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Welcome to the summer issue of The Mole!

FROM THE 
SECRETARY’S DESK

I hope that the summer edition of The Mole finds all Fellows and trainees refreshed 
and ready for the year ahead. 

Since the last issue of The Mole, I am pleased to report that the Advisory Committee 
of Medicines Scheduling (ACMS) has recommended to the scheduling delegate of 
the TGA that the current scheduling of mometasone remains appropriate, i.e. the 
scheduling of mometasone will remain S4 despite four out of seven submission to the 
ACMS supporting rescheduling to S3. The decision not to reschedule mometasone 
from Schedule 4 to Schedule 3 incorporated the following reasons:

requiring diagnosis and monitoring by a medical practitioner.

more appropriate.

concerns about referrals and duty of care.

practicing dermatologist, Dr Eric Taft. Eric is a Foundation Member of College who has contributed enormously to College. 

This edition of The Mole features reports from conferences held in the United States and Europe. Dr Rodney Hannaford 
summarises for us the highlights from the American Society of Dermatologic Surgery Annual Meeting held in Atlanta 

this article particularly helpful.

program, which is being finalised as you read this summer edition of The Mole, will be distributed to Fellows shortly. I am 

during the Sydney ASM.

asn.au) 

PHILLIP ARTEMI 
Honorary Secretary 



Dr Rod Hannaford reports …

The American Society for Dermatologic Surgery (ASDS) 
held its annual meeting in Atlanta, Georgia from 11 to 

and I were the only Australian dermatologists attending. 
The meeting site, the Hyatt Regency Hotel, was in the 

surrounding. A subway station was located just across the 

tourist attractions.

sessions for young dermatologic surgeons. There was 

lasers, lipolysis machines (both cryolipolysis and focussed 
ultrasound devices), liposuction and surgical equipment, 
and computerised medical records software. Unfortunately 

The surgical sessions seemed to focus on repairs of 

Mohs surgeons and the wounds seemed to be quite large, 
even in young patients with relatively non sun damaged 

Several useful tips were discussed:

demonstrated to easily close helical rim defects.

alternative to second intention healing. 

to fully mucosalize.

to see the surgery performed and to note how widely the 

much safer and less traumatic.

AMERICAN SOCIETY FOR 
DERMATOLOGIC SURGERY ANNUAL 
MEETING, 
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cause loss of lower lid function for several hours. The 

after filler injection. It was suggested that Restylane and 

periosteal injection is that the orbital septum might be torn. 
The lateral tear trough should be injected with more dilute 
material e.g. 0.4 ml lignocaine in 0.4 – 0.6 ml Restylane. 
Injections should be submuscular, directed from lateral to 
medial.

and instead use a thinner product which can be spread 
by massage. For the glabellum, it was suggested that 
the patient lie down, and injections start superiorally and 
proceed inferiorly. The paranasal triangle of the upper 
lip was considered dangerous to inject, because of 
possible facial artery compression or arterial obstruction 
leading to nasal tissue necrosis. Generally smaller 
amounts of more dilute material injected in a retrograde 
fashion were recommended. It was advised that topical 
nitrates be available to massage into the area, as well as 

As regards other adverse events and their management, 
Iodipine eye drops are used to treat eyelid ptosis after 

treatment should not be used on medial leg veins. Pulse 

pulses placed 3 mm apart.

assess this. The concept of the divine proportion, phi, was 
compared to various aspects of the perfect face. This ratio 
is 1.6:1 and represented the perfect ratio when comparing 

vertical heights of the lower lip to upper lip is ideally 1.6:1. 

this ratio has been developed and can be downloaded from 
www.beautyanalysis.com for both male and female faces. 

to determine which aspects of the face can be changed to 
achieve a more beautiful visage. 

been available in Australia under the names Esthelis and 
Fortelis for some years. There were histologic sections 

fillers. It lasts longer than an alternative superficial filler, 

of lignocaine is added.

For facial reshaping, it was suggested that treatment start 

superficially. It was suggested that volume replacement 

was best reserved for those who are not in a hurry to see 

device was recommended. 

and were site specific. In the temples, blindness was a 
complication of Radiesse injections. The position of the 
blood vessels was demonstrated above the fascia, and 
the need for deep injections onto the periosteum was 

4



Acne scarring treatments were discussed, and Dr Greg 

was strongly recommended. Grade 1 scars which are 
macular were treated in different ways. If red, then 

acid peels. Glycolic acid and TCA peels were used for 
intermediate scars.

Silicon carbide sandpaper, fine 400 grit, used wet and 
rolled around gauze or a syringe can be used for low 

with saline to remove any grit. 

Needling was considered safe for acne scarring 

cataract needles were recommended. These are 

longer to heal, but the results are better.

scar patients. Decreasing the density of the microthermal 

hyperpigmentation.

These were just some of the pearls discussed at the ASDS 
meeting. Anyone involved in cosmetic procedures would 
find this meeting a fund of useful information.
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Rodney Sheaves reports…

Republics.

assembled in Vienna before travelling 
by ferry down the Danube, to 

(Manfred, our driver, who had arrived 
from Vienna) and proceeded on a 
leisurely tour of the small towns of 

Manfred indefatigably negotiating 
unannounced road closures and 

and much less developed than the 

has a fine collection of both medieval 

Hungarian grandeur. Subsequently 

in a variety of inns, castles and other 
historic buildings. 

The continuous diet of boiled 

after a while, but the company was 
cheerful and the opportunity to see 
historic centres well off the beaten 

terminated in Prague, in time for the 
EADV meeting.

continued on to Ireland for another 
tour, this time of the Irish southern 
counties, prior to the joint meeting 
between the College and the Irish 
Association of Dermatology. The tour 

the Ring of Kerry and the Ciffs of 
Moher, ending up at another historic 

braved constant weather changes. 
Ireland is a green and pleasant 

(Australians are popular, for obvious 
reasons) and plenty of historic castles 

were most hospitable.

This was the second such tour 
organised by College in association 
with an international conference. There 
was a positive feeling that the program 
should continue. Subject to interest, it 
is therefore proposed to hold another 

appropriate conference. Further details 
 Peter Soyer showing his prowess in a 

playground in the Czech Republic

Cl. A/Professor Stephen Shumack 
reports …..

relatively small number of Australasian 
dermatologists arrive in Prague for 

located to Prague the year before from 

completion for the congress centre  
in Riga.

format with the first day devoted to 
society and association meetings.

The second day of the meeting had 
a number of basic seminars and 
sessions ranging from a review of the 
international melanoma campaigns 
to a session on body modifying 
procedures (tattoos and piercings).

The plenary sessions were held over 
days three and four of the congress 
and included sessions on: Cancer and 

EADV MEETING,  
PRAGUE  
September/October 2012
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dermatological resources for the  
new millennium.

Veneriology, Clinical Dermatology and 
Dermatological Therapy.

In general the EADV has come a 
long way over the last decade with 
the range of dermatological subjects 
covered at its congress. It has now 
become a true alternative to the  
AAD meetings. 
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Cl. A/Professor Stephen Shumack reports …

The joint meeting of the Irish Association of Dermatologists and the Australasian College of Dermatologists occurred at 

autumn meeting of the Irish Association.

children were not impressed!
Andrew Satchell at the IAD Dinner 

Malahide, Ireland 

JOINT ACD/IRISH 
DERMATOLOGICAL  

Going for a horse and cart ride in 
Killarney, Ireland
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FUTURE DIRECTIONS 

FOR COLLEGE
dermatological training and also to ensure a greater 

has decided that, in addition to its ongoing accreditation 

accreditation within the mainstream of Australian higher 
educational and vocational training. The strategies for 
achieving this are as follows:

1. ISO ACCREDITATION 

The College, as a training provider, has been accredited 

worldwide standard used by many educational institutions 
and it guarantees to clients and customers a consistent 
quality of service or product. The provider organisation 
benefits from improved operational processes and 
increased efficiency.

performance and efficiency. 

and internationally, as a guarantee of consistent standard.  
Some dermatological practices  

2.  REGISTERED TRAINING ORGANISATION

The College has applied for accreditation as a registered 
training organisation. The benefits of being accredited are 

create new accredited courses in response to specific 

from Federal and State Governments to deliver training and 
can compete through tendering for state and government 
funding and bidding processes.

Do medical colleges have a future? Where will we be in 
ten years’ time? Rodney Sheaves looks at strategies for 
reinforcing the College’s role as the primary provider of 
dermatology education …

You are not only entitled, but should feel obligated, to 

have a virtual monopoly in the training of doctors in their 
specialties. This is not the case in most other countries in 
the world where this role has been surrendered or lost to 
other institutions. It is hard to imagine medical colleges 
without their principal role of specialist training, both for 
their own doctors as well as for associated groups such as 
GPs, nurses and medical students. 

Federal Government, of whichever political persuasion, 
decides that the maldistribution or shortage of specialists 
can be best addressed by allowing universities, which are 
becoming increasingly entrepreneurial as their government 

wish to provide registrar training in dermatology. It will be 
politically impossible for any government to resist, if the 
universities can promise to produce more specialists, more 

lose their primacy as providers of specialist training, they 
will diminish in size and relevance, to become merely 

Some members may question whether universities can 

and where will the training positions come from? College 
Fellows are already teaching in some GP dermatology 
university courses. They receive academic titles and 
payment for teaching sessions. Dermatology would follow. 

they are assigned by governments.

In order at least to strengthen, and hopefully to 
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commenced for Fellows. It will also be embedded in the 

will have this qualification. 

The Certificate IV qualification addresses a concern of the 

need for us to provide professional training to the trainers of 
registrars.

which is nationally and internationally recognised, reinforces 
our educational role.

3.  HIGHER EDUCATION PROVIDER (HEP)

higher education institutions. A new national body, TEQSA 
(Tertiary Education Qualifications and Standards Agency), 
was established. TEQSA regulates and assures the 

objectives is to register and evaluate the performance of 
higher education providers against a new higher education 

higher education system and create new opportunities 
for all Australians to reach their potential through higher 

At a more advanced level, institutions can be accredited 
with the nomenclature of University of Specialisation, but 

of Higher Education Provider (HEP) has been achieved. 

College is preparing an application for HEP status. This 

Providers in Australia, ranging from prestigious institutions 

through to religious institutions and commercial vocational 
colleges. 

HEP status means that an institution can offer postgraduate 

certificate up to doctoral level. It can also acquire a 

sell its programs on a parity with the universities in the 

gov.au for more information).

postgraduate tuition fees. This is a source of funding for 
HEPs, as well as direct Tertiary Education Grants. Not all 
HEPs are eligible and applications are rigorously vetted by 
the Federal Government and only given the most reputable. 
The College as an institution which has provided elite, 

HEP status, the status is quite common and as indicated, 
many institutions have already gone down this path. Please 
note that the College will still not be a university in the true 
sense, but it will be able to offer postgraduate qualifications. 
This is a great commercial imperative. It would be eligible 
for financial assistance. It would be able to offer academic 
titles to its supervisors of training, and possibly payment.

HEP status means gaining recognition and accepting the 
TEQSA opportunities to be able to deliver programs under 
its recognised, new and innovative modes. These are a 
long way from the concept of the traditional sandstone 
university, with all its logistical support structures which 

moving away from the traditional campus. It wants to see 
a university sector open to new and different institutions, 

of new technologies such as online delivery of education. 
The online programs already offered by College, have 

The College already follows the traditional model of a 
university medical school with a central administrative office 
on campus (the College premises), while the training and 

institutions, such as hospitals, other medical centres (eg. 

CONCLUSION 

To offset potential competitors from the mainstream 
university sector, College needs seriously to determine what 
its future and the future of dermatological training in Australia 
will be.

time has been training elite doctors to the highest 
educational standards, rigorously accredited by the 
Federal Government. College has shown that it can be 
contemporaneous in adopting and adapting new tertiary 
delivery strategies, particularly with its online courses 

services for registrars in some Asian countries.

To achieve HEP status (and possibly five to seven years 
later, the status of University of Specialisation), is a major 

by no means certain that our application will be approved. 
Even if we achieve this status, we may not totally prevent 
encroachment on our role as the provider of training in 
dermatology. However, if we can strengthen this position 

difficult. 

continue with this strategic objective.
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CONTINUING PROFESSIONAL  
DEVELOPMENT PROGRAM 
2013 TO 2015
Dr David Francis, Convenor of the Continuing Professional Development 
Committee, reports …

website with a new and improved CPD portal. Accordingly, we will delay printing 

finalised. An electronic version will be available in the Member Matters – Continuing 

 

Clinical & Education: Maintenance of Contemporary Clinical 

Quality Assurance: 

Professionalism: Cultural Awareness, Ethics and Advocacy

CATEGORY

CATEGORY

CATEGORY
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CATEGORY 1: CLINICAL & EDUCATION: MAINTENANCE OF CLINICAL KNOWLEDGE & SKILLS/
RESEARCH, LEARNING & TEACHING

Level 1 – Passive (1 point/hour pro rata)

Sub-Category Activity Documentation

Dermo Group 

(capped at 20 points per year)

Participate in Dermo group; relevant 

online discussion groups

No documentation required

Meetings & Conferences
conferences

Retain CPD attendance form

Attend clinical meetings of teaching 

institutions; SCF meetings and 

updates; grand rounds

Sign attendance list – no additional 

documentation required

Attend other meetings; symposia 

sponsored by the pharmaceutical 

industry

Record of attendance provided by 

company

Personal Reading, Research & Study Undertake personal reading and 

study; research; online quizzes; 

formal study

Enter in logbook or online including 

document title or topic

Level 2 – Active / Reflective (2 points/hour pro rata)

Sub-Category Activity Documentation

Educational Materials Prepare and develop examinations, 

modules; quizzes

Retain notes

Exam marker and moderator of 

written and online exams

Retain documentation/

correspondence

Peer review and evaluation of exams 

and online learning material

Retain documentation/

correspondence

Online CPD Specialist Modules Complete a Category 1 online 

module completion* 

Presentations Prepare and present to medical 

students, GPs, general public, 

College trainees, dermatologists

Retain notes

Poster display for conference/

meeting

Retain documentation/

correspondence

Publications and Online Material 
(excluding educational material)

reviews; e-learning activities

Retain documentation/

correspondence

Small Group Activities 
(max 12 attendees)

Participate in small group meetings; Sign attendance list – no additional 

documentation required

Supervisor/Teaching Activities Supervise/mentor College trainees; 

activities

Retain records of date, duration 

and clinical notes

Prepare and conduct formal 

teaching of College trainees; 

Retain records of date, duration 

and clinical notes

Assessment 

Retain documentation

Workshops Participate in; develop; run; 

evaluate a workshop

Retain documentation
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LEVEL 3 – Active /Reflective (3 points/hour pro rata)

Sub-Category Activity Documentation

Upskilling Mohs Micrographic Surgery; laser 

therapy; surgical procedures

Retain documentation

Research Participate in clinical trials; 

dermatological research

Retain documentation

 
CATEGORY 2: QUALITY ASSURANCE: QUALITY IMPROVEMENT AND RISK MITIGATION (QA)

Level 2 – Active/Reflective (2 points/hour pro rata)

Sub-Category Activity Documentation

Practice Management Participate in clinical practice 

operations meetings; peer training

Sign attendance list – no additional 

documentation required

Medical Indemnity Attend meetings and participate in 

webinars

Record of attendance provided by 

company

Online CPD Specialist Modules Complete a Category 2 online 

module completion* 

Level 3 – Active / Reflective (3 points/hour pro rata) (minimum of one activity per triennium) 

Sub-Category Activity Documentation

Quality Assurance/ Risk Management Practice review: develop; complete; 

improvement review

Complete and retain a copy of the 

practice review worksheet

Hospital QA Activities: Participate 

and/or perform procedural skills; 

complete clinical audits; peer review

Retain evidence of participation 

and outcomes (e.g. Plans, reports)

Reflection Complete and retain a copy of 

Complete learning and professional Complete and retain a copy of 

CATEGORY 3: PROFESSIONALISM: CULTURAL AWARENESS, ETHICS AND ADVOCACY
Level 1 – Passive (1 point/hour pro rata)

Sub-Category Activity Documentation

AGM Attendance Attend Annual General Meetings Sign attendance list – no additional 

documentation required

Level 2 – Active / Reflective (2 points/hour pro rata) (minimum of two modules per triennium)

Sub-Category Activity Documentation

Online CPD Specialist Modules Complete a Category 3 online 

module completion* 

Committee/Task Force Participate in College committee/

task force; other relevant medical 

colleges and associations

Retain documentation/ 

correspondence

*  Certificates will be automated when the new website and updated CPD portal have been implemented. Until this time, please 

13



Dr Harvey Smith reports ….

Dr Shyamala Huilgol has joined the Mohs committee with a special 

accreditation. She is also the Mohs representative on the national Accreditation Committee. Dr Paul Salmon, a Mohs 

when dealing with international groups such as the ACMS, provide NZ input to the annual Mohs clinical meeting and 
establish a profile for the ACD Mohs group within NZ.

that the Mohs training program will need to meet all of the standards required by the AMC. The Mohs committee and 
College education staff are reviewing the curriculum, assessments and accreditation processes. It is anticipated that a 

training programs will be able to apply for ACMS membership on successful completion of training.

dermpath QAP for individual Mohs surgeons. Drs Adam Sheridan and Ernest Tan will assist in the development of the 

MOHS  
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We Get Postcards
Volunteering in Kenya!

Dr Nina Wines (and her son Henry)  
says “yes we can”, so they can ...

organisation supporting communities in Africa, 
began when we sponsored two orphaned children. 
At the time we wanted to educate our children about 

would open our lives to an enriching, confronting and 

elections, particular tribes were targeted and forced 
to move from their homes. Homes and business 

family was given a small financial compensation to assist in 
rebuilding their lives. A group of around 900 families pulled 
together to stretch their money to buy 16 acres of land in 

Persons) camp, where around 6000 inhabitants live in 
tents and other temporary structures donated by aid 
organisations four years ago.

focus being education and building the local economy 
through micro finance and social business.  The founders, 

sole purpose to help the neediest of children. During their 

an orphanage, a medical clinic, an educational farm and a 
business school. They have now built 13 school buildings, 

been given loans to support business ventures.

were invited to visit the children and perform volunteer 

professionals going on the trip included engineers, 

first reluctant, after meeting a number of people who had 
already been on previous trips, there was no question that 
it was the right thing to do. Then the volunteer disclaimer 
form arrived. It read:

for So They Can may include activities that may be 
hazardous and inherently dangerous. The volunteer 
also understands that in addition to consuming 
local foods and living in accommodations which are 
available, the volunteer may be travelling to and from 
locations which pose risks from terrorism, war, 
insurrection or criminal activities. The volunteer 

of injury or harm in these activities and releases So 
They Can from all liability for bodily injury, illness, 
death or property damage resulting from the activities 
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urge to pull out intensified. Fortunately, in retrospect, the 

we have had in our lives.

Henry and I arrived in Nairobi on 9 November. As we 

then allowed us to proceed into the hotel. The hotel was a 

 

bond was strong. Henry describes this as it as the best  
day of his life. 

welcome it became evident that my job was going to be 

young girl who was going blind in one eye, a child who had 
a metal rod protruding from his arm, a child with fungating 
ulcers following a bone fracture, a 10 year old with a vaginal 
ureteric fistula and a permanently incontinent child. I felt out 

else present to help the children. 

and long division at the school under the watchful eyes of 
other professionals, I found myself in a van together with 

were available. The hospital appeared to be well organised 

of medications. It was not terribly different to a peripheral 
hospital in Sydney.

hospital previously were no better, why the blind girl was 
not improving and why the boys had been left with no 
rehabilitation following fractures resulting in permanent loss 
of range of motion. It soon became evident. Despite the 
high fee paid for the service, the doctor seeing the children 

The potential for life long disability did not seem to be 

protruding from the young boys arm between his thumbs 
with no gloves on, and removed it. The child screamed in 

evident and powerful. I removed his sutures and began  

children to.

The following day I established a team to help me with the 

tinea capitus, but no evidence of onychomycosis or tinea 
corporis elsewhere on their bodies. All children who enter 
the orphanage are tested for HIV. Three children were HIV 

health of the children was high and there was no cutaneous 

was prevalent. I found the orphaned children were much 
healthier than the children living in the internally displaced 

resources of information whilst I was in Kenya. Tim assured 
me that most of the tinea resolves at puberty. Eradicating 
tinea in the camp in my opinion would not be an efficient 
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way to spend money but a plan to 
treat the more serious cases with 
griseofulvin was made. A community 
nurse visits the orphanage every  

 
the medication.

had severe prurigo nodularis. She 

policy was needed regarding 

orphans to a local community clinic to have their regular 

diagnosis of HIV, and a shame is high 
amongst those infected. 

medical clinic established within the 

nurse was employed four months prior to 
our arrival and the clinic was in its infancy. 
The clinic did not have electricity, a lab 

go to the clinic. He enthusiastically held an 
outdoor cinema night at his school and had 

soon learnt that funds go a long way in Kenya. 
The clinic now has electricity, a lab technician, 
and a laptop to allow communication with the 
government regarding a vaccination program that 
is being established. 
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The temporary homes within the camp are my definition 
of hell on earth. Humans are incredibly resilient and 

warm and inviting, and their stories about the uprising and 

the dump site and started a mobile charging service. She 
was charging people ten shillings to recharge their mobiles 
and was able to charge ten phones at a time. She felt 
proud that she can now afford soap and detergent as  
well as food. 

As we made our way to the airport, Henry and I felt relief 
to be heading home, but a sense of fulfillment that is 
sustained. It is easy for all of us to give money to such 
organisations, but it really is only through action does 
true meaning arise. It is human nature to feel better about 
yourself and your own situation when seeing people with 
real problems and issues far worse than our own. Henry 

less fortunate and feel a deep sense of gratitude for what is 
good in our life.
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1 Kite v Malycha
Taj v Hazistavrou

Alexander v Heise & Anor

Megan Prideaux, Senior Solicitor from Avant Insurance Limited, answers  
Fellows’ concerns about referrals and duty of care …

MEDIC -LEGAL MATTERS

REFERRALS AND THE DUTY OF CARE: WHOSE RESPONSIBILITY?

A PATIENT FOR WHOM A REFERRING DOCTOR HAS PERSONALLY ORGANISED AN 
URGENT APPOINTMENT WITH YOU, EITHER CANCELS OR FAILS TO ATTEND AT 
THE APPOINTMENT. WHAT STANDARD PROCEDURE SHOULD BE FOLLOWED?

responsibility to follow up test results. In that case, it was decided that it was unreasonable for a medical specialist 

1 The legal onus fell solely upon the medical specialist. He had breached his duty of care to the patient in 

of the practice and therefore the patient was owed a duty of care even though he had not ever attended at the 
practice before.  

current scenario?

Even though there is no definitive High Court authority, it is arguable that where a person has a serious health 

appointment even where there is no established clinical relationship. If a person can prove some injury or damage 
for not having attended at a specialist appointment where even the potential

specialist review is necessary for primary diagnosis and the initiation of a treatment plan and where an assessment 

It is important, therefore, to have a system in place that includes the follow up of a person who has been referred for 
specialist review but not attended. In order to reduce liability, you should have a have a standard procedure in place 

to contact the person by placing a telephone call encouraging rescheduling of an appointment. This ought to be 

and a note made of the communications in the patient record. It is also prudent to communicate with the referring 
practitioner as soon as practicable both by telephone and in writing that the patient did not attend. This action 

should follow irrespective of the urgency or significance of the matter. 
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Dr Tim O’Brien, a longtime volunteer in Uganda,  
reports ……

Mbarara University in Uganda has a postgraduate training 
program in dermatology and has become a major centre 
for training specialist dermatologists in East Africa. The 
teaching of postgraduate students (registrars) has been 
supplemented by visiting dermatologists from Germany 

improving the availability and quality of health care in 
developing countries through the training and education 

colleges and associations have become sponsors. 

There are active dermatology programs in Cambodia, 

Australian dermatologists who are AAD members 

application with a curriculum vitae and some references. 
There is a small annual membership fee. 

As the Program Director for dermatology in Uganda, I 

spending time in Mbarara. Thus far I have made three 

visiting the site.  
 

1.  WHAT ARE THE PRELIMINARIES?

training program in Mbarara is part of the University, it is 
necessary to register in Uganda as a medical practitioner. 

with the contacts. Immunisations, including yellow fever, 
and travel insurance should be up to date.

 
2.  HOW LONG SHOULD A WORKING  

VISIT BE?

I would recommend a month for each visit, especially in 

 
3. HOW OFTEN?

 
4.  WHAT DOES THE WORK INVOLVE?

attached to the hospital/University. The number of patients 

conditions.

This year there were five postgraduate trainees (registrars) 
and I spent each morning in the clinic with them seeing 

GLOBAL DERMATOLOGY 

Postgraduate dermatology trainees from Uganda, Kenya and Rwanda
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tutorial, usually based on clinical photographs (using a 
digital projector is much better than teaching on the  
laptop screen).

From September to December the 4th year medical 
students from Mbarara University of Science and 
Technology (MUST) do their rotation in dermatology. A 
small group tutorial is given to the medical students each 
day. There is also a structured lecture program for the 

department normally gives these lectures, but he is grateful 

 
5.  HOW MUCH DOES IT COST?

It is a voluntary program and apart from the organisational 

is subsidised by a group of German dermatologists. The 
University provides transport to and from the airport at 

 

6. IS IT SAFE?

vehicles with seat belts and reliable drivers. Certainly 

in the area but the chances of a visitor contracting these 
are low (stay out of the bat caves). HIV is common but the 
postgraduates perform most of the procedures. I noticed 

bottle and fruit and vegetables should be well washed. 
 

 
 

Teaching in the clinic
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7.  WHAT IS THERE TO DO APART FROM 
DERMATOLOGY?

Daily life is often an adventure and the opportunity to live 

the local tour company in Mbarara, can organise transport, 
drivers and accommodation.

 
8.  WHAT ARE THE DOWNSIDES?

Even lectures for the medical students need to be rebuilt 
from the ground up to be relevant for the local conditions. 

department library as resources there are limited.

rate, sometimes with gaps and waiting times, especially 
when the electricity gives out or when the rain on the roof 
is so hard the students cannot hear your lecture. This can 
be difficult after leaving a busy Australian practice where 
every minute counts. Volunteering involves a loss of income 

member is a good idea, especially if they are interested in 
volunteering as well.

Stable and rewarding volunteer programs for 
dermatologists are not readily available. I would 

assist anyone who is interested in visiting Uganda.

A different world of dermatology
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AUSTRALIA & NEW ZEALAND 
VULVOVAGINAL SOCIETY UPDATE 
MEETING

SATURDAY 16 NOVEMBER 2013

 
 

 
DR HUGH MOLLOY

The College regrets to advise that Dr Hugh Molloy, 

An obituary will appear in the Australasian Journal of 
Dermatology.

CONGRATULATIONS!

delighted to announce the safe arrival of Imogen Poppy 
& Thomas George. The twins were born on the very 

Imogen and Thomas

 >In Brief
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DR ERIC TAFT, AM, MBBS FRCP FACD

A/Professor Rosemary Nixon reports …

WHY RETIRE FROM DERMATOLOGY 
WHEN YOU ENJOY IT?!

rooms in East Melbourne. He turns 90 in February! 
He graduated in medicine from the The University of 

where he completed his FRCP, and on his return to 

practice in Preston. After several years, he decided to 
study dermatology, and this time travelled to Sydney 
to obtain the Diploma of Dermatological Medicine at 

colleagues from Melbourne who went to Sydney at 

Street and then started his own practice in Collins 

East Melbourne, where his rooms remain today. Many 
dermatologists have started their professional lives 

before starting their own practices. This distinguished 

being able to perform sessional 

Rod Sinclair, Clare Schofield 

at Albert Street.

Eric is a Foundation Member 
of College and has made an 
enormous contribution to 
College over many years. He 
was part of a strong push to 

did not just become part 
of the RACP, and instead 

body. He was the inaugural 
Chief Censor, serving 
two terms. He was also 
President of College and 
he was made a Member of 

services to dermatology in 

city to become Monash Medical Centre, at Clayton, in 

Monash in 1991. The building on St Kilda Road was 
subsequently imploded. 

Those who have not seen Eric in recent years would 

gentlemen, he is a delight to be with, unfailingly 

still finds dermatology enjoyable, with no firm plans to 

with another hip operation. He has seen dermatology 
become more surgical and more cosmetic, and 
observed the demise of radiotherapy. Sadly his wife 
Evelyn passed away some years ago. Eric and Evelyn 

a physiotherapist. He has eleven grandchildren, and 

and foremost, the Collingwood Football Club: he must 
surely be one of its most loyal and devoted supporters! 

doing his best on the golf course. Eric is living proof of 

which concluded that dermatologists were amongst 
the happiest and healthiest specialists!
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10-15 February 2013 37TH ANNUAL HAWAII DERMATOLOGY SEMINAR
  Maui, Hawaii
  http://www.globalacademycme.com/conferences/

1-5 March 2013 ANNUAL MEETING OF THE AMERICAN ACADEMY OF DERMATOLOGY
  Miami, Florida
  www.aad.org

24-29 March 2013  16TH THE AUSTRALASIAN COLLEGE OF PHLEBOLOGY ANNUAL SCIENTIFIC  
  MEETING & WORKSHOPS
  Hobart, Tasmania
  www.acpconferences.com.au

4-6 April 2013  6TH COURSE AESTHETIC AND COSMETIC DERMATOLOGY
  Seville, Spain
  www.grupoaulamedica.com 

21 April 2013  ADVANCED FACIAL INJECTING SYMPOSIUM – PLASTIC SURGERY CONGRESS 2013
  Royal Australasian College of Surgeons
  www.plasticsurgerycongress.org.au 

8-11 May 2013  INTERNATIONAL INVESTIGATIVE DERMATOLOGY 2013
  Edinburgh, Scotland
  E: conference@bad.org.uk
  www.iid2013.org

17-19 May 2013  ASPCR-ASDR 2013
  Sydney, New South Wales
  www.aspcr-asdr2013.org

18-19 May 2013    Australian Dermatology Nurses’ Association 12th National Conference  
– “REACHING OUT … FIND OUT WHAT THE SKIN IS ABOUT”

  Sydney, New South Wales
   E: secretary@adna.org.au 

http://wired.ivvy.com/event/NC2013/

19-22 May 2013  46TH AUSTRALASIAN COLLEGE OF DERMATOLOGISTS ANNUAL SCIENTIFIC MEETING
  Sydney, New South Wales
  www.dermcoll.asn.au

23-26 May 2013 10TH EADV SPRING SYMPOSIUM
  Cracow, Poland
  E: office@eadv.org 
  www.eadv.org

26-30 May 2013 RANZCP 2013 CONGRESS – ACHIEVEMENTS AND ASPIRATIONS
  Sydney, New South Wales
  www.ranzcp2013.com

27-30 June 2013 9TH WORLD CONGRESS OF COSMETIC DERMATOLOGY
  Athens, Greece
  www.wcocd2013.com

4-7 July 2013 PSORIASIS 2013 – 4TH CONGRESS OF THE PSORIASIS INTERNATIONAL NETWORK
  Paris, France
  www.pso2013.com 

10-13 July 2013 NEW ZEALAND DERMATOLOGICAL SOCIETY ANNUAL MEETING
  Coolum, Queensland
  http://dermnetnz.org/doctors/meetings.html 

Please note the following for your diary:

Forthcoming EVENTS...
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Please note the following for your diary:

Forthcoming EVENTS... Continued...

26

18-20 July 2013 8TH WORLD CONGRESS OF MELANOMA
  Hamburg, Germany
  www.worldmelanoma2013.com

21-26 July 2013 INTERNATIONAL SUMMER ACADEMY OF PRACTICAL DERMATOLOGY 2013
  Munich, Germany
  www.isa2013.com

31 July – 4 August 2013  SUMMER MEETING OF THE AMERICAN ACADEMY OF DERMATOLOGY
  New York, New York, USA
  www.aad.org

25-27 September 2013 12TH CONGRESS OF PEDIATRIC DERMATOLOGY
  Madrid, Spain
  www.wcpd2013.com

26-28 September 2013 XXXIV SYMPOSIUM OF THE INTERNATIONAL SOCIETY OF DERMATOPATHOLOGY (ISDP)
  Florence, Italy
  www.isdp2013.org 

2-6 October 2013 22ND EADV CONGRESS
  Istanbul, Turkey
  E: office@eadv.org
  www.eadv.org

3-6 October 2013 AUSTRALASIAN COLLEGE OF DERMATOLOGISTS BIENNIAL SPRING MEETING
  Cairns, Queensland
  www.dermcoll.asn.au

10-13 November 2013 6TH ASIA AND OCEANIA CONFERENCE ON PHOTOBIOLOGY –  
  “LIFE ON A SUN-DRENCHED PLANET”
  Sydney
  www.aocp2013.org.au

21-24 November 2013 GLOBAL CONTROVERSIES AND ADVANCES IN SKIN CANCER CONFERENCE
  Brisbane, Queensland
  www.gc-sc.org 

21-25 March 2014 72ND ANNUAL MEETING OF THE AMERICAN ACADEMY OF DERMATOLOGY
  Denver, Colorado, USA
  www.aad.org

May 2014 47TH AUSTRALASIAN COLLEGE OF DERMATOLOGISTS ANNUAL SCIENTIFIC MEETING
  Melbourne, Victoria
  www.dermcoll.asn.au

20-24 March 2015 73ND ANNUAL MEETING OF THE AMERICAN ACADEMY OF DERMATOLOGY
  San Francisco, California, USA
  www.aad.org

8-13 June 2015 23RD WORLD CONGRESS OF DERMATOLOGY
  Vancouver, British Columbia, Canada
  E: info@derm2015.org
  www.derm2015.org



The Australasian College of Dermatologists

 
 

 

Telephone: 1300 361 821 or 61 2 8765 0242 
Facsimile: 61 2 9736 2194 

 

 
Sponsorship

College has negotiated support from a number of companies to assist in subsidising production 
costs of The Mole.

The Mole has been made possible through the generous support  
of Abbvie.

 
Editorial Team 
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Phillip Artemi, Honorary Secretary

Editorial Personnel 
Rodney Sheaves and Caroline Daly

Aknowledgements: 
Page 3: 

Page 4: 

Page 5: 
Page 21: 

Page 22: 

Disclaimer:

through The Mole.
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PLEASE REVIEW PRODUCT INFORMATION BEFORE PRESCRIBING. 
Product Information is available on request from AbbVie Pty Ltd. ABN 48 156 384 262. 32-34 Lord Street, Botany NSW 2019, on 1800 043 460. INDICATIONS: Rheumatoid 
Arthritis (RA): Reducing signs & symptoms, and inhibiting structural damage, in adults with moderate to severely active RA; including patients with recently diagnosed moderate 
to severely active disease who have not received methotrexate. Humira can be used alone or in combination with methotrexate. Polyarticular Juvenile Idiopathic Arthritis (pJIA): 
Humira in combination with methotrexate is indicated for reducing the signs and symptoms of moderately to severely active polyarticular juvenile idiopathic arthritis in patients 
aged 4 years of age and older. Humira can be given as monotherapy in case of intolerance or when continued treatment with methotrexate is inappropriate. Psoriatic Arthritis 
(PsA): Treatment of signs and symptoms, as well as inhibiting the progression of structural damage, of moderate to severely active PsA in patients where response to previous 
DMARDS has been inadequate. Ankylosing Spondylitis (AS): Reducing signs and symptoms in patients with active AS. Crohn’s Disease (CD): Treatment of moderate to severe 
CD in adults to reduce the signs and symptoms of the disease and to induce and maintain clinical remission in patients who have had an inadequate response to conventional 
therapies, or who have lost response to or are intolerant of infliximab. Psoriasis: Treatment of moderate to severe chronic plaque psoriasis in adult patients who are candidates 
for systemic therapy or phototherapy. CONTRAINDICATIONS: Severe infections including sepsis, active TB, opportunistic; concurrent anakinra; moderate to severe heart failure. 
PRECAUTIONS: Infections (bacterial, mycobacterial, invasive fungal e.g, histoplasmosis, viral or other opportunistic); hepatitis B, latent TB; demyelinating disorders; haematologic 
events; live vaccines; immunosuppression; new or worsening CHF; renal, hepatic impairment; malignancy; hypersensitivity reactions; latex sensitivity; concurrent abatacept; elderly; 
pregnancy, lactation, surgery. ADVERSE REACTIONS: Respiratory tract infections, leucopaenia, anaemia, headache, abdominal pain, nausea and vomiting, elevated liver enzymes, 
rash, musculoskeletal pain, injection site reaction are verycommonly seen adverse events. Benign neoplasm and skin cancer including basal cell and squamous cell carcinoma were 
commonly reported. Fatal infections such as tuberculosis and invasive opportunistic infections have rarely been reported. For others, see full PI. DOSAGE & METHOD OF USE: RA, 
PsA and AS: 40 mg sc fortnightly as a single dose. pJIA: Paediatric Patients (4 to 17 years). 15 kg to <30 kg 20 mg fortnightly. ! 30 kg 40 mg fortnightly. CD: Induction 160mg 
sc (Four injections on Day 0 or Two injections on Day 0 and 1), 80mg as two sc injections on Day 14, then Maintenance: 40mg sc starting on Day 28 and continuing fortnightly. 
Psoriasis: Initial dose of 80 mg, followed by 40 mg fortnightly, starting one week after the initial dose. DATE OF PREPARATION: September 2012, based on Product Information 
last updated August 2012.  Version 16. References: 1. Papp K, et al. J Cutan Med Surg. 2009;13:S58-S66. 2. Menter A, et al. J Am Acad Dermatol. 2008;58:106-115. 3. Gordon 
K, et al. J Am Acad Dermatol. 10.1016/j.jaad.2010.12.005. 4. Gottlieb A, et al. J Am Acad Dermatol. 2008;58(5):851-864. 5. Mease PJ, et al. 
Arthritis Rheum. 2005;52(10):3279-3289. 6. Mease PJ, et al. Ann Rheum Dis. 2009;68(5):702-709. 7. Gladman DD, et al. Arthritis Rheum. 
2007;56(2):476-488. 8. HUMIRA Approved Product Information. v25. January 2013. AU-HUMD-2013-1

Fight psoriasis  
on and below  
the surface  
with HUMIRA*

*Plaque psoriasis is a multi-faceted, 
in!ammatory skin disease. 
The underlying systemic 
in!ammation can manifest as 
psoriatic arthritis.1-8

PBS Information: Authority Required for the treatment of adults with severe active rheumatoid or psoriatic arthritis,  
active ankylosing spondylitis, severe refractory Crohn’s disease, complex refractory fistulising Crohn’s disease, severe chronic 

plaque psoriasis and adults with a history of juvenile idiopathic arthritis (JIA). Section 100 listing for severe active JIA.  
Refer to PBS Schedule for full authority information.


