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This year celebrates the 10
year anniversary of the opening
of the ANU Medical School.
The end of the year has come
so quickly, and T want to extend
our congratulations to the grad-
uating class of 2014. The AMA
ACT is continuing its tradition
of hosting a celebratory gradu-
ation breakfast ahead of the
Graduation Ceremony and
Graduation Ball. We look for-
ward to meeting you then, and
again next year as Interns. It
seems not so long ago we wel-
comed this cohort to Canberra
as new medical students.

Next week (as I write this)
we farewell Dr Rashmi Sharma
as she steps down after 10
years as the President of the
ACTDGP and then ACTML. We
would like to thank her for
her contribution to the profes-
sion and the ACT community.

Welcome to you all,
and I hope you enjoy this,
our final “Candoc” and
my final column for the year.
I have included a mix of local
and national tidbits for you and
I hope you enjoy the articles in

edition on a range of

topical issues submitted by our

medical students.

A few years ago she received
the AMA ACT President’s award
for her work. We wish her all
the best for her future endeav-
ours, which to our advantage
includes joining our advisory
council as the GP representa-
tive.

The Australian Government
has finally announced it will
formally support sending med-
ical personnel to West Africa
but has stepped back from
taking direct responsibility.
They have contracted the help
through Aspen Medical to set
up and run a hospital in Sierra
Leone. At the time of writing it
appears they are training the
AusMat emergency response
teams but withholding them
from West Africa, in case there
is an outbreak in the Asia-
Pacific. One cannot help won-
dering though if it is best to

Dr Yii Song Wong
MBBS, FRANZCR
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control the disease at its source
where the help is desperately
needed now (primary preven-
tion), rather than preparing to
deal with the worst case sce-
nario of world spread (sec-
ondary prevention). Food for
thought ...

The cannabis debate con-
tinues. At the recent COAG
and Health Ministers’ meeting
the idea of a “national app-
roach” was mooted. It looks as
though this very sensible
approach is moving forward
with a number of states look-
ing very closely with the NSW
review and trial. Again though,
the federal government, while
expressing support for a nat-
ional solution, has abdicated
direct responsibility and left it
to the states to come up with
a plan. Hopefully we should
have more information and
proposals in the New Year. In
any event, I encourage you to
put your views forward on the
current proposals of Green’s
Assembly Member, Mr Shane
Rattenbury to introduce med-
icinal cannabis here.

We are still keen to try and
see the introduction of some
sort of needle and syringe
program adopted within the
Alexander Maconachie Centre
on public health grounds.

Most detainees will return

Dr Yii Song Wong

them and their families to min-
imise the risk of newly con-
tracted blood borne diseases
and also reduce the risk of
reinfection while they are
incarcerated. While prohibi-
tion and rehabilitation is the
ideal, realism shows it is
impossible to keep drugs out
of the jails and therefore a
backup plan needs to be put
in place. As part of our educa-
tion about the complex issues
around trying to design a
model that addresses issues
raised by the government, and
also the CPSU representing
the prison officers, Christine
Brill and 1 visited the AMC one
Monday morning recently
together with Dr Nadeem
Siddiqui and Julie Tongs of
Winnunga Nimmityjah AHS.
The visit gave a new perspec-
tive on what models could be
considered given the physical
layout of the AMC and our
colleague, Prof Michael Levy
gave us a tour of the Hume
Health Centre. My thanks to
all who made this visit possi-
ble. It certainly highlighted the
challenges for us as we think
about “where to from here”.
We have supported the gov-
ernment in its endeavour to
introduce a NSP and whilst we
are aware of the issues for the
CPSU and the corrections

model which meets the needs
of all concerned.

The other issue that has
reared its head in the media
recently, and I think I need to
say something about, is the
bullying allegations in the
maternity unit at TCH. I
acknowledge that this is an
issue very close to me, as I
work in the department, but I
hope I am able to remain
objective as well. The same
department had issues back in
2010 which is one of the rea-
sons why it has been singled
out in the media. That said
though, the issues are not the
same despite media reports
suggesting that they are a
chronic problem area of the
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Or Wong is a dually trained Nuclear Medicine Radiologist who graduated from the University
of Sydney and trained in radiology at The Canberra Hospital (TCH).

complete his Nuclear Medicine Fellowship at St Vincent's and The Alfred hospitals. During
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For appointments please phone:  myscyloskeletal imaging skills.

1300 788 508

canberraimaging

We welcome Dr Wong's skills and expertise to the Partnership of CIG.

T DOCTOR



Advice for GPs and their staff on Ebola

In a recent letter to
AMA GP members,
chair of the AMA
Council of General
Practice, Dr Brian
Morton wrote:

“The AMA has worked hard
to encourage the Government
to do more to help tackle the
growing Ebola outbreak in
West Africa and make sure
Australia is well prepared if the
virus makes it to our shores.
Last week, the Government
responded and announced that
it would significantly lift its
contribution to the internation-
al effort.

“The AMA is also a mem-
ber of the Chief Medical Off-
icer’s GP Roundtable, which
has been working to ensure
GPs have up-to-date advice on
the outbreak, Ebola symptoms
and how GPs can prepare.

“The Office of Health
Protection (OHP) has now
released updated advice on
the evaluation of patients with
possible Ebolavirus disease
(Ebola). The advice also pro-
vides important reassurances
on the chances of Ebola mak-
ing it to Australia and on the
current measures that have
been put in place to contain
any outbreak.

“According to the OHP, it
is very unlikely that a febrile
patient in primary care will
have Ebola. The risk of infec-
tion is very low even in per-
sons with a compatible travel
history, unless there has been
direct exposure to the bodily
fluids of an infected person.

“Arrivals from West Africa
number approximately 10 per
week. All travellers will be
given two new cards on arriv-

al; one (Travel History Ebola
Information) listing the West
African countries involved and
the second (Ebola Identified
Traveller) alerting the traveller
of any symptoms occurring
within 21 days of arrival and
advising the action/telephone
numbers to call.

“For someone who has
arrived from West Africa, they
will be moved to a quaran-
tined area, where their tem-
perature will be taken and the
risk assessed. Their details will
be sent to the relevant Public
Health Unit (PHU) for moni-
toring and follow-up.

“If a returned traveller
develops symptoms after entry
into Australia, they are advised
not to contact their GP, but
rather to call the dedicated
national Ebola hotline, 1800
186 815. The DoH has devel-
oped material for GPs on the
evaluation of patients with
possible Ebola and advises
that the GP must notify a sus-
pected case immediately to
their state/territory communi-
cable disease branch/centre to
discuss referral.

“The material prepared by
the Department is important
and provides a significant
measure of reassurance for
front line GPs about the risks
of a patient presenting with
the Ebola virus. It provides
clear advice on the steps you
need to take with a suspected
case and all key practice staff
should read it.

To download a copy of the
latest advice, visit wwuw.
bealth.gov.au
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protection including a fluid
resistant gown, gloves, and

3. Isolate and avoid direct contact
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] " M not to attend the practice while
you seek advice from state/territory public health authorities,
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separation between patient and others:
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repellent surgical mask, disposable fiuid
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4. Inform and transfer

The GP must immediately notify their
state/territory health department to
discuss referral,

Where there is an urgent clinical need
for an ambulance, this should precede
contact with the state/territory health
department. The ambulance must be
informed that the patient is under
investigation for Ebola,

If, following discussion with public
health authorities and infectious
disease physicians, it is decided that
the patient does not require further
assessment and/or testing for Ebola,
the patient should be managed as per
usual practice,
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The AMA is well aware
that it is not the only depart-
ment within the hospital
where there are “issues”, or
other occurrences that have
impacted on staff wellbeing.
We have been trying to
address these as well — just
not out in the public forum.
Our place is to support our
junior and senior medical
officers, and work with man-
agement to resolve the issues.
In this case, ACT Health has
been aware of problems for
many months, and 1 give
them credit at having been
working to support staff and
deal with these in a support-
ive way while working to
resolve the matters. This has
accelerated since the RANZ-
COG training review and I
feel confident that the train-
ing issues can be addressed.
What is most important is to
recognise the hard work and
dedication of the staff in pro-
viding patient care in a safe
way, even in a stressful envi-
ronment. I'd encourage mem-
bers working in this and any
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other area of the hospital to
speak to the AMA ACT if they
have concerns about patient
care or colleague fatigue, in-
equity or workload and train-
ing issues.

On a lighter and brighter
note, we are hosting some
of our long-time members to
lunch. These are indeed the
“Timelords” and “Timeladies”
of our association who have
retained membership for
many decades. Our Fellows
and former Presidents will
also be joining us at lunch
as a thank you gesture for
their contribution to the
association and the profes-
sion locally.

Thank you so much to
my Board and Christine Brill
for their support in my first 6
months as President. It has
been a very steep learning
curve! I wish them, and you,
a safe and happy Christmas
and look forward to regroup-
ing and continuing our jour-
ney into 2015.
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Emergency department survey

reinforces the need for national
leadership on alcohol harms

AMA President, A/Prof
Brian Owler, said
recently that the latest
survey of alcohol harm
in hospital emergency
departments is further
proof that national
leadership from the
Federal Government is
needed to change
Australia’s drinking
culture.

The Australasian College of
Emergency Medicine (ACEM)
‘Enough is Enough’ Survey
consulted more than 2000
emergency department doctors
and nurses in Australia and
New Zealand about their expe-
riences with drunk patients.

A/Prof Owler said the sur-
vey results are disturbing, and
illustrate the strain that alcohol-
related behaviour and violence
imposes on stressed hospital
staff and resources, and the
economic burden placed on the
Australian health system.

“The survey lifts the lid on
the alcohol-fuelled violence
that doctors and nurses and
other patients in emergency
departments have to deal with,”
A/Prof Owler said.

“Emergency department
workers have had enough of
dealing with drunks being vio-
lent, disorderly, and offensive,
and physically harming staff
and other patients.

“A significant proportion of
emergency department re-
sources provide life-saving care

to people who have consumed
too much alcohol, or people
who have been harmed by peo-
ple who have consumed too
much alcohol.

“If  we can change the
drinking culture to promote
more responsible use of alco-
hol in the community, we will
have fewer drunks and people
injured by drunks in our emer-
gency departments.”

A/Prof Owler said that ini-
tiatives to address alcohol-
related harms in the Australian
community were discussed at
last month’s AMA National
Alcohol Summit in Canberra.

“There is an urgent need in
Australia for a whole-of-gov-
ernment strategy to coordinate
and drive action to address
alcohol related harms,” A/Prof
Owler said.

“Excessive alcohol con-
sumption is having a wide-
spread impact on our commu-
nity and our health.

“Seventy nine per cent of
Australians — 18.5 million peo-
ple — have serious concerns
with our drinking culture.

“We are calling on the Gov-
ernment to invest more in pub-
lic education and campaigns,
and to regulate the way that
alcohol is advertised and mar-
keted, especially in sport and
to young people.

“One of the simplest and
most cost-effective changes is
to mandate labelling on alco-
hol products.

“The Australian Govern-
ment must provide leadership
to address the significant health
and social impacts of alcohol
misuse and abuse.

Tax, Accounting

& Business Services

Bonsella Business
Solutions specialises in
tax planning & effective
business structuring for
medical and healthcare
professionals.
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* BAS preparation
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¢ Self Managed Super Funds
e Company / Trust set-ups

02 6257 4144

www.bonsella.com.au
Ethos House, 28 Ainslie Pl, Canberra City

“More than half of Aust-
ralian drinkers consume alcohol
in excess of the recommended
intake, and one in five Aust-
ralians drink alcohol at a level
that puts them at risk of lifetime
harm from injury or disease.

“The health, social, and eco-
nomic burden caused by alco-
hol in Australia is substantial
and unacceptable. Alcohol-re-
lated violence, chronic disease,
accidents, and deaths occur fre-
quently.

“These incidents harm not
only the individual drinker, but
also families, bystanders, and
the wider community.

“The range and extent of
alcohol-related harms are alarm-
ing. Even more alarming is that
the number of people harmed
by alcohol is increasing.

“We need a National Alcohol
Strategy to take a multi-pronged
approach to stamping out the
culture of excessive alcohol
consumption in Australian soci-
ety,” A/Prof Owler said.
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“But at the heart of the
solution is strong and commit-
ted national leadership. There
is an urgent and unmet need
for the Australian Government
to tackle this problem with
more robust and rigorous poli-
cy and regulation to supple-
ment parental oversight and
responsibility.

“Without that leadership,
commitment and coordination,
we at the frontline will contin-
ue to mop up the devastation
caused by alcohol in Australia
— the road fatalities, the victims
of violence, and the children
who suffer the effects of the
drinking around them.

The Australian Govern-
ment’s new National Alcohol
Strategy should:

1. Set out the role of the
Australian Government in
leading a consistent
national approach to the
supply of, and access to,
alcohol.

2. Include the development
and implementation of
effective and sustained
advertising and
community-led public
education campaigns that
address the public’s
understanding of unsafe
drinking and the harms of
excess alcohol use.
Campaigns should target a
range of priority
audiences, including
young people and
pregnant women.

3. Include the increased
availability of targeted
alcohol prevention and
treatment services
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throughout the community,
including: GP-led services
and referral mechanisms;
community-led
interventions; safe
sobering-up facilities;
increased availability of
addiction medicine
specialist services;
treatment and
detoxification services at
all major hospitals; and
services for acute alcohol
abuse at hospitals with
emergency departments.

4. Include measures that

specifically respond to the
particular needs and
preferences of Aboriginal
and Torres Strait Islander
people, and other
culturally and linguistically
diverse groups.

Include the development
and implementation of
statutory regulation of
alcohol marketing and
promotion, independently
of the alcohol and
advertising industries, with
meaningful sanctions for
non-compliance. Particular
attention should be paid
to sponsorship and
promotion in the
community and

HAVE ONE LESS
PRESCRIPTION
IN YOUR LIFE.
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professional sporting
industries.

Support research and
evaluation and data
collection to monitor and
measure alcohol use and
alcohol-related harms
across the Australian
community, and the
effectiveness of different
alcohol treatment options.
Data collected by
Government departments
and authorities should be
readily available to alcohol
researchers and program
evaluators.

Include a review of
current alcohol taxation
and pricing arrangements
and how they can be
reformed to discourage
harmful drinking.

8. Ensure transparent policy

development, with
sufficient independence to
avoid influence from
industry.
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Creating an environment
of transport choice, trans-
port@bcs now operates an
ACT wide Community Trans-
port program and is accept-
ing referrals from all areas of
the ACT.

The program operates
from 7:00am - 7:00pm, 7
days a week excluding pub-
lic holidays. It has a range of
vehicles available including
a new wheelchair accessible
vehicle.

The BCS vision is “A con-
nected, active and strong
community”.

“At transport@bcs our pri-
mary focus is on providing a
reliable, flexible and respon-
sive community transport
program that promotes the
independence and the social
and community engagement
of our participants.

We believe a community
approach is required to

spread the word about avail-
able community transport
options so that as a Comm-
unity Transport provider,
transport@bcs can  open
doors for people by provid-
ing them with access to social
activities, health related activ-
ities and promoting commu-
nity connectivity.

Referrals can be made to
transport@bcs by the person
themselves or someone act-
ing on their behalf by phon-
ing the team on 6251 2886 or
via email to transport@bcs-
act.com.au

For more information
about Belconnen
Community Service and
transport@bcs please visit
www.bcsact.com.au

Belconnen Community
Service is a registered
provider under the NDIS.
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Bottle or Breast? Balancing the Milk Formula

By Maryon Jones

For years there has been
heated debate over a
woman’s decision to
breastfeed or give her
child formula. Now
more than ever, today’s
fast-paced society has
meant women are under
significant pressure to
juggle work, life and
care for their child.

The creation a breast milk
substitute, infant formula, has
given a woman the chance to
decide about the sustenance
she wishes to feed her young,
but has simultaneously present-
ed a moral dilemma — should a
woman breastfeed or not, and
if so, for how long? Yet, per-
haps the ultimate question for
any new mother is whether her
choice will irreversibly harm
the development and wellbeing
of her child not just in the short
term, but also in later life.

In Australia, 92 per cent of
Australian babies are breastfed
at birth. By one week of age,
the rate drops to 80 per cent,
and by one month, 71 per cent
are fully breastfed, 11 per cent
receive a combination of breast
milk and formula, and 18 per
cent receive solely formula.
With each subsequent month,
there is a sharp decline in the

number of women fully breast-
feeding their young. The
Australian Dietary Guidelines
and World Health Organisation
recommend all babies are
exclusively breastfeed up to six
months at which point solid
foods should be introduced.
Tragically, at this 6-month mark,
only 14 per cent of Australian
babies are exclusively breast-
feeding. Although breastfeed-
ing rates have remained fairly
static over the last ten years,
breastfeeding rates do vary sig-
nificantly between socioeco-
nomic groups, with less edu-
cated women from low socio-
economic backgrounds least
likely to breastfeed. Despite
this, overall breastfeeding rates
in Australia remain significantly
higher than those in middle
class Asia, particularly within
China. In a country where 16
million babies are born each
year, fewer than 16 per cent of
Chinese babies are breastfed
from birth. This has driven a
booming market for infant for-
mula, which reportedly grows
by greater than 10 per cent
each year. Dr Mu Li, an associ-
ate professor in international
public  health at Sydney
University states that the rapid
increase in family income,
urbanisation, cultural resistance
to breastfeeding in public, and
infant formula symbolising
‘privilege’ has underpinned this
demand. Indeed, financial ana-
lysts predict that baby formula

consumption in Asia will likely
reach $25 billion by 2016.
Research investigating the
long-term health implications
associated with formula use
has yielded concerning results.
In a study by Quigley et al. in
2007, donor breast milk was
compared to milk formula in
the feeding of premature low
birth weight infants. The study
found that although feeding
formula resulted in a higher
rate of short-term growth, it
also caused a higher risk of the
development of nectrotising
enterocolitis. Formula-fed chil-
dren have also been demon-
strated to be at greater risk of
childhood obesity, Type I and
Type II diabetes, leukaemia,
sudden infant death syndrome
(SIDS) and impaired cognitive
development compared to their
breastfed counterparts.
Formula use has also been
marred by contamination scan-
dals. One of the major issues to
reach the headlines was in
2008, when 59 babies in north-
western Gansu province were
diagnosed with kidney stones
following consumption of
locally produced formula. The
formula had been contaminat-
ed with melamine, a toxic
chemical that artificially increas-
es the milk’s protein concentra-
tion. The resultant investigation
revealed that 22 dairy compa-
nies had produced formula
containing the toxic chemical,
ultimately causing 300,000 chil-
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dren to fall ill, and six children
to die. Following the contami-
nation scandal, authorities have
reported a significant increase
in demand for formula from

Western countries. This has
driven the price of formula to
new heights. Purchasing one
tin of formula within Australia
reportedly costs approximately
$20 AUD. In Asia, the same tin
is worth up to AUD $70.
Breastfeeding by compari-
son, has a number of significant
health benefits. Not only is it
environmentally friendly, readily
available and free, it is also an
important component in estab-
lishing the initial emotional con-
nection between mother and
young. Additionally, it is posi-
tively associated with HDL cho-
lesterol and lowers overall cho-
lesterol levels and reduces obe-
sity in later life. Breastfed babies
are also less likely to contract

respiratory diseases, gastroen-
teritis and otitis media, and are
at reduced risk of chronic dis-
ease. Breastfeeding is also ben-
eficial for the mothers: it pro-
motes faster recovery from
childbirth, return to pre-preg-
nancy weight, and reduces the
risk of breast and ovarian can-
cer in later years.

One of the challenges asso-
ciated with breastfeeding within
Australia, is the social stigma
associated with breastfeeding in
public and at work. Here, wom-
en are permitted to breastfeed
their child in public, yet a 2009
Newspoll study revealed a sig-
nificant proportion of respond-
ents believed it was illegal.
Furthermore, 26 per cent con-
sidered it unacceptable to
breastfeed in a café or restau-
rant, and 19 per cent believed it
was unacceptable to breastfeed
in a shopping centre. The Org-
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anisation for Economic Co-op-

eration and Development
(OECD) research has found
that returning to work is one of
the main reasons why women
cease breastfeeding early, or
never commence the process.
Other environmental factors
and societal considerations that
have also been implicated
include the attitude and educa-
tion of the mother, attributes of
the infant and key environmen-
tal factors such as hospital and
healthcare access, home/family
environment, work environ-
ment, community support and
public policy.

Australia is fortunate to
have a myriad of government
and non-governmental pro-
grams that support, promote
and protect breastfeeding. Per-
haps the most significant is the
implementation of the Aust-
ralian National Breastfeeding
Strategy 2010-2015 which was
developed from sources includ-
ing the Cochrane Collaboration,
World Health Organisation
(WHO) Global Strategy for
Infant and Young Child Feeding
and the United States Centre
for Disease Control and Pre-
vention. The strategy provides
a framework for national and
state/territorial governments to
support, promote and protect
breastfeeding within the wider
Australian community so that
breastfeeding can be viewed as
the biological and social norm.
Australia is also a member state
of the WHO, and as such, has
actively supported the Inter-
national Code of Marketing of
Breast-milk Substitutes (1981);
WHO/UNICEF Global Strategy
for Infant and Young Child
Feeding (2003); and the 1990
and 2005 Innocenti Declar-
ations. Australia also supports
the Baby-Friendly Hospital
Initiative — Ten Steps to Succ-
essful Breastfeeding (WHO/

Dr Katherine

UNICEE, 1991, updated 2009)
as well the United Nations
Convention on the Rights of
the Child and the Millennium
Development Goals (MDG)
aiming to reduce child mortal-
ity. States including South Aust-
ralia, New South Wales and
Queensland as well as the
Australian Breastfeeding Ass-
ociation have also developed
breastfeeding strategies/guide-
lines. Diverse strategies such as
the Paid Parental Leave Scheme,
development of human milk
banks, and restriction on infant
formula marketing (Marketing
in Australia of Infant Formulas:
Manufacturers and Importers
Agreement (MAIF Agreement))
and Australian Dietary Guide-
lines have also been instrumen-
tal in supporting and encourag-
ing breastfeeding within Aust-
ralia.

Ultimately, whether to
breastfeed, give formula, or
utilise both depends on the
mother’s decision. Yet, as both
Australia and middle-class Asia
demonstrate, a woman’s choice
to breastfeed or feed formula
is strongly dictated by her edu-
cation, socioeconomic status,
the current social and cultural
norms and public policy.

Regardless of one’s opin-
ion or choice, it is difficult to
refute the tenderness and
peace of a woman breastfeed-
ing her child. As Leo Tolstoy
so eloquently wrote in War
and Peace,

“‘No one could give ber
such soothing and sensible
consolation as this little three-
month-old creature when be
lay at ber breast and she felt
the movement of his lips and
the snuffling of bis tiny nose”.

Maryon Jones is a year 2
student at the ANU Medical
Student.

References available upon
request from the author.
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Orthopaedic Surgeon

Shoulder & Upper limb

MBBS (Hons I) FRACS FAOrthA

Dr Katherine Gordiev specialises in
Orthopaedic treatment of shoulder,
elbow, wrist and hand disorders.

Affer completing her Orthopaedic

fraining, Katherine undertook an 18
month Shoulder Surgery Fellowship af The
Cleveland Clinic, USA, between 2003 and
2004. This Fellowship was concerned with
the management of shoulder arthrifis,
rofator cuff disease, instability and trauma, as well as ellbow
and wrist pathology. In 2005 she refurned and settled in
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“We already know that
many people with mental ill-
ness struggle to get the care
they need”, RANZCP President
Dr Murray Patton said today.
“However it is clear from our
analysis, that the proposed co-
payments will make an already
bad situation, much worse. We
are concerned about the
effects of these Budget meas-
ures on people with serious
mental illness, particularly
those who also have physical
illness. In particular we are
concerned that the impact of
the pathology co-payment has
not been thoroughly consid-
ered. We would welcome the
opportunity to discuss with
the Government the impacts
of this reform on people with
serious mental illness.”

RANZCP is concerned that
the gap between life expectan-
¢y in patients with a mental ill-
ness and the general popula-
tion has widened since 1985.
People with serious mental ill-
ness live between 10 and 32
years less than the general

Canberra, with rooms in the National Capital Private Hospital.
Katherine lives in Canberra with her two children.,

To maintain skills and knowledge in current and emerging
fechniques, Katherine regularly attends conferences and
surgical skills session, and visits Orthopaedic colleagues

in Australia and overseas. For example, Kafherine visited
Shoulder and Upper limb unifs in France in 2008 and 2012,
affended a Shoulder conference in San Diego in 2014 and
will be affending courses in Melbourmne and Switzerland in
the coming months. Katherine parficipates in the feaching
of AOA Orthopaedic trainees and ANU Medical Students

population. Around 80% of this
higher mortality rate can be
attributed to the much higher
rates of physical illnesses such
as cardiovascular and respira-
tory diseases and cancer expe-
rienced by this population.

“People who struggle with
serious mental illness already
face a range of barriers obtain-
ing access to appropriate, high
quality healthcare and we
know that this impacts on
their physical health. These
new co-payments will be one
more barrier. This will lead to
other health problems not
being identified or treated
propertly, leading to deteriora-
tion in patients’ health.” Dr
Patton said.

The report has highlighted
a number of particular prob-
lems for people who have
both mental and physical
health issues:

1. A number of treatments
for serious mental illness
can cause side effects that,
if left untreated, cause
metabolic disorder, cardio-
vascular disease and dia-
betes, and a range of
other serious health
issues. The best way to
diagnose and manage
these side effects is
through regular pathology
testing. These tests will
now attract a $7 co-pay-
ment for each test.

2. People who are not eligi-
ble for a healthcare con-
cession card because their
income is marginally too
high ‘fall through the
gaps.” They are particular-
ly disadvantaged by the
new co-payment, as they
will have to pay the full
rate co-payment for phar-

maceuticals, GP visits and
pathology testing. These
additional costs can
amount to many hundreds
of dollars each year for
care that is related to
managing both physical
and mental health condi-
tions.

3. Consumers, carers and
psychiatrists consulted as
part of this report all
thought that the co-pay-
ment would change the
way they used health ser-
vices and medication and
could put their health at
risk.

“This mnew co-payment
regime will be particularly dif-
Sficult for people who need to
take medication to manage a
mental bealth condition, the
medication puts them at risk
Jfor a whole lot of other condi-
tions, and then they are slugged
with additional costs if they try
to manage those side effects.
We bave serious concerns
about the bealth impacts of
these co-payments for this most
vulnerable group of consum-
ers.” Dr Patton said.

“We call on the Senate to
continue to block the imple-
mentation of these measures.
The College has a range of pol-
icy recommendations to ensure
that healthcare remains afford-
able for people with serious
mental illness. We would wel-
come the opportunity to work
productively with the Govern-
ment on a better package of
reform for people with serious
mental illness.”

through the Calvary Hospital. In addition to her other

qudlifications, Katherine is a memioer of the Shoulder and

Eloow Society of Australia.

A detailed list of operations performed and condifions
freated by Katherine can be found af www.
katherinegordiev.com.au. A weekly frocture clinic enables
fimely care of frauma and urgent referrals. A faxed referrall
and imaging allow defermination of the urgency of
appoinfments. Please call 6260 5249, and Katherine's staff
will be pleased to assist you. Queries are welcomed and
can be emailed to mail@kathg.net.



After 10 years,

Dr Rashmi

Dr Sharma’s thank you
letter to the profession
in the ACT:

“With just over a quarter of
my life having been a board
member of Canberra’s ‘primary
healthcare organisation’ in the
form of the ACT Division of
General Practice and then the
ACT Medicare Local, I feel it is
in the interests of good gov-
ernance and my personal
development to move on.

As Chair I have had the
privilege of interacting with
multiple facets of the health
sector ranging from political,
policy, consumer, clinical sup-
port staff and coal face clini-
cians.

As I have been preparing
to step down I have been
reflecting on the journey over
the last decade and the lessons
I have learnt...

B it is better to be ‘in the
tent’ and engage in
discussions even where
you are philosophically
opposed to the proposed
outcome. The outcome
may remain unchanged
but you may have been
able to influence it in
some way.

B ‘protection of turf’ has very
different meanings
between public and
private sectors and that
loss of ‘turf’ ultimately lead
to the demise of private
primary healthcare if a
short term view is taken
when health policy
decisions are made.

B ‘we are all on the same
side’ — all of us engaged in
health care, at whatever
level are in it for the same
ultimate outcome — better
health for the community
— 5o let’s get over the traps
of public vs private,
artificial hierarchies within
and between professions
and work together and get
on with it.

B ‘death by committee’ is a
real clinical condition that
needs an evidence based
treatment to save the
precious health dollar.

B the best idea in the world
developed by policy
makers will fall down if
you do not get ‘real
clinical input’ — input from
those who currently do the
face to face clinical care
and have to implement

Sharma steps down

any policy — if not, guess
what — it will not work.

getting a doctor direct
phone number for
clinicians to contact
Canberra Hospital was
harder than you think but
do not underestimate the
power of survey findings
in health and there is ‘no
harm in asking’.

clinicians are used to
making on-the-spot clinical
decisions and change
behaviour immediately, so
get frustrated in the long
delays in system changes.
To keep their engagement,
progress needs to be
demonstrable.

General Practice is the
‘backbone of the entire
health system’ — it is
undervalued and under
resourced — let us
recognise it for what it
does and can offer and
ensure that we keep the
standards high, it will be
the most cost effective
investment we make as a
community.

while there is always room
for improvement we have
to ‘invest in evidence not
ideology’. We enjoy world-
leading health outcomes in
the region so let us
celebrate the work that is
being currently done by
our health workers — new
is not always better or
cheaper.

it can be confronting
sometimes to agree or
embrace government
policy regarding our
professions. I too have had
a degree of cynicism at
times. However I do not
believe in ‘throwing the
baby out with the

CanberiaDOEl

bathwater’ but rather

making the most of what

we have to work with and
crafting it for maximum
impact.

I remember setting a KPI
for myself when I took over at
the helm that people would
notice if the Division /Medicare
Local were to close overnight.
Not sure if this KPI could ever
be met but I do think that if
most members were to reflect
they would recognise that if
they were not receiving sup-
port directly; eg, an education
event, it may be behind the
scenes; assistance with accred-
itation or chronic disease man-
agement, for example. Or even
more removed: they may be
benefiting from advocacy work
undertaken; eg, better commu-
nication with the public sector.

One thing though is that
we cannot be all things to all
people, especially within budg-
etary constraints.

It is a time of extreme tur-
moil for those involved in
health and T urge everyone to
take an interest in their future
by supporting their organisa-
tions that try to advocate on
their behalf otherwise we will
be the recipients of ‘things
done to us rather than with us.’

And so thank you to all of
those who have supported,
guided and mentored me along
the way. It has been a tremen-
dous journey and while we are
again at the crossroads of
uncertainty, I feel here is enor-
mous opportunity to refocus
and refine the work of the
Medicare Local with a dedicat-
ed board, CEO and staff. T will
stay involved and look forward
to contributing in the future.

Doctors and pharmacists
in the ACT, Tasmania, Victoria,
Queensland, Western Australia
and South Australia can now
prescribe and supply most PBS
medicines to residents of aged
care facilities using this chart
without needing to also write
prescriptions. (Legislation is
yet to be passed in NSW and
the Northern Territory to allow
the NRMC to be used for med-
icine prescribing and supply
purposes.)

The National Residential
Medication Chart (NRMC) has
also been designed to provide
a central point for informa-
tion. ‘Prescriptions’ and the
record of medicine adminis-
tration are co-located, with
the resident’s details including
their photograph and known
adverse drug reactions visible
from each page. Relevant
pathology, doctors’ instruc-

tions and special considera-
tions are also included.

The NRMC was developed,
tested and evaluated in 2013-
14 by the Commission in over
twenty residential aged care
facilities in NSW (specially
exempted from current NSW
legislative restrictions). AMA
members, Dr Brian Morton
and Dr Richard Kidd, partici-
pated in the expert reference
group providing advice.

The Commission found
that the NRMC improved med-
ication safety for residents as
well as considerably minimis-
ing the administrative burden
of prescribers, aged care staff,
and pharmacists when order-
ing, administering and sup-
plying PBS medicines.

While NRMC test sites
provided very positive feed-
back and have chosen to con-
tinue using it, their experienc-
es indicate that everyone
involved initially needs train-
ing and support to move suc-
cessfully to an NRMC model.

The next step is for com-
mercial companies to develop
electronic versions of the
NRMC to streamline processes
even further.

Use of the NRMC is a deci-
sion of the residential aged
care facilities and is purely vol-
untary but AMA members may
wish to encourage the facilities
they work in to investigate its
adoption.

AMA Career Assist

— supporting you on your professional journey

For professional advice on career options, preparing
your application, CV development and presentation,
contact your local support service.

Contact your AMA ACT for Careers
Assistance. Phone 6270 5410.
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Disability and discrimination:

why dollars do not equal solutions

By Christina Hodge

In 2012 I met a boy
that changed the way I
viewed my world. He
had a bright,
contagious smile with a
manner that drew
people to him and a
sincere concern for the
wellbeing of others. I
clearly remember one
day walking, frustrated,
out of the counselling
rooms where I worked
to see him waiting with
a smile at the ready.

This boy was 9 years old
and had cerebral palsy. I had
spent the morning working
with the medical team to find a
wheelchair that would fit on
the bus and a teacher aid to
assist him through the door
and help him communicate his
thoughts and ideas so that he,
like every other child T worked
with, could go to school. T was
disheartened and upset to tell
him that we were doing our
best but, again, tomorrow
would not be the day. The rea-
son this boy had such a pro-
found effect on me was that,
despite the limitation society
was placing on him through
lack of resources, the response
his brother relayed to me was
“its ok, he knows you will
keep trying”.

In Australia, the private,
corporate and public sectors all
assert a role in moulding the
structure of our health system;
how resources are distributed;

how accessibility and funding
are addressed; and how health
equity is determined. It is the
role of governments and these
sectors to decide how finite
financial and human capital is
spread to best serve our com-
munities’ needs while consid-
ering each individual’s circum-
stances, of which disability
(whether a physical, sensory,
intellectual or mental health
impairment) is considered a
component. In 2013 the Aust-
ralian Government released a
review of services provided
under the National Disability
Agreement, boasting a 6.7 bil-
lion dollar spend on disability
support services. They noted
the inclusion of 34 individual
service types aimed at improv-
ing the lives of people with
disability by providing oppor-
tunities for them to participate
in the community. That seems
like a lot of money, so why am
I unsatisfied? It is justice and
equity that are central to this
argument about how disability
is viewed by our society, not
just monetary provisions.

I look first to the basic ten-
ants of the World Health Org-
anisations Constitutional de-
scription of health as “a state of
complete physical, mental and
social well-being and not mere-
ly the absence of disease or
infirmity”. Similar understand-
ings are expounded by the
UDHR, ICESCR and the AMA
Code of Ethics pronouncing
the right of every human being
to the highest attainable stand-
ard of physical and mental
health. This suggests not just
the opportunity for a person
considered disabled to ‘partici-
pate in the community’ but rec-

ognition by society that disabil-
ity is the result of an interaction
between a person and an envi-
ronment that does not appro-
priately cater for their needs.
The social model of disability
stresses that the context in
which we live must change, not
just physically, but attitudinally
and socially to enable an equal,
equitable standard of health for
all members of our society.
This paradigm shift has become
internationally recognised by
the United Nations Convention
on the Rights of Persons with
Disabilities (which Australia
ratified in 2008). This move has
given the Australian Human
Rights Commission a platform
on which to stand and say, the
current aims of service provi-
sion, centred on a medical
model of disability, are just not
good enough.

In the words of Stella
Young, a disability activist, MC
and comedian, “disability is not
a person’s identity”. For verifi-
cation of that you need look
no further than Sue Austin’s
Ted Talk “Deep sea diving ... in
a wheelchair: the value of dif-
ference”. Sue Austin is an artist
that through her work exempli-
fies the value of diversity to
society and tries to overcome
the notion of ‘disabled’ as
‘other’. Her ideas are captured
in the narratives of the film
‘Fixed’, which raises the ques-
tion, “what is disability?” And
conversely, “what is normal to
you?” During this film Hugh
Herr, head of the Biomecha-
tronics research group at MIT
and developer of the Rheo
Knee and the world’s first pow-
ered ankle-foot prosthesis, asks
“What does ‘disabled’” mean

when a man with no legs can
run faster than most people in
the world?”. This question is
followed by the remarks of
Gregor Wolbring, biochemist
and ability studies scholar, that
“people should think of disa-
bility as another human experi-
ence that embodies qualities of
human adaptability that are
common to all people, wheth-
er they have a specific disabil-
ity or not, and the experienc-
es...have lessons for the com-
munity at large.”

In 1992 federal legislation,
namely the Disability Discrim-
ination Act, stated in its general
principles that by law it is
required we have “respect for
difference and acceptance of
persons with disabilities as part
of human diversity and human-
ity with equality of opportuni-
ty”. Further, it states with direct
reference to children that “State

Parties take all necessary meas-
ures to ensure the full enjoy-
ment by children with disabili-
ties of all human rights and fun-
damental freedoms on an equal
basis with other children”. Why
now, twenty years on, are we
still not getting it right? Why am
I, as a health care provider, still
not able to give the boy I
worked with adequate services
to allow him to attend school
and enjoy the basic human right
of education. If our government
has spent 6.9 billion dollars on
disability support services and
in a major city a basic child’s
wheelchair comes with a wait-
ing list then maybe we are
thinking about disability the
wrong way.

Christina Hodge is a year 2

student at the ANU Medical
School.

References available on request
[from the author.
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BOOK REVIEW: A Doctor’s Dream

By Dr Buddhi Lokuge and Tanya Burke

Allen & Unwin 2014,
RRP $32.99

When did you last treat
a case of scabies? In
Canberra this
infestation is rarely
seen, and easily
treated. We view it as
an occasional nuisance,
and load our patients
up with information
and topical treatments
which are likely to fix
the problem.

The situation is entirely
different in remote Indigenous
communities in the Top End,
where seven in ten Aboriginal
children will be affected by
the disease before they turn
one. Whole households and
communities  suffer from
chronic scabies. The strepto-
coccal infections that develop
from scratching sores can lead
to rheumatic heart disease and
chronic kidney disease.

A Doctor’s Dream is the
fascinating story of the journey
of a Canberra GP who strug-
gled to find an approach to
tackling the problem that actu-
ally worked. Staring down
opposition from high-profile
experts, he took the time to
listen and work with commu-
nities and develop a partner-
ship approach that delivered
startlingly positive results.

Dr Buddhi Lokuge is a
public health physician who
has worked in general practice
in Canberra, as well as for MSF
in Africa and Afghanistan. He
and his partner Tanya moved
from Canberra to East Arnhem
land in 2011 with their young

family to run a multi-million
dollar program to tackle sca-
bies. The expert plan was to
mass dose communities with
ivermectin, an oral scabicide.

It soon became clear that
this would not lead to a lasting
solution. People would keep
being re-infected unless crust-
ed scabies, the most severe
and debilitating form of the
disease, dubbed by some as
modern day leprosy, was con-
trolled. People with crusted
scabies hid themselves away,
and had often had a lifetime of
failed hospitalisations and
medical intervention which
further stigmatised them and
increased their sense of dis-
trust. Existing treatment proto-
cols — and mass dosing regimes
— were ineffective in remote
settings, and did not take into
account the priorities of the
sufferers themselves.

By taking the slow road,
listening to sufferers, and
working with them family by
family, Dr Lokuge and his
team gradually developed a
ground-up approach that
ended up reducing scabies
transmission and hospitalisa-
tion rates by around 80% in
just three years.

The book is a rare story of
hope and change from the
often dispiriting coalface of
remote indigenous health. It is
also a fascinating insight into
how effective start-up health
programs are created, from
dream to funding partnerships,
from fieldwork trials to policy
development, from chats on
the verandahs of elders in
Arnhem land to corporate
boardrooms, public health con-
ferences and social media cam-
paigns. It reveals the challenges
and satisfactions of remote area
work, and the strains it places
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on individuals and relation-
ships. It shines light on the oft-
en fraught relationship between
white and black Australia ‘a
partnership dance that is still
struggling to develop trust and
mutual respect. Most of all it
brings alive the silenced voices
of the local Yolgnu people.
Their singular and moving sto-
ries are the heart of the book.
In the end, like in all good
medicine, it is about listening
to people, and finding a way
forward together.

You can link to the Medical
Journal of Australia article on
the scabies project: http://www.
everyvoicecounts.org/scabies/

By Dr Joo-Inn Chew, GP at
Interchange General Practice,
and at Companion House
Torture and Trauma Survivor
Service.

A/Prof Owler said that the
reports, A decade of Australian
general practice activity 2004-
05 — 2013-14 and Australian
General Practice Activity 201 3-
14, provide further evidence
that general practice delivers
the best value for money in
the Australian health system.

“Significant investment in
general practice is crucial to
equip the health system to
cope with the ageing popula-
tion and more patients with
complex and chronic diseas-
es,” A/Prof Owler.

“General practice keeps
people healthy and out of hos-
pital. It makes sense for the
Government to invest heavily
in primary care, and the most
cost-effective quality primary
care is provided by GPs.

“It is definitely not the
time to be introducing disin-
centives — such as the Govern-
ment’s proposed model of co-
payments for GP, pathology,
and radiology services — that
would deter sick people from
visiting their GP.”

How would you know if you bought

an unsuitable life insurance product ? =XEER!

A/Prof Owler said the
reports show that if GP ser-
vices were performed in other
areas of the health system,
they would cost both the Gov-
ernment and patients consid-
erably more than general
practice.

“GP services in the Emer-
gency Department, for exam-
ple, would cost between $396
and $599 each, compared to
the average cost of a GP visit,
which is around $50,” A/Prof
Owler said.

The BEACH reports high-
light that general practice,
over the period 2004-05 to
2013-14, has been doing more
to keep Australians healthy
than ever before, including:

68 million extra problems
managed (48 per cent
increase), of which 24
million were chronic
conditions such as
diabetes and depression;

35 million extra
GP-patient encounters (36
per cent increase), 17
million of which were
with patients aged 65+ (a
67 per cent increase);

10 million extra hours of
GP clinical time (43 per
cent increase); and

10 million extra

procedural treatments (a
66 per cent increase).

The BEACH publications are
available at General practice
activity in Australia 2013-14
and A decade of general
practice activity 2004-05 to
2013-14.
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Food packaging is confus-
ing people. Every aisle in the
supermarket, except the first
and last, is given over to pro-
cessed food. With all the diets,
food fads and misleading
advertising I now have intelli-
gent, educated patients telling
me that “I don’t know what to
eat”. The daily intake guides
on the packets are next to use-
less, and so much defended
by the food industry.

Poor diet is now the lead-
ing cause of death and disabil-
ity in Australia, says Professor

Bruce Neal of the George
Institute. A quarter of children
and adolescents are over-
weight or obese and there are
400 new cases of type 2 diabe-
tes per year among them. This
is a public health crisis.

A recent national nutrition-
al survey showed that our fruit
and vegetable consumption
has declined by 30% in the
past 20 years. Over the past 50
years, sugar, salt and fat have
been progressively added to
processed food.

We have become used to
highly flavoured food. We
know that we develop a taste
for these substances such that
food can taste too bland with-
out them. The food industry
knows this and keeps inventing
products to tap the addiction.

Over the same time, we
have become time-poor, eat
out often and move less. We
grab the frozen dinner or pack-

aged sauce rather than cook-
ing from scratch. If T as a GP,
and a health conscious person
(without my glasses) can pick
up a stir fry sauce, and on get-
ting it home find that the sec-
ond main ingredient in it, after
water, was sugar, then how
does everyone else fare?

In 2011, the AMA stated:
“The facts are clear. The AMA
believes that the government
must mandate traffic light
labelling on packaged food
and drink products”. In a vic-
tory for industry over the pub-
lic good, the government of
the day decided not to go
ahead with that system even
though it is clear, obvious and
the most effective way to
change buyer behaviour. What
parent is going to pick up a
lunch box snack for their child
with a red light on it?

A front of pack Health Star
Rating system, which rates
foods on nutritional value from
1 to 5 stars, was proposed in-
stead. For two vyears, federal
and state governments, the food
industry, public health experts
and consumers worked on it.

In February this year, the
Health Department’s website
to inform consumers and man-
ufacturers finally arrived but
was pulled down immediately
by the Assistant Health Mini-
ster’s then chief of staff, Alistair
Furnival. Furnival, it has been
reported, is a co-owner of a
company that represents food
industry opponents of the
website and the alcohol indus-
try. He also reportedly played
a lead role in the startling
decision to defund the Alcohol
and Other Drugs Council of
Australia.

NORTHSIDE

For appointments please phone:
1300 4 CALMS (1300 422 567)

Representing Canberra GP’s as a true
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Owned and operated by Canberra’s General Practitioners.

www.calms.net.au
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Alarmed, the Public Health
Association of Australia and 66
professors published a letter
to government “obesity needs
urgent action — it is causing
diabetes, heart and kidney dis-
ease and cancer” and urged all
ministers “to take whatever
action is within their power”
to reinstate the website and
begin compliance as soon as
possible.

Still, many in the current
government believe that no
intervention should take place,

decrying it as “pure nanny €&

state”. Apparently neither the
Health Minister nor Assistant
Health Minister defended the
HSR during internal debates.
Finally, in June, the Federal
Government buckled to pres-
sure to re-instate the website.

We should be throwing
everything at this. If doctors
were in charge we would have
the tried and true traffic light
system, it would be mandatory
and phased in quickly. Instead,
we have a second best system,
which is voluntary, to be phased
in over 5 years — and still hasn’t
appeared online.

This week,

the Health

Department site “encourages
the attendance of food compa-
nies” to a workshop about the
new system. I do hope they
wander along!
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The only GP in Parliament,
Senator Richard Di Natale,
commented “The Federal Gov-
ernment is dragging its heels
over the launch of the health
star rating website. The fact
that the George Intitute have
been able to launch a func-
tional online rating system
begs the question, why the
delay from the government?”

In Senate estimates this
week the Assistant Minister for
Health, Senator Nash, was ask-
ed about the delay. Her resp-

onse was a masterpiece of ob-
fuscation.

I have given up waiting.
I'm now directing patients to
the George Institute’s website
(www.foodswitchstars.com.
au) which lists 55,000 items
and compares products within
each range. I was amazed to
find that a Weight Watchers
bar received only 1 1/2 stars
out of 5. People need to be
informed now about what
they’re putting in their mouths.
We all do.

By Dr Julie Kidd, MB, BS.
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Economic sanctions and healthcare

— an ethical dilemma?

By Zainab Ridha

Sanctions are tools of foreign policy that have been used increasingly since
World War I. The main purpose behind sanctions is to punish states that
refuse to conform to international norms, particularly when these states
commit acts in violation of human rights. The senders of sanctions justify
their policies on the basis of sanctions being an ethical alternative to the
inhumane use of military force. Yet, deep consideration of the
consequences on the people of the “punished state” raises an important

in themselves a violation of human rights?

question — are sanctions

The most common type of
sanction applied in recent
times has been the trade
embargo, or economic sanc-
tion. The nature of these
embargoes in the past was
quite comprehensive and
broadly affected societies to
the point of humanitarian dev-
astation, primarily through the
decline of food and medical
provisions. For example, US
sanctions on Cuba from the
1960s till present have caused
significant malnutrition, partic-
ularly in children, related to
reduced food imports and a
decline in local production. As
a result, conditions like anae-
mia in underweight pregnant
women and infectious diseases
among the elderly were a sig-
nificant burden on the Cuban
healthcare system.

Yet no set of sanctions in
history compares to those
imposed on Iraqg by the UN
Security Council after Saddam
Hussein’s invasion of Kuwait.
The embargo lasted for 13
years blocking nearly all
imports/exports, freezing Iraqi
funds and banning transport to
and from Iraq. Even more so
than in the case of Cuba, the
Iraqi healthcare system was
crippled facing a more than

two-fold increase in typhoid,
measles and polio cases. The
inadequate availability of
essential medical products like
insulin caused more deaths
from chronic diseases and,
shockingly, the lack of anaes-
thetic agents forced surgeons
to perform operations without
anaesthesia. Entire populations
were forced into semi-starva-
tion and humiliation as they
depended on a 1000 calorie/
day government rationing sys-
tem consisting of mainly rice
and sugar. To make matters
worse, the Iraqi sewage treat-
ment system was also hit due
to blocks on the importation of
chlorine precipitated by fears it
may be used as a chemical
weapon. It is no wonder then
that many children died from
diarrhoea and other preventa-
ble illnesses related to lack of
personal hygiene. In total, the
UN estimated that approxi-
mately 1.7 million Iragi lives
were lost as a direct effect of
the sanctions, with 500,000 of
them being children.

However, following the
humanitarian disaster of the
Iraq sanctions, there has been
a shift towards targeted sanc-
tions over their comprehensive
predecessors. These may in-
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volve trade embargoes on spe-
cific industries (e.g. weapons,
oil), travel prohibitions, or
sanctions aimed at limiting a
state’s financial freedom via
restricting investments, freez-
ing foreign assets or banning
monetary transactions. The
recent sanctions on Iran fit into
this mould; directed by the US,
EU, Canada, and several other
countries including Australia,
their main aim has been to
stop the proliferation of Iran’s
nuclear program. Although the
sanctions have exempted trade
on food and medicine, the
sanctioning of Iran’s Central
Bank and interruption of finan-
cial flows has led to a signifi-
cant shortage in medical sup-
plies. Even raw materials to
support Iran’s pharmaceutical
industry have been cut-dry,
which manufactures 90% of
drugs available on the domes-
tic market. This raises issues
with long-term management of
chronic diseases, like cancer,
and has even resulted in the
death of a haemophilia patient
due to lack of required treat-
ment. One may thus argue that
targeted sanctions are not very
different to their comprehen-
sive counterparts due to the
highly connected nature of

global markets and depend-
ence on financial flow.

Although the humanitarian
impact of economic sanctions
on ordinary civilians is undeni-
able, they continue to exist and
be advocated for. Those in
favour take a utilitarian app-
roach to ethically justify sanc-
tions, claiming that the greater
good of political gain far out-
weighs the collateral damage
of human suffering. However,
history has shown us that this
has rarely been the case. It may
be true that sanctions signifi-
cantly weakened Iraq’s once-
powerful army, yet they failed
to overthrow Saddam Hussein
by the frustrated masses and
this was mainly due to his
strong, hostile and heavily-pro-
tected political standing. More
recently, in the case of Iran, the
US-led sanctions on oil and
gasoline trade have ironically
created a bigger incentive for
the Iranian government to
enrich its nuclear energy pro-
gram and meet the demands of
its people.

It's an unfortunate reality
that violations of human rights
continue to occur on a daily
basis, particularly in war zones
and places with authoritarian
regimes. However, what of
institutions such as the UN
Security Council, the US, EU
and other sanction imposers
that are signatories to interna-
tional human rights agree-
ments? According to the Uni-
versal Declaration of Human
Rights, every individual has a
right to life, medicine and shel-
ter. Likewise the UN Covenant
for Economic, Social and Cult-
ural Rights guarantees that
food, sanitation products and
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pharmaceuticals should be
available to all. Yet in nearly all
countries targeted by sanctions,
civilians have been stripped of
these essential rights. Attempts
have been made in the past to
correct for the damage, such as
the UN’s inadequate Iraq Oil-
for-Food program, yet corrup-
tion and bureaucratic obstacles
have hindered this affirmative
action. In some cases, as in the
2012 TIranian earthquake, even
NGO’s were unable to transfer
funds for emergency relief sim-
ply because no bank was will-
ing to facilitate the transaction.

Economic sanctions may
be a preferable method over
military combat to discipline
states that violate treaties or
other nations’ sovereignty.
Also, policy modifications over
the past decade may have
slightly limited the humanitari-
an cost, but this is not enough.
Even targeted sanctions impact
on healthcare systems, which
consequently affects the liveli-
hood of multiple generations.
It is thus the onus on the sanc-
tion imposers to ensure con-
tinuous monitoring of the tar-
geted population’s health sta-
tus and implement mechanisms
to maintain food stability, pre-
vent water contamination and
infectious disease spread. Only
in this way will the benefits of
sanctions outweigh the harms.

Zainab Ridba is a year 2
student at the ANU Medical
School

References available on request
[from the author.
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One, taking his audience
through a series of hilarious
anecdotes of surgical life, deliv-
ering punchlines with whiplash
timing, punctuated by bursts of
laughter from sections of the
audience as they eventually
caught on.

The other lecture was somb-
er. This man was humble in the
way great men often are, which
only engendered greater awe at
his tales of high-risk surgery in
the Antarctic, expeditions to
landlocked villages, setting up
makeshift operating theatres in
developing countries. The pho-
tos of beaming children — band-
ages finally off — demonstrated
how both men had done some-
thing truly extraordinary with
their lives.

The medical students that
made up the audience were in-
trigued. The lecture was open-
ed for questions. The normal
questions were asked — how
long did it take them to gain
their expertise? What was their
greatest achievement? Then,
another was asked — How did
they handle combining their
career and raising children?

It was there that these two
lecturers found common
ground. They both replied —
one jokingly, another with a dis-
tinct twinge of regret — that they
had not raised their children at
all. Both relayed stories of hav-
ing missed much of their chil-

dren’s lives. Both explained that
without a stay at home spouse,
they would not have been able
to have children at all.

This reply was not unex-
pected. There was a distinct
sense of annoyance from large
portions of the audience — most-
ly female — who mentally cross-
ed this career path off their lists.

In both lectures, the lectur-
er was peppered with ques-
tions about how they could
possibly have done better,
been more involved in their
children’s lives. Interestingly,
both men and women were
asking the questions. Even
more interestingly, at both lec-
tures, it was a man who had
asked the original question.

From these two encounters
— taken from two separate sur-
gical symposiums in 2013 — we
can make a few assumptions.
People are more interested in
surgery than ever. It is an excit-
ing, ever changing field, pre-
senting challenges and adven-
tures for anyone who decides
to push on down that path.
More importantly, gender roles
are changing. In 1975, 20% of
medical graduates were female.
Today that number is closer to
50%. Additionally, men are
more interested in being
involved in raising their chil-
dren than ever before. The tra-
ditional nuclear family still
exists — with a man as the sole
breadwinner, and a stay at
home mother working to raise
the children — but it is only a
percentage of a larger subset of
families. Most families in
Australia have both parents
working full-time, and taking
time off at times that suit their
personal situations, not just
their traditional gender roles.

Additionally, the spreading
wave of LGBT+ equality means
that more gay and lesbian cou-
ples than ever are raising chil-
dren of their own.

A 2014 report released by
the Australian Human Rights
Commission details the many
ways that workers are penal-
ised for childrearing. This
includes discrimination relating
to pregnancy, a lack of part
time or flexible time options,
cutting workers off from pro-
motions due to their primary
carer status. Workers are dis-
proportionately penalised for
taking time off from work to
care for children. Even thirty
years after taking a year off to
care for a child, workers are
paid far less than their counter-
parts who took no time off.

The pay rates for male and
female medical graduates are
equal. Despite this, soon the
pay gap expands dramatically,
with the average pay gap for
doctors at 30.7%, 12% larger
than the national average.
30-60% of the wage gap is due
to differences in hours worked
(which in itself is mostly due to
the increased load of unpaid
domestic work for women).
40-70% of the wage gap has
been ascribed to fewer offers
for promotion, performing few-
er procedures on average than
men, and an “unknown factor”.

This is compounded by
lower pay rates per hour for
those on part time work, a lack
of resources for re-training for
those who take time off, a lack
of daycare facilities, and work-
place discrimination (conscious
or otherwise) leading to fewer
promotions and pay raises, high
levels of burnout, and a lack of
leadership opportunities. Intell-

ectually, this makes sense -
medicine is a demanding pro-
fession, and as such any deci-
sion to take on another high
intensity job — that is, of raising
children — will impact on that
first job significantly. Medicine
is traditionally very inflexible.
Even so, it is important to
remember that historically, med-
icine has gone through many
changes despite heavy resist-
ance - the introduction of hand-
washing is an excellent exam-
ple — and challenges to the sta-
tus quo can and should be
encouraged.

Proposed changes to train-
ing are often met with concerns
about affecting training quality
and patient care. Yet the intro-
duction of part time training in
both internal medicine and pae-
diatrics has been associated
with improved personal wellbe-
ing and clinical performance.
There has been no evidence of
compromised training quality
or quality of patient care.

There is also a view that
part time training demonstrates
a lack of commitment. The evi-
dence shows, however, that the
ability to manage both the
demands of a young family
and part time training requires
a high level of commitment
and organisational skill.

The composition of the
medical profession is changing,
and our new graduates should
not be made to adapt to a career
style that stubbornly refuses to
change. Having children is a
desire common to many people,
and if we as a profession pur-
port to champion gender equal-
ity we should not dismiss the
idea that one might combine a
career and a family as some-
thing out of the ordinary. Curr-
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ing is designed to serve a hypo-
thetical entity who will never
have any other commitment
than medicine. As childrearing
is a common thing to do, and
women have traditionally been
the primary carer, this resistance
to change translates into dis-
criminative workplace practices
and a widening pay gap.

We need to recognise that
today, people of every gender
want to combine a career and
raising a child. In our personal
lives, we should take a page
out of the book of our LGBT-
identified co-workers and strive
to designate childcare respon-
sibilities equitably, not accord-
ing to traditional gender roles.

Additionally, in our profes-
sional careers, we need to iden-
tify areas where we are perpetu-
ating discrimination against par-
ents, and where we can, imple-
ment policies such as flexible
training and working opportuni-
ties that will help to turn the tide
against gender inequality.

Someday, 1 hope to see
another two lecturers one
male, one female — regale us
with their stories of a fulfilling
career. I hope that those peo-
ple will be able to confidently
answer that they spent a great
deal of time with their children,
and shared childcare responsi-
bilities with their partners. I
especially hope that the medi-
cal students of the future will
be satisfied to know that every
speciality is available to them,
regardless of their gender or
their responsibilities.

Anna-Kristen Szubert is a year
2 student at the ANU Medical
School.

References are available on
request from the author.
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Mental Health:

Helping ourselves to help others

By Nicole Maitin-Casalis
The Hippocratic Oath
stands at the very
foundation of
medicine, stating that
“the health of my
patient will be my first
consideration”. Yet, I
argue that to uphold
this doctrine, doctors
must first take care of
themselves.

In 2013 a world-first sur-
vey on the mental health of
over 14,000 Australian medical
students and doctors was con-
ducted by BeyondBlue. As a
medical student, the findings
invoked an unbridled mix of
alarm and disappointment.

Alarm at the statistic that
almost a quarter of Australian
doctors and medical students
reported thoughts of ending
their lives. That young doctors
and female doctors particular-
ly had the highest rates of
mental health issues, reporting
more severe work stress and a
disconcertingly high rate of
burnout.

Then came the disappoint-
ment. The survey revealed that
stigmatising attitudes regarding
mental health amongst medical
professionals are running rife.
Amongst medical students, 40%
believed that doctors with a
history of mental health condi-
tions are less competent, and
furthermore that doctors would
encourage their colleagues to
conceal any mental health
problems. These views lined
up with the attitudes held by
current doctors, who reported
the belief that mental health
issues impede career progres-
sion due to the medical com-
munity questioning the compe-
tence of doctors who admit to
a history of depression.

The burden of mental
health is by no means restrict-
ed to medical students. Mental
health is one of the leading
contributors to non-fatal bur-
den of disease and injury in
Australia. Specifically, in 2007
the ABS Survey of Mental
Health and Wellbeing revealed
that almost half (7.3 million
people) had a mental disorder
at some time in their life. Most
shockingly, this statistic is
largely due to the young-ado-
lescent group, where almost a

quarter of people aged 16-24
years had a mental disorder in
the previous vyear. The
Australian Medical Students
Association (AMSA) has recog-
nised the critical nature of this
issue, launching a campaign
for increasing awareness and
removing the stigma of mental
health in youth.

Thus, as a medical commu-
nity, we are to be credited for
recognising and jumping to
action regarding the pressing
issue of mental health amongst
our potential patients. These
actions are in accordance with
the requirements of the Health
Professionals Act, to exercise
professional judgement, knowl-
edge, skill and conduct at a
level that maintains public pro-
tection and safety.

Furthermore, in approach-
ing patients with mental health
issues, doctors uphold the eth-
ical principles of autonomy,
justice, beneficence and non-
maleficence. They ensure the
dignity of their patient is
upheld, and that the patient’s
entitlement to fair treatment is
fulfilled by ensuring their
approach toward the patient’s
needs is not marred by a stig-
matising attitude. In accord-
ance with the principles of
beneficence and non-malefi-
cence, doctors do not ignore
signs of depression in a patient,
particularly where suicidal ide-
ations occur. In doing so, the
aim is to ensure that the
patient’s human right to the
highest attainable standard of
care as outlined in the UCESR
is satisfied. These are the prin-
ciples drilled into us as medi-
cal students, rote-learned and
well-understood.

CanberiaDOEl

So why is it that we actively
and selectively strip our own
medical community of these
rights and fail to uphold these
principles when it involves our
own peers and colleagues?

The endorsement of dis-
criminatory attitudes toward
mental health in the medical
community will hurt not only
those affected, but their
patients too. Due to fears of
stigmatisation, medical stu-
dents are less likely to seek
treatment, which will in turn
result in greater burnout and
fuel the growing mental health
statistics. Moreover, these atti-
tudes may hinder a doctor’s
ability to increase awareness
about mental health issues and
the importance of removing
stigma in the general public.

To be effective, doctors
must first take care of them-
selves. Yet in the current cli-
mate, doing so requires admit-
ting the issue and seeking treat-
ment — which is obstructed due
to the perception that doctors
will be viewed as incompetent
BECAUSE they sought treat-
ment. This self-perpetuating
cycle must be stopped. To do
5o, we must strive to apply the
same professional and legal
principles to our own commu-
nity as we will for our patients.
Only then will doctors be able
to fully commit to delivering
the highest standard of care to
patients. Only then will the
health of the patient truly be
the first and unimpeded con-
sideration.

Nicole Maitin-Casalis is a year
2 student at the ANU Medical
School.

References available on
request from the author.
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It can be challenging for a doctor to be a patient

By Rachael Heath Jeffery

In order to contend
whether or not it is
challenging for a doctor
to be a patient, it is
important to provide
the context within
which doctors carry out
their daily duties to
meet their
responsibilities and
what, if anything,
distinguishes a doctor’s
experience on the
receiving end of
medical treatment to
that of his or her
patients.

Research has shown that
doctors, when compared to the
overall population, have a lower
standard mortality rate and are
less likely to suffer lifestyle-relat-
ed illnesses such as heart dis-
ease. However, research has
also demonstrated that doctors
experience similar rates of
chronic illness and high levels
of occupational stress and sub-
sequent vulnerability to anxiety,
depression and substance abuse.
In addition, they have a higher
than average suicide rate.

The stress factor plays a
significant role in inhibiting the
smooth transition from doctor
to patient. Doctors are, in the
main, dedicated and proficient
and their profession comes
with a great deal of responsi-
bility. The life of their patients
may depend on them making
timely and accurate decisions.
They are trying to achieve the
best possible outcome for their
patients and, in doing so, they
may witness great suffering,

R

not only with respect to the
patient but those around them.
The nature of illness and injury
is such that doctors may have
little control over events in
their lives and, accordingly,
demands on their time and
skills can be unpredictable.
Patients too can have expecta-
tions that their doctor will be
available to them if and when
required. All this would indi-
cate that many doctors could
struggle in achieving a work-
life balance as well as avoiding
depression and anxiety.

This difficulty in managing
their work environment, togeth-
er with the general reticence of
doctors to consult on or even
discuss their own health, espe-
cially mental health, would be
exacerbated by the perception
that, depending on the illness,
they also feel they are unable
to influence their own wellbe-
ing. Due to the demands on
their time and the volume of
work, it may be convenient for
doctors to ignore that they are
sick, particularly in the early
stages, or they give it such a
low priority that they do not
seek help until their illnesses
are more severe or even critical.
These are matters, which
should be addressed through-
out medical training so that
doctors are better prepared to
acknowledge that they need
help, especially if they are to
encourage responsible attitudes
in their patients. Doctors in
rural settings are particularly
vulnerable because seeking
help usually involves travelling
long distances and therefore
leaving their practices.

It has been suggested that
systemic issues, such as long
working hours may present
more of a problem to doctors
in accessing medical services
than individual barriers, for

instance personality  traits.
Confidentiality may also be
perceived as an issue both for
rural and urban doctors, when
it relates to their own health
and this would be particularly
evident in relation to their
mental health, including evok-
ing feelings of shame, embar-
rassment and loss of face. A
study found 71 per cent of
doctors felt embarrassed when
seeing another doctor. Rural
doctors typically live in small
communities where the bene-
fits of familiarity may come at a
cost of loss of privacy. Ironically,
doctors who have experienced
illness should subsequently be
recognised and respected for
having a greater insight to and
appreciation of their patients’
physical and mental symptoms.
At the other end of the scale
doctors may be dismissive of
symptoms like fatigue because
of their own exhaustion from
overwork and stress.

Being exposed to the con-
sequences of disease on a reg-
ular basis, means that doctors
may become detached from or
impervious to it in order to sur-
vive mentally. In some cases
such detachment may extend
to them not acknowledging
that they may need medical
treatment. This is despite being
fully aware of the repercus-
sions of not seeking help in the
early stage of the disease. It is
relevant in this regard that, in
the first week of medical
school, students are usually
asked to dissect a cadaver. This
prepares them at the outset for
the long non-judgemental path
ahead where it is the physio-
logical and clinical aspects of
the body that must preoccupy
their mind in a professional
capacity over the life’s experi-
ence of the person who exist-
ed. The focus on the disease

~ Dr lan Clark, the pathologusts and staff at Capital Pathology
extend the Season s greetings to you all.

itself can be interpreted by
anyone, especially those out-
side the medical profession, as
being almost unnatural and it
could be inferred that this dep-
ersonalisation of disease and
illness may cause doctors to
disassociate themselves from
their own illnesses and there-
fore challenging for them to
become patients.

Doctors often go through a
complex process in choosing
their own general practitioner
with female doctors more like-
ly to experience difficulty in
this area but also more likely to
be successful. This would indi-
cate a difference between the
sexes in procuring a doctor.
The professional status of a
doctor also is a factor in that
the higher the status, the less
likely they are to acknowledge
they need help. It may be that
their confidence in doctors of a
lesser standing is lacking.
Doctors are also more likely to
consult other doctors informal-
ly than would a mainstream
patient and it is reported that
over a-third of doctors used
‘corridor consultations’. This
preference for informal consul-
tation is evidence that doctors
find it challenging to be a
patient whether it is due to
time constraints or resistance
to the practice.

An extension of the reluc-
tance to seek formal medical
treatment from other doctors is
the matter of self-treatment. This
is a quick and cheap option
with privacy assured and the
problem of the doctor-patient
relationship is circumvented. It
follows that, depending on their
training and experience, doctors
may feel that they are better
equipped to deal with their own
medical issues. They are also
aware of the limitations of med-
ical treatment. Research has

Thank you for your support tn 2014.

We look forward to working with you in 2015 and wish you

a happy and peaceful new year
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shown most doctors believe *

‘self-treatment’ is acceptable,
especially for minor illnesses. In
this regard and as would be
expected, self-treatment is
shown to be more common for
general practitioners than spe-
cialists. Doctors do not like to
consume another doctor’s time
especially if they believe their
illness may be trivial or related
to a mental health issue. Unfort-
unately embarrassment with
mental health matters is not
only an issue with doctors but
reflects prevailing community
attitudes towards those illnesses
exacerbating challenges for doc-
tors to be patients.

Challenges for doctors to
be patients are wide-ranging
and relate to situations beyond
their control such as the occu-
pational stress increasingly
associated with the demands
placed on them by patients
and society or their own expec-
tations arising from their indi-
vidual personality traits. The
latter can be associated with
doctors giving their own health
issues a low priority perhaps
due to their work ethics or a
hesitation to consult other doc-
tors due to embarrassment or
concerns about confidentiality.
Some doctors may believe that
they are, or should be, better,
able to deal with their own
health issues, according to the
perceived quality of health care
available. These factors, togeth-
er with the well-established
practice of self-treatment, mean
that it can be challenging for a
doctor to be a patient.

Rachael Heath Jeffery is a year
2 student at the ANU Medical
School
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Medicine and technology: challenges for patients and
practitioners alike in the use of electronic health records

By Jessica Fardon

People are becoming
increasingly reliant on
their electronic and
mobile devices, unable
to function without
them. Indeed, even
within medical and
health domains, a push
exists to move towards
electronic health
records.

However the privacy and
security issues arising from this
increased use of technology are
becoming increasingly appar-
ent. Just recently, news head-
lines related to the hundreds of
nude celebrity photos leaked
online. This demonstrates the
huge potential for misappropri-
ation of online data of any
nature, not excluding sensitive
health related information.

Electronic health records
(EHRs) are digital healthcare in-
formation stored in online data-
bases to facilitate access across
all disciplines of health care,
across many different physical
environments. Its purpose is to
support continuity of care and
to improve the efficiency and
safety of health care delivery.
Data from every conceivable
aspect of a patient’s health care
is entered and stored digitally,
providing a comprehensive col-
lection of information. This in-
cludes demographics, general
observations, lab tests and

results, imaging and medication
regimes from across the lifes-
pan. As such, EHRs present a
means by which practitioners
may communicate more effec-

tively with each other, with a
full understanding of each oth-
er’s contribution to a particular
individual’s care plan. A greater
knowledge decreases risk of
errors, thereby improving
patient safety. EHRs also pre-
sent the additional benefits of
cost reduction via increased
efficiency and decreased admin-
istration costs by eliminating
the need to find and fax paper
documents to relevant parties.
The timely delivery of test
results also allows for decreased
waiting time. Despite these mul-
tiple benefits, wide spread utili-
sation of EHRs is yet to be
implemented.

While there are issues relat-
ing to the cost of implementing
the devices and training staff,
there is a reluctance driven from
fear of establishing a reliance on
a system which may not be sup-
ported during power outages,
computer crashes or system
glitches. While valid concerns,
the primary concern for both
practitioners and patients is that
of privacy and confidentiality.

The inherent difficulty of
paper documentation and the
time consuming “finding and
faxing” processes required for
cross-facility communication;
while cumbersome, protects the
nature of the data in the docu-
ments. Further to this, the rela-
tively simple matter of ensuring
safe storage of patient records
by locking in a filing cabinet in
a record room is no longer rel-
evant. As such, security breach-
es are a major concern in the
use of EHRs. This is particularly
true considering the larger
quantity of information availa-
ble for misappropriation con-
tained within EHRs, especially
when compared with the previ-

ous paper based issues of one
file at a time going missing or
being misplaced.

A practitioner’s ability to
assure confidentiality is a corn-
erstone of practice, first docu-
mented in the Hippocratic
Oath and later in the Geneva
Declaration, outlining that a
doctor should maintain patient
confidentiality, only ever using
the data for the purpose it was
collected for, even after the
patient’s death. These princi-
ples have since been incorpo-
rated into the Australian
Medical Council’s Code of
Conduct, and also indoctrinat-
ed into the Health Professionals
Act (ACT). Electronic health
records present a change from
not only paper records, but the
ability of a practitioner to fully
assure the confidentiality of
any discussion, with an appre-
ciation for just how that confi-
dentiality will be upheld. This
issue presents the downstream
effect of patients being reluc-
tant to fully disclose details that
may be necessary for diagnosis
and appropriate management.
This may be driven by many
factors, including fear of future
repercussions — to embarrass-
ment, or even missed opportu-
nities if employers or insurance
companies were to gain access
to the information.

Privacy laws such as the
Privacy Act 1988 (Cth) and the
Human Rights Act 2004 (ACT)
state that everyone has the right
to respect for his private and
family life. Further to this, the
Health Records and Information
Privacy Act (2002) outline re-
quirements for the processing,
sharing and security of sensitive
personal data. While these laws
go some way in helping protect

patient data through outlining
how practitioners may use and
store patient’s health informa-
tion, in many respects these
laws are misaligned with the
new technology of electronic
health records. Until both the
laws are updated and software
improvements can vouch for
the safety of information held
within online databases, per-
haps the current push to utilise
EHRs should be slowed to
ensure not just efficient health
care delivery, but health care
which fosters the doctor-patient
relationship and respects the
right of individuals even outside
of the health care environment.

While there are huge poten-
tial benefits of electronic health
records to health care efficacy,
efficiency and safety, reluctance
by both practitioners and pat-
ients driven by concern for con-
fidentiality and privacy are so
far impairing wide spread utili-
sation. Ultimately, greater secu-

rity measures need to be imple-
mented to protect not only our
patient’s privacy, but to protect
the doctor — patient relationship
and to prevent a fear of technol-
ogy jeopardising what patients
are willing to disclose to us.
There is a need for electronic
health records to promote effi-
ciency and patient centred prac-
tice, but maybe for the moment,
the technology is out stretching
the ways we can control and
protect the intrinsic rights of the
patient. As practitioners and
advocates for our patients, we
need to ensure we educate our-
selves as to how these electron-
ic systems work and exercise a
mode of caution when embrac-
ing this era of technology.

Jessica Fardon is a year 2
student at the ANU Medical
School.
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It is cool, but is it right? The ALS Ice Bucket Challenge

By Camilla Bradshaw

For the past two
months, logging on to
any social media site
had you bombarded by
videos of people
dumping buckets of ice
water on their head, all
in the name of charity.

Amyotrophic lateral sclero-
sis (ALS), better known as motor
neurone disease (MND) in
Australia, is a cruel and relent-
less disease; the average life
expectancy after diagnosis is a
mere 27 months. The ALS Ice
Bucket Challenge has been
hugely successful in increasing
the international profile of this
horrific disease, raising over $2
million for MND Australia to
fund research and to support
affected Australians and their
families. Regardless of whether
people participating in this
challenge are doing so to follow
a social media fad or because
they genuinely want to contrib-
ute to finding a cure for MND,
this is excellent news for the
MND community. The dramatic
success of this campaign high-
lights how a diverse range of
factors can affect how success-
ful a charitable or humanitarian
organisation will be.

Firstly, the marketability of
the target disease significantly
influences how effective the
charity’s campaign will be. How
‘sexy’ or socially acceptable a
disease is impacts hugely on
disease awareness. For example,
women who undergo a lumpec-
tomy or mastectomy for breast
cancer are celebrated as empow-
ered survivors; however, the
same cannot be said for people
who lose their colon and have

to live with a stoma and colos-
tomy bag for the rest of their
life. Most Australians will recog-
nise the pink ribbon as the
embodiment of breast cancer
funding and research, but how
many people recognise that the
purple ribbon represents gastro-
intestinal cancer? Unfortunately,
for sufferers of gastrointestinal
cancer, the nature of the disease
impedes the potential marketa-
bility of the disease. What is
promising is that we have one
of the highest rates of breast
cancer survival in the world. If
successful marketing has helped
to achieve this impressive sur-
vival rate, there is no reason that
it can’t work for other diseases
to improve care, therapy and
survival.

The next significant issue is
the practice of spending money
to raise money. People will not
donate to an organisation they
haven’t heard of; consequently,
for a campaign to be successful
it requires a catch phrase, fad or
marketing ‘hook’ to grab atten-
tion. Consequently, charitable
organisations must raise their
profile through advertising,
which can be very costly. Some
charitable organisations are
lucky enough to gain celebrity
endorsement for their cause,
either because the celebrity has
been directly affected by the
disease, as in the case of Lance
Armstrong who publicly battled
testicular cancer then formed
the Livestrong Foundation, or
indirectly because they person-
ally have a strong connection to
the disease, such as Elton John
who is heavily involved with
fund-raising for HIV/AIDS as a
way of supporting the gay and
lesbian community who have
been disproportionately affect-
ed by this disease. Celebrity
endorsement both raises the

profile of the organisation and
gives credibility to it, which
assists in attaining donations.
Furthermore, there are
numerous smaller organisations
in Australia all raising money
for the same disease, and in
doing so, compete against each
other and their own cause for
attention. This raises the ques-
tion of whether it would be
more effective for each disease
or condition to have one central
organisation, rather than multi-
ple smaller ones. Surely admin-
istration and advertising fees
would be reduced if costs were
managed by one organisation
rather than by many small ones.
Perhaps charitable organisa-
tions could also benefit by pool-
ing their efforts and resources
to raise the public profile of the
disease, rather than compete
with each other for fundraising.
After all, they are all working
towards the same goal.
Perhaps on a different note,
it is interesting to consider
whether the amount of funding
allocated reflects or corresponds
to how many people are affect-
ed by the disease. In 2011,
more people died from lung
cancer and gastrointestinal can-
cer than from breast cancer.
However, breast cancer founda-
tions receive more money
($21.7 million) than both lung
cancer ($3.2 million) and gas-
trointestinal cancer ($5.1 mil-
lion) combined. Centralising
donations, then allocating them
according to the financial
requirements of the organisa-
tion’s programs could address
the disparity between allocated
funding and disease burden.
Finally, there are diseases
that have no survivors, such as
MND, or that have survivors
who are unable to advocate for
themselves, such as survivors of

paediatric cancer. Without sur-
vivors, there is no public face
for the disease and consequent-
ly, fundraising becomes very
difficult as there is the double
challenge of firstly raising
awareness of the disease’s exist-
ence in the first place, then try-
ing to convince the public of
the worthiness of donating to
this previous unknown cause.
Prior to the ALS Ice Bucket
Challenge, many Australians
had never even heard of MND,
despite the fact every day, two
Australians are diagnosed with
this devastating condition.
Given approximately 625 Aust-
ralian children are diagnosed
with various paediatric cancers
each vyear, this suggests that
each of these cancers will need
their own global social media
fad version of the Ice Bucket
Challenge or face poor public
awareness and insufficient
funding to meet the needs of
the patients as well as research
into finding effective treatment
and cures.

In conclusion, the ALS Ice
Bucket Challenge exemplifies a

successful marketing campaign
to raise awareness and money
to support a devastating dis-
ease. Disappointingly, it also
highlights a number of issues
associated with how charitable
organisations are forced to
attain funding for their cause.
Specifically, marketability of the
disease, costly advertising and
competition with other charita-
ble organisations for limited
funding all contribute to cam-
paigning behaviour and ulti-
mately, the outcome for those
affected by the disease. As the
public becomes more engaged
with fund raising for charities, it
may be timely to overhaul the
current system for allocating
funds to ensure equality in
medical research and better
outcomes for those with debili-
tating diseases, regardless of
their public profile sexiness.

Camilla Bradshaw is a year 2
student at the ANU Medical
School
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Based on a groundswell of
public support, the NSW and
ACT governments are consider-
ing drafting legislation which
would legalise its medicinal
use. While it is important for an
elected government to adhere
to popular consensus, they
must also ensure that any
action is based on sound scien-
tific evidence.

Medical marijuana has a
broad range of therapeutic
uses. This has been proven by
many scientific studies and
meta-analyses which demon-
strate its ability to alleviate
patients of spasticity from dis-
seminated sclerosis, chemo-
therapy associated nausea,
cachexia from AIDS and can-
cer, and chronic pain associat-
ed with cancer, rheumatism
and neuropathy. The benefits
have proven to be immensely
life changing, with many

patients now willing to break
the law to procure the sub-
stance. As a future medical
professional, I believe that forc-
ing patients to resort to this

practice is unethical. In refer-
ence to the Declaration of
Geneva, we the members of
the medical profession must
protect and uphold public safe-
ty, and thus advocacy on our
behalf is clearly required to
alter this situation.

Despite the clear benefits
of medical marijuana use, as
with most medicines, there are
adverse effects. Studies have
shown modest increases in
incidence of disorientation, dis-
turbance in attention, depres-
sion, memory impairment, dis-
sociation, feeling intoxicated
and euphoric mood. For those
of a particular genetic disposi-
tion, marijuana use has been
found to increase the risk of an
earlier onset of schizophrenia.
It is clear that there are risks
associated with cannabis use,
however they must be weighed
against the substantial benefi-
cial effects that it can provide.
Furthermore, with the appro-
priate control and dosing,
many of the adverse events can
be minimised. As a medical
community we must look
beyond our own moral views
and base our decisions on evi-
dence-based medicine and the
desire of our patients.

The recreational use of
cannabis is rampant in Australia
and all over the world.

Opponents of medical can-
nabis claim that it will create
addiction among patients and
increase supply avenues to rec-
reational users. Marijuana in
Australia is already easily acces-
sible via illegal means, with
92% of respondents to the 2012
Ilicit Drug Reporting System
Survey reporting that cannabis
was ‘easy or very easy’ to obtain.
Abusers are therefore unlikely
to resort to medical means
when access is already so read-

ily available. Regarding patient
addiction, several studies have
found that abuse dependence
only occurs in small propor-
tions and that tolerance does
not occur. Precedence with
other narcotics already exists
with opioid derivatives being
widely used for essential medi-
cal pain relief, but at the same
time being recreationally bann-
ed. Medical marijuana will be
abused no more than other
commonly accepted medica-
tions, and thus it should not be
dismissed in fear of corrupting
our social foundations.

The quality and dosing of
medicinal marijuana can sig-
nificantly affect its therapeutic
benefits. Previous studies on
the substance have used medic-
inal grade versions in institu-
tionally approved trials. Current
ACT legislation however, pro-
poses to legalise the self-culti-
vation and medication of mari-
juana for selected patients. The
use of ‘street grade’ cannabis
and patient self-dosing is ques-
tionable in terms of its efficacy.
In overseas jurisdictions, such
as the Netherlands, medicinal
grade supply is procured from
an authorised supplier who fol-
lows strict European standards
and quality control measures. It
is then distributed by a quali-
fied pharmacist via prescrip-
tion who provides the patient
with instructions on how to
use the product.

Cannabis has been devel-
oped with only cannabidiol
(the non-psychoactive agent of
cannabis which contains many
of its therapeutic affects) and
no tetrahydrocannabinol (the
psychoactive agent). This strain
of cannabis has the potential to
eliminate any potential prob-
lems related to abuse. With
time and investment, the whole

supply chain up to patient
application can be completely
controlled and standardised.
This will result in the complete
medicalisation of medicinal
cannabis, and an almost com-
plete disconnection to the
problems of recreational use.
There has been a steady
increase in support for the
legalisation of medical marijua-
na throughout the western
world. It has long been used in
European countries such as
Netherlands and Belgium, and
is currently legalised in 23
states in the United States. In
recent surveys, about 66% of
Australians are in support of
the legalisation of medical mar-
ijjuana, which has led to serious
pushes by medical bodies and
some politicians to introduce
legislation. Despite its over-
whelming popularity, conserv-
ative political leaders have
remained hesitant to introduce
change. Stigma is a powerful
entity, and it is our role as

medical practitioners to coun-
ter it with our most effective
tool — scientific evidence — to
bring about change.

Overwhelming
evidence has shown that medic-
inal cannabis has many valua-

scientific

ble applications. While some
negative effects can occur, these
are generally minor and of low
frequency. By adopting the con-
trol and distribution strategies
of other nations who have
already implemented medical
cannabis use, we can further
minimise any adverse effects
and regulate addiction and
abuse. The Australian public
has shown strong support for
legalising medical marijuana,
and it’s time for the government
to listen to the general and sci-
entific community. We need to
break free from unfounded stig-
ma and evaluate this medical
good like any other.

Nicolas Grandjean-Thomsen is
a year 2 student at the ANU
Medlical School.
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Woden Specialist
Medical Centre

The NCDI Clinic, located on the ground floor, will be installing a new 3T MRI which will
bring great benefit to the local community by reducing MRI waitlists and providing
better access to diagnostic imaging services for the ACT. This MREI will have the

only private, fully Medicare rebated license in Canberra attached to it. NCDI are also
investing in a new state of the art CT scanner, as well as the latest in Breast Screening
technology - Tommaosynthesis.

Woden Specialist Medical Centre, 90 Corinna Street, Woden, ACT 2606
linic open date: 15th December 2014

Our Corinna Chambers Clinic will cease operation on Wednesday the 10th of December
at Spm with minimum referrer and patient disruption with our Tuggeranong, Deakin, and
Geils Court Clinics available for all of your imaging needs

!: On behalf of the NCDI Management team and staff we would like to warmly invite our referrers, their family and
frlends to our Clinic opening “Family Fun Day” on Saturday the 13th of December. The event will kick off at 10am, with tours of
the new facilities available until 2pm.

The new clinic will be officially opened by the Chief Minister at 11:15am. There will be face painting and a jumping castle, a2 BBO
provided by Camp Quality, 2 pass the ball competition along with the opportunity for the public to have their photo taken with
Brumbies and Haiders players.
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Walking in two worlds as an Aboriginal medical student

By Danielle Dries

In more recent times
there has been
increased discussion of
the importance of
recruiting and retaining
Indigenous Australian
medical students to
improve health
outcomes and close the
gap in health inequality.

I find it astonishing that in
one of the wealthiest countries
in the world Aboriginal and
Torres Strait Islander people, my
people, continue to suffer poor-
er health outcomes than some
developing countries. We have
struggled for years in Australia
to improve education and health
outcomes for less than 3% of
our population. I believe we
have also failed in teaching
graduating doctors how to be
culturally responsive practition-
ers. Medical practitioners who
are not culturally responsive can
be destructive in the health care
they provide to an individual,
but also create barriers to access
for future family members and
communities.

For many years Indigenous
health was not considered nec-
essary to be taught in the med-
ical curriculum. It is now a
course requirement for medical
degrees across  Australia.
However, it is a difficult subject
to teach without the risk of ste-
reotyping  Aboriginal and
Torres Strait Islander people. I
truly believe that this issue can
be overcome by increasing the
number of Aboriginal and

Torres Strait Islander medical
and health students, and that
this will be the bridge to
improving health outcomes.
Nevertheless, in my experi-
ence, there are many challeng-

es as an Aboriginal medical
student which non-Indigenous
students may not experience.
These difficulties should be
considered when assessing the
recruitment and retention rates
of Aboriginal students.

I am a proud Kaurna Mey-
unna woman from the Adelaide
region, and these are my lived
experiences as an Aboriginal
woman and student in a non-
Indigenous dominated world.
The first question that came
into my mind when I was
accepted into medicine was
“Did I only get in because I'm
Aboriginal?” There has been a
big push in recruiting more
Indigenous doctors and this has
helped create a perception of
preferential treatment. Many
people have assured me that
they do not, and cannot, accept
people who do not meet an
acceptable standard.

I worry about preferential
treatment because others do,
because society has been led
to believe that Aboriginal peo-
ple as a whole have worse out-
comes and cannot achieve the
things non-Indigenous Aust-
ralians are able to without
help. It’s like someone con-
stantly telling you that you’re
ugly; eventually you might start
to believe it. I have now been
studying medicine for two
years, and I'm not failing. I am
actually doing better than the
average in a cohort of medical
students. So why do I feel like
I don’t belong? Really, the
question should be, are the
other people here because
they are non-Indigenous? The
first identified Indigenous grad-
uate doctor was in 1983, before
that medicine was a career that
only seemed open for non-
Indigenous people.

I also encounter continu-
ous subtle racism that occurs
on a weekly basis. Since T've

started to become more open,
I've noticed the racism every-
where. Most people do not
realise that some of the things
they say can be inappropriate
and even harmful.

Questions like, “How much
Aboriginal are you?” or state-
ments like “You don’t look
Aboriginal” are far too common.
I've learnt to suppress an emo-
tional response and instead,
most of the time I respond with
answers which educate others
on what you should and should
not say. Sometimes I just ask
them the question “Well, what
does an Aboriginal person look
like?” Most people have formed
an idea of what every Aboriginal
person looks and acts like, even
if they understand that there are
many different Aboriginal com-
munities. Is it meant to be a
compliment when someone
says “Yes, but you're one of the
good ones”?

The way that Indigenous
health is taught at the university
has not helped with the stereo-
typical picture of who Aboriginal
people are. Many times in dis-
cussion of Indigenous health,
rates are compared to that of
non-Indigenous Australians. For
example, smoking rates are 2.5
times that of non-Indigenous
Australians, life expectancy is
12-20 years less than that of
non-Indigenous Australians, dia-
betes, theumatic heart disease,
otitis media, the list goes on. I
am not saying that it is a bad
thing for people to realise the
devastating inequality in health
outcomes for our Aboriginal
and Torres Strait Islander peo-
ple, but it creates a nasty stereo-
type and generalisation. Is every
Indigenous person that comes
into your clinic going to be rid-
dled with diseases? How could
any Aboriginal person possibly
come out of this situation and
make it in life as a doctor?

There are not many
Aboriginal students in medi-
cine or at university in general.
There are significant challeng-
es with being one of the first
and leading the way to inspire
others to do the same. I am
actively involved in promoting
Aboriginal and Torres Strait
Islander recruitment by attend-
ing high school visits, mentor-
ing, promoting the Australian
Indigenous Doctors’ Associat-
ion (AIDA) and also Indigenous
Allied Health Australia (TAHA).
I also have a personal goal to
encourage non-Indigenous stu-
dents to become interested in
Indigenous health, which can
be difficult and frustrating at
times. Though I love doing all
these things and the support
that I have is amazing, it still
puts me at risk of becoming
burnt out. I have to balance my
culture and the things that
inspire me, with succeeding
academically so that I am able
to finish my degree.
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It is true that overall Abor- *

iginal and Torres Strait Islander
people have poorer outcomes
in education and health. An
increase in Aboriginal and
Torres Strait Islander doctors
improves health outcomes by
providing culturally appropri-
ate health care. However, an
increase in Aboriginal and
Torres Strait Islander students
helps to breakdown stereo-
types and can improve a cul-
tural awareness for other stu-
dents. These are only some of
my experiences and challenges
as an Aboriginal student. Other
students may have different
experiences, but by increasing
recruitment and retaining more
students these challenges and
burdens for each student will
hopefully decrease, load will
be shared and will eventually
just be the norm.

By Danielle Dries, a year 2
student at the ANU Medical
School.

References are available on
request from the Author.

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 scheme number.

For new memberships download the application from the
Members’ Only section of the AMA ACT website:

For further information or an application form please contact
the ACT AMA secretariat on 6270 5410 or download the
application from the Members’ Only section of the AMA ACT

The Medical Benevolent
Association is an aid organisation
which assists medical practitioners,
their spouses and children during
times of need.

The Association provides a
counselling service and financial
assistance and is available to every
registered medical practitioner in

NSW and the ACT.

Making a gift this holiday season to MBA
will be greatly appreciated as MBA assists
Canberra doctors and their families too!

The Association relies on
donations to assist in caring for
the loved ones of your colleagues.

For further information please phone Meredith McVey on 02 9987 0504
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The co-payment and its forgotten goal

The RAND Health Insurance
Experiment (in the US) is the
main source of evidence for
the implementation of co-pay-

By Peter Bennett

Would you be willing
to pay $7 for each visit
to your local GP so that
you had shorter waiting
times?

Would you spend it in
order to increase the quality of
health care provision?

Is it worth spending it now
to save imposing a burden on
future generations with an
increasing budget deficit?

The co-payment has seen
so much media attention foc-
ussed on its negative aspects.
But how often do we consider
the benefits that it would pro-
vide? Much of the media cover-
age has argued that a GP co-
payment is not the solution. The
Australian Medical Association
president Brian Owler warned
that the Federal Government’s
budget’s $7 co-payment will hit
the “working poor” the hardest,
while stretching the states' hos-
pital funding will negatively
affect “frontline clinical servic-
es”. A report by Jennifer Doggett
released in 2014 pointed out the
following reasons for rejecting
the co-payment:

B Decreased access to health

care (proportional to the
size of the co-payment)

B The greatest impact is on
the elderly and low income
earners

The same study reported a
survey finding that consumers
already experience difficulty
affording health care. This
means that they fail to access
health care or delay seeking
health care. The co-payment
would increase this burden.
Furthermore, the budget pro-
posal recommends freezing GP
rebates paid by Medicare unless
they charge the co-payment.
This is designed to encourage
GPs to charge the co-payment
to maintain their incomes.

The Bettering the Evaluation
And Care of Health (BEACH)
study has shown there is an
increasing burden on GP ser-
vices. Demand has increased
due to increases in the preva-
lence of chronic diseases and
the aging of the population.
However there has been no
solution to the challenge of
demand for services growth
that does not rely purely on
government expenditure in-
creasing to cover the costs of
additional supply. This becomes
an increasing issue with an
ageing population as the rela-
tive tax pool decreases. Health
care needs to be considered
practically. Growing health
expenditure with lower tax
receipts can only result in
increased government debt to
be paid off by future genera-
tions. The proposed co-pay-
ment, although not perfect,
offers a solution to the budget
issue and provides some posi-

tive changes to the health sys-
tem, which are too often over-
looked in public media.

Let’s consider the co-pay-
ment. It is a charge for a service
rather a tax. The aim of the
charge is to assist the funding of
Medicare for which the govern-
ment is currently funding
through budget deficits. At the
moment 25% of the demand on
the health system comes from
4% of users, almost all of whom
will be covered by the Medicare
safety net. This means that their
maximum excess over a year
would be $70 given that the
maximum number of times the
co-payment can be charged is
10 per annum. This increased
cost may appear large to the
poorest in our community, how-
ever consider the potential for
time saving and reduced hassles
going to the GP with a decrease
in demand. The additional $7
becomes less substantial in
terms of real costs, as time
spent working can be extended
(for those on an hourly based
income) due to less time wast-
ed waiting for GPs. Furthermore
the disincentive provided by
the co-payment against going to
the GP will mean consumers
would have a new incentive to
think twice about going to the
GP with a minor complaint.
They would look after their
own health and, to avoid the
co-payment, move to more
healthy lifestyles.

ments. This study ignored
those over 65 years of age and
those under 16 (arguably the
most vulnerable age groups).
Despite this it concluded that
the demand reduction had “lit-
tle or no measurable effect on
health status for the average
adult”. In its defence, the RAND
study admitted that those
impacted the most were low
income earners and those
chronically ill, although in
Australia this would be capped
at $70 per annum. It did how-
ever conclude that those effects
could be offset with a small
cost. For instance a onetime
blood pressure screen for low
income adults achieved most
of the gains that free care
achieved. This study when
applied to Australia’s situation
provides only a simplified view
as Australia already has in
place a complicated system of
co-payments for things such as
treatments and medicines, of
which already provide a finan-
cial burden for those previous-
ly mentioned at risk of greatest
impact.

The real issue about the
proposed co-payment is how
the vulnerable people can be
protected from the financial
burden that it will create on
this minority of the population.
So far there are no obvious

solutions. One may be the
exclusion of these people from
the co-payment, or providing a
‘means test’ on the charge such
that it becomes proportional to
income. However the financial
state of the health care system
is such that there has to be a
change. The idea behind the
co-payment system is good
however the implementation is
too simplistic and the funds
misdirected. It does not con-
sider the complexity of the co-
payment system that is already
in place, and the funds raised
are being put towards research
where it should be fed directly
back in to the Medicare system,
for which it was designed to
assist. For the vast majority of
the population it will be bene-
ficial. However the health sys-
tem should not cater for the
vast majority. It needs to cater
for everybody. I support the
idea of a charge for health ser-
vices to assist the economic
burden of the increasing health
costs, however this co-payment
has been misled and poorly
instrumented. More thought
must be put to protecting those
who are at risk of increased
financial burden.

Peter Benneit is a year 2
student at the ANU Medical
School.

References available on request
[from the author.

{) BOQSPECIALIST

Distinctive banking

Stress, insomnia, anxiety. We're expert in
handling these conditions.

Hedical prolessionals know just how iImpartant [t

Lguijmest g 10l oot Mnaioe Criegtil cargly

Visit us at bogspecialist.com.au/medical
or speak to Lynne Kelly 0420 970 594 / Caitlin Curry 0424 191 323

Mame izamy / Commeteial gropurty fnas

® ) Cat Hpam

it ie put & patlent's ming at a3t

& f Practics giarg

Baiw lonsy $MAF lwidimg and depodits Timsis

actionsl Banting and

oweerdhiattl / Savings and




OBITUARY:

Anthony John McMichael o, vz &s, pro

Professor Anthony
Mcmichael will be
remembered as much
for his warmth,
generosity of spirit and
dedication to his family
as for his work in the
fields of environmental
epidemiology, public
health and climate
change science.

Professor McMichael, who
died on 26 September 2014 at
the age of 71 from complica-
tions related to influenza and
pneumonia, was regarded as a
leader of the pioneering gen-
eration of epidemiologists who
brought the field to promi-
nence in the 1970s and 1980s.

In his most recent publica-
tion for the MJA, Professor Mc-
Michael led a dozen prominent
Australian medical practition-
ers and researchers as signato-
ries to an open letter to the
Prime Minister, urging action
and inclusion on climate
change (https://www.mja.com.

au/journal/2014/201/5/open-
letter-hon-tony-abbott-mp).

“I visited Tony in Canberra
Hospital a week [before his
death]”, wrote Professor Steph-
en Leeder, Editor-in-Chief of
the MJA (http://blogs.crikey.
com.au/croakey/2014/09/27/
paying-tribute-to-professor-
tony-mcmichael-one-of-the-
worlds-public-health-champi-
ons).

“We chatted about letters
received at the MJA following
publication of his (and col-
leagues’) open letter ... One
letter suggested that we were
scurrilous fascists and another

To Advertise
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Canberra’s Family and Sports Podiatry Centre
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Service provider to the ACT Academy of Sport
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Alexander Murray
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Russian socialist lackeys. He
found this entertaining.“He
was an active writer on envi-
ronmental matters ... the lines
were clearly drawn for his out-
standing career in environ-
mental epidemiology and pub-
lic health.”

Professor Bruce Armstrong,
currently working at the Inter-
national Agency for Research
on Cancer, said Professor
McMichael was “a lovely, gen-
erous man”.

“He had always been con-
cerned with trying to have an
influence and make a differ-
ence in the world”, Professor
Armstrong said. “I had the
chance this year to work with
him on a think tank on climate
change and health. It was a
wonderful opportunity to
spend time with him, to see
his influence on the people
around him, and to experi-
ence the warmth and care of
Tony.”

Professor Bob Douglas,
from the National Centre for
Epidemiology and Population
Health (NCEPH) at the
Australian National University,

Canberra Doctor and the AMA (ACT) Limited
extend condolences to the family and friends of the late

in delivering the eulogy,
praised Professor McMichael’s
“nurturing of future leaders”.

Professor McMichael work-
ed at the University of North
Carolina, the CSIRO Division of
Human Nutrition, the University
of Adelaide as Foundation
Chair in Occupational and En-
vironmental Health, the London
School of Hygiene and Tropical
Medicine, and the NCEPH as
Director.

He was President of the
Public Health Association of
Australia in its early days, was
a member of the National Bett-
er Health Commission, took a
leading role in the Inter-
governmental Panel on Climate
Change and, with Professor
Graham Vimpani, led research
on lead poisoning that ulti-
mately resulted in moves to
lead-free petrol.

His 1993 book Planetary
overload was considered
groundbreaking.

“Tony drew together the
threads of research across
multiple disciplines, arguing
that the human species now
faced a new threat to its health

Professor Tony McMichael AO.

and perhaps to its survival”,
Professor Douglas said.

Professor Colin Butler, one
of Professor McMichael’s clos-
est colleagues over the past
two decades, wrote: “If we are
to survive as an advanced,
wise and compassionate spe-
cies, the work of people like
Tony McMichael will increas-
ingly be recognised as funda-
mental to the shift that we are
engaged in” (http://global-
changemusings.blogspot.com.
au/2014/09/aj-tony-mcmi-
chael-champion-for.htmD.

His early mentor and super-
visor Dr Basil Hetzel, first Chief
of the CSIRO Division of
Human Nutrition, wrote that
throughout his distinguished
career, “Tony was a very popu-
lar figure, readily available to
colleagues, research students
and the community”.

Professor McMichael is
survived by his wife Judith
and two daughters, Celia and
Anna.

Reprinted with permission
from the Medical Journal of
Australia.
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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

MAWSON $500pw

Free-standing, single-level,
unfurnished townhouse in
executive complex.

3br, 2 bthrm, DLUG with auto
door + internal access, R/C
A/C, dwsher, storage shed,
fenced, pets considered.
400m to Southlands shops,
2km to TCH & Woden
Centre.

Contact Dr Jo at:

furkidzrule@gmail.com

Dr Andrew Foote

ya Medical

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

FOR RENT

Capital Respiratory
& Sleep Service
Dr Peter Jones
M.B.B.S.(Hons), F.R.A.C.P.
Respiratory & Sleep
Physician
Specialist consultation service

Home based sleep studies
(bulk billed)

In-lab sleep studies
(bulk billed)

Complex lung function testing
Bronchial provocation testing
Bronchoscopy

3/18 Bentham Street,
Yarralumla ACT 2600
P: 6260 3663 F: 6260 3662
www.canberrasleep.com

Obstetrician, Gynaecologist & Urogynaecologist

Over 20 years experience

Special Interests in:

- obstetrics

- prolapse

- incontinence

- Mona Lisa vaginal laser

9/3 Sydney Ave, Barton
Phone 6253 3399

iz

www.totalwomenshealth.com.au

Dr. A-J Collins wms ssracs
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

needed full time/part time for
mixed billing Medical Practice
at the Argyle Medical Centre

located in Goulburn NSW.

Please contact
Dr. Ivan Wilden-Constantin
on 02 4821 1188
or 0409 443 054

[

LANTERRA LASIHAND
Gl Y CENTHES

D, oMV Mution

39 GREY STREET DEAKIN ACT 2600
FAX 6273 3002

As from
MONDAY, 1 DECEMBER 2014
Dr Xiaoming Liang
MBBS, M.Med, PhD, FRACS
General Surgeon

will be joining
Professor Guan Chong

MBBS (Hons), B.Med.Sc FRACS
FRCS (Edin.) FRRCS (Canada) FACS (USA)

in
General and
Laparoscopic Surgery
Thyroid, Parathyroid and
Parotid Surgery

Private and Medicare Patients
accepted

at

Suite 18,

John James Medical Centre,
175 Strickland Cres, Deakin 2600
Telephone: 6282 1200
Fax: 6281 1277

p
Dr Julie Kidd
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 )

VR GPs wanted

Calvary Chruc, Suite 18, 40 Mary Potter Circuit, Bruce ACT 2617
Fax 6102 1230 | wwweyewsioncanberra.comau | Relerral pads availlable

Dr Omar Gailani

MBCHB, DIP 0&G, FRANZCOG

OBSTETRICIAN & GYNAECOLOGIST

Capital Women’s Health

o Private Obstetric Care

o Urodynamic Testing

¢ Management of Urinary Incontinence
& Pelvic Organ Prolapse

o Tibial Nerve Stimulation for refractory
Overactive Bladder

¢ Maureen Bailey, Women’s Health
Physiotherapist is now consulting from
Capital Women'’s Health

Please visit www.omargailani.com.au

for more information or ring 02 6285 1813

Capital Women’s Health, 21 Napier Close, Deakin ACT 2600
F 0261621659 E hello@cwhealth.com.au
W www.omargailani.com.au

P 02 6285 1813




