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In the second of a series on Canberra’s hospitals,

Circulation: 1,900 in ACT & region

this month we feature Calvary Hospital Bruce campus

A number of projects
occurring at the Calvary
Bruce campus will
expand Calvary’s role in
both ACT public health
and hospital services
and high quality private
hospital care.

Calvary Health Care ACT
Chief Executive Officer, Karen
Edwards, is excited to see that
almost 40 years after Calvary
opened its doors the Bruce
campus will realise the dreams
of those who planned the facil-
ity in the mid 1960s.

“Work is well advanced on
a 700 space car park that will
open at the end of this year.
With parking and access issues
resolved, work can continue on
projects to expand the capacity
and activity within Calvary pub-
lic and private Hospitals.

“The car park enables
Calvary to progress the con-
struction of a stand-alone pri-
vate hospital at Bruce. This
new private hospital will fea-
ture world class clinical and
hospitality services and pro-
vide contemporary models of
care, whilst retaining the com-
passionate and patient focussed
service for which Calvary is so
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Karen Edwards.

well known and respected in
our community.

“The opening of the new
private hospital will allow the
existing private beds in the
Calvary Xavier Building to be
repatriated into the public
health system.

“Some of our sub-acute
services will also relocate to
the hospital at the University of
Canberra when it opens, there-
by increasing capacity for new
and existing acute care public
health services at Calvary.

Calvary Public Hospital pro-
vides public health and hospital
services for the ACT Govern-
ment. This arrangement is gov-
erned by the Calvary Network
Agreement (CNA), which for-
malises, through annual perfor-
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ultrasound appointments now
available at NCDI with images

and reports available within an
hour of the scan.

NCDI

Mational Capital Diagnostic Imaging

mance plans, the funding to
Calvary and the level of activity
to be performed.

The CNA commenced in
2012 and replaced a number of
older contracts and agreements
that originated in the 1960s
and preceded self-government
in the ACT.

According to Karen “the
Agreement provides an excel-
lent governance framework for
the management of health ser-
vices by the ACT Government
and Calvary for the people of
the ACT. However, the greatest
strength of the partnership
between the Territory and
Calvary is a shared philosophy
and commitment to providing
people in need with timely
access to safe and high quality
healthcare services.

“In achieving this, T am very
keen to integrate an episode of
‘hospital care’ with a patient’s
primary care, generally man-
aged by their General Practiti-
oner or Specialist and often
involving other agencies and
community based service pro-
viders. We need to make sig-
nificant progress in this regard,
through better communications
with primary care providers
and mutually developed and
agreed care plans.

.. Continued page 3.

Ultrasound services include:
« General and Obstetric Ultrasound

» Musculoskealatal Ultrasound

Elbows and Forearms
« Carpal Tunnel
« Buttock, Thigh, Hamstrings
« Vascular Ultrasound
« Upper and Lower Limb Arterial Studies
« Ankle Brachial Indicies

= Fistula Mapping
= Deep Venous Thrombosis
» Carotid Artery
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» Shoulders, Hips and Groin, Feet and Ankles,
Knees and Lower Legs, Hands and Wrists,

« Venous Incompetency and Mapping Studies

« Interventiona! Ultrasound

* Foreign Body Removal

« Musculoskeletal Steroid Injections

= Drainage Procedures: Paracentesis,
Pleural Effusion Drainage

« Core Biopsies of Breast, Liver and
Superficial Masses

* Hysterosonograms

Compeahanveive cane, Uncompromising qeality.
A member of -MED Radiology Network

ncdi.com.au
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« Abdominal / Renal and Visceral Vessals
« Aorta, llllacs IWC or Intraabdominal Arteries
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Capital Conversations with president, Dr Elizabeth Gallagher

Welcome all to the mid
Autumn, April edition
of Canberra Doctor.

I am writing this column
from Yulara near Uluru in the
Northern Territory at the begin-
ning of a short break touring my
favourite places in Australia. Its
38 degrees outside and I am
reminded how quickly the tem-
peratures are dropping, and
how quickly the leaves are
changing back in Canberra.

Departures

There have been a number
of breaking stories in the past
few days. Firstly, and sadly, after
32 years of service (nearly half
her life she tells me) our illustri-
ous CEO Christine Brill has ann-
ounced her retirement. No
words can describe the role that
she has played or the experienc-
es she has had over the many,
many years of service to AMA in
the ACT. The amount of corpo-
rate knowledge she has accu-
mulated and the contacts she
has made, are irreplaceable and
she will be sadly missed. But of
course — at some stage after all
those years, we did have to let
her go into retirement! So now
starts the daunting task of find-
ing a new CEO to start in August
as Christine winds back to spend
time for herself and her family.
Much thanks to her, and I am
sure we can spend some time
reminiscing over her long career

in a later edition of Canberra
Doctor, before she finally dances
off into yonder.

Congratulations to the
medicare local

The Federal Government
has finally announced that the
ACT Medicare Local has won its
tender to become the ACT
Primary Health Network. I look
forward to working with their
Chair — Dr Martin Liedvogel and
maintaining the strong relation-
ship we have had over the years
with the Medicare Local, and the
Division of General Practice
before that. We hope together
we can develop and support a
stronger primary health care sys-
tem in the ACT.

AMA Hospital Report
Card released

The AMA Hospital Report
Card has been released this
week. This reports on 6 key
areas of health delivery in our
public hospitals, particularly
relating to Emergency Depart-
ment waiting times and elective
surgery waiting times. It is not
great news for our Public Hosp-
itals Australia-wide although
some states are doing better
than others. No state was able to
meet the National Emergency
Access Target where 90% of Cat
3 (urgent) patients are seen
within 30 minutes. Although the
ACT had a minor improvement,
it is still well behind even the
national average of 70% with

only 50% of local patients being
seen on time. Again although
the ACT had a slight improve-
ment overall in elective surgery
waiting times, we are still behind
where we need to be to meet
the 2016 target, and our patients
are still waiting more than 10
days longer than the national
average for all categories of sur-
gery. More disappointing is that
there has been a fall in the num-
ber of Category 2 patients being
treated on time and this was the
category that ACT Health was
concentrating on trying to
improve in 2014. Back to the
drawing board I think! This
report card is concerning as fed-
eral funding of public hospitals
is not going to keep pace with
what is needed to help the states
improve services and provide
quality care to our aging popula-
tion in the years to come.

VMO contract negotiations
to commence soon

Contract negotiations for
VMOs are due to start in August
of this year. One of the bug bears
over the years has been the
requirement to get nominations
from 50 VMOs to get a guernsey
at the negotiating table. There is
often a last minute scramble and
confusion with a number of
VMOs doubling up and others
not realising they need to formal-
ly put in a nomination for their
preferred bargaining agent. This
takes time away from the impor-

tant job of negotiating! We have
had legal advice late last year
that as we have been appointed
in the past, our nomination
stands until it is revoked. This is
more satisfactory and we are
happy to stand with our legal
opinion. Our understanding is
that the Health Directorate has
had similar advice.

Medicinal cannabis

I recently appeared on
behalf of AMA (ACT) before
the ACT Legislative Assembly’s
Standing Committee on Health,
Aging, (Cannabis Use for Med-
ical Purposes) Amendment Bill
2014- Exposure Draft and Rel-
ated Discussion Paper. (What a
mouthful!) They were hearing
submissions from a number of
interested community groups
and government representatives
regarding the legislation pro-
posed last year by Greens mem-
ber Shane Rattenbury. I reiter-
ated our stance that while we
support the possibility of legal-
ising the use of medical mari-
juana in the context of a nation-
ally regulated approach to a
consistent and controlled prod-
uct, we cannot support the leg-
islation as proposed locally. The
findings and recommendations
will not be released for a num-
ber of weeks yet.

President elect
needed for AMA (ACT)

Finally, I have a request. I
am now nearly half way through

my term as President. As yet, the
position of President Elect is still
vacant on the board. I cannot
tell you what an honour it is to
serve in this position, and would
love to have one of our financial
members put up their hand and
help me through the next year!
The year prior to taking on the
big role was very important in
setting the scene, learning the
ropes, and making the contacts
so that the transition to President
was smooth. We are looking for
expressions of interest, and
would highly recommend the
role as a change from clinical
medicine.

On that note, T am heading
out to watch the sun set over
Uluru...

PS: An updated fees gap
poster is enclosed with your
Canberra Doctor this month.
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practice with over 50 years of
history supporting the community,
Canberra Imaging Group have an
ongoing commitrment fo the highest
slandard of imaging quality and
service excellence.

Over 50 Years of Dedication

Lo LT R e L ) = Musculoskeletal imaging

| | Oncology maging

- | | | » Breast imaging, including MRI

JUr haalologists nave UDSPECIe \ - Interventional procedures
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ncluding - Spine & Neck Imaging / injection

-+ Cardiac CT imaging (low dose)

» Non-invasive Prostate imaging

www.canberraimaging.com.au + CT Colonography
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...From page 1.

“Calvary’s Specialist Com-
munity Palliative Care Services
delivered from Clare Holland
House provides a model of
how this can be achieved.
Since the new Palliative Care
model commenced last year,
our palliative care patients
and their primary care provid-
ers have reported improved
and more convenient and eff-
ective services, and far fewer
occasions of delays and dis-
ruptions to their treatment
and care regimes.

“Calvary will continue to
expand and enhance our treat-
ment of patients in the ‘non-
acute or non-hospital’ setting.
We have increased our Hospital
In The Home (HITH) program,
we continue to extend our
Outpatient Clinic services, and
are working closely with Cal-
vary’s Community Services to
treat patients in their residen-
tial location when that is a safe
and effective way of managing
their treatment and recovery.

“With so much recent
population expansion occur-
ring in North Canberra and
Molonglo, in the immediate
and longer term future Calvary
will be the most accessible
health and hospital service for
a significant proportion of the
community.

“In partnership with ACT
Health we are continuously re-
viewing and refining the ser-
vices that should be offered at
Calvary to ensure we are able
to meet this growing need.
Quite obviously Emergency
Services, Maternity and General
Medical and Surgical services

can be efficiently offered at
both major public hospitals.

“Many highly specialised
services are only available at
Canberra Hospital, and it would
be impracticable to think that
these can or should be repli-
cated at Calvary. The capital
costs of doing so would be pro-
hibitive, and it would be diffi-
cult to spread the existing and
required clinical expertise ac-
ross two services, this is where
and when networking services
across the Territory becomes
necessary.

“At Calvary we are doing
some really good things — we
are seeing more patients through
our emergency department and
undertaking more elective surgi-
cal cases, our waiting times to
treatment for both emergency
and elective admissions has
improved significantly - I
believe Calvary’s strength is our
capacity to provide consistently
safe and high quality care deliv-
ered by good people. I invite all
primary care providers, General
Practitioners and Specialists, to
contact me and take a brief tour
through Calvary.

“You may be interested to
see our clinical teams model
working in the ED; meet our
stroke service and medical
assessment and planning unit
teams; visit the Calvary birth
centre; catch up with the mul-
tidisciplinary group from our
mental health service; tour a
medical or surgical ward; or
inspect our coronary care and
intensive care unit.

“I welcome the opportu-
nity for Calvary to work with
you so we provide better ser-
vices for our patients.”

Students meet surgeons and
trauma victims in canberra hospital

The Royal Australasian
College of Surgeons
(RACS) supports a new
pilot program
underway with ACT
schools to educate
young people about
the dangers of alcohol
and the life-altering
consequences it can
have for trauma victims.

Six schools have been sel-
ected to participate in the pilot,
which takes students through a
range of activities and talks at
Canberra Hospital with ambu-
lance and emergency depart-
ment nurses, surgeons, physio-
therapists and trauma survivors.

The Prevention of Alcohol
and Risk-related Trauma in
Youth (PA.RTY.) pilot began
last month and received just
over $100K from the NRMA-
ACT Road Safety Trust.

ACT Chair of RACS Trauma
Committee, and Director of Can-
berra Hospital's Shock Trauma
Service, Dr Ailene Fitzgerald
said, "the pilot aimed to reduce
the incidence of alcohol and
risk-related trauma in youth.

“Each week, on average,
more than 100 Australians die
and more than 3,000 are hos-
pitalised as a result of exces-
sive alcohol consumption”, Dr
Fitzgerald said.

“In the ACT, people aged
16-24 years have the highest
rates of injury. They are more
likely to drink at risky levels or
engage in activities like texting
while driving, and this means
they are more likely to end up
in hospital.

“One of the worst things I
will ever have to do in my job
is to tell a young person’s par-
ents that their child has been
killed in a car accident, or fallen
off a balcony because they’ve
had too much alcohol. It’s trag-
ic, and it's preventable.

Photo courtesy Melbourne PA.R.TY. program.

' , i ™ Universal Medical Imaging

Email: admin@umic.com.au

GASTROINTESTINAL SERVICES

Inflammatory Bowel Disease
Ultrasound Enterography

MRI Enterography
CT Enterography

Liver/Pancreas

MRCP

Multiphase CT

“The PA.R.TY. program orig-
inated in North America and has
been running in Australia since
2006. There are more than 100
sites worldwide.

RACS Trauma Chairman, Dr
John Crozier said highly effec-
tive PARTY. programs were
being run in WA, SA, Victoria,
NSW and Queensland.

“The Perth program is esti-
mated to cost $1000 per week
to run, while the health costs
of a quadriplegic are estimated
at roughly $8 million for the
rest of their shortened life,” Dr
Crozier said.

“Program participation was
associated with a reduced sub-
sequent risk of committing vio-
lence — or traffic related offenc-
es, injuries, and death among
juvenile justice offenders.

“There is huge community
support for these programs, so
we hope to see the ACT pro-
gram funded after the pilot con-
cludes in June, Dr Crozier said.

www.umic.com.au

Liver MRI with Hepatobiliary Contrast Agents

Universal Medical Imaging Is dedicated to providing the highest quality

service to the ACT Region. Our Radiologists ar

interventional procedures with subspecialty interest.

available for dinical co

General X-Ray « MRI « CT Scan « Mammography « Ultrasound « BMD « OPG

MBI Suite: Xavier Bullding,
Calvary Public Hospital, Bruce
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AMA plan to bolster GP workforce

Community Residency
Program for Junior
Medical Officers
(JMOs)

The AMA has developed a
plan to provide Junior Medical
Officers (JMOs) with impor-
tant general practice prevoca-
tional training in an effort to
encourage more young doc-
tors to choose a career in gen-
eral practice.

AMA President, A/Prof
Brian Owler, said today that,
following the 2014 Federal
Budget decision to scrap the
Prevocational General Practice
Placements Program (PGPPP),
general practice is now the only
major medical specialty that
does not offer J]MOs a prevoca-
tional training experience.

Minister for Health Sussan
Ley launched the ‘An invitation
that could save your life’ cam-
paign to make sure all Australian
women aged 50 to 74 were
aware they qualified for a free
breast screen every two years.

Ms Ley said this also marked
the first time Australian women
aged 70 to 74 have been spe-
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A/Prof Owler said the AMA
feared that the loss of the
PGPPP would see a decline in
the general practice workforce,
especially in rural and remote
areas, at a time when commu-
nity need for GPs was growing.

cifically targeted for breast
screening awareness, with an
additional 220,000 breast screens
expected to be delivered over
four years as a direct result.

“Breast screening saves lives.
It is the second most common
cause of cancer-related deaths
among women in Australia,
however if detected early and
managed nine-out-of-10 cases
can be successfully treated.”

Ms Ley said breast screen-
ing could identify cancer before
symptoms appear or a change
is noticed in the breast mean-
ing a better range of treatment
options are available and a
more successful outcome.

“BreastScreen Australia has
been extremely successful
since it was introduced more
than 20 vyears ago having

HAVE ONE LESS
PRESCRIPTION
IN YOUR LIFE.

“To fill the PGPPP gap, the
AMA has developed an alterna-
tive GP training plan - the
Community Residency Program
for Junior Medical Officers —
and we have already raised it
in discussions with the Health
Minister,” A/Prof Owler said.

“The AMA plan sets out the
design and funding principles
that would support opportuni-
ties for JMOs to undertake rota-
tions of up to 13 weeks into
general practice, which would
help them to experience life as
a GP and to enhance their clin-
ical experience.

“A  recent major study
(Comparing general practice
and hospital rotations, bttp:;)/
onlinelibrary. wiley.com/
doi/10.1111/tct.12224/pdf)
shows clearly the educational
value of a general practice

reduced the number of breast
cancer deaths by over a third.

Ms Ley said the additional
screening delivered as a result
of the campaign could poten-
tially lead to the detection of an
extra 600 breast cancers a year.

More than 1.8 million wom-
en are screened every two years
and more than 75 per cent of
breast cancers occur in women
over 50. Most women who get
breast cancer also have no fam-
ily history.

The ‘An invitation that could
save your life’ campaign will run
across print, radio and online
media to make sure women
who receive a breast screen invi-
tation in the mail are aware of its
importance.

placement in comparison with
hospital placements.

“The study recommends
that the expansion of prevoca-
tional general practice place-
ments should be considered to
provide all junior doctors with
the benefits of exposure to gen-
eralist skills in the community.

“The AMA’s Community
Residency Program is afforda-
ble, and would be a very wor-
thy investment in our future
medical workforce,” A/Prof
Owler said.

Details of the AMA Comm-
unity Residency Program for
JMOs are available at hitps;/
ama.com.au/submission/con-
mumnity-residency-program

At the time of its conclu-
sion, the PGPPP funded 900
prevocational placements in
general practice annually for
JMOs.

X

QANTAS

scheme number.

The PGPPP was a valuable
program for many reasons. It
supported efforts to deliver more
training and care in the commu-
nity, supplementing the tradi-
tional hospital-based approach
to medical training. Through
careful targeting, it also boosted
access to GP services in rural
and remote communities.

The PGPPP gave JMOs a val-
uable insight into life as a GP,
and informed their career choice.

The PGPPP also helped
build an understanding of how
general practice works, inform-
ing future practice in other
specialty areas. With a deeper
appreciation of the role of GPs,
other specialists can make bet-
ter decisions about patient
care, and work more closely
with their GP colleagues.

Qantas Club

membership rates
for AMA members

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)

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

For further information contact the AMA (ACT)
Secretariat on 6270 5410.

YOUR PRESCRIPTION LENSES AND CONTACTS CAN BE A THING
OF THE PAST WITH LASER EYE CORRECTION.

Canberra Eye Laser utilises pain-free, new Bladeless thin flap LASIK and
Zeiss Laser Technology, the most precise laser technology in the Southern

Hemisphere.

Ph 1800 10 20 20

www.canberraeyelaser.com.au
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Releasing the AMA Public
Hospital Report Card 2015 in
Sydney AMA President, A/Prof
Brian Owler, said that, despite
some small improvements, the
public hospital system is not
meeting the clinical demands
being placed on it, and the situ-
ation will only get worse as real
Commonwealth funding reduc-
es dramatically in coming years.

A/Prof Owler said the Fed-
eral Government should be
looking at restoring public hos-
pital funding in the May Budget.

“The States and Territories
are facing a huge ‘black hole’ in
public hospital funding after a
succession of Commonwealth
cuts,” A/Prof Owler said.

“The Federal Government
cut $1.8 billion in May in the
2014-15 Budget by ceasing fund-
ing guarantees under the Nation-
al Health Reform Agreement.

“There was a further $941
million funding reduction to the
States in the Mid-Year Economic
and Fiscal Outlook (MYEFO) in
December.

“On top of this, the Govern-
ment scrapped the National Part-
nership Agreement funding to
the States, which rewarded per-
formance in meeting waiting time
targets for emergency depart-
ments and elective surgery.

“The enormity of the ongo-
ing cuts was starkly highlighted
when the Treasury advised the
Senate Economics Committee
that Commonwealth funding for
public hospitals from 2017-18 to
2024-25 would be reduced by
$57 billion.

“Public hospital funding will
be the biggest single challenge
facing State and Territory financ-
es for the foreseeable future.

“The hospital funding blame
game is back, and bigger than
ever. Public hospitals and their
staff will be placed under enor-
mous stress and pressure, and
patients will be forced to wait
longer for their treatment and
care,” A/Prof Owler said.

The AMA Report Card shows
only marginal improvement in
public hospital performance
against the performance bench-

marks set by all Governments,
with no State or Territory meet-
ing the target of 80 per cent of
emergency department Category
3 urgent patients being seen
within clinically recommended
triage times.

A/Prof Owler said that pub-
lic hospitals must have the
capacity to provide treatment
efficiently and effectively to
people needing acute care.

“Unfortunately, instead of
putting the public hospital sector
on a sustainable footing for the
future, the Federal Government
has retreated from its responsi-
bilities in regards to public hos-
pital funding arrangements with
the States,” A/Prof Owler said.

“Rather than funding the
necessary hospital capacity, the
Commonwealth has withdrawn
from its commitment to sustain-
able public hospital funding
and its responsibility to meet an
equal share of growth in public
hospital costs.

“Funding is clearly inade-
quate to achieve the capacity
needed to meet the demands
being placed on public hospitals.

“To make matters worse, the
price for hospital services under
activity-based funding will be
lower in 2015-16, at $4,971 than
the price in 2014-15, at $5007.

“A perfect storm is building
ahead of new Commonwealth
public hospital funding arrange-
ments based on indexation and
population growth, which will
take effect from 2017-18.

“These new arrangements
will be imposed on a system
already struggling with insuffi-
cient capacity, a system that is
under-performing against key
benchmarks, a system with inad-
equate and reducing Common-
wealth funding, and a system
with a reduced price for hospital
activity.

“This will lock in a totally
inadequate base from which to
index future funding for public
hospitals.

“State and Territory Govern-
ments, many of which are already
under enormous economic pres-
sures, will be left with much
greater responsibility for funding
public hospital services.

“Performance against bench-
marks will worsen and patients
will suffer. Waiting lists will blow
out.

“It is vital that all govern-
ments come together to produce
an agreed plan to fund public
hospitals to sufficient capacity to
meet growing demand.

“The Federal Government
should also be using the Feder-
ation White Paper to address the
public hospital funding crisis.”

A/Prof Owler said the Gov-
ernment cannot justify reducing
public hospital funding on

claims that Australia’s health
spending is unsustainable.

“Australia’s health financing
arrangements are not in crisis,”
A/Prof Owler said.

“Compared with OECD
countries, Australia’s expendi-
ture on health is sustainable. In
2012-13, Australia had the lowest
growth (1.5 per cent) in total
health expenditure since the
Government began reporting it
in the mid-1980s.

“Without any specific Gov-
ernment measures, there was
negative growth (minus 2.2 per
cent) in Commonwealth funding
of public hospitals in 2012-13,
and only 1.9 per cent growth in
2011-12.

“Australia’s expenditure on
health has been stable as a
share of GDP, growing only one
per cent over the last 10 years.”

bed numbers per 1000 of
the 65 and over population
(at 17.5), and as a ratio per
1000 of the general
population (at 2.57), have
declined since 2011-12
(from 18.6 and 2.6
respectively). We have
maintained roughly the
same bed to population
numbers over recent years,
while there has been
increasing demand for
hospital services;

most States and Territories
performed well below the
target of 80 per cent for
emergency department
patients seen within clinically
recommended times;

nationally, only 70 per cent
of emergency department
patients classified as urgent
were seen within the
recommended 30 minutes.
This is a small improvement
over 2012-13. If this rate of
improvement were to
continue, we could be on
track to achieve the 80 per
cent target in 2018, six years
later than intended;

in 2013-14, only 73 per cent
of all emergency
department visits were
completed in four hours or
less (the 2015 target is 90
per cent);

for calendar year 2013, no
State or Territory met the
interim National Emergency
Access Target. Performance
in Victoria, Tasmania, South
Australia, the Northern
Territory, and the ACT was
below their 2012 targets,
with the Northern Territory
performance in 2013 failing
to meet their baseline for
this target;

nationally, median waiting
times for elective surgery
have increased over the last
10 years. In 2013-14, the
national median waiting
time remained unchanged
at 36 days, meaning no
improvement since 2010-11,

the number of admissions
from waiting lists for public
hospital elective surgeries in
2013-14 across Australia was
699,023. This was an
increase of around 4.2 per
cent over the number of
elective surgery admissions
in 2012-13 (671,033);

2.4 per cent or 16,777 of the
patients admitted for elective
surgery in 2013-14 waited
for more than a year;

data for 2013-14 indicates
79 per cent of elective
surgery category 2 patients
(those who should be
admitted within 90 days)
were admitted on time. This
is well below the National
Emergency Surgery Target
(NEST) performance
benchmark of 100 per cent
set by COAG. There has
been no sustained
improvement in waiting
times for Category 2
patients since 2002-03;

Commonwealth funding for
public hospitals for the years
2013-14 to 2016-17 was
reduced by $1.8 billion in the
Budget 2014-15 (May 2014).
The effects of this reduction
will be compounded by the
further reduction of $941
million announced in
MYEFO 2014-15.
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Australian Institute of
Health and Welfare,
Australian Hospital Statistics
2012-13; Admitted Patient
Care 2013-14: Australian
Hospital Statistics;
Australian Hospital Statistics
2013-14: emergency
department care; Australian
Hospital Statistics 2013-14:
elective surgery waiting
times; Health Expenditure
Australia 2011-12 and
2012-13.

Commonwealth Budget
documents, Budget Paper
No. 3 2013-14 and 2014-
15; and Mid-Year Economic
and Fiscal Outlook
(MYEFO) 2012-13, 2013-14,
and 2014-15.

Council of Australian
Governments (COAG)
Reform Council, National
Partnership Agreement on
Improving Public Hospital
Services: Performance
Report for 2013 (NEAT and
NEST targets).

The report is available on the

AMA website: www.ama.com.au

Capital Women’s Health

o Urodynamics testing (ICS certificate)
¢ Management of Urinary Incontinence

& Pelvic Organ Prolapse

¢ Management of Refractory Overactive Bladder:

o Tibial Nerve Stimulation
o Botox Bladder Injection

¢ Capital Women’s Health offers a

multidisciplinary care model - welcoming

Maureen Bailey, Womens Health

Physiotherapist, now consulting from

our practice in Deakin.

Dr Omar Gailani

MBCHB, DIP 0&G, FRANZCOG

OBSTETRICIAN & GYNAECOLOGIST

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.omargdailani.com.au
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Review Essay: The alienists and the alienated

Dear Life: on caring for the elderly by Karen Hitchcock.
March 2015, Quarterly Essay 57, Black Inc., ISBN

9781863957168, AUD$22.99

In the not so distant past, persons suffering from
mental illness were transported to vast asylums
where they were physically and psychologically
exiled from society, to be tended by “alienists”,
asylum physicians and custodians in one. It is not
much of stretch to discern commonalities in the
health care of the elderly and those former

inhumane times.

In modern life, the elderly
have been exiled to a liminal
shore of our public conscious-
ness, alienated souls tended by
a new class of alienists on the
periphery of medicine and soci-
ety. From these distant shores,
with the grim but steady hand
of Charon, Dr Karen Hitchcock
steers us through the failures of
humanity in care of the elderly.

An accomplished writer and
specialist general physician,
Hitchcock brings to a broader
audience the manifold travails
that ageism in healthcare entails.
She argues, justly for the respect
of the essential humanity of
older people, and against view-
ing them as a stereotyped
homogeneity. Through vivid
vignettes, she sparks empathy
with the elderly, emphasising
the individual narrative continu-
ity of a person through the tem-
poral span of life.

In challenging ageism,
Hitchcock highlights the intellec-
tually impoverished discourse
that passes for arguments from
economic rationalism, utilitarian-
ism and a narrow view of human
rights that dominates in medi-
cine, politics and Australian soci-
ety. She argues the elderly are
depicted as homogenous aliens
outside of society.

The consequences of such
alienation are dire. There is the
insidious, seductive temptation
of weighing lives by their pro-
jected remaining extent in
some form of perverse moral
calculation dressed in the
Emperor’s new clothes of
rationality. Cogently, Hitchcock
observes that the pressures on
the elderly provide advanced
care directives can have
unwanted consequences, given
the significant complexity of
advanced care planning (such
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as confronting mortality, know-
ing what your future self would
want, knowing the nature of
the medical procedures you
are forgoing or not). Indeed,
there is a field of cognitive
neuroscience known has affec-
tive forecasting, popularised by
the leading researcher Dr
Daniel Gilbert, which has
coined the term “miswanting”
as a description in part of how
human predictions on what
people think they want differ
when they get closer to what
they thought they wanted.
Similarly, Hitchcock cor-
rectly observes that the older
person’s view of what consti-
tutes a good life may well dif-
fer from that of their younger
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selves, family members, physi-
cians and public intellectuals.
The wunique adaptability of
humans is such that even those
most frail can find joy and ful-
filment in what others might
view the quotidian and despite
considerable constraints.

There seem very few wrong
notes, which it may seem churl-
ish to mention in the context of
such well essayed points. As a
psychiatrist specialising in care
of the elderly, I would agree
with Hitchcock that there is
much that needs improvement
in the provision of humane
medical care in the person’s
home, in residential aged care
facilities, health services and
hospital. Hitchcock references
an extraordinary residential
aged care facility in the
Netherlands, built at immense
expense, staffed by community
volunteers and with the good-
will and resources of an entire
region: De Hogenwyk, which is
known as a beacon on the hill
of the most humane, person-
centred  care. However,
Hitchcock observes incorrectly
and irrelevantly that: “... there
is something creepy about the
notion that we need to con-
struct alternate universes -
Truman Show theme parks — to
contain the elderly” (p56)
Research into the design of
aged care facilities that has
shown that settings reminiscent

Hotel Realm
(Barton) Ph: (02) 6163 1888

of the youth of residents and
higher levels of skilled staffing,
together with smaller, more
homely or village environ-
ments reduce the incidence of
behavioural and psychological
symptoms of dementia as well
as improving anxiety and
depression levels. Facilities
such as De Hogenwyk are
designed for the well-being of
residents, not for the sensibili-
ties of external observers.

Eschewing nostrums and
simplistic ~algorithmic care
pathways, Hitchcock justly
calls upon society to fully
engage with the humanity of
being old. In this, she rightly
exhorts us to comprehensively
reconsider our health care for
the elderly. The ultimate inhu-
manity of much of the deraci-
nated system for health care for
the elderly is a damning indict-
ment of our collective societal
failure of engagement in enact-
ing life-long health care. It is
time for the alienation of the
elderly to end. As Hitchcock
wryly observes, we owe action
to our future selves, our chil-
dren and their children who
will likely live longer.
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Opinion: Open disclosure,

the future of legal apologies in Australia

Sara Hamdani

There are many
moments in a doctor’s
career where they may
make a mistake that
could adversely impact
a patient’s life and
wellbeing. Most doctors
would admit the most
difficult part about
making a mistake is
admitting it to the
patient and saying
you're Sofry.

However, previously doc-
tors were often warned by their
legal counsellors and lawyers to
avoid apologising to patients to
prevent medical litigation and
law suits from occurring. These
lawyers suggested that accept-
ing responsibility for the fault
would prompt the patients to
use this as primary evidence
against the doctors in a court.
Despite this, apologising for a
mistake you commit is the most
ethical and compassionate thing
to do to let the patient know
that you’re genuinely sorry. This
notion has now found its strong-
hold in medico-legal frame-
works around the world that
are now incorporating open
disclosure policies to allow doc-

tors to apologise for their errors
in a legally ‘safe’ environment.

The term open disclosure
itself has a broad meaning and
is defined by the Australian
Commission for Safety and
Quality in Health Care as the
“open discussion of incidents
that result in harm to a patient
while receiving health care.”
Open disclosure laws and poli-
cies have also found their place
in the legal contexts of other
countries such as the United
Kingdom and Canada. Hence
the common issues which arise
in the definitions used by
Australia and other countries
include the need to honestly
and openly communicate to the
patient and their family after an
adverse event has occurred.
The open disclosure standard
was devised and released in
2003 by Australian health minis-
ters. This resulted in Australian
states and territories integrating
the standard into their respec-
tive local health policies and
laws. In 2008, the Australian
health ministers subsequently
endeavoured to implement the
standard in all health care insti-
tutions around the country. The
standard has been incorporated
into the Australian Medical
Council’s Good Practice Guide
and is recognised by each state’s
Health Practitioner Regulation
National Law Act.

There are apology laws
implemented in each state and
territory which are not made
exclusively for open disclosure.
In other words, the laws vary in
the manner in which they exam-
ine the definition of open dis-
closure and expressing sorrow
and regret. Thus, open disclo-
sure is not a statutory law and
was devised through common
law, Wighton v Arnot. This case
involved a surgeon having sus-
picions about the patient’s nerve
injury in surgery. The court con-
cluded that open disclosure
may have enhanced the prog-
nosis and would have helped
the doctor avoid litigation due
to negligence. It has been re-
ported that the apology laws
are not uniform across the states
and territories, for example
apology laws in states such as
New South Wales refer to ex-
plicit statements of regret where
fault is not disclosed or inferred
whereas South Australian law
implicitly avoids admission of
fault. The current apology laws
allow doctors to admit they are
sorry but not why they are
sorry. Thus the ambiguity and
uncertainty of how to express
liability means doctors need
more legal protection and re-
forms that assure them they are
safe from litigation when admit-
ting fault.

The AMC Good Medical
Guide (s3.10) explicitly states

that doctors have a duty and
responsibility to report their

findings, including adverse
events to the patient through
open and truthful communica-
tion. The practice of open dis-
closure involves a number of
steps including: understanding
that an error has been made
and recognising the patient’s
emotions which can involve
anger and distress. The doctor
may be required to report the
case to the appropriate author-
ity and should review and iden-
tify possible strategies to pre-
vent the mistake from occurring
in the future. Thus, open disclo-
sure is an essential part of being
a doctor, primarily because doc-
tors need to exercise profes-
sional conscience. Open disclo-
sure should not be implement-
ed just to avoid litigation but
rather there are underpinning
ethical aspects as well
According to Fallowfield and
Jenkins (2004), open disclosure
has the effect of improving the
rapport between doctor and
patients, resulting in the cultiva-
tion of increased trust for the
doctor. Furthermore, the patient
has a right to understand the
event so that they can make an
informed decision about how to
continue their treatment, i.e.
patient autonomy and this goes
hand in hand with the patient’s
right to self-determination as
well. In addition, open disclo-

sure is beneficial for the doctors
themselves, as it provides a
form of cathartic medium where
they can remove some of their
guilt and be given support if
required. In this manner, the
doctor can evaluate their actions
and make changes if necessary
to improve the standard of their
care to future patients.

The views and perspectives
of patients and families involved
in open disclosure following
adverse events were examined
in a study conducted by Iedema
and colleagues. 23 participants
were interviewed and their
responses indicated that the
participants were satisfied that a
member of staff spoke to them
about the adverse event.
However, they had concerns
regarding the nature of the open
disclosure. For example, partici-
pants complained that the dis-
closure was not formal and was
often delayed in some cases. In
addition, participants felt they
were not provided with avenues
for support following the disclo-
sure consultation. Some partici-
pants were not provided the
chance to consult the doctor
involved in the actual adverse
event itself. Hence, these results
indicate that doctors need to
modify their apology in an
appropriate manner and pro-
vide follow up support.

... Continued page 9
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Opinion: Is a closer look appropriate at e-cigarettes

as a quitting strategy in pregnancy?

Dr Stephen Robson,
Australian National
University Medical
School, and Robert
Bryce, Flinders
University, Sturt Road,
Bedford Park 5042,
South Australia, ask.

Cigarette smoking rates

Estimates from Australia
suggest that about one woman
in seven smokes during preg-
nancy. This rate is similar to
overseas experience, and while
the prevalence of smoking var-
ies between countries there is
no evidence that smoking rates
in young women are decreasing
globally. Because studies that
rely on self-reporting underesti-
mate the number of pregnant
smokers, real levels of smoking
in pregnancy may be higher.
This is a major concern since
cigarette smoking is perhaps the
single most important avoidable
cause of adverse pregnancy out-
comes. Unfortunately, smoking
in pregnancy is more common
in women at social disadvan-
tage, including Indigenous Aust-
ralians. As well, exposure to
‘second-hand smoke’ may affect
other children in a family by
contributing to otitis media and
chronic middle-ear effusion,
childhood asthma, and lower
respiratory tract illnesses.
Quitting strategies

Despite universal acknowl-
edgement of the importance of
smoking cessation during or
ideally before pregnancy, data
regarding the success of ‘quit’
programs in pregnancy have
been disappointing. Pregnancy
motivates some women to

cease smoking, and as many as
40% of pregnant smokers quit
in the first trimester before
attending for antenatal care.
Women who quit in early preg-
nancy are likely to be a subset
of smokers with the best prog-
nosis, leaving the more “dedi-
cated” smokers as the subjects
of quit programs. It is difficult
to stop smoking and the major-
ity of smokers who attempt to
quit, whether on their own or
with assistance such as nicotine
replacement therapy (NRT),
will not be successful.

Nicotine
eplacement therapy

Finding better ways of help-
ing pregnant smokers to quit is
obviously a public health prior-
ity. Unfortunately, trials of NRT
in pregnancy yield disappoint-
ing results and the majority of
pregnant women who com-
mence NRT therapy in clinical
trials stop using the treatment
before completion of the trial.
Secondary analyses of such tri-
als show that those pregnant
women who actually use the
NRT reduce their cigarette use.
Systematic review suggests that
those smokers who switch to
NRT in pregnancy have decreas-
ed risks of preterm birth and
low birth weight compared to
those who continue to smoke.
Other data about neonatal out-
comes following NRT are a little
more difficult to interpret, since
many studies have not adjusted
for confounding factors associ-
ated with malformations.

E-cigarettes

E-cigarettes, sometimes
referred to as ‘electronic nico-
tine delivery systems’ (ENDS),
have become popular over the
last decade. The e-cigarette de-
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livers nicotine and flavourings
as a vapour that is inhaled by
the user: inhaling from an e-cig-
arette is colloquially referred to
as ‘vaping.’ Designed to repli-
cate smoking behaviour, e-ciga-
rettes are battery-powered de-
vices consisting of: a cartridge
that is filled with liquid nicotine,
a heating element, and some
supplemental electronics. E-cig-
arettes differ from other forms
of NRT because they simulate
the hand-mouth repetitive
motions of cigarette smoking,
and provide the visual cue of
steam vapour that is similar to
smoke. A recent randomised
trial has reported that e-ciga-
rettes are at least as effective as
other forms of NRT in non-preg-
nant smokers, but seem to have
higher rates of compliance pre-
sumably due to their similarity
to the act of smoking.

E-cigarette cartridges typi-
cally contain nicotine, glycer-
ine, propylene glycol, and
tobacco flavouring. The great-
est volume of cartridge solution
is usually propylene glycol. In
some cases other contaminants
such as diethylene glycol (a
recognised carcinogen) have
been identified in a small num-
ber of e-cigarette cartridges but
such contaminants probably
arise from use of impure pro-
pylene glycol.

In contrast, smoke from
tobacco cigarettes contains
many hundreds of potentially
carcinogenic chemicals, includ-
ing volatile organic compounds
(VOCs), polycyclic aromatic
hydrocarbons (PAHs), and
tobacco-specific N-nitrosamines
(TSNAs). On balance, studies of
the vapour from e-cigarettes
are reassuring when compared
to traditional cigarettes. The

amount of total TSNAs isolated
from an e-cigarette is approxi-
mately the same as that in other
nicotine products. A review of
the relevant literature found
that e-cigarettes have either
low or undetectable levels of
particulate matter, trace metals,
VOCs, PAHs, and TSNAs when
compared to cigarette smoke.

E-cigarettes appear to have
a nicotine pharmacokinetic pro-
file roughly equivalent to nico-
tine inhalers. Although early
versions of e-cigarettes were
found to deliver nicotine unpre-
dictably, more recent studies
reported that refill solutions
were labelled accurately and
contained consistent nicotine
concentrations. The amount of
nicotine delivered to the circula-
tion is less than occurs with
smoking a conventional ciga-
rette. Serum concentrations typi-
cally peak at 1.3 ng/mL after
vaping an e-cigarette for about
20 minutes, compared to 2.1
ng/mL 30 minutes after using a
nicotine inhaler, and up to 13.4
ng/mL after 15 minutes of smok-
ing a tobacco cigarette.

In summary, e-cigarettes
appear to be a safer alternative
to conventional smoking and
they deliver a similar quantity
of nicotine and have compara-
ble toxicity to nicotine patches.
While there appears to be a
small potential for harm from
nicotine exposure in pregnan-
cy, the potential is less than
continued smoking. For all of
these reasons, D L Palozollo
writing on “electronic cigarettes
and vaping: a new challenge in
clinical medicine and public
health” in a literature review in
Front Public Health 2013 has
concluded that:

“Compared to the harmful
effects of smoking, these studies
suggest that vaping could be
used as a possible barm reduc-
tion tool. There is evidence sup-
porting e-cigarettes as an aide
for smoking cessation, at least
as successful as currently-avail-
able FDA-approved NRTS.”

In Australia and New Zeal-
and, e-cigarettes are regulated
as pharmaceuticals if they are
promoted for human therapeu-
tic use — that is, smoking cessa-
tion. Nicotine itself, when used
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for non-therapeutic purposes,
is captured under Schedule 7 of
the SUSMP as a ‘dangerous poi-
son’ and state- and territory-
based legislation require a per-
mit to possess, purchase, or
otherwise deal with it. Some
states and territories also have
tobacco control legislation that
prohibits the sale of products
that ‘resemble tobacco prod-
ucts, and increasingly e-ciga-
rettes that resemble pens or lip
gloss are being marketed to
avoid being captured by tobac-
co control regulations.
Pregnancy is a special situ-
ation where there is a limited
window to reduce the risk of
harm to the fetus. The availa-
ble data suggest that e-ciga-
rettes have a risk profile very
similar to that of currently
available forms of NRT, but
that trial participants are more
likely to use them because of
the similarities to conventional
smoking. The best evidence
we have is that NRT is safer
than continued smoking, cer-
tainly for women who smoke
more than five cigarettes a day
in pregnancy. At the moment,
searches of the major Australian
and international clinical trial
registries reveal no trials of
e-cigarettes in pregnancy:
indeed, pregnancy is usually
high on the list of exclusion
criteria for such clinical trials.
A number of health bod-
ies, such as the British Medical
Association (BMA), stand
against the free availability of
e-cigarettes, and the Australian
Medical Association (AMA) has
expressed concerns that e-cig-
arettes might be an “entry into
smoking, not necessarily ... an
exit from smoking.” Arguments
put forward are that e-cigarette

usage might increase rates of
cigarette smoking by attracting
new recruits and reducing the
success of quit attempts, a situ-
ation referred to as ‘renormal-
ising smoking.’ Other objec-
tions have even been based on
the fact that explosions of the
heating mechanisms in e-ciga-
rettes have been reported and
that fire might be a theoretical
risk. However, in Australia
alone, an average of 14 people
die from fires associated with
smoking every year, and smok-
ing is associated with more
than 4500 fires each year,
including perhaps 7% of all
bushfires.

Ethics committees are likely
to be hesitant to approve trials
of e-cigarettes in pregnancy,
but an important first step
might well be observational
studies. There are few pub-
lished clinical trials of e-ciga-
rettes at present, and at this
time e-cigarettes do not appear
to have gained licensing app-
roval as a therapeutic good, a
situation that might present a
barrier to trials. However, in
light of this gathering informa-
tion perhaps it is time to take
look to e-cigarettes in clinical
trials during pregnancy. Should
they prove to be an acceptable
and safe harm-reducing alter-
native to tobacco cigarette
smoking for the duration of
pregnancy, the benefits to
babies and the health system
will be worth it.

References are available from
Dr Robson on request. This
article has been edited with
permission, from the original
article to be published in the
near future in ANZJCOG and

Open disclosure...continued

...From page 7.

The perspectives of health
professionals were also encap-
sulated in a national cross sec-
tional survey performed by
Studdert, Piper and Iedema.
The study surveyed 51 doctors
who have had experience with
open disclosure. The wvast
majority of doctors agreed that
open disclosure is the correct
thing to do. However, many
were concerned with potential
medico-legal risks whilst others
felt they did not have sufficient
education and training to deal
with open disclosure.

The barriers to disclosure
can be classified on a number
of levels, for example on a per-
sonal level, Fallowfield and
Jenkins (2004) classify the pri-
mary barrier as the doctor’s fear
of being embroiled in medical
litigation and the effect this
may have on their reputation/
character and financial status.
Allan and Munro (2008) used
other levels such as intra-
personal, organisational cultur-
al, meta and professional levels
to classify other barriers. For
instance, on an intrapersonal
level, doctors may lack confi-
dence in their ability to per-
form open disclosure compe-
tently. Furthermore, on a pro-
fessional level, Allan and Munro
(2008) explain how doctors do
not really understand the rea-
sons behind open disclosure
and how important it is for
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their patients. This follows on
to an argument which has
already been encountered in
the Studdert, Piper and Tedema
study, that doctors believe they
have not acquired the neces-
sary skills and training to per-
form open disclosure. They are
often unsure and confused
about how to approach open
disclosure.

Hence, there are many bar-
riers to disclosure, particularly
from the health professional
point of view. This means there
needs to be reforms and im-
provements in the open disclo-
sure standard to encourage
more doctors to participate in
open disclosure with confi-
dence and capability. From the
patient’s perspective, follow up
support was often not provid-
ed, which means this needs to
be incorporated as a key com-
ponent of the standard. From
the doctor’s point of view, edu-
cation and training regarding
how to approach open disclo-
sure could be implemented in
healthcare institutions. Further-
more, there is a strong need for
evidence based practice in the
future of open disclosure. This
involves using surveys and
interviews based on scenarios
to understand the patient’s
needs and preferences and
determine the best method of
delivery. In addition, legal
reforms to the standard could
be introduced to increase legal

Contact: Capital Cardiac Centre — Suite 1, Level 1, National Capital Private Hospital

Cnr. Glimore Crescent & Hospital Road, Garran ACT 2605
Ph: 02 6222 6613 Fax: 02 6222 6659

protection is sufficient for doc-
tors who fear what they say
will be used against them. This
means there should be consist-
ency in apology laws across all
states and territories regarding
statements admitting fault and
regret. Moreover, open disclo-
sure should be integrated in
the federal health care system
and contracts which would
greatly increase doctor’s com-
plying with the practice.

In conclusion, Australia is
one of the leading countries in
open disclosure  policies
through its implementation of
the open disclosure standard.
The standard has greatly im-
proved the view and practice of
open disclosure between health
professionals such as doctors
and patients. Despite this, many
barriers to disclosure exist and
need to be targeted through a
number of improvements and
reforms. These reforms aim at
allowing doctors to understand
the legal and ethical undertones
in open disclosure and improve
their compliance with the stand-
ard. This ultimately ensures
continuity of care and ensures
the patient receives the best
healthcare possible.

Sara Hamdani is a

year 3 student at the ANU
Medical School.

References are available on
request from the author.
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amount. Medicare rebates only increased by 1.7% per year.

This is why your Medicare rebate is worth less every year.

Concerned? Talk to your local Federal MP.
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By Dilini Hemachandra

The debate of

whether cannabis
should be legalised for
medical use in Australia
has been a long drawn
out one.

Currently it is illegal to pos-
sess or trade cannabis in Aust-
ralia as it is labelled an illicit
substance. However, there is
mounting support in Australia
to see this changed. It can be
assumed that this support will
only increase as many other
countries worldwide change
their laws to legalise medical
cannabis.

But, with much of the
research on cannabis focusing
on its association with serious
health risks and with very little
understanding of how canna-
bis may cause these changes, is
it too much of a risk to jump
on this bandwagon?

Cannabis is the most widely
used recreational drug world-
wide; its use second only to
alcohol use in the Western
world. Even in Australia, despite
being illegal, the Australian
National Drug Strategy House-
hold Survey found that recent
and lifetime cannabis use in
people in Australia aged 14 and
over was the highest among
illicit drug use, at 10.2% and
35%, respectively.

The alteration in mood or
the feeling of ‘high’ is attributed
to the main active cannabinoid
in cannabis, delta-9-tetrahydro-
cannabinol (THC). However,
cannabis contains over 400
chemical substances, of only
about 60 of which fall into the
cannabinoid category responsi-
ble for its effects on movement,
emotion and impairment of
memory and cognitive function.

Due to this vast variety, while
cannabis has been widely stud-
ied, we still do not have a clear
understanding of how it affects
the body and what it’s short or
long-term effects are. Though
this may not be of primary
importance to those suffering
from a terminal condition, those
that may use it for non-terminal
illnesses may be put at harm by
prescribing cannabis as a treat-
ment.

Cannabis use has long
been associated with psychotic
disorders such as schizophre-
nia. Studies have suggested
that cannabis use increases the
risk of developing psychosis
and those with a predisposi-
tion to psychotic disorders are
especially sensitive to its
effects. A study by Solowij et
al. has also shown that heavy
cannabis use can reduce cere-
bellar white matter volume to
that seen in schizophrenia.
Changes like this, especially in
the central nervous system,
raise special concern for can-
nabis use in children and ado-
lescents, who are undergoing
constant brain development
and differentiation of higher
cortical centres. Recently, can-
nabis has also been linked to
cardiovascular changes and
stroke. Cannabis consumption
has been suggested to trigger
adverse cardiovascular events
such as angina, myocardial
infarction and tachyarrythmias,
while the risk of stroke is
thought to be associated with
its effects that alter cerebral
autoregulation and lead to pos-
tural hypotension, vasospasm,
cerebral vasoconstriction syn-
drome, vasculitis, and atrial
fibrillation.

Despite being illegal, can-
nabis is already used by peo-
ple for medical purposes. For
example, it is used by 10-15%
of patients with multiple scle-

rosis to reduce spasticity and
non-cancer type chronic pain.
Various studies have supported
that cannabis can relieve
peripheral, post-traumatic and
Human  Immunodeficiency
Virus (HIV) induced neuro-
pathic pain. Furthermore, stud-
ies have also suggested a syn-
ergistic interaction with opioids
and cannabinoid  systems
which can enhance the analge-
sic effects. However, these
results should not be looked at
in isolation from the rest of the
knowledge we have about can-
nabis when changing or mak-
ing new legislation to legalise
cannabis for medical purposes.

According to the current
laws in Australia, it is illegal to
use cannabis as a medicine. In
the Australian Capital Territory
(ACTD) it is illegal to sell, sup-
ply, cultivate or possess any
quantity of it. Minor offences
regarding cannabis is already
decriminalised in the ACT and
can be dealt with by a civil
penalty such as a fine. The
recent Drugs of Dependence
(Cannabis Use for Medical
Purposes) Amendment Bill
2014 by Greens’ member, Mr
Shane Rattenbury seeks to fur-
ther permit the use of cannabis
for medical purposes to miti-
gate symptoms not only in ter-
minally ill patients, but also in
those suffering from several
listed conditions such as can-
cer, multiple sclerosis and epi-
lepsy, as well as, any other
medical condition or treatment.
Under this amendment, an
approved person can also
apply for a licence to cultivate
cannabis for medical purposes.
This bill ignores the facts that
there are no established dose-
response data by which to
guide therapy and that differ-
ent cannabis preparations and
parts of the cannabis plant
carry widely varying cannabi-

noid concentrations that can
lead to variations in its effects.
Furthermore, it ignores the
effect this could have on eligi-
ble patients with existing psy-
chological disorders.

As an already widely avail-
able illicit drug, legalising can-
nabis will complicate control-
ling its access only to those
who need it medically.

Ethically, doctors will also
have to face the probability that
prescribing a poorly understood
medication with known adverse
health risks may breach the
Hippocratic oath of ‘above all
do no harm’ to the patient.
Therefore, to minimise the
potential risks to the society
and to get a better grasp of its
effects, cannabis should under-
go the same rigorous testing as
other medical products where
its efficacy, dosage and side
effects are compared to current
medications, before it is legal-
ised for medical purposes.
Furthermore, since cannabis

plant preparations significantly
vary in cannabinoid concentra-
tions, channels should be estab-
lished to provide people with
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Videocapsule endoscopy
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Laparoscopic biliary surgery
Laparoscopic hiatus hernia and antireflux surgery

cannabis that is quality con-
trolled to allow for unequivocal
dosing and effect.

Like any other drug, canna-
bis carries both positive and
negative effects. Despite the
many studies supporting the
negative impact of cannabis on
health, it may not be ethical or
even humane to deny the posi-
tive impact of cannabis to those
who most need it. However, at
this point in time, we do not
possess enough information
about the effects of cannabis on
our health to make an informed
decision, especially with regards
to non-terminally ill patients.
This lack of knowledge can
only be combatted with further
research into understanding the
effects of cannabis, so that we
can make a decision that carri-
ers the least adverse conse-
quences to society.

Dilini Hemachandra
(BBiomedSc) is a year 3
student at the ANU Medical
School.

References available on request
[from the author by emailing:
u5381494@anu.edu.au
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Immunisation and family payments - “No jab, no pay”

policy announced by the Feqeral

In responding to the
Government’s new
announcement to
encourage parents to
routinely ensure their
infants and children are
immunized, the AMA
reiterated to the
community that routine
infant and child
immunisation is a
proven, cost effective
public health measure
that reduces the spread
of communicable
disease.

Dr Brian Owler is respond-
ing to the Government’s initia-
tive reminded that routine imm-
unisation protects the broader
community, particularly infants
who are too young to be immu-
nised, and those who are immu-
no-compromised.

“Vaccination is probably
the most effective public health
measure that we have. That’s
why childhood immunisation
is well funded by Governments,
Dr Owler said.

“The fact that we heard
about vaccine preventable deaths
illustrates the important public
health issues.

“Data from the Australian
Childhood Immunisation Reg-
ister shows that there has been
a significant increase in the
number of children who haven’t
been vaccinated.

“The Government, and the
Opposition, understand that we
must have high immunisation
rates for the good of the com-
munity.

“The “No jab, no pay” poli-
cy is another mechanism, or

another lever to use, to try and
get the vaccination rates up.

“It's not going to reach all
families, but it's a step in the
right direction to ensure that
our children are protected from
preventable disease.

“It’s important that parents
understand the benefits of imm-
unisation.

“It’s also important for par-
ents to be across the potential
risks, which is why it’s best to
discuss this with their family
doctor who can properly assess
the child and determine wheth-
er immunisation is unsuitable.

“Immunisation is something
families can plan for, and book
an appointment with their family
doctor at a time that is conveni-
ent for them. This means that the
doctor can make a plan for catch
up where kids haven’t had their
vaccinations according to the
schedule,” said Dr Owler.

Background

® Currently, Family Tax
Benefit Part A Supplement,
Child Care Benefits and
Child Care Rebates are only
paid to the families of
children who are fully
immunised, or have an
approved exemption —
being medical grounds or as
a conscientious objection.

B Documentation confirming
an exemption must be
completed by an
‘immunisation provider’ or
doctor. This requirement
provides an opportunity for
health professionals to
engage with parents who
may not fully understand the
benefits of immunisation.

B The Government has ann-
ounced that it will now
restrict the exemption to
medical conditions and for
religious beliefs.

A religious objection will
only be available where
the person is affiliated with
a religious group where
the governing body has a
formally registered
objection approved by the
Government (noting that
no mainstream religions
had registered vaccination
objections with the
government).

AMA immediate past
president, Dr Steve
Hambleton was quoted in
2013 as saying “rather than
an outright ban (on
enrolment to childcare or
preschool), the AMA is
more supportive of
measures that oblige
parents to supply full
documentation of their
child’s immunisation status
before they are allowed to
attend school”.

Data does indicate that the
number of children with a
formally recorded
conscientious objection has

Government

increased from 4,271 in
1999 to 30,880 in 2012.
This increase may be partly
explained by the
introduction of the ACIR
(which routinely records a
child’s immunisation
status), as well as the
stricter requirements for
immunisation in relation to
eligibility for some social
welfare payments.

The National Health Perfor-
mance Authority Healthy
Communities:
Immumnisation rates for
children in 2012—13 report
found that while
conscientious objection
was growing, there were
also growth in the number
of children falling behind
the immunisation schedule.

However, the increase in
children with a formally
recorded conscientious
objection does not fully
explain the number of
children with incomplete
immunisation records. It

How would you know if you bought
an unsuitable life insurance product ? £

seems likely that many
children have simply fallen
behind the immunisation
schedule. Checking a
child’s immunisation status
as part of the school
enrolment process provides
an opportunity for children
to be referred on for
appropriate catch up.

Following on from the ‘no
jab no play’ campaign in
2013, NSW Government
introduced legislation
allowing children to be
excluded from preschool
and childcare if their
immunisation status was
not up to date. It is not
clear how many facilities
have taken up this
approach. There have been
some concerns that
excluding children from
preschool punishes them
for a decision made by
their parents/carers.
Financial disincentives (ie.
withholding Family Tax
Benefit payments) could be
seen in a similar light.
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Opinion: No Jab, no pay: a step in the right direction

By Georgia Clare

Vaccination is not about the individual choice to protect yourself or your
family, it is about a society collectively protecting its most vulnerable
members. It simply does not work if those who are healthy enough to be
vaccinated fail to do so on anything other than serious medical grounds.
This is because there are people who are genuinely unable to receive
vaccinations. Newborns, people undergoing chemotherapy and other
at-risk members of society should be able to rely on the herd immunity
provided by the rest of the (duly vaccinated) population. This is

increasingly not the case,

Vaccination is a classic col-
lective action problem as out-
lined by Mancur Olson Jr in
"The Logic of Collective Action"
(1965). Olsen argues that ind-
ividuals in a society working
towards a common goal; i.e.
herd immunity, will be incentiv-
ised to “free ride” if the society
is working to provide public
goods. It is thus rational for an
individual to conscientiously
object to vaccination if they are
confident they will be protected
by the rest of society. They will
still be able to obtain the public
good without absorbing any of
the perceived risks.

The perceived risks in ques-
tion are a gargantuan repercus-
sion of competing drug compa-
nies preying on the fear sur-
rounding a medical unknown,
the unprecedented rise in rates
of autism since the 1990s, to
stamp out competition and
increase profits.

A fraudulent study commis-
sioned by one such drug com-

and you’re probably wondering why.

pany, published in reputable
British Medical Journal "The
Lancet" in 1998 linking the MMR
vaccine to autism essentially
spawned the powerful anti-vac-
cination movement.

The article was later retract-
ed for being “utterly false” and
the author, Andrew Wakefield,
was found to have been paid
more than £400 000 for its pro-
duction, in the hope of spurring
a wave of lawsuits based on the
MMR vaccine being unsafe.
While Wakefield was stripped
of his medical licence and pub-
licly denounced by the coun-
try’s General Medical Council
chair, Dr. Surendra Kumar for
“bringing the medical profes-
sion into disrepute”, a combina-
tion of celebrity endorsements,
bad science and general fear of
the unknown ensured the dam-
age was done.

While it may be rational for
an individual to choose not to
vaccinate if they are confident
all others in the group will offer

protection, gaping holes in this
logic appear when 39000 other
people are thinking the same
thing. This is the number of
under 7 year olds who are not
fully vaccinated on the grounds
of their parents being ‘conscien-
tious objectors’. This is the
cause of over one hundred peo-
ple contracting measles at Dis-
neyland in a country where
measles was officially declared
dead in 2002. This is the cause
of a Western Australian new-
born succumbing to whooping
cough in March this year. This is
exactly the collective action
problem.

For those of us being put at
risk by these conscientious
objectors, there is a light at the
end of the tunnel. Olsen also
posited that individuals will
not “free ride” in groups in
which benefits are only provid-
ed to active participants. This is
why the policy dubbed ‘No
Jab, No Pay’ announced with
bi-partisan support is so impor-

tant. In a world first, parents of
unvaccinated children will be
denied up to $15000 in child
care and family tax benefits per
year.

Starting 1 January 2016, the
conscientious objector exem-
ption category will be removed
from child care and family tax
forms. While medical and reli-
gious exemptions will remain
available, the religious exemp-
tion has been significantly tight-
ened up. People seeking to rely
on this exemption will need to
prove not only that they are
affiliated with a religious group
but that the governing body of
that group has a formally regis-
tered objection approved by the
Government.

While conscientious objec-
tors have spoken out against
the “harsh” policy, is simply the
latest in a long serious of
attempts to manage “free riders”
in our society. Compulsory third
party insurance exists to deter
drivers from “free riding” on our
roads. Why should the protec-
tion of society’s most vulnerable
members from preventable dis-
eases be any different?

It is interesting to note that
there is far less opposition by
conscientious objectors to the
tetanus vaccination than other
vaccinations. Tetanus is trans-
ferred through bacteria in soil
directly to individuals and thus
herd immunity does not offer
any protection. This seems to
solidify the fact that these “free

riders” are in many cases know-
ingly taking a half-hearted
approach to the condemnation
of vaccinations. They are against
vaccinations when they presume
they have the protection of herd
immunity. The argument raised
by some that the ‘No Jab, No
Pay’ policy is an encroachment
on civil rights undeniably loses
traction in light of this evidence.

The introduction of the ‘No
jab, no pay’ policy, is certainly
not the complete solution to
the problem. Many of the con-
scientious objectors are aftlu-
ent, educated people who
would not receive the benefits
in question anyway. What it is,
however, is a step in the right
direction. The first attempt by
government to send a general
message of disapproval to
those putting the rest of our
community at risk. This, com-
bined with widespread com-
munity backlash culminating in
prominent US anti-vaccination
campaigner having her Sydney
and Melbourne shows can-
celled is cause for hope. Hope
that the tide is turning against
anti-vaxxers. Hope that deaths
from preventable diseases
become a thing of the past
once again.

Georgia Clare is a penultimate
year Law (Hons)/Science
student studying at the ANU
with a particular interest in
public bealth.
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Clinical case study: DEXA

(Dual Energy X-Ray Absorptiometry)

4.74 million Australians over 50 (66% of people
over 50) have osteoporosis or osteopenia.*

22% have osteoporosis and 78% have osteopenia.

By 2022 an estimated 6.2
million Australians over 50 will
have osteoporosis or osteo-
penia.

In 2012 there were 140,822
fractures that occurred as a
result of osteoporosis

The total direct cost of frac-
tures over the next 10 years is
estimated at $22.7 billion.

Age, previous fracture and
BMD are the strongest predic-
tors of fracture risk. 30 -50% of
women and 15-30% of men
over 50 will experience an
osteoporotic fracture.

Osteoporosis can be diag-
nosed and managed to reduce
fracture rates, and in many
cases could be prevented.
However osteoporosis remains
under-diagnosed, even when a
fracture has occurred.”

Men are disproportionally
diagnosed at a later stage than
women, an imbalance hypoth-
esised to be due to patient and
doctor delays in recognising
and diagnosing the disease. An
estimated 80% of men are una-
ware that they are at risk of
breast cancer, compounding
delays in diagnosis and con-
tributing to social stereotype as
a female disease.

An estimated 40% of women
diagnosed with breast cancer
utilise internet resources for
information regarding their diag-
nosis and cancer is one of the
top two diseases researched on
the internet in America. A trend
towards obtaining health infor-
mation from the internet reflects
many perceived benefits includ-
ing the ability to access informa-
tion in private, compare multiple
sources, seek out support groups
or online communities and find
a range of plain and technical
language information.

Due to the perception of
breast cancer as a female dis-
ease, male patients risk losing
their sense of masculinity and
ultimately feeling isolated in
their experiences and risk be-
coming disengaged with their
treatments and health care. In

DEXA

DEXA measures the relative
attenuation of x-rays at 2 differ-
ent energies and corrects for
soft tissue attenuation. The
study provides an area density
for calcium content in g/cm2
and has a precision of 0.5-1.5%.

The study takes approxi-
mately 15 minutes with two
regions assessed, usually the
hip and lumbar spine. The radi-
ation dose is extremely low.

The derive BMD is refer-
enced against normal data (from
the Geelong OP study and Hong
Kong for Asian patients) giving a
T score (SD above or below the
young reference) and a Z score
(SD above or below an aged
matched standard).

WHO classifies Osteopor-
osis as a T score <-2.5, osteope-

20006, Brain et al. reported that
25% of men diagnosed with
breast cancer suffer significant
psychological distress associated
with their diagnosis and recom-
mended improvements be made
to the information and support
offered to male patients.

Male patients who use the
popular Google search engine
to search for the term “Breast
Cancer”, without specifying
gender, will find seven well rec-
ognised cancer-related organi-
sations on the front page. Of
these, three are predominantly
pink webpages with dominant
female imagery. Another web-
site is predominantly purple but
again features images of females
and only offers a women-only
support group. Men who perse-
vere with the female-targeted
National Breast Cancer Foun-
dation (NBCF) will find a link to
a documentary called “Shades
of Pink Doco” which includes a
single story of a man with
breast cancer and an appeal for
men to join a research register
to contribute to male breast
cancer research.

Only two of the seven web-
sites addressed male breast can-
cer in more than one line. The
Breast Cancer Network of
Australia (BCNA), represented
by the feminine “pink woman”
silhouette, offers a section on
male breast cancer with informa-
tion regarding management and
coping with the diagnosis before
providing links to four American,

nia as a T score -1.0 to -2.5 and
normal as >-1.0.

The highest risk category is
osteoporosis. However the
absolute numbers are greater
for the osteopenic group and
fracture risk determination
should include BMD and clini-
cal risk factors.

FRAX, the fracture risk
assessment tool introduced by
the WHO in 2008 estimates the
10 year probability of fragility
fracture in untreated patients
40-90 years of age based on hip
BMD and a range of clinical risk
factors. US data suggests that
treatment is cost effective from
2.5-4.7% in women and from
2.4-4.9% in men, mostly based
on 5 years of bisphosphonates.
The absolute risk is lower for
which first line treatments are
cost effective.

Dr Jobn Connors
MBBS, FRANZCR
Canberra Imaging Group

two UK and two Australian
based organisations. BCNA also
offers a private online support
network for men with breast
cancer; however these links are
not well-highlighted and appear
lost amongst photos of women
and links to female networks.
The design of the Australian
Government’s Cancer Australia
website is significantly more
male-friendly in terms of its
content, language, gender-neu-
tral colour scheme and image-
ry and has the added benefit of
being Australian based with
links to local information and
support. The male breast can-
cer section provides extensive
information addressing male
concerns including libido,
body image, mental health and
treatment options. This male-
specific information aims to
assist men dealing with anxiety
and fear of their disease
through its acknowledgement
of these gender-specific issues.
Men who search Google for
the gender specific “Male breast
cancer” will find only one pink
website (BCNA) in the top 10
search results. The remaining
front-page search results are a
mixture of Australian and Amer-
ican sources and offer a wide
range of basic and in-depth
information regarding signs,
symptoms, diagnosis, treatments
and outcomes on neutral-col-
oured backdrops with specific
acknowledgement of male pat-
ients. Despite many websites
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suggesting male patients seek
support networks, BCNA and
CA are the only sites in Google’s
top 10 results to provide links to
Australian resources and coun-
selling. The same search also
returns a Sydney Morning Herald
article detailing Former New
South Wales Premier Nick Grein-
er’s experience with breast can-
cer and makes for an enlighten-
ing read, going some way toward
raising awareness and reducing
a male individual’s sense of iso-
lation in their diagnosis.

There is a well-recognised
gender bias in the understand-
ing of treatment for male breast
cancer. The current basis for
surgical and medical treatment
is derived from female breast
cancer, including the use of
tamoxifen in oestrogen receptor
positive cancers with little
research specifically evaluating
its use in male patients. The
limited nature of this evidence
and delays in diagnosis may
contribute to the reduced 5 and
10 year survival rates of males
(85% and 76%) relative to
females with breast cancer (89%
and 83%)1 and is evidence of
the need for further research
into male breast cancer.

Australian men diagnosed
with breast cancer face a sig-
nificant psychological battle
with a diagnosis that is typi-
cally reserved for women.

Health care workers and
medical services for breast can-
cer are skewed towards female

patients. Navigating online infor-
mation and support services is a
confronting experience for male
patients due to the large propor-
tion of pink-themed webpages
with female imagery, pronouns
and testimonials. With only
around 100 diagnoses annually
in Australia, many medical staff
will never treat a male breast
cancer patient, but it is important
for the psychological well-being
of male patients that they are
treated with compassion while
navigating a potentially emascu-
lating diagnosis. For this reason
it is important that health care
workers are better educated in
the challenges male patients face
while engaging them in their
own care.

The near-ubiquitous availa-
bility of modern internet access
makes the internet a convenient
tool for Australians to access the
health information and support
they need in a private, timely
manner. As described here, there
is limited online information and
support available for men with
breast cancer in sharp contrast
to the readily available female-
oriented pages. There is a recog-
nised need for more male-target-
ed online information and for
more research into male breast
cancer to begin to close the sur-
vival gap between the genders.

Allirra Selkirk is a

year 4 student at the ANU
Medical School.

References available on request
from the author.
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ACT PHN is well placed to
build on current ACTML work
in the six priority areas identi-
fied for PHNs by the Australian
Government, namely mental
health, Aboriginal and Torres
Strait Islander health, popula-
tion health, health workforce,
eHealth and aged care.

The ACT PHN Blueprint,
which sets out the approach to
new ways of working in the
future, has been endorsed by
ACT Government, AMA ACT,
NSW/ACT Faculty of the RACGP,
the Health Care Consumers
Association of the ACT and ACT
Council of Social Services.

ACT PHN will be informed
by both community and health
professionals through a Comm-
unity Advisory Council and
Clinical Council.

ACT PHN will have four
areas of focus:

Better health — continuing
to analyse the health
needs of Canberrans,
particularly of our most
vulnerable populations,
and continuing to identify
and address service gaps.

Better care — developing
new or improved models

Medicare:

29-31st May, 2015, Brisbane

of care, improving
coordination across the
primary care sector and
with hospitals, and
developing health
pathways and inter-
professional collaboration
tailored to the needs of
individual patients.

Better supported
workforce — supporting
health professionals to
improve productivity,
providing access to
tailored educational
opportunities, promoting
the value of general
practice and developing
leadership capability.

Better value — reducing
unnecessary duplication,
leveraging investment and
brokering public-private
partnerships in service
delivery, and stimulating
market responsiveness to
fill service gaps.

A Special General Meeting
(SGM) of ACTML members will
be convened in the evening of
4 June 2015 in order to consider
a proposed new Constitution

Given the ongoing debate in Canberra over the
Government’s proposed Medicare changes —
including the infamous GP co-payment model —
the theme is timely and appropriate. Policy
sessions at Conference this year will explore the
core areas and ideals that underpin the medical
profession and the health system.

B Funding Quality General
Practice — Is It Time for
Change?

B Quality public hospital
services: funding capacity
for performance

2015

AMA National Conference

m Waste not, Want not:
Ethics, Stewardship and
Patient Care

B General practice training —
the future is in our hands

) . . ..
4__‘. Medicare: midlife crisis?
29-31 MAY 2015 | BRISBANE
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for the company. This new
Constitution will be based on a
simplified and amended version
of the current ACTML Consti-
tution. While this is not essential
in order for us to enter into con-
tractual arrangements with the
Department of Health to be-
come the ACT PHN, it will ena-
ble us to:

align the company more
closely to the
Government’'s PHN
requirements e.g.
enshrining a new Clinical
Council and a new
Community Advisory
Council as the Board’s pre-
eminent advisory structures

introduce a new company
name

streamline and remove
some of the redundant
clauses in the current
Constitution.

Members will be advised
shortly on the details of infor-
mation sessions to be held in
early May to provide a full
explanation on the new Con-
stitution and key differences
from the ACTML Constitution,
as well as provide more detail
about the operations of the
ACT PHN and what this means
to you.

The ACTML Board hopes
that as many members as pos-
sible will be able to attend
these sessions and the SGM to
consider the new Constitution
and take an active interest in
the transition to the ACT PHN.

Dr Martin Liedvogel is the ACT
Medicare Local Chair and a
Canberra GP

midlife crisis?

B Key AMA Public Health
advocacy — local and
global
The AMA is honoured to

have former Prime Minister,

the Hon Julia Gillard, as Guest

Speaker for the Leadership

Development Dinner.

Find out morve at ama.com.
au/nationalconference or
contact us via email natcon@

‘%l
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Proposed Murray-
Darling medical school
will cause more
problems than it solves

The Australian Medical
Students’ Association
(AMSA) continues to
oppose the proposed
development of a new
medical school in the
Murray-Darling region.

AMSA believes that regu-
lating the total number of
medical students is essential to
maintain quality clinical teach-
ing and excellence of medical
graduates, and to avoid over-
whelming Australia’s capacity
to train doctors.

“This is ultimately an issue
of patient safety — increasing
the number of junior doctors,
while compromising the qual-
ity of their education and train-
ing, poses a significant risk to
public health,” AMSA President,
James Lawler said recently.

“Australian medical schools
must provide students with
suitable exposure to an exten-
sive range of medical special-
ties and clinical settings includ-
ing public hospitals, rural clin-
ics, community health care
facilities, and general practice,”
Mr Lawler said.

"There are already ten med-
ical schools between New
South Wales and Victoria; open-
ing another one when there
isn’t sufficient capacity for hos-
pitals to provide junior doctors
a high-quality clinical educa-
tion would be irresponsible.

“Before this proposal can
be legitimately entertained,
there must be substantial evi-
dence provided showing there

is capacity to appropriately
train these students.

“Increasing the number of
medical schools without in-
creasing the available training
positions for internships and
beyond would cause massive
problems.

“AMSA recognises the rural
workforce shortage in medi-
cine, but an additional medical
school will, paradoxically, com-
pound the problem.

Mr Lawler said it is impor-
tant to remember that medical
training does not begin and
end with medical school.

“Medical graduates fresh
out of university still have years
— in some cases, more than a
decade — of training in hospi-
tals ahead of them before they
are fully-qualified doctors,” Mr
Lawler said.

“Increasing the number of
students entering medical sch-
ool will not currently translate
to an increase in the number
of fully qualified doctors in the
Australian health workforce.

‘We are now well aware
that the issue is beyond medi-
cal school admission, and into
the post-graduate training pipe-
line. But this is a short-sighted
approach.

"It would be far more pro-
ductive for the Government to
invest in rural vocational train-
ing positions to increase the
number of doctors working in
our rural communities."

AMSA encourages Charles
Sturt University and La Trobe
University to reconsider their
proposal for a new medical
school.

CENTRE

BRINDABELLA
HEARING & SPEECH

CAPACITY & CONVENIENCE

v' 7 full-time Audiologists

v 5 full-time Speech-Language Pathologists

v 4 convenient locations

6281231 1 e rnetet e

ech.com.au

i
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Live your legacy: Bring your philanthropic plans forward

and involve your family

By Michelle Gianferrari,
Partnership Executive —
Perpetual Private

Involvement in
philanthropy can come
about for many
reasons, often a
combination of
personal and financial
motivations. However,
there are particular
factors which
predispose medical
professionals to
becoming impactful
philanthropists.

Your daily work as a medi-
cal practitioner is underpinned
by the drive to make a positive
change in the lives of your
patients and the broader com-
munity. You're also undoubt-
edly aware of the great need
for research and enhanced
health services.

Through your experience in
the industry, youd also under-
stand the profound impact that
ongoing, well-targeted funding
can have. You may have even
benefited from philanthropic
donations in your own practice
or royal college.

For higher income earners,
philanthropy is not only achiev-
able, it also makes financial
sense. Structured giving is a
tax-effective means of redirect-
ing part of your income to
make a significant difference
over the short and longer term.

But how can you structure
your giving to make an impact
during your lifetime, and, should
you wish, how can you be

actively involved with the organ-
isations you support?

The Private Ancillary Fund
(PAF) has emerged as an in-
creasingly popular structure
through which medical practi-
tioners can give back to the
community. The same way a
self-managed super fund is
established for control of invest-
ment decisions and flexibility,
so too is a PAF — allowing you
to create your own charitable
foundation and determine your
level of involvement.

As well as allowing you to
share your wealth throughout
your lifetime, a PAF is also an
effective bridge to a lasting fam-
ily legacy, as several generations
can be involved in the charitable
activities of the trust.

The amount of funding
available from a PAF relies on
contributions and investment
returns. This is where a charita-
ble foundation has an advan-
tage over direct donations to a
charity. A PAF generates reve-
nue for distribution while
attempting to grow capital.
Rather than providing a finite
amount which may cease at
any time, setting up a PAF
means you can put your funds
to work and provide much-
needed ongoing income to the
charities and sectors you’re
passionate about.

Once established, a PAF can
be 'topped up‘ through bequests
from your estate, which are not
subject to capital gains tax, and
incorporated into your will to
ensure it serves your intentions
in perpetuity.

For medical practitioners
wishing to set up a PAF, Perpet-
ual recommends an initial invest-
ment of $500,000, but can advise

on other appropriate options for
smaller amounts. Expert assis-
tance is also recommended to
set up a trust deed, secure tax
office approval, develop an
investment strategy and distrib-
ute the funds.

While philanthropists such
as Vera Ramaciotti set up a phil-
anthropic structure to provide
grants for biomedical research,
other philanthropists provide
broader mandates that meet
with the diverse passions they
or their family might have.
Ultimately, the most compelling
feature of a PAF is that it makes
philanthropy ‘do-able’, tailored
and flexible, empowering medi-
cal professionals and their fami-
lies to make a lasting commu-
nity impact, beyond their work
and lifetime.

Long-term legacies
in action

The notion of perpetuity is a
powerful one. For example, the
Ramaciotti Foundations were
established by Vera Ramaciotti in
1970 with an original investment
of $6.7 million. Under Perpetual’s
management, this investment
has grown to over $52 million
(as at March 2015), and has dis-
tributed close to $55 million to
medical research over that peri-
od. Last year alone, it distributed
over $1 million in research grants
and awards.

More recently, the Samuel
Nissen Charitable Foundation
was established as a PAF by
Mrs Rowena Nissen, to honour
the legacy of her late husband,
Samuel. Mrs Nissen was par-
ticularly keen to establish a
PAF structure, while still alive
and healthy in 2002, to ensure
that the capital from her estate

could also be invested to make
a difference.

Earnings from the Found-
ation have since been distribut-
ed to a range of worthy causes
each year, supporting disadvan-
taged children, as well as the
advancement of medical treat-
ment and research. In the area
of medical research the Foun-
dation has been flexible in its
approach to funding, support-
ing everything from a post-doc-
toral position, advancing prena-
tal research to solar simulation
equipment for the study of sun-
related diseases. Since Mrs
Nissen's death in 2006, the
Foundation has distributed
approximately $4 million, dem-
onstrating the legacy she creat-
ed in her husband's name has
already had an impact.

If interested in exploring a
PAF, please contact Christine
Brill (email:execofficer@ama-
act.com.au)

Perpetual’s Philanthropic Services and
advice are provided by Perpetual Trustee
Company Limited (PTCo), ABN 42 000
001 007, AFSL 2306643. This publication
has been prepared by PTCo and may
contain information contributed by third
parties. It contains general information
only and is not intended to provide
advice or take into account personal
objectives, financial situation or needs.
The information is believed to be accu-
rate at the time of compilation and is
provided by PTCo in good faith. To the
extent permitted by law, no liability is
accepted for any loss or damage as a
result of any reliance on this information.
PTCo does not warrant the accuracy or
completeness of any information includ-
ed in this document which was contrib-
uted by a third party.

Important information

for AMA members

The Annual General Meeting of the
ustralian Medical Association (ACT) Limited
will be held on Wednesday 13 May 2015
commencing at 7.00 pm.

The meeting will be held in the Conference
Centre on Level 3 of AMA House,
42 Macquarie Street Barton.

Further details of the meeting will be
mailed to members in the near future.
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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, confidentiality 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 difficult times — which may include:

The DHAS (ACT) can link you with expert services and resources according to your needs.
Privacy and confidentiality 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
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Government and Prison Officers’ Union agree on

development of needle and syringe program for the
Alexander Maconachie Centre

Minister for Justice,
Shane Rattenbury,
announced recently
that the ACT
Government has signed
a Deed of Agreement
with the Community
and Public Sector
Union (CPSU)
regarding a proposed
Needle and Syringe
Program (NSP) for the
Alexander Maconochie
Centre (AMC), which
will allow the
Enterprise Bargaining
Agreement (EBA) to be
finalised.

“T am pleased to announce
that after a period of solid nego-
tiation, we have found common
ground which will allow us to
move forward with the EBA,” Mr
Rattenbury said.

“The EBA negotiations have
been delayed due to concerns in
relation to the clause in the cur-
rent EBA relating to the NSP”.

“While maintaining the Gov-
ernment’s commitment to imple-
menting an NSP in the AMC, I
also understand the need for this
to be developed with input from
ACT Corrective Services (ACTCS)
staff, and the Deed of Agreement
will ensure that we recognise the
genuine concerns of staff as we
consider any proposed models.

“The Deed sets out very
clearly the process for engag-
ing staff in the development of
an NSP model, including a joint
working group to develop a
model, a staff ballot process to
determine support for any pro-
posed model and a commit-
ment not to implement a model
that is unable to gain majority
support from voting staff.

“The intent of the proposed
NSP is to reduce the spread of
blood-borne viruses through
the sharing of injecting equip-
ment. We know that there are,
unfortunately, confirmed cases
of detainee-to-detainee trans-
mission in prisons.

“ACTCS is committed to a
Harm Minimisation Strategy to
manage drug use in the prison,
and remains focused on all asp-
ects — supply reduction, demand
reduction and harm reduction.

“ACTCS has a range of
measures in place to reduce the
amount of contraband entering
the AMC and offers a suite of
therapeutic and rehabilitative

programs. However, an NSP, if
endorsed by the ACTCS staff,
will fully complete our harm
reduction policies and deliver
the same level of health service
that is available to the rest of
the community.

“I would like to acknowl-
edge the hard work of the ACT
Government officials and the
CPSU over the past few months
to get us to this point, and I
look forward to seeing the pro-
gress of the working group as
they take a fresh look at this
complex but vital health issue,”
said Mr Rattenbury.

“The finalisation of the EBA
has been a priority of the ACT
Government for some time. I
am pleased that this step will
move staff closer to finalising
the EBA and receiving their full
entitlements."

AMA (ACT) hopeful of an
NSP agreed model

AMA (ACT) is supportive of
removal of this issue from the
EGA negotiations and is keen
to see an "agreed" model in
place as soon as possible.

AMA (ACT) President, Dr
Elizabeth Gallagher, welcomed
the move and stated that it was
AMA (ACT) policy to do what-
ever it could to facilitate a NSP
at the AMC in the interests of
prisoners, custodial and medi-
cal staff at the AMC, and the
wider community.

“This is a real opportunity
to show leadership and to
work with us and other stake-
holders to reduce the spread of
blood borne diseases in the
AMC. We have made an offer
to assist in developing and
arguing for a model, and we
now wait on the Union to take
us up on this offer. We acknowl-
edge that other strategies must
also be developed and imple-
mented and we’re on stand-by
to assist with those as well.”

“If we can develop a model
acceptable to all stakeholders,
we have an opportunity to
show case this in the hope that
other Australian prisons will do
likewise”, Dr Gallagher said.

One step forward, one step
back: Mixed feelings about
ACT Government’s latest
attempt to implement
needle exchange policy
Hepatitis ACT cautiously
welcomed the announcement
by Corrections Minister Shane
Rattenbury that the ACT
Government remains committed
to the implementation of its pris-
on needle exchange policy. The
policy has stalled since former
Chief Minister Katy Gallagher’s

departure, and stakeholders are
uncertain whether the latest
developments represent pro-
gress or capitulation.

Executive Officer of Hepa-
titis ACT, John Didlick said “We
remain optimistic, though it is
surprising that this new Deed of
Agreement between Govern-
ment and some prison staff
seems to allow ACT public serv-
ants an effective veto over
whether to implement existing
Government policy.”

Evidence from community
and prison-based needle and
syringe programs demonstrates
that blood borne viruses can be
prevented and reduced when
people who inject drugs are able
to access regulated sterile inject-
ing equipment. Prisoners at the
ACT prison have high rates of
hepatitis C, access to illicit drugs
and contaminated injecting
equipment, and experience in-
prison transmission of viruses
that could be prevented through
evidence-based health policy.

“The ACT Government’s
Strategic Framework for the
Management of Blood-Borne
Viruses in the Alexander Mac-
onochie Centre (AMC) is an
excellent policy document,” said
Mr Didlick. “It ticks every box of
what could be a comprehensive
and effective response, if only it
were implemented in full.

Prison needle exchange is
one important component of
an ACT Government policy yet
to be fully adopted.”

Hepatitis ACT understands
that the new Deed of Agreement
requires custodial officers to
consider possible models for a
needle exchange. However,
such consideration may be
hampered as the prison work-
force as a whole has not yet
been provided with the “com-
prehensive, mandatory and reg-
ular training and education”
about relevant issues that the
strategic framework requires.

Mr Didlick said “When peo-
ple have limited access to cur-
rent and reliable information, it
is only natural that doubts and
myths will prevail.”

Hepatitis ACT is funded by
the ACT Government to deliver
ongoing and regular awareness
training and education with pris-
on staff, but has not yet been
able to provide these services to
all custodial staff, due to com-
peting operational requirements.

“The provision of current
and relevant information and
training to all custodial officers
could help inform their consid-
eration of possible models. It is
important that the expertise of

custodial staff is harnessed in
the development of a model
and related operational proto-
cols. However, no one group
should be able to veto the
implementation of measures
designed to prevent the spread
of blood borne viruses, which
effects everyone in the Canberra
community,” said Mr Didlick.

PHAA welcomes step
forward in prison NSP
process; however plan
should not depend solely on
custodial officers' support

The Public Health Assoc-
ation of Australia (PHAA) wel-
comed the ACT Government’s
latest efforts to progress the
implementation of a Needle
and Syringe Program (NSP) in
the ACT prison, including finali-
sation of a new Enterprise Barg-
aining Agreement for custodial
officers. However, PHAA is con-
cerned that ultimate implemen-
tation of the program is still lim-
ited to the endorsement of cus-
todial officers via a ballot rather
than all stakeholders.

“We believe the input of
custodial officers is integral to
the development of a workable
model for the implementation
of a NSP in the Alexander
Machonochie Centre (AMC).
Most importantly, it is also
clear that the deed is signed in
‘good faith’ recognising “it is
Territory policy to introduce a
Needle and Syringe Program”.

“It is not appropriate that
custodial officers should ulti-
mately have the power to veto
the implementation of a work-

able model,” explained Michael
Moore, “especially when their
members have been integrally
involved in the development of
the proposal”.

“It is important and appro-
priate that custodial officers are
involved in the development of
a model for the implementation
of a NSP in the prison, including
the establishment of operational
protocols that address health
and safety concerns. However,
as only one group of stakehold-
ers set to be effected by the NSP
in the AMC, they should not be
allowed to actually block the
implementation of an important
public health measure designed
to prevent the spread of blood-
borne viruses (BBVs) among
detainees and the broader com-
munity”.

“The implementation of key
public health measures should
be based on evidence, not pop-
ular opinion. The evidence from
such programs run overseas
indicates that they can operate
safely and effectively in prison
contexts. Likewise, community-
based NSPs — while not always
popular with everyone — have
been shown to dramatically
reduce the incidence of BBVs
among at-risk populations,
thereby reducing the risk to the
broader community.

“We call on the ACT Gov-
ernment to ensure that the best
interests of all stakeholders are
served in the development of
evidence-based policies and
programs to promote better
public health outcomes for the
ACT community,” said Mr Moore.

April 2015

LDOCTOR



Directory of

Medic Spiciaf
il s

ith P

2015 Directory of Medical Specialists,
Directory of Allied Health Professionals and

Directory of GPs with Special Interests
... a publication of the AMA ACT

AMA

(ACT) LIMITED

The second edition of the directory of Allied Health Professionals and GPs with Special Interests will be published as a service to ACT
general practitioners and distributed with the 10th edition of the Directory of Medical Specialists during Family Doctor Week in July 2015.

Entries must be on the form below and returned to the address below no later than 30 April 2015.

Mail: AMA ACT, PO Box 560, CURTIN ACT 2605
Fax: 6273 0455 Email: reception@ama-act.com.au

[_] Directory of Medical Specialists [ | Directory of Allied Health Professionals [ ] Directory of GPs with Special Interests
(Select which Directory/s you would like to go in)

Name:

Speciality:

Services offered:
(Please keep this brief and use only accepted abbreviations — eg: DCH, Diploma in Child Health)

Practice Details (1) Practice Details (2)
Phone: Phone:
Address: Address:
Fax: Fax:
Email: Email:
Website: Website:

I am/am not interested in taking a display advert to accompany my listing in the directory.

Signed: Date:

AHPRA registration number:

Note: In order to be included in this directory,it is mandatory that you are a medical practitioner currently registered with the Australian Health Practitioner Regulation
Authority (AHPRA)

NOT FOR PUBLICATION

Contact Phone:
A proof of your entry will be sent prior to printing. Please indicate preferred method to receive this:

[ Fax number: [J Email address:

ConberraDOCTOR AprlIESERS




‘Trigger Warning’ is a col-
lection of short stories and a lit-
tle poetry from Gaiman. Having
read a somewhat uncharitable
review of this book recently, I
would demur that the chatty
introductions to the contexts of
the stories are actually quite
atmospheric. Gaiman is known
as an author of quite unique
fantastic novels often anchored
in wistful melancholy, such as
‘American Gods’, ‘Coraline’ and
‘The Ocean at the End of the
Lane’. Two standout stories in a
cave of treasures are: ‘Black
Dog’ which charts the travels of
Baldur ‘Shadow’ Moon, the
protagonist of sorts of ‘American
Gods), in a strange version of
Derbyshire; and ‘The Truth Is a
Cave in the Black Mountains’
builds a twist on the tradition

ISSN 13118X25

Published by the Australian Medical
Association

(ACT) Limited

42 Macquarie St Barton

(PO Box 560, Curtin ACT 2605)

Christine Brill
Ph 6270 5410 Fax 6273 0455
editorial@ama-act.com.au
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Ph 0410 080 619
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— Production Mngr
Dr Ray Cook

Dr James Cookman
Dr John Donovan
A/Prof Jeffrey Looi
Dr lan Pryor

Ms Lara Whitbourne

Ph 6270 5410, Fax 6273 0455
execofficer@ama-act.com.au

Copy is preferred by email to
execofficer@ama-act.com.au

in “Microsoft Word" or RTF format,
(not PDF) with graphics in TIFF EPS
or JPEG format. Next edition of
Canberra Doctor — May 2015.

of Aesop’s morality play fables
with a haunting denouement.
There are also stories on
‘Doctor Who’, Sherlock Homes,
and of course, some re-imag-
ined fairy tales.

‘The Supernatural Enhance-
ments’, as the author Cantero
acknowledges, has a title bor-
rowed from Edith Wharton.
This is an epistolary novel, built
upon the diaries of ‘A.’, a young
man who inherits Axton House
from a mysterious relative
Ambrose Wells; but also fleshed
out with notes, audio tran-
scripts, receipts, excerpts from
ancient books and even tran-
scripts of video recordings. As
‘A’ and his companion Niamh
explore the mansion, commu-
nicating back and forth with
the sphinx-like ‘Aunt Liza’, they
seek to descry the intaglio of
intrigue imbued in the manse
and its inhabitants. Cantero has
crafted a beautiful independent
masterpiece in the oeuvre of
cosmic horror championed by
legendary epistolarian Howard
Phillips Lovecraft, author of the
‘Cthulhu mythos’ stories.

There are many thrills and
delights to be savoured from
these tales of whimsical maca-
bre by two masters of their art
— though you may be advised
to leave on the lights after
reading at night....

GAIMAN

TRIGGER
WARNING

Reviewed by:

Associate Professor Jeffrey Looi
Academic Unit of Psychiatry
and Addiction Medicine,

ANU Medical School

AMA Staff Assist

— helping you get the right staff
for your practice

This new fee-for-service initiative has been designed
to assist AMA members recruit staff.

For details on this service please contact
Christine Brill on 6270 5419
or by email: execofficer@ama-act.com.au
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New training
regions for GP
specialist training

The Minister for
Health, Sussan Ley,
has announced new
training regions and
governance
arrangements for the
future delivery of GP
specialist training.

Ms Ley said the new geo-
graphic boundaries for 11 train-
ing regions to deliver the Aust-
ralian General Practice Training
(AGPT) programme had been
developed in consultation with
GP stakeholders and would
commence from 2016.

“The Abbott Government is
committed to continuing our
high quality vocational training
programme for general practice
and ensuring there are more
GPs in training to deliver pri-
mary health care to Australians
for generations to come,” Ms
Ley said.

“Through streamlining ad-
ministration and corporate re-
quirements, these new geo-
graphic boundaries will assist to
support more GP registrars
including 1500 fully funded GP
registrar training places in 2016.”

Ms Ley also announced
the establishment of a new
profession-led General Practice
Training Advisory Committee
to provide advice to govern-

ment on GP training policy
and delivery.

This advisory committee
will undertake evaluation of
the Australian General Practice
Training programme and be
jointly managed by the Royal
Australian College of General
Practitioners and the Australian
College of Rural and Remote
Medicine. The advisory com-
mittee will include representa-
tives of General Practice
Registrars Australia, General
Practice Supervisors Australia,
an independent Aboriginal or
Torres Strait Islander GP, two
independent clinicians, the
Department of Health and an
independent chair.

The Australian Government
will shortly conduct a tender to
deliver the AGPT programme
from 2016 onwards. This will
ensure new regional training
organisations and arrange-
ments are in place for the 2016
intake of GP registrars.

The AGPT programme is a
postgraduate vocational edu-
cation and training programme
designed to prepare GP regis-
trars for fellowship. There are
currently more than 4,700 GP
registrars on the AGPT pro-
gramme nationally.

The change is part of imple-
menting the 2014-15 Budget
initiative, Rebuilding general
practice education and training
to deliver more GPs.

Oculoplastic Surgeon
& General Ophthalmologist

Dr Maciek Kuzniarz smes, MpH, FRANZCO

CORRECTIVE LID SURGERY
TUMOUR EXCISION

LID RECONSTRUCTION
LACRIMAL SURGERY

Now permanently
located in Canberra.
Open daily for consultations
and operating weekly.

GENERAL OPHTHALMOLOGY

Suite 17-18, Calvary Clinic
40 Mary Potter Circuit
Bruce ACT 2614

Phone 02 6102 1130
Fax 02 6102 1230
Email eyevisionact@gmail.com

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 Australian Medical Association (ACT) Limited.
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ROC D REN

Newly built General Practice in Moruya
has rooms available to rent.

This busy practice has 6 general
practitioners, nurses and several visiting
specialists already attending on a
monthly basis.

Should you be seeking to expand your
practice and wish to visit a beautiful
coastline, please contact the practice
manager on 02 4474 2200 or visit our
website: www.moruyamedicalcentre.com.au

OFFICE SPACE

77 Denison Street DEAKIN
(backing onto Calvary John
James Hospital)

56 metres, ground floor,
one car space
$21,000 pa ex GST
Phone Maria: 6282 1783

Dr Julie Kidd

Dr Sabari Saha

MBBS (Hons), FRACP
GERIATRIC MEDICINE
PHYSICIAN

* Comprehensive Geriatric
assessments

e Falls assessments
¢ Cognitive assessments
e Medication reviews

* 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

GP Hypnotherapist

Smoking, alcohol, binge-eating, stress, anxiety etc.

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

0425 300 233 | www.canberrahypnosis.com.au J

AR AR ANTD :
G N EEE Y EENTRE

D, P-M:V. Mution

6273 3102

Capital Respiratory
& Sleep Service
Dr Peter Jones
M.B.B.S.(Hons), FR.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

« Wi can provids tha latest in foat and skeos analysis using F-SCAN

+ Video gait analysis
= Pragoriplion ortfss
= Foot, beg and knée pasn

= Foobwmar adwce
* Dwirose injuries

Canberra’s Family and Sports Podiatry Centre
Service provider to the ACT Academy of Sport

* Paadigin: foot problems

ALISTRALLA

AMA ACT membership

entitles you to access this
Member Reward Partner

BELLUCIS o /¢

RESTAURANTS

Ph: (02) 6282 1700 (Phillip)
Ph: (02) 6239 7424 (Manuka)
— Award winning,
casual ltalian dining.

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

NEW PRACTICE LOCATION

MBBS(Adel) FRACS (orth)

CANBERRA

5/5 Baratta St, Crace ACT 2911
Ph 6109 0002

Fax 6109 0003

GOULBURN '
ELLESMERE y
SPECIALIST CENTRE / ’ kY
56-58 Clifford St, ' U
Goulburn NSW 2580
Ph 48230223 b, el
Fax 4822 5417

|

WoMeN’s HEALTH

on STRICKLAND

Dr Liz Gallagher and Dr Omar Adham have now
introduced the MonalLisa 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 MOI‘I&LESH%U( B
please call the practice on 02 6282 2033 !
or email reception@womenshealthonstrickland.com.au

Dr. A-J Collins messrracs
Breast and Thyroid Surgeon

Oncoplastic Breast Surgery — including:

Immediate breast reconstruction and
breast reduction techniques

Breast Cancer surgery
Sentinel node biopsy

Thyroid and Parathyroid surgery

Address: Suite 3,

National Capital Private Hospital
Phone: 02 6222 6607

Fax: 02 6222 6663

Psychology

CHILD & ADOLESCENT
COUNSELLING AND ASSESSMENTS

Attention Deficit Hyperactivity Disorders Anxiety Autism Spectrum Disorders
Ability & Disability Behavioural difficulties Depression Dyslexia

School Related Difficulties Self-Harm Specific Learning Disorders

Gifted & Talented Underperformance & Motivational Difficulties

Suike 1B, Conmng Chambers, 36-38 Coninna Street Woden ACT 2606 6 2 8 2 54 6 B

Podiatrists:  Paul Fleet | Matthew Richardson | Alexander Murray

www.thefootclinic.com.au

CDOCTOR

April 2015



