECOLOGIST

To purchase 
a copy contact:

6270 5410

2015 AMA indigenous health 
report card and scholarship
On 25 November at 
Parliament House, AMA 
President, A/Prof Brian 
Owler launched the 
2015 AMA Indigenous  
Health Report Card. 
The aim of the Report 
Card is to highlight the 
health inequalities 
between Indigenous 
and non-Indigenous 
Australians. The specific 
focus of the 2015 
Report Card was on the 
impact of incarceration 
on the health of 
Aboriginal and Torres 
Strait Islander people. 

In launching the 2015 Re  p-
ort Card, A/Prof Owler said that, 
“The results of the Report Card 
are dire and of high concern for 
our Indigenous population and 
the Australian Gov ernment in 
addressing the failure of both 
the health and justice systems 
on the Indigenous and Torres 
Strait Islander people.” 

Key findings of the 2015 
AMA indigenous health 
report card: 

Aboriginal and Torres Strait 
Islander people comprise 3% of 
the Australian population but: 
  Experience a life 

expectancy of 10 years less 
than non-Indigenous 
people;
  Are significantly over 

represented in custodial 
settings;
  Comprise 27% of all 

sentenced prisoners;

  Comprise 29% of people 
awaiting sentencing;
  Are 13 times more likely to 

be imprisoned than their 
non-Indigenous peers.

The future 
In the period from 2013 to 

2014, there was a 10% increase 
in the imprisonment rate of 
Aboriginal and Torres Strait 
Islander people and the future 
is even bleaker with projec-
tions of over 10, 000 Indigenous 
people in custody, including 
1000 Aboriginal and Torres 
Strait Islander women in 2016. 

“Of particular concern is 
the increasing number of young 
and adolescent Aboriginal and 
Torres Strait Islander people 
under youth supervision. Re -
sources and real action are 
required to combat the increas-
ing number of adolescents 
heading down the same path 
to future incarceration.” Prof 
Owler added. 

Health issues and 
imprisonment linkage 

It is a clear indication in 
the 2015 AMA report card that 
the overall health and life 
expectancy of Aboriginal and 
Torres Strait Islander people 
are directly related to impris-
onment. There are significant 
health issues predominant in 
the Indigenous population that 
are major potential precursors 
to imprisonment such as men-
tal health issues, alcohol and 
drug abuse, substance abuse 
and cognitive disabilities. 

“As a matter of social jus-
tice and human rights, we 
must dedicate resources to 
deliver culturally based solu-
tions to these health issues in 
an effort to reduce Indigenous 
imprisonment rates.” A/Prof 
Owler said. 

Culturally diverse 
approach required 

The needs of young Abor-
iginal and Torres Strait Islander 
peoples are significantly differ-
ent to their non-Indigenous 
peers, and as such require focus 
on different areas such as sui-
cide prevention in children and 
adolescents, health, wellbeing 
and diversion. 

“It is apparent that the 
health and prison health sys-
tems have been failing our 
Indigenous peoples by not 
being able to respond to their 
specific needs effectively.” 

Closing the health 
and prison health gap 

A/Prof Owler concluded by 
saying, “As a nation, we need to 
continue to work harder to 
close the health and imprison-
ment gap between Indigenous 
and non-Indigenous Aust ralians. 
By decreasing the imprison-
ment rates of Indigenous Aust-
ralians we can attempt to im   p-
rove the overall health and well 
being of Aboriginal and Torres 
Strait Islander people, especially 
in children and adolescents and 
create a brighter future for gen-
erations to come.”
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Varicocele
Varicocele is a common 
abnormality seen in 
15-20% of males with a 
preponderance of 
occurrence and severity 
on the left side.

Classified by size ranging 
from the subclinical varicocele 
diagnosed on ultrasound alone 
to the visually evident varicose 
dilatation of the pampiniform 
plexus of veins in the scrotum. 
The most popular theory of 
causation is primaryvalvular 
incompetence with the ana-
tomical difference in the con-
fluences of right and left tes-
ticular veins with central veins 
dictating the left sided bias in 
severity. Rarely a varicocele 
may result from venous hyper-
tension caused by venous 
obstruction of a testicular or 
the left renal vein. Symptoms 
range from concern about the 
appearance of dilated scrotal 

veins to a variety of dragging 
or aching sensations. Advanced 
cases may be associated with 
testicular atrophy. Diagnosis 
can usually be made clinically 
but ultrasound may be useful 
in confirmation or in the inves-
tigation of obscure symptoms.

If blood refluxes from cen-
tral veins to the scrotum the tes-
tes are warmed – potentially 
interfering with spermatogene-
sis. While this is true it is rarely 
the case that male subfertilityis 
altered by correction of a vari-
cocele. That said treatment 
today is simple and rarely com-
plicated and embolisation for 
subfertility could be considered.

Surgical treatment was for 
many years the only method of 
cure and traditionally this 
involved tying the testicular 
veins at the level on the internal 
inguinal ring thus severing the 
direct connection with intra-
abdominal central veins. This 
involved general anaesthetic, an 
abdominal surgical incision and 

was accompanied by surgical 
complications and a significant 
recovery time. Today the vast 
majority are treated by the 
Interventional radiologists em -
bolising and sclerosing the tes-
ticular vein. This is performed 
under conscious sedation as a 
day only procedure. Initially, 
testicular veins are catheterised 
from the right femoral or jugular 
veins to test the competence of 
the valves. Subsequently incom-
petent systems are catheterised 
to the level of the internal ingui-
nal ring to allow deposition of 
sclerosant foam while thrombo-
sis of the pampiniform plexus is 
prevented by gentle manual 
pressure on the inguinal canal. 
Fibred metal MRI compatible 
coils are deployed along the 
vein to prevent recanalisation. 
Recovery time is minimal and 
recurrence rates are equal to or 
better than surgery.
Dr Robert Allen
MBBS, FRANZCR, FRCR, DDU

Applications are now 
open for the AMA 2016 
Indigenous Peoples’ 
Medical Scholarship 
with the successful 
applicant receiving $10, 
000 per year for the 
duration of their 
course. 

The scholarship highlights 
the fact that a highly skilled 
medical workforce that includes 
more Indigenous doctors and 
health professionals will work 

towards reducing health ine-
qualities for Indigenous Aust-
ralians. 

The AMA Scholarship aims 
to help increase the number of 
Indigenous and Torres Strait 
Islander people in the medical 
workforce.

In announcing the 2016 
scholarsip, the AMA Presdient, 
A/Prof Brian Owler said “The 
benefits include graduates con-
tinuing on to provide care in 
their own communities, thus 
increasing Indigenous access to 
quality health care and positive 
role models for their peers and 
younger generations. 

“These wonderful doctors 
are now the pride of the med-
ical profession and their com-
munities, and role models for 
Indigenous Australians who 
want a career as a doctor or 
other health professional.” 

Applications are open until 
31st January 2016. To be eligi-
ble, students must be enrolled 
at an Australian medical 
school, be in at least their first 
year of medicine and must be 
people of Aboriginal or Torres 
Strait Islander background. 

To apply visit https://ama.
com.au/indigenous-peoples-
medical-scholarship-2016

2016 AMA scholarship for 
indigenous medical students

A grossly in competent left 
testicular vein injected after 
selective catheterisation from 
the right groin.

Post treatment using 
Fibrovein foam and fibred 
metal MRI compatible coils.
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Guys, we need to talk…

Despite the numbers of 
wom  en and men entering Aust-
ralian medical schools reaching 
relative parity in the late 1990s, 
only 37.9% of all medical practi-
tioners are women. Women rep-
resent 25.4% of specialist clini-
cians and only 8.8% of all spe-
cialist surgeons (2012). 

Yes, those statistics are poor, 
but fairness and human rights 
aside should we as men care? 
For one, men more than ever 
are valuing time with their fam-
ily and men are becoming 
increasingly involved with par-
enting responsibilities. Like 
many fathers, I personally want 
a job in which I am able to 
strike a balance between work 
and family. The less of an issue 
this becomes for women, the 
less it will be an issue for me. 

Happier, more productive 
workplaces

Secondly, there is a growing 
amount of research, including 
in Australia, that suggests that 
gender diversity and inclusivity 
correlates with significantly 

improved organisational pro-
ductivity. The assumption is that 
productive workplaces are hap-
pier, healthier places to work 
that get more from their staff. If 
my previous professional life 
has taught me anything, it is 
that job satisfaction is attributa-
ble to a large extent to the team 
with which you work. I want to 
work in happy, healthy, satisfy-
ing workplaces. Doesn’t every-
one? Evidence suggests that 
such workplaces are also ones 
that value gender equity.

Look around you
The importance of gender 

equity and comparable repre-
sentation from women in high 
level positions has been lost on 
me for many years. But consider 
this. If all you see around you, 
above you in the hierarchy, are 
different to you, it gives you the 
impression that the higher ech-
elons are not for you. I’m not 
saying that this is an insurmount-
able barrier, there are plenty of 
women who have reached 
upper leadership roles despite 
this. However, people for the 

most part need role models to 
whom they can aspire in order 
to reach their full potential. 
That’s not to say that women 
can’t have male mentors and 
vice versa, but unless there is 
abundant proof of the capacity 
for people like you (other 
women in this case) occupying 
high level positions I imagine it 
would cast doubt over your abil-
ities. I say I imagine, because 
I’ve never been there. I see an 
abundance of white men occu-
pying lots of desirable positions 
and consequently, if I put in the 
work, all I see is a world of lim-
itless possibilities. But this is not 
always so for women, who, to 
reach the top must not only 
work hard but overcome soci-
etal stereotypes and organisa-
tions that are set-up to make it 
harder for them to achieve the 
same things as me. 

The recently released draft 
report by the Expert Advisory 
Group to the RACS indicated 
that 18% of respondents had 
experienced sexual discrimina-
tion and 7% of respondents had 

been sexually harassed. Grant-
ed, I’m not sure of the gender 
split in respondents but I would 
wager that a substantially higher 
percentage of women suffered 
these behaviours than their male 
counterparts. When it comes to 
workplace sexual harassment, in 
particular sexually oriented 
jokes, I have often thought, in a 
very male way, ‘it’s just a joke, 
grow a thicker skin’. But really, 
who am I, from my privileged 
position as someone who has 
never occupied a minority posi-
tion within society or an organi-
sation, to decide what causes 
offence to someone and what 
doesn’t? But it’s also not enough 
to stay silent on the issue. Only 
through men challenging these 
types of comments, made by 
other men, can real cultural 
change occur. 

Time to reflect
After some time of reflec-

tion, I have reached the point 
where I’m beginning to under-

stand the importance of gender 
equity. Many of you will ask, 
quite rightly, ‘isn’t it obvious’? I’m 
not even sure what has tran-
spired to make me realise this. 
Maybe being married to a very 
confident and professional 
woman who earns more than 
me, maybe becoming a father, 
maybe changing careers into 
medicine which I assumed from 
the outside would be gender 
equal, but is anything but. Maybe 
the constant noise from the ‘fem-
inists’ has swayed my view. 
Maybe I just took a look, criti-
cally at the evidence that I saw 
around me. Maybe it is all of the 
above. Despite the fact, that the 
evidence is everywhere, it did 
take me a while. I never claimed 
to be a fast learner. If you have -
n’t done so already, maybe you 
can have a look around you and 
reach the same conclusion.

References for this article are 
available by contacting AMA 
(ACT) Limited. 

By Greg Threlfall, ANU Medical Student
The idea that women didn’t have gender equity is (or rather was) foreign 
to me and largely seemed like a non-issue. Besides, it wasn’t me 
contributing to any inequity, the best person always got the job as far as I 
was concerned. Right? I probably viewed the world this way because I am 
white and male. Also, because all of the workplaces I have worked in 
professionally, prior to studying medicine, were in the military and almost 
exclusively made up of, you guessed it, men. But gender equity is still a 
fantasy, especially in medicine, based on the statistics.

Guys, we need to talk…
By Greg Threlfall, ANU Medical Student
The idea that women didn’t have gender equity is (or rather was) foreign 
to me and largely seemed like a non-issue. Besides, it wasn’t me 
contributing to any inequity, the best person always got the job as far as I 
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Canberra Eye Laser – Canberra’s dedicated Refractive Laser Facility

�   Revolutionary keyhole LASIK – ‘SMILE’

�   Bladeless thin � ap LASIK

�   Zeiss Laser Technology

.......................................................................................

OBLIGATION FREE ASSESSMENT

CALL 1800 10 20 20
.......................................................................................

Ground � oor, 16 Wilbow Street
Philip ACT 2606

www.canberraeyelaser.com.au

A hospital dedicated to:

    Informed & compassionate care

    The latest technologies

    Safety

    Quality

    Excellence

A member of the Australian Private Hospitals Association.
Accredited by Australian Council on Healthcare Standards.

PH 02 6217 5000
Ground � oor, 16 Wilbow Street
Phillip ACT 2606

www.canberramicrosurgery.com.au

National Medicines 
Symposium 2016

Updating medicine 
ingredient names
The Therapeutic 
Goods Administration 
(“TGA”) has recently 
announced that they 
will be updating some 
medicine ingredient 
names used in 
Australia to align with 
names used 
internationally.

Not all medicine ingredient 
names are changing. A list of 
medicine ingredient names that 
will be changing is available at: 
https://www.tga.gov.au/updat-
ing-medic ine- ingredient-
names-list-affected-ingredients

There will be a four year 
transition period for these 
chang  es, expected to start from 
April 2016.

What type of changes?
Some changes are minor, 

for example changing a 'y' to 
an 'i', and will not affect how 
the ingredient name is pro-
nounced.

Some changes are more 
significant. For these products, 
medicine labels will need to 
use both the old and new in -
gredient name for an additional 
three years after the end of the 
transition period to help con-
sumers and healthcare profes-
sionals become familiar with 
the new name.

For example, medicines 
containing lignocaine will 
need to be dual labelled as 
'lidocaine (lignocaine)'.

Working together
TGA say they have released 

this information so health pro-
fessionals, health educators, 
consumers, software compa-
nies and industry can begin to 
prepare for the changes.

Providing useful educa-
tional material and tools to 
support the medicine ingredi-
ent name changes is important 
to make sure that medicines 
continue to be used safely.

TGA are working with:
  pharmacists, medical 

colleges, health 
professional organisations 
and consumer groups to 
inform Australians about 
these changes.
  pharmaceutical, health 

and medication software 
industry bodies to 
implement these changes 
with minimal impact.
  the National e-Health 

Transition Authority and 
government agencies 
about how these changes 
will be implemented on 
health software and the 
Pharmaceutical Benefits 
Scheme.
In early 2016, TGA will be 

contacting the sponsors of 
affected products with infor-
mation on next steps.

Leading local and 
international medical 
experts and health 
professionals will 
converge in Canberra 
from 18-20 May 2016 
to take part in the 
ninth National 
Medicines Symposium: 
Making wise decisions 
about medicines, tests 
and technologies 
(NMS 2016). 

NMS 2016 will bring togeth-
er some of the most influential 
people in the health sector to 
debate and discuss current qual-
ity use of medicines, medical 
tests and medical technologies 
issues for consumers, health 
professionals and the broader 
health landscape. 

This year the scope of the 
symposium has broadened to 
health technologies beyond 
medicines which will encour-
age new conversations and 
insights as part of the program. 

The theme of ‘Making wise 
decisions about medicines, 
tests and technologies: co-
designing policy, practice and 
priorities’ will centre on three 
program streams: 

  Foundations: exploring 
issues relating to evidence, 
knowledge, access, quality, 
and safety 
  Sustainable systems 

which will consider aspect 
like policy, regulatory, 
workforce and cost 
  In practice will examine 

topics like models of care, 
health literacy and 
enabling best practice. 
“Over the years NMS has 

gone from strength to strength 
and is now the leading sympo-
sium on advancing quality use 
of medicines,” said NPS Med ic-
ineWise CEO Dr Lynn Weekes. 

“NMS draws experts from 
across the health sector togeth-
er and this combination of 
people and decision makers 
creates a truly unique event 
where cross-disciplinary con-
versations emphasise and ena-
ble solutions and contempo-
rary thinking.” 

“The NMS 2016 Program 
Committee warmly invites indi-
viduals, organisations and/or 
consortia to make a submission 
to be part of the program. While 
in previous years we have invit-
ed traditional abstracts for oral 
presentations, this year is differ-
ent with an open invitation to 
submit an abstract for one of the 
following: 

  Lightning talks (five minute 
plenary presentation) 
  To host a panel discussion 

or workshop 
  Pitching session 

(opportunity to ‘pitch’ an 
idea or innovation) 
  Posters (for display at the 

symposium).”

The closing date for 
submission is Monday 
29 February 2016.
Visit www.nps.org.au/
nms2016 for more details.
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For further information or an 
application form please contact the 
AMA ACT secretariat on 6270 5410 
or www.ama-act.com.au

The AMA (ACT) DiT 
Survey on Bullying and 
Harassment was 
conducted over two 
weeks in November 
and disappointingly, 
but unsurprisingly, 
reflected other national 
surveys conducted on 
the issues. The AMA 
(ACT) survey followed 
the release of a report 
undertaken by KPMG 
and commissioned by 
ACT Health, into the 
training culture at the 
Canberra Hospital and 
health services. 

The release of the KPMG 
Review occurred the Health 
Minister, Simon Corbell, simul-
taneously announcing that he 
intended to implement all the 
Review’s recommendations. 
The Minister proposed that the 
implementation be done though 
a newly created, internal ACT 
Health body known as the 
“Clinical Culture Committee”. 

The CCC was made up of 
selected ACT Health senior cli-
nicians and managers includ-
ing two junior doctors selected 
by ACT Health. AMA (ACT) 
was supportive of the need to 
take action but critical of the 
method selected by ACT Health 
and wrote to Minister Corbell 
in those terms. 

So far, ACT Health has 
refused to open up the process 
and include independent bod-
ies such as AMA (ACT), ASMOF, 
the medical colleges or regis-
tration authorities but, as the 
recent report of the Royal 
Australasian College of Surg-
eons’ Expert Advisory Group 

shows, it is vital that there be a 
transparent process. Without 
that transparency and open-
ness the CCC will almost inevi-
tably fail.

In order to gain further 
insights into the issues and can-
vass the views of junior doctors 
the AMA (ACT) undertook its 
own survey and the responses 
to selected questions are set out 
below. 

Position occupied:
  18% interns
  38% RMOs
  43% Registrars

Working at the following 
hospital or hospitals:
  88% TCH
  23% Calvary
  2% Goulburn
  3% Bega 

Over the previous twelve 
months, the following 
workplace issues were 
experienced (indicate all 
that apply):
  74% felt expectations of 

undertaking unpaid 
overtime
  63% perceived inability to 

raise issues of concern 
without recrimination
  50% experienced bullying
  44% experienced unsafe 

working hours
  17% overt threats of not 

being reappointed. 
  4% experienced sexual 

harassment
  10% other
  10% none of the above 

workplace issues. 

Do you believe there are 
adequate structures in 
place to allow you to report 
issues of concern?

  58% – no
  25% – yes
  17% – don’t know

Do you have a GP or other 
health professional you can 
talk to about such issues?
  56% – yes
  44% – no

What initiatives do you 
consider would improve the 
current situation?

A selection of responses:
“More interns to reduce 

workload and hours. Senior 
doctors need to support junior 
doctors and set a good example 
by insisting they go home on 
time etc., rather than encourag-
ing or insisting on unpaid over-
time. Teaching by humiliation 
has to stop – senior doctors 
need to learn more appropriate 
teaching techniques.”

“An appointed senior clini-
cian not involved in that team 
who actively seeks regular 
feedback regarding issues of 
this nature – at present, there 

are people who are a contact 
person for this sort of thing but 
it can be difficult to contact 
them, difficult to meet with 
them, and meeting with them 
will be noticed and assump-
tions made.”

“In regards to trainees in 
our department – improve 
working hours which are 
unsafe… we need more staff 
desperately and a night shift as 
on call is far too onerous and 
unsafe. Due to excessive work-
ing hours training is suffering. 
We do not seem to have a 
voice in our department, no-
one seems to care about how 
excessive our working hours 
have gotten due to the ever 
increasing work-load for the 
department.”

“Improved culture. More 
wom   en in positions of authority.”

If ACT Health were to open 
up the CCC process, which 
organisations would you 
support being involved in an 
ACT-wide response to 

bullying and harassment in 
the medical workforce. 
  85% AMA (ACT) 
  77% The Canberra Hospital
  69% Calvary Hospital and 

Health Service
  60% Specialist Medical 

Colleges
  45% ACT ASMOF
  38% Registration Authorities

At the December meeting 
of the AMA (ACT)’s Council of 
Doctors in Training, the Council 
endorsed the AMA (ACT) writ-
ing to Minister Corbell and 
informing him of the outcome 
of the survey. Given those out-
comes, the AMA (ACT) will 
again urge the Minister to 
reconsider the CCC process 
and institute immediate discus-
sions with AMA (ACT) to con-
sider a more open and trans-
parent process for addressing 
the issues of bullying and har-
assment in the medical work-
force in the ACT.

AMA (ACT) DIT survey on bullying and harassment

Joining Fee: $240 (save $140)
1 Year Membership: $390.60 (save $119.30)
2 Year Membership: $697.50 (save $227.50)

(all rates are inclusive of GST)

Qantas Club membership rates 
for AMA members

To renew your Qantas Club Corporate 
Membership contact the secretariat to obtain 
the AMA corporate scheme number.

In order to gain further 

bullying and harassment in 

The AMA (ACT) DiT 
Survey on Bullying and 
Harassment was 
conducted over two 

AMA (ACT) DIT
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The EAG recommended 
that “there must be a profound 
shift in the culture of surgery 
and an unwavering commit-

ment to achieve this” and that 

the “longstanding traditions that 

had normalized unprofessional 

and sometimes illegal behav-
iours must be relinquished.”

The EAG challenged RACS 
to be bolder, more transparent 
and more accountable. 

In response, on Monday 30 
November, RACS released 
Build ing Respect, Improving 
Patient Safety: An Action Plan 
on Discrimination, Bullying 
and Sexual Harassment. 

Building Respect, Improving 
Patient Safety translates the 
EAG’s recommendations into 
action with a simple message: 
There is no place for discrim-
ination, bullying and sexual 
harassment in the practice of 
surgery. 

The Action Plan as summa-
rized below, details a compre-

hensive, long-term program 
designed to promote respect, 
counter discrimination bullying 
and sexual harassment in the 
practice of surgery. It is essential 
in providing better standards of 
surgical training and higher qual-
ity patient care and safety. 

The Plan is divided into 
three key areas of change: 
  Cultural Change and 

Leadership 
  Surgical Education
  Complaints Management 

A summary of the key goals 
in each area and the main 
actions to be taken to imple-
ment change are set out below. 

RACS has committed to the 
implementation of the Action 

Plan (led by the College Vice 
President) being transparent in 
actions and outcomes and will 
help ensure its actions are sub-
ject to external scrutiny and 
input. 

In a very encouraging sign, 
RACS has also committed to 
working with other organisa-
tions to ensure the success of 
the plan including public and 
private hospitals, medical col-
leges, universities, regulators 
and jurisdictions. AMA (ACT) 
looks forward to this opportu-
nity and will likewise raise the 
matter with ACT Health.

A full copy of the Action Plan 
can be found at: www.
surgeons.org/about/dbsh/

College of surgeons releases action plan for combatting 
bullying, sexual harrassment and discrimination
Earlier this year, the Royal Australasian College of 
Surgeons (“RACS”) commissioned an Expert 
Advisory Group to examine the issues of 
bullying, sexual harassment and discrimination in 
the surgical workforce. The EAG’s report found 
that nearly 50% of Fellows, Trainees and 
International Medical Graduates had experienced 
discrimination, bullying or sexual harassment.

3. Complaints management

2. Surgical education

1. Cultural change and leadership

Goal Action

1. Build a culture 
of respect and 
collaboration in 
surgical practice 
and education. 

• Improve complaints management with external 
oversight.
• Compulsory training in discrimination, bullying and 
sexual harassment (DBSH). 
• Improved training in DBSH for surgical educators. 
• Implement training in conjunction with the Royal 
Australasian College of Surgeons Trainees Association 
(RACSTA).

2. Respecting the 
rich history of the 
surgical profession, 
advance the culture 
of surgical practice 
so there is no place 
for DBSH. 

• Establishing mandatory training in DBSH by 2017.
• Holding Fellows accountable to their behaviour and 
providing support for behavioural change.

3. Build and foster 
relationships 
of trust and 
confi dence on DBSH 
with employers, 
governments and 
their agencies. 

• Publicly publish DBSH roles and responsibilities and 
pilot and evaluate multiple different approaches to 
DBSH initiatives.
• Ensure surgical appointments are merit-based. 

4. Embrace diversity 
and gender equity 

• Develop and publish a diversity plan covering 
gender equity and workplace fl exibility.
• Work with universities and medical schools to 
encourage surgery as a career.
• Create targets for women in leadership roles and 
ensure there are no gender-based barriers.

5. Increase 
transparency, 
independent 
scrutiny and 
external 
accountability

• Publish annual reports and activities.
• Repeat DBSH survey in fi ve years 
• Provide independent review for those Trainees on 
probation. 

implementation of the Action surgeons.org/about/dbsh/

Goal Action

Improve capability of all surgeons 
involved in surgical education 
based on respect, transparency and 
professionalism.

• Implement training for educators 
on performance feedback, DBSH and 
dealing with allegations 
• Establish standards for 
surgical educators and identify 
underperforming educators and 
provide adequate training to improve 
their skills. 

Train all Fellows, Trainees and 
Graduates to build and consolidate 
professionalism including:
• Fostering respect and good 
behaviour.
• Understanding DBSH and legal 
obligations.
• Encouraging calling it out and not 
walking past bad behaviour.
• Resilience in maintaining 
professional behaviour.

• Revise accreditation standards for 
surgical training posts and develop 
and implement multi-source feedback 
options across all levels.

Goal Action

Revise and strengthen RACS 
complaints management process 
to one that is transparent, robust 
and fair through additional external 
scrutiny.

• Review the RACS code of conduct 
to include explicit DBSH policies and 
consequences. 
• Include clear protection and 
confi dentiality measures to protect 
those who make complaints.

College of surgeons releases action plan for combatting 
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The facts
  Mental health is more 

than just lack of mental 
illness. It is defined by the 
World Health Organisation 
as “a state of wellbeing in 
which every individual 
realises his or her own 
potential, can cope with 
the stresses of life, can 
work productively and 
fruitfully, and is able to 
make a contribution to his 
or her community”
  Mental illness is 

common. One in four 
Australian adults 
experience a mental health 
problem or substance use 
disorder each year
  Suicide rates are higher 

in rural areas. Although 
there is a similar prevalence 
of mental disorders in both 
urban and rural areas, there 
are higher rates of suicide 
in rural and remote areas, 
particularly in males. Men 
in remote areas are 1.7 
times as likely and in very 
remote areas are 2.6 times 
as likely to die from suicide 
compared to men in urban 
areas
  Rural life has unique 

stressors. People living in 
rural areas face distinctive 
problems, such as 
unbuffered exposure to 
drought and other natural 
disasters  as well as 
depressed agricultural 
commodity prices
  Population decline is 

negatively impacting 
inland rural areas. 
Although there has been 
population growth in many 
coastal and mountain 
towns, population decline 
has occurred in inland 
agricultural regions due to 
out- ‐migration of young 
people. This is the result of 
centralization of the private 
and public sector (e.g. 
schools, banks, and 
hospitals) to urban areas. 
These events have caused 
increased unemployment, 
falling house prices and 
entrapment for those 
remaining in these rural 
areas who cannot afford to 
move elsewhere with the 
price they would get for 
selling their house
  Poorer access to 

psychiatric help. These 
conditions are combined 
with isolation from health 
services, with 91% of 
psychiatrists in Australia 
practicing solely in urban 
areas  and only 12% of 
psychologists practicing 
outside urban areas
  Fewer GPs, less people 

accessing them. Even 

though people from rural 
areas depend more on GPs 
for mental health care, the 
number of GPs per capita 
plummets in rural and 
remote areas. People in 
rural and remote areas are 
also less likely to seek help 
from their GP for mental 
health problems, which has 
been proposed to be due 
to distance, financial 
barriers, stoicism, prevailing 
stigma around mental 
illness, and fear of gossip 
in smaller communities

The opinions
Royal Australian and New 
Zealand College of 
Psychiatrists (RANZCP)
  Recommends a range of 

strategies that aim to give 
rural communities access to 
a full range of mental 
health services close to 
where they live
  These strategies include: 

increased numbers of 
medical students with a 
rural background through 
enrolment targets, investing 
in funding and training 
centres that allow 
psychiatrist trainees to 
undertake their training 
entirely in a rural area, 
more support to 
psychiatrist trainees in rural 
and remote settings, the 
funding of grants to 
improve the number of 
psychiatrists remaining in 
rural areas such as access 
to professional 
development and financial 
incentives, more flexible 
(fly- ‐in fly- ‐out) models of 
work, and greater 
resourcing for  
telepsychiatry.

Australian Medical 
Association (AMA)
  Any Australian with a 

mental illness should have 
access to quality mental 
health care
  Immediate priorities for 

government action include 
improved access to 
community- ‐based mental 

health care services in rural 
communities, with the 
services customized to 
specifically meet local 
needs, as well as rural 
hospitals and general 
practices that have enough 
resources to give a timely 
and effective care to 
patients with a mental 
illness after hours
  A priority area is 

development of an MBS 
item for telehealth 
consultations

NSW Farmers’ Association
  The NSW Farmers Mental 

Health Network Blueprint 
recognizes that pathways to 
health are needed to 
combat the pathways to 
breakdown occurring in 
rural farming communities.
  This includes improved 

access to drug and alcohol 
programs to combat 
alcohol misuse; mental 
health first aid training to 
combat lack of awareness 
of mental illness and 
services available; lobbying 
NSW Health to improve the 
number and quality of 
services available to rural 
NSW to combat clinical 
depression and other 
mental health disorders; 
and funding and public 
education about crisis lines 
to combat suicide attempts. 

Royal Australian College of 
General Practice (RACGP)
  GPs and healthcare teams 

currently have to work with 
a number of different 
supports which are often 
narrow in their scope and 
work in isolation of other 
supports
  Priorities for action include 

integration of existing 
funding; a reduction of the 
distance burden in rural 
areas by investment in 
policy which facilitates 
innovative localized 
solutions; stronger 
investments in training the 
existing workforce; and a 
review of MBS item 
numbers for mental health  

How you can make 
a difference
  Become involved in Blue 

Week to learn more about 
mental health
  Contact AMSA Rural Health 

https://www.amsa.org.au/
initiatives/ruralhealth/) or 
the ANU Rural Medical 
Society (http://arms.asn.au) 
to find out about education 
and advocacy opportunities 
for rural mental health

Mental health in rural Australia
20 good reasons 
to be a member of the 

Australian Medical AssociationAustralian Medical Association

BE ANAMAMEMBERIN 2016

1) Political lobbying on behalf of the entire profession

2) An independent voice

3) Unprecedented engagement with ministers and the media

4) The AMA is there for you if things go wrong

5) Public education on public health and other medical issues

6) The scrapping of the tax cap for self-education expenses

7) AMA advocacy helps to reduce bureaucracy

8) The AMA supports medical leadership and clinician engagement

9) A proven record of supporting medical research

10) We fi ght for timely emergency and elective surgery, and beds

11) Lobbying for intern and training positions

12) Our opinion is valued: our submissions to Government are heeded

13) Resources: practice support tools, news, 

 guidelines and position statements

14) Workplace advice, support and training

15) Support for the Medical Benevolent Association

16) Support for Doctors’ Health

17) Commercial benefi ts and member discounts

18) The Medical Journal of Australia subscription is included

19) Fellowship and peer support, you are never alone

20) AMA MEMBERSHIP MAKES A DIFFERENCE

Go to join.ama.com.au or call (02) 6270 5410

   Don’t forget, membership fees are tax deductible or may be

claimable against PD allowances as they include the 

Medical Journal of Australia

Ph: 02 6270 5410  |  Fax: 02 6273 0455
PO Box 560, Curtin ACT 2605  |  www.ama-act.com.au

Figure 1: Distribution of 
Australia’s population compared 
to distribution of Australia’s psy-
chiatrists. One third of Aust ralia’s 
population lives in a rural area 
but only one in ten psychiatrists 
practices in a rural area.
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World AIDS day shines a spotlight on the PrEP debate

”Getting to zero new infec-
tions by 2020 is possible if we 
stick to the message of get test-
ed, treat early and stay safe.” 

Coinciding with World AIDS 
Day was the announcement by 
the NSW Government and the 
AIDS Council of NSW (ACON) 
of the extension of the current 
Pre-exposure Pro phylaxis (PreP) 
Trial to 3700 people at high risk 
of HIV transmission in NSW.

ACON CEO Nicolas Parkhill 
said that “ACON is thrilled to be 
involved in the historic trial, 
which is projected to bring 

about a dramatic reduction in 
new HIV transmissions.”

“PrEP is going to be a game 
changer in terms of HIV preven-
tion in NSW. In conjunction with 
high HIV testing rates among 
gay men and strong treatment 
uptake among people with HIV, 
it’s helping revolutionise HIV 
prevention in Sydney’s sister 
city, San Francisco.”

“Here in NSW, the EPIC 
project will play a vital role in 
helping us realise our goal of 
eliminating HIV transmission by 
2020. As a result of this initia- tive, 3700 people at high risk of 

HIV transmission will soon be 
much better protected from 
acquiring HIV.”

“When we combine this 
with our increasing rates of HIV 
testing among gay men and 
stronger uptake of treatment 
among people with HIV, we 
have the potential to deliver the 
biggest reduction in HIV trans-
mission rates in NSW for more 
than 20 years. This is an incred-
ibly exciting development in 
terms of the HIV prevention 
landscape.” Mr Parkhill said.

While the debate about the 
use and availability of PrEP in 
Australia continues, the efficacy 
of the antiretroviral drug Tru-
vada in preventing new HIV 
infections has been demonstrat-
ed in clinical trials in both the 
UK PROUD study and the 
Canadian IPERGAY study. These 

trials, amongst gay men, trans-
gender women, heterosexual 
men and women and injecting 
drug users, reported 86% reduc-
tions in risk of HIV infection in 
participants. Importantly, nei-
ther study found evidence of 
increased sexual risk-taking 
while participants were on PrEP. 

Given these findings, com-
bined with the recent announce-
ment extending the PrEP Trial 
in NSW, it now seems both sen-
sible and logical to commence, 
at the very least, a trial in the 
ACT.

When taken daily, PrEP 
works for those who are HIV-
negative but considered at a 
high risk of acquiring HIV by 
acting to prevent new infec-
tions. If Australia is to reach a 
target of zero new infections by 
2020, the use of PrEP is increas-
ingly being seen as critical. 

Truvada has been utilised as 
PrEP in the United States since 
2012 and the argument for mak-
ing it available to Australians 
seems compelling. The manu-
facturer of Truvada has submit-
ted an application to the 
Therapeutic Goods Admin-
istration for a change in indica-
tion to allow Truvada to be pre-
scribed as PrEP, but that appli-
cation has yet to be approved. 

Subject to that approval, 
and assessment of the cost-
effectiveness of subsidising 
PrEP through the Pharmaceutical 
Benefits Scheme, it may not be 
too long before a further, effec-
tive weapon is available in the 
fight against HIV/AIDS in 
Australia.

World AIDS day was held on Tuesday, 
December 1 with the AMA (ACT) and our 
Federal AMA colleagues joining together over 
morning tea to mark the occasion. Peter 
Somerville, AMA (ACT) CEO said “It’s an 
important day to remember those who’ve 
suffered both locally and globally but also to 
recognize the hard work that’s gone into 
combatting HIV/AIDS through research and the 
safer sex message.”

Staff of AMA (ACT) at the morning tea to mark World AIDS Day.

AMA staff (l to r) Moe Mahat, Kirsty Waterford and Michelle 
Grybaitis at the morning tea for World AIDS Day.

 day shines a spotlight on the PrEP debate
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Progressively, Australia 
has slipped from being 
an active nation to one 
of the least active 
nations in the developed 
world. Our decrease in 
physical activity and 
increase in sedentary 
activities has seen an 
increase in chronic 
diseases and obesity 
creating far reaching 
health, economic, 
environmental and 
social problems. 

On 11 September 100 lead-
ing policy experts and stake-
holders, joined by a further 200 
professionals online, met at the 
National Physical Activity Con-
sensus Forum in Canberra to 
discuss the key elements that 
might comprise a much-needed 

Australian national physical 
activity plan.

Despite 30 countries around 
the world having an implement-
ed National Physical Activity 
Act  ion Plan, Australia unfortu-
nately falls behind the mark 
with no such plan in place. 

The consensus from the 
meeting was that something 
needs to be done. A snapshot 
of where Australia is:
  Physical inactivity causes 

over 14 000 deaths per year 
  Physical inactivity 

contributes to major 
Australian health issues – 
namely cardiovascular 
disease, type 2 diabetes 
and mental illness. 
  More than half of 

Australians don’t meet the 
physical activity guidelines. 
  More disturbingly, 8 out 

of10 children don’t meet 
these guidelines.
  Physical inactivity costs us 

as a nation $1.5 billion per 
year. 

The Canberra Communique 
sets out the priorities agreed at 
the Forum and outlines nine 
action areas that together point 
to the basis for a formal National 
Physical Activity Action Plan. 

All of this is aimed at achiev-
ing an active Australia and cre-
ate a nation that move more 
and sit less. 

The physical activity plan 
9 key action areas:
1. Active Seniors – develop 

community and aged care 
policies and programs to 
keep our seniors active, fit 
and well. 

2. Active Children – develop 
school and community 
based policies and 
programs to get our 
children moving 

3. Active Workplaces – 
Develop workplace policies 
and programs to drive 
productivity through 
physical activity and 
reduced sitting 

4. Active Transport, 
Walking and Cycling – 
Develop transport systems 
that encourage walking, 
cycling and public 
transport 

5. Active Cities and 
Neighbourhoods – 
Implement urban design 
regulations to create livable 
and active neighbourhoods 
and cities 

6. Active Healthcare – 
Ensure physical activity 
prescription is integrated 
into primary care 

7. Active Public Education 
– Develop an integrated 
media and social media 
campaign and cohesive 
brand to promote an active 
culture to all Australians 

8. Active Clubs and Sport – 
Focus on boosting 
participation in sport and 
recreation

9. Active Communities – 
Implement community-
based programs that 

engage community 
networks
The National Heart Foun-

dation, a key participant in the 
Forum, believes that the bene-
fits of a National Physical Act-
ivity Action Plan are clear and 
far-reaching: 

  Improved health of 
Australians with reduced 
chronic diseases
  Economic benefits with 

savings to our health 
budget
  Higher productivity, 

happier workers and lower 
absenteeism 
  Reduced traffic congestion 

with more Australians 
seeking more active modes 
of transport. 
Their message is simple, “We 

owe it to the future of our nation 
to push the focus of a healthy, 
active Australia to the forefront 
of Federal policy. The health of 
our nation depends on it.”

Time for a national activity plan

AMA Career Assist
– supporting you on your professional journey
For professional advice on career options, preparing 
your application, CV development and presentation, 

contact your local support service.

Contact your AMA ACT for Careers 
Assistance. Phone 6270 5410.

Progressively, Australia 
has slipped from being 
an active nation to one 
of the least active 

Time for a national activity plan
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Personal and supportive service

Doctors’ Health Advisory 
Service (ACT)

Here for you and your needs

The DHAS (ACT) provides peer support 

for you and your family

The DHAS (ACT) provides a protective environment 
of anonymity, cultural sensitivity, con� dentiality and 
discretion. There is no charge for using the DHAS (ACT).

� a stressful incident
� violence or trauma in your workplace
� workplace issues such as bullying or harassment
� workload concerns
� feelings of stress or inability to cope
� burnout
� your professional life
� your career plans
� personal issues
� your well-being

The DHAS (ACT) is a group of experienced Canberra-
based general practitioners who are committed to 
providing support to colleagues and their families 
experiencing dif� cult times – which may include:

The DHAS (ACT) can link you with expert services and 
resources according to your needs.

Privacy and con� dentiality are assured.

The DHAS (ACT) is fully supported by, but operates 
independently of, the AMA (ACT) Ltd as a community service.

0407 265 414 24 hours

For lease
Unit, ground floor adjacent to John James Hospital, with direct access  
to the hospital.

l Two car parks l 140sqm
l 2 consulting rooms l Procedure area
l Change rooms l Toilet
l Excellent reception waiting room area

Suitable for medical tenant, preferably lease of more than 2 years.
Please phone Lynda on 6285 9506 Monday to Thursday, 8am to 4pm

DiT update

After a discussion on enter-
prise bargaining and the immi-
nent vote on the new ACT 
enterprise agreement, the 
Council discussed some spe-
cific issues around pay classifi-
cations – resident or registrar – 
and the reimbursement of pro-
fessional development expens-
es. Importantly, the Council 

also heard about issues relating 
to access to leave. Workplace 
Manager, Andy Ozolins, will be 
following up on these issues. 

Given that the next round 
of enterprise bargaining is due 
to commence in early 2017, it’s 
going to be a busy twelve 
months.

AMA (ACT) CEO, Peter 
Somerville, outlined his plans 
for 2016 including a proposed 
joint membership agreement 
with ASMOF and closer work-
ing relationships with the Junior 
Medical Officers Association. 
Peter also stressed how impor-
tant it was to get DiTs to join 
AMA (ACT) and become in -
volved with us because the 
more members we have, the 
more influential we can be 
with ACT Health.

The next meeting of the 
AMA (ACT) Council of Doctors 
in Training will be in March 
2016 so see you all then and 
don’t forget to like AMA ACT 
on Facebook. 

If you are concerned about your own situation or that of 
a colleague, please contact the MBANSW Social Worker,
Meredith McVey on (02) 9987 0504. 

The Medical Benevolent 
Association of NSW (MBANSW)

Provides a free and confidential support service to Canberra 
doctors in need and their family. Financial assistance and 
counselling support are available to colleagues who have fallen 
on hard times through illness or untimely death. Support is 
also available to medical practitioners who may be experiencing 
difficulties at work or in their personal relationships. 

The MBANSW is funded by your donations; please allow us to 
continue to provide support and assistance to your colleagues 
in need by making a donation to the Medical Benevolent 
Association Annual Appeal. Donations can be made visiting our 
website www.mbansw.org.au

The AMA (ACT)’s Council of Doctors-in-Training 
met on Tuesday 8 December for its regular 
quarterly meeting. First and foremost on the 
agenda was a report on the AMA National 
Council of Doctors in Training meeting and 
update on a range of matters – from access to 
training and training places to the national 
internship review through to the latest on issues 
of workplace bullying and harassment.

AMA (ACT) 
is now on Facebook!

AMA (ACT) has jumped into the wide world of Facebook so please get online and like us. 
It’s a great way to find out what’s going on quickly and keep up to date with events. Recent posts 
have featured the decision by Fair Work Australia to retain one agreement for ACT hospital doc-
tors and the meeting with ACT Health Minister, Simon Corbell.

It’s easy – just search for AMA ACT.

es. Importantly, the Council on Facebook. 

Personal and supportive service

Doctors’ Health Advisory 
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Every year the Grattan 
Institute releases a 
summer reading list for 
the Prime Minister. It 
recommends books 
and articles that the 
Prime Minister, or any 
Australian interested in 
public debate, will 
hopefully find both 
stimulating and 
cracking good reads. 
The Grattan Institute 
has recently announced 
this year’s list:

Warrior: A legendary 
leader’s dramatic life and 
violent death on the 
colonial frontier 
– Libby Connors
Coming of Age: Growing 
up Muslim in Australia 
– Amra Pajalic and Demet 
Divaroren (editors)
Creating Cities 
– Marcus Westbury
Other People’s Money: 
Masters of the universe or 
servants of the people? 
– John Kay
Rising Inequality: A 
benign outgrowth of 
markets or a symptom of 
cancerous political 
favours? 
– Paul Frijters and Gigi Foster
Love Poems and Death 
Threats 
– Samuel Wagan Watson

The books on this year’s list 
tackle a range of themes con-
sidered vital to contemporary 
Australian life and society, from 
the future of our cities and the 
integration of cultures and 

faiths, to love and money. 
Stories about growing up 
Muslim in Australia, and early 
white settlers’ attempts to coex-
ist with Indigenous Australians 
are reminders of our shared 
humanity and of the lessons of 
history. The list includes origi-
nal thinking about Australian 
cities and why they thrive or 
wither, and two compelling 
tales about money: one about 
the financiers who trade in its 
mysteries, the other about how 
Australia’s super-rich made so 

much of it. There is also a new 
collection of incandescent and 
joy-filled poems from a remark-
able Australian voice.

Prime Minister’s Summer 
reading list 2015

For inclusion in the…

2016 Specialist Directory

…download the entry form from 
www.ama-act.com.au
Submit to Helen Longdon 
Fax: 6273 0455
email: reception@ama-act.com.au

2016 Specialist Directory

The Health Gap. 
The challenge of an 
unequal world. 
By Michael Marmot. 
Bloomsbury. 
Hardback $35, 
paperback $29. ISBN 
9781408858004

The fortieth anniversary of 
the dismissal has spawned 
reminiscences galore of the 
Whitlam era, including some 
of its more erratic ventures. 
Unfortunately they all missed 
one of my favourites, Clyde 
Cameron’s wish that everyone 
should earn at least the aver-
age wage.

What? Nought out of ten 
for arithmetic of course, but 
suppose our fairy godmother 
did substantially increase 
wages of the very low paid, 
did sharply reduce unemploy-
ment and low-hours employ-
ment, did provide quality 
child care for all, and did 
increase welfare payments 
substantially. 

None of these actions 
have any direct relation to 
health or health services. But 
if they somehow were insti-
tuted, would there be a rapid 
and substantial improvement 
in measures of health in the 
sectors of our population 
which presently have the 
worst health? Yes there would.

Now suppose you were 
told that it was not just the 
amount of money people had, 
rather what they could do 
because they had it. Would 
control over one’s life affect 
health and wellbeing? Yes it 
would.

There are lots and lots of 
examples of these phenome-
na, but for simplicity let us 
consider only one measure of 
health, life expectancy. Over 
the last 50 years Cuban life 
expectancy has improved so 
much that it has overtaken 

that in the United States.  Cuba 
is by any standard a poor 
country, and if there is equal-
ity, it could be said that this is 
because conditions are uni-
formly ghastly. Cuba empha-
sises education and social 
protection, and has a well-
developed health care system, 
a system that operates with 
few resources. In contrast the 
US population is the wealthi-
est in the world, but this is on 
average. Its pockets of unem-
ployment and other causes of 
poverty are enough to pull 
down its performance to 
below that of Cuba.

The ranting of a socialist? 
Not at all. Professor Sir Michael 
Marmot, British but educated 
in Sydney, has been President 
of the BMA and is now 
President of the WMA. His 
professional life has been 
devoted to reducing and 
removing inequality and its 
impact on health. If you are 
interested in how society and 
medicine interact, his book is 
worth reading.
John Donovan

BOOK REVIEW:

VALE
The President, Dr Elizabeth Gallagher, 
Board members and staff of AMA ACT 
extend their sincere condolences to 
the family, friends and colleagues of 

their late esteemed colleague,
Dr Philip Ikupu Toua

Need a JP?
Certification of documents, witnessing 
of statutory declarations and affadavits, 

witnessing of signatures.
Call Christine Brill 

6282 1948 or 0407 123 670

The Health Gap. 
The challenge of an 
unequal world. 
By Michael Marmot. 
Bloomsbury. 
Hardback $35, 

BOOK REVIEW:
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Podiatrists:    Paul Fleet    |    Matthew Richardson    |    Alexander Murray

Yarralumla Surgery & Professional Suites
Unit 2A/18 Bentham Street, Yarralumla ACT 2600
P: (02) 6282 3899 F: (02) 6282 4035
The Doctors and Staff at Yarralumla Surgery and Professional Suites welcome 
the following specialists to our team. They are available for all external General 
Practitioner referrals:
Dr Alex Lim – Adolescent and Paediatric Psychiatry: including ADD/ADHD 
assessment and management.
Dr Meredith Sissons – Consultant Developmental Paediatrician: assessment 
and management of developmental, learning and behavioural issues including 
developmental delay, autism spectrum disorders and ADD/ADHD.
Dr Charles Howse – Musculoskeletal/Sports Medicine: all areas of 
musculoskeletal medicine. Dr Howse is happy to treat Worker’s Compensation 
patients.
Dr Ramila Varendran – Consultant Geriatrician: interest in all geriatric issues 
especially falls prevention and polypharmacy. Dr Varendran has admitting rights 
to NCPH and TCH and is happy to visit patients in their Home and Nursing 
Home if required.
For more information regarding Specialist session times – please contact Kay 
Ferguson (Practice Manager) on (02) 6282 3899
To arrange an appointment with any of our Specialists – please fax referrals 
to our reception staff on (02) 6282 4035 
Yarralumla Surgery General Practitioners are also accepting new patients.

Disclaimer
The Australian Medical Association (ACT) 
Limited shall not be responsible in any manner 
whatsoever to any person who relies, in whole 
or in part, on the contents of this publication 
unless authorised in writing by it.
The comments or conclusion set out in this 
publication are not necessarily approved or 
endorsed by the Aust ralian Medical 
Association (ACT) Limited.
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Barton medical precinct medical offices for rent

Centrally located near the Parliamentary Triangle in 
Canberra, These Medical Offices are part of an exclusive 
Medical Precinct – the Barton Medical Precinct. 

This Medical Precinct is a one stop shop for the 
Canberra community. On site we have Barton Private 
Hospital, Barton General Practice, The Barton 
Pharmacy, Capital Pathology, Sports Care Physio, 
Capital Eye optometrist, A1 Dental, Dr Nicci Sides 
rooms, MD Cosmedical Solution and Dr Tony Tonks 
rooms. 

Hurry these will not last. 

Various consulting room vacancies at Barton Medical 
Precinct for competitive prices. 

1 221m2 fully fitted medical offices ground floor with 
high quality fit out, these consulting rooms have just 
become vacant and ready to move tomorrow for any 
specialists/Allied Health Professionals.

2 221m2 medical office space unfitted available with 
big windows and lots of lights on the first floor.

3 Barton Specialist Centre – Under new management 
– first floor Consulting rooms for rent – sessional 
and monthly rates available at competitive prices. 
The Barton Specialist Centre with many specialists 
and Allied Health professionals already attending on 
a sessional or monthly basis. The Barton Specialist 
Centre has two ophthalmologists, a neuropsychiatry 
specialist, a urologist, a clinical haematologist, two 
Ophthalmologists, a sports medicine physician, a 
podiatrist and a diabetic educator.  

The Barton Specialist Centre has recently been 
renovated and has 8 consulting rooms ready to be 
occupied. Rent includes electricity, telephone and  
internet access. We also have administration support  
at extra cost. 

3 Sydney Avenue BArTOn
Looking to relocate or looking for new consulting rooms

Jirra Wines
Fax: 6227 5171

You don’t need to go to Tuscany for 
good Italian wines. Canberra has a 

climate very close to Tuscany’s.
Conditions may apply and you must produce your  

membership card to access these benefits.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

Jirra WinesJirra Wines

CANBERRA 
SPECIALIST CENTRE

80 square metres
Fully furnished

Procedure room with 
ensuite toilet

Excellent location with 
all medical facilities nearby

Contact 02 6285 1292
0411 591 642

ROOMS
TO LET

CraBTree & eVeLYn
Ph: (02) 6257 7722

– Bath and body products, gourmet 
foods, candles, home decor, and gifts 

for any occasion
Conditions may apply and you must produce your 

membership card to access these benefi ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

BeLLUCi’s
resTaUranTs

Ph: (02) 6282 1700 (Phillip)
Ph: (02) 6239 7424 (Manuka)

– Award winning, 
casual Italian dining.

Conditions may apply and you must produce your 
membership card to access these benefi ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

THe 
essenTiaL 
inGreDienT

Ph: (02) 6295 7148
– Inspiring great cooking with 

ingredients, books and cookware
Conditions may apply and you must produce your 

membership card to access these benefi ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

HOTeL reaLM
Ph: (02) 6163 1888
– Accommodation only

Conditions may apply and you must produce your 
membership card to access these benefi ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

ROOMS
TO LET
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Dr. P.M.V. Mutton

colposcopy & laser
endoscopic surgery

specialist gynaecology
treatment of prolapse

and incontinence 

Dr. P.M.V. Mutton
MBBS, FRCOG, FRANZCOG

for prompt, personalised
and

experienced care

6273 3102
39 GREY STREET DEAKIN ACT 2600

FAX 6273 3002

CANBERRA LASER AND

GYNAECOLOGY CENTRE

Orthopaedic 
Surgeon

PRACTICE LOCATION

CANBERRA
5/5 Baratta St, Crace ACT 2911
Ph 6109 0002
Fax 6109 0003

GOULBURN 
ELLESMERE 
SPECIALIST CENTRE
56-58 Cliff ord St,
Goulburn NSW 2580
Ph 4823 0223
Fax 4822 5417

Dr Wisam Ihsheish
MBBS (Adel) FRACS (orth) FAOrthoA

Knee arthroscopic 
surgery, hip and knee 

replacements
Accepting new referrals in 

Canberra and Goulburn

Dr Peter Jones 
M.B.B.S.(Hons), F.R.A.C.P. 

Respiratory & Sleep 
Physician 

Specialist consultation service 
Home based sleep studies 

(bulk billed) 
In-lab sleep studies 

(bulk billed) 
Complex lung function testing 
Bronchial provocation testing

Bronchoscopy 
3/18 Bentham Street, 
Yarralumla ACT 2600

P: 6260 3663 F: 6260 3662
www.canberrasleep.com  

Canberra Complementary Health Practice
Suite 4, Playoust Bldg, Hawker Pl, Hawker 

0425 300 233  |  www.canberrahypnosis.com.au

Dr Julie Kidd
GP Hypnotherapist
Smoking, alcohol, binge-eating, stress, anxiety etc.

Dr Sabari Saha
MBBS (Hons), FRACP

Geriatric Medicine 
Physician

l  Comprehensive Geriatric 
assessments

l Falls assessments 
l Cognitive assessments
l Medication reviews 
l  Home visits & Residential  

Aged Care Facility visits
Hospital admissions  

can be arranged
Bulk Billing available

suite 11/12, napier close,  
deakin act 2605

Phone: 02 6154 5031
Fax: 02 6169 4437

Address: Suite 3, 
National Capital Private Hospital
Phone: 02 6222 6607      
Fax: 02 6222 6663

Dr. A-J Collins MB BS FRACS

Breast and Thyroid Surgeon

Oncoplastic Breast Surgery – including: 
w Immediate breast reconstruction and  

breast reduction techniques
w Breast Cancer surgery
w Sentinel node biopsy

Thyroid and Parathyroid surgery 

Dr Liz Gallagher and Dr Omar Adham have now 
introduced the MonaLisa Touch to their practice. 

MonaLisa Touch is an innovative 5 minute, 
non-hormonal laser treatment that achieves lasting 

improvements for patients suffering from:
~ Dyspareunia

~ Incontinence and Urinary Urgency
~ Vaginal itchiness and burning
~ Dryness and loss of lubrication

~ Prolapse and laxity
~ Vaginal and vulval pain

For further information 
please call the practice on 02 6282 2033 
or email reception@womenshealthonstrickland.com.au

WOMEN’S HEALTH 
ON STRICKLAND

www.ainsliefamilypractice.com.au

Are you interested in rewarding work in a supportive environment that is 
also well remunerated?
When you join Healthscope Medical Centres you’ll see why developing mutually 
beneficial relationships with doctors is our speciality.
Key Benefits for Practitioners:
•   Flexible work arrangements are supported (and encouraged)
•   Attractive financial terms
•   Clinical Autonomy
•   Highest standard support services for clinical care
•   Efficient and effective administrative support
•   Established patient based
•   3 established Medical Centers in the ACT
Busy Practice. Immediate start available. 
Private/mixed billing practice.
You will be fully booked out on commencement.
Rob Mooney, State Manager NSW & ACT
Ph: 0419 424 477
Email: rob.mooney@healthscope.com.au

Vocational Registered GP’s
Full Time / Part Time

to let
77 Denison Street DEAKIN
(backing onto Calvary John 

James Hospital)
200 metres fitted out medical 

suite. Generous parking.
Phone Maria: 6282 1783

OffIcE SPAcE Medical clinic
for lease

158m2

Woden specialist centre
1/60 Garran Place, Garran
7 consulting rooMs

Large reception area, Kitchenette, 
Shower, WC, Basin, Disabled 

access, Storage 11m2,  
500m Canberra Hospital

contact alan 0428 779 736

Canberra Complementary Health Practice
Suite 4, Playoust Bldg, Hawker Pl, Hawker 

Dr Julie Kidd
GP Hypnotherapist
Smoking, alcohol, binge-eating, stress, anxiety etc.


