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Letter from the Editor

Iam pleased to present the fi rst volume of the Medical 
Student Journal of Australia (MSJA). The current edi-
torial team took over this project in July 2009 from a 

group of Year 4 ANU medical students who laid the struc-
tural foundations for the journal. They worked on the phi-
losophy, journal content, editorial team descriptions and 
web page design. On taking over the project, we decided 
to take on the challenge of publishing the fi rst issue. Now 
after many months of editorial meetings, never-ending 
emails and long nights, we are ready to launch the MSJA. 

This fi rst issue was open for submissions from medical 
students at the ANU Medical School and junior alumni 
(students who graduated within in the past two years). The 
MSJA is a platform for medical students to publish their 
work in a peer-reviewed journal. It allows students to gain 
experience of the publishing process, which is something 
we will all have to do throughout our careers. Expert peer 
reviewers were invited to participate in the project and 
included clinicians and academic staff within the ANU 
Medical School. The response and commitment from the 
authors and peer reviewers was overwhelming. This sup-
port has been a key part of the journal, and with the posi-

tive experience from the fi rst issue, it is a good sign for the 
future prosperity of the journal. 
Being Chief Editor of the fi rst issue has been a very chal-
lenging yet rewarding experience. The team has had to 
deal with many issues during the process of putting this 
issue together, as many aspects of running a journal were 
not discovered until we were well into receiving submis-
sions. Members of the editorial board who have taken the 
journal to its fi rst publication have all taken on their role 
with determination and commitment. 

I would also like to thank the supervisors from the Popu-
lation Health Theme who have provided invaluable as-
sistance with many aspects of the journal. Thank you also 
to the students who contributed to the journal and the peer 
reviewers who gave their time and expertise, as without 
your input this would not be possible. 

We hope you enjoy the fi rst issue of MSJA. 

Alison Lally
Chief Editor 

ANU Year 4 medical students involved in the MSJA.  L-R (front row to back row): Zabrina Abdool, Alison Lally, Patrick 
Aouad, Abirama Thanikasalam, Annie Collins, Carol Tung, Negin Sedaghat, Madelaine Hanson, Peter Zheng, Shehan 
Wickramasinghe, Ben Wilson and David Owen
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From the Dean

It is with great pleasure that I introduce this first edi-
tion of the Medical Student Journal of Australia. Com-
municating the results of medical and health research 

information clearly, accurately and with appropriate dis-
cussion of any limitations or potential bias are very impor-
tant skills. The Journal provides our medical school with 
a new vehicle for students to hone these. This first edi-
tion includes sound research and evaluation contributions, 
interesting opinion pieces and good narratives. There is 
something here for everyone. Getting to this point has not 
been without a lot of hard work by many people. I con-
gratulate them all.

After initial discussions with students, the Population 
Health team picked up the idea and in 2008 Gill Hall, 
David Harley and Robyn Lucas won an ANU Teaching 
Enhancement Grant from the Office of the Vice Chancel-
lor to further develop this educational innovation. Two 
groups of medical students have initiated and developed 
the journal during 2009 as part of their population health 
curriculum in year four, with supervision from Gill Hall 
and Adrian Sleigh. It is planned that each year two groups 
of students will form the editorial team to continue the 
journal, promoting the opportunities to publish within the 
Medical School and beyond, and coordinating and partici-
pating in the associated editorial processes. This first edi-
tion has involved the following groups this year.

The Semester 1 Editorial Team was responsible for creat-
ing the philosophy for the journal, its procedures and rules 
and web design template. The students were: Zabrina Ab-
dool, Patrick Aouad, Anne Collins, David Owen, Negin 
Sedaghat and Ben Wilson. 

The Semester 2 Editorial Team was responsible for pro-
ducing the first issue. The students were: Madelaine Han-

son, Alison Lally, Abirama Thanikasalam, Carol Tung, 
Shehan Wickramasinghe, and Peter Zheng.

The wider ANU community has given great support to this 
endeavour. Within the College of Medicine Biology and 
Environment, Quazi Abdullah in the Medicine and Health 
Sciences IT Team built the web page. ANU’s ePress and 
eView sections have been very helpful and supportive as 
have the Legal Office and ANU Marketing.

The papers in the current edition have been reviewed, and 
a number of ANUMS Faculty staff have willingly done 
this.

Susan Butler has done a wonderful job in journal layout 
design and formatting the printed version.

And of course, without the people who have contributed 
material, there would be no journal.

To all of you, my thanks for all your efforts that have led 
to this fantastic outcome. I look forward to the published 
research appearing in this journal going from strength to 
strength. There are many opportunities to undertake re-
search activities during the MBBS program at the ANU. I 
encourage you ALL to consider writing these up for sub-
sequent editions.

Professor Nicholas Glasgow
Dean, ANU Medical School
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Dementia is a broad term 
used to describe a range of 
diseases leading to the pro-

gressive decline of cognitive func-
tion. It is generally characterised by 
impairment of brain functions related 
to memory, intellect, language, emo-
tional control, social behaviour and 
motivation.1

There are over 100 conditions that lead 
to the clinical syndrome of demen-
tia, including vascular diseases and 
degenerative and metabolic causes.2

The commonest types of dementia in 
Australia are Alzheimer’s disease (50 
to 70% of dementia cases), vascular 
dementia (20 to 30%) and dementia 
with Lewy bodies (up to 10%).3,4

Dementia is a growing problem. It 
has been estimated that the world-
wide prevalence of dementia in 2000 
was 18 million.3 The prevalence of 
dementia is predicted to increase 
to 34 million by 2025.3 The Austra-
lian prevalence of dementia is also 

increasing as Australia’s population 
ages. In 2002, approximately 162,000 
people had dementia. This is projected 
to rise to approximately half a million 
by 2050.3 Studies have shown that the 
prevalence of dementia in Australia 
doubles every fi ve years after the age 
of 65.5

Dementia patients require progres-
sively more assistance in functions of 
everyday living as the disease process 
advances to the severe stage. Demen-
tia patients and their carers then re-
quire a substantial amount of health 
care services.1 Consequently, demen-
tia is a problem that requires response 
on both public health and an individ-
ual levels. 

EPIDEMIOLOGY OF AGEING 
AND COGNITIVE DECLINE IN 
DEMENTIA

Dementia is a syndrome of signifi cant 
morbidity and mortality with a grow-

Epidemiology and prevention of dementia: 
the need for more action

Victoria Mansell

ABSTRACT

Dementia and cognitive decline in ageing is a public health issue that will continue 
to increase in importance as Australia’s population ages. It is expected that the 
prevalence of dementia in Australia will more than treble by 2050. Currently, most of 
the health care costs related to dementia are allocated to caring for dementia patients 
in nursing homes and residential care facilities. It is proposed that more funds are 
diverted to primary and secondary prevention of dementia, including research and 
reduction of risk factors, in order to mitigate the expected increased in prevalence of 
dementia.

MSJA 2009, 1

ing prevalence both in Australia and 
worldwide. The estimated prevalence 
of dementia in Australia is shown in 
Table 1. This is based on household 
surveys conducted by the Australian 
Bureau of Statistics (ABS) as well as 
international meta-analyses, which 
were reconciled by applying the de-
mographic splits of the ABS survey 
to the overall prevalence estimates of 
the international data .3

Table 1 indicates that the majority of 
dementia patients are female and that 
people aged over 75 account for ap-
proximately 84% of all dementia pa-
tients in Australia. It is predicted that 
the prevalence of dementia in Austra-
lia will increase to almost 731,000 by 
2050 due to the ageing population.4

This is consistent with predictions 
from the United Kingdom, where it 
is estimated that the number of peo-
ple with dementia will increase from 
700,000 at present to 1.7 million by 
2050.6
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of the Apo E4 allele increases the risk 
of developing Alzheimer’s disease by 
up to three times, whereas having two 
copies increases the risk by approxi-
mately 13 times.11,12 However, the al-
lele is neither necessary nor suffi cient 
to cause dementia.

A strong link has been demonstrated 
between dementia and cardiovas-
cular disease risk factors, including 
hypertension, diabetes mellitus (RR 
1.7, 95% CI 1.3-2.1),18 history of car-
diovascular disease (OR 3.0, 95% CI 
1.5-6.0),19 abnormal insulin metabo-
lism, hyperlipidaemia (OR 3.1, 95% 
CI 1.2-8.5),20 high dietary fat intake 
(RR 2.4, 95% CI 1.1-5.2),21 obesity, 
high plasma homocysteine, smoking 
and cardiac arrhythmias.9,13

Studies have demonstrated that the 
level of education attained is inversely 
proportional to the risk of developing 
dementia.14 Lifestyle factors have also 
been implicated in the development of 
dementia. For example, older people 
who remain physically and mentally 
active, participating in activities such 
as reading, playing musical instru-
ments and dancing have been shown 

to have lower risk of developing de-
mentia.9,14

Burden of disease

Measures of the burden of disease 
relate to the impact of the disease in 
terms of morbidity and mortality and 
can be measured using the disability 
adjusted life year (DALY). The ma-
jority of the disease burden of demen-
tia is caused by disability rather than 
premature death. Currently, dementia 
causes the second largest DALYs in 
Australia after depression. By 2016 it 
is expected that dementia will be the 
largest cause of DALYs for women 
and the fi fth largest for men.4 It is es-
timated that the DALYs for dementia 
will increase by 125% from approxi-
mately 104,900 in 2007 to a projected 
236,000 in 2031. This increase will be 
predominantly for those aged 85 years 
or more.1

In 2003, disability accounted for ap-
proximately 75% of the total disease 
burden of dementia.1 This is consis-
tent with the natural history of demen-
tia, generally characterised by loss of 
intellectual and behavioural abilities 
that will ultimately interfere with 

Table 1. Estimated dementia prevalence in Australia, 2002
Source: Access Economics: The Dementia Epidemic3

Age (years) Male (number 
of cases)

Female  (num-
ber of cases)

Total (number 
of cases)

Frequency 
(age-specifi c 
prevalence %)

Under 65 4 300 2 300 6 600 <0.1%
65-74 12 100 7 600 19 700 1.5%
75-84 20 700 34 100 54 800   6.3%
85 and over 19 100 62 000 81 100 30.2%
Total 56 300 106 000 162 300 0.8%

Causation

The aetiology of dementia is multi-
factorial, complex and poorly under-
stood. However, risk factors include 
age, female gender, family history, 
cardiovascular disease risk factors, 
level of education and type of em-
ployment, previous head trauma, 
excessive alcohol consumption and 
a history of depression. Factors that 
have been identifi ed as providing pro-
tection from dementia include a diet 
rich in antioxidants and unsaturated 
fatty acids, use of anti-infl ammatory 
drugs, higher levels of education and a 
lifestyle that includes regular physical 
exercise and cognitive engagement.3,7,8

Although age is the most accepted risk 
factor for dementia, family history is 
also a well-recognised risk factor for 
dementia, suggesting genetic factors 
underlying its development.10 Only 
one gene has currently been associ-
ated with a higher risk for dementia. 
The ε4 allele of the apolipoprotein E 
gene (Apo E4) has been shown to in-
crease the risk of developing late-on-
set Alzheimer’s disease in a dose de-
pendent manner.9,10 Having one copy 
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daily functioning.11 A useful model 
for assessing disability caused by de-
mentia recognises it as a progressive 
illness with various levels of severity. 
It is based on the premise that 55% of 
duration of the disease is of mild se-
verity; that is, it has a signifi cant im-
pact on daily activities, with 30% of 
moderate severity where independent 
living is not possible without assis-
tance. Fifteen percent constitutes the 
severe phase of disease progression, 
where permanent supervision is re-
quired. Using that model, it has been 
estimated that, overall in 2003, there 
were 84,000 years lost due to demen-
tia related disability.1

The number of deaths attributed to de-
mentia increased from 1997 to 2003, 
although the age-standardised rate 
remained steady, indicating that the 
increase was primarily due to popu-
lation ageing.1 Dementia ranks as the 
fourth leading cause of death in Aus-
tralians aged over 65, with 4,413 de-
mentia-related deaths in 2003 result-
ing in 24,000 years of life lost. This 
mainly affected females and people 
aged over 75.3 Serious consideration 
of approaches to prevention is thus 
warranted.

STRATEGIES FOR PREVEN-
TION OF COGNITIVE DECLINE 
AND DEMENTIA

Studies have indicated several modifi -
able risk factors for dementia that may 
be targeted for prevention, including 
some that accumulate over the lifes-
pan.15 In recommending strategies for 
prevention of dementia, it is recog-
nised that health resources are limited. 
The following discussion therefore 
focuses on the more achievable and 
effective prevention strategies.

Primary prevention

Primary prevention refers to the pre-
vention of disease before its biological 
onset by identifying and controlling 
causes and risk factors.15 Primary pre-
vention may be directed at high-risk 
individuals or at the whole population, 
with the aim of reducing average risk 
of disease across that population.16

Population-wide prevention pro-
grammes that could be introduced in-
clude government-funded advertising 
programmes on the benefi ts of main-
taining a healthy diet and lifestyle, 
such as the Australian Better Health 
Initiative.17 These programmes would 
have the double benefi t of targeting 
both dementia and cardiovascular dis-
ease, which shares some modifi able 
risk factors with dementia.

High-risk individuals could be target-
ed through general practitioners (GPs) 
and community-based programmes. 
In particular, GPs could be trained to 
identify high-risk individuals and pro-
vide them with advice for reducing 
their risk. Currently available tools 
that may be helpful in this regard in-
clude the New Zealand risk prediction 
charts for cardiovascular disease.22

GPs also have an important role in 
helping the patient to minimise their 
risk factors, such as managing hyper-
tension and hyperlipidaemia, as well 
as providing advice and resources 
to quit smoking and cut down alco-
hol consumption. Other community 
groups, such as senior citizens clubs, 
could also be targeted with informa-
tion packs outlining the risk factors 
for dementia and strategies that may 
be implemented on an individual 
level to reduce those risks. Strategies 

could include advice on what consti-
tutes a healthy diet and how to prepare 
healthy meals, encouragement to exer-
cise regularly and to maintain mental 
activity, such as by completing cross-
words and number puzzles. 

Secondary prevention

Secondary prevention refers to the ear-
ly detection of disease to enable early 
treatment and reduce the more serious 
consequences of disease.15,16 Early de-
tection of dementia usually relies on 
detection by GPs or the patient’s fam-
ily. Emphasis therefore needs to be 
placed on training GPs to ensure that 
they are equipped to detect dementia 
early, and not simply attribute symp-
toms to tiredness, stress, depression 
or ageing.3 Early diagnosis and treat-
ment could also be facilitated through 
programmes aimed at informing the 
general community of early signs and 
symptoms of dementia.

Although there is no known cure for 
dementia, early treatment may slow 
the onset of severe disease in the ma-
jority of dementia patients.15 Various 
medications may improve cognitive 
function and the ability to carry out 
daily tasks, as well as reducing hal-
lucinations and delusions, such as an-
tipsychotics, cholinesterase inhibitors 
and antidepressants.9

Tertiary prevention

Tertiary prevention is aimed at improv-
ing the quality of life of the patient by 
reducing the progress or complications 
of disease.16 Quality of life of demen-
tia patients could be improved through 
medical interventions, support, coun-
selling, memory loss programmes and 
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Figure 1. Allocation of direct financial costs of dementia [3]

improving safety around the home. 
Adequate funding needs to be provid-
ed to ensure the availability of appro-
priate community services, including 
respite and residential care services, 
allowing the provision of quality de-
mentia care.3 Quality dementia care 
includes an accurate assessment of 
the patient’s needs, adequately trained 
staff, individualised care and support 
for the family carer.5

Funding needs to also be provided to 
ensure that family carers are equipped 
to adequately care for the dementia 
patient, such as through carer support 
programmes and psychosocial inter-
ventions.3

ALLOCATION OF RESOURCES 
BETWEEN THREE LEVELS OF 
PREVENTION

Current allocation of resources

Costs associated with dementia include 
the direct fi nancial costs to the Austra-
lian health system, indirect fi nancial 
costs borne by dementia patients and 
their families and non-fi nancial costs 
related to burden of disease. The allo-
cation of direct fi nancial costs to the 

Australian health system in 2002 is 
shown in Figure 1.

Figure 1 indicates that the majority of 
direct costs of dementia are directed to 
tertiary prevention of disease, mainly 
in funding nursing homes and hostels. 
The fi nancial cost to the families car-
ing for dementia patients was not in-
cluded in this estimate and it is likely 
that this proportion be much higher if 
these indirect fi nancial costs were in-
cluded. Allocation to primary preven-
tion appears to be limited to research. 
However, it is possible that the costs 
related to primary prevention, such 
as programmes aimed at reducing 
modifi able risk factors, are included 
elsewhere, such as in the costs of car-
diovascular disease. Secondary pre-
vention costs would include at least a 
portion of the cost of GPs and special-
ists, pharmaceuticals and allied health 
and outpatients and other ambulatory 
services.

Proposed allocation of resources

Dementia patients require a high level 
of care, which increases as the de-
mentia progresses. In consideration 
of this high level of care required for 

Australia’s ageing population, more 
resources need to be diverted to pri-
mary and secondary prevention of 
dementia. Such areas include de-
mentia research, reducing the preva-
lence of risk factors in individuals 
and the community, training GPs to 
identify dementia early and in provi-
sion of effective treatments.

With current knowledge of the diag-
nosis and natural history of demen-
tia, there is little justifi cation in pop-
ulation-wide screening. However, 
screening of high-risk individuals by 
GPs would allow earlier diagnosis 
and treatment of dementia patients.15

In addition, it has been estimated 
that if progression of dementia to 
the moderate stage is delayed by 12 
months, the person’s quality of life 
improve and the cost of dementia 
would be signifi cantly reduced, pro-
viding a fi nancial return of at least 
7:1.3

Currently, many dementia patients 
are placed into nursing homes that 
aren’t properly equipped to deal 
with their special needs.3 Funding 
for nursing homes and residential 
care facilities should therefore be 
provided for staff training and im-
provements in facilities. 

CONCLUSION

Dementia is a public health issue 
that will continue to increase in im-
portance as Australia’s population 
ages. It is therefore necessary to take 
action now to ensure that Australia’s 
health system is adequately prepared 
to deal with the likely increase in 
dementia patients. Strategies for 
prevention may also be available to 
minimise that increase and provide 
improved quality of life for demen-
tia patients both now and into the 
future.
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Hurdles to equity in health care in Afghanistan: an analysis of 
the public health response to the maternal mortality crisis 

Emma Wawn

ABSTRACT
Afghanistan has one of the highest maternal death rates in the world. The reasons for this are complex and 
include complications during the pregnancy, birth or postnatal period. The chronic conflict and political unrest 
coupled with unforgiving geography, climate and lack of infrastructure makes attempts at delivering basic health 
care services to all citizens an immense challenge. The current response consisted of a predominantly selective 
approach to primary health care, with non-governmental organisations (NGOs) focusing on antenatal, delivery 
and postpartum care, micronutrient supplementation and care of the newborn. However, these services do little 
to combat the driving forces of poor maternal health in Afghanistan namely, the low status of women in society, 
lack of access to health care and lack of suitable technology to provide basic sanitation, clean drinking water 
and transport. A more comprehensive approach involving coordination of different sectors of Government, NGOs 
and community participation would lead to greater coverage and reduce inequities in health care provision. In 
situations of ongoing insecurity and political instability such as in Afghanistan, programs incorporating both 
selective and comprehensive strategies may be most effective due to resource constraints and the requirement 
for immediate, measurable improvements.

MSJA 2009, 1

Over 20 years of conflict in 
Afghanistan have contrib-
uted to the widespread pov-

erty and destitution of its citizens, 
particularly women and children. 
Compounding issues of poverty and 
destitution are years of human rights 
violations and social inequity that 
have resulted in some of the worst 
health statistics for women ever re-
corded.1,2,3 Currently, Afghanistan 
has the second highest maternal mor-
tality ratio (MMR) in the world.  On 
average one Afghan woman dies ev-
ery 30 minutes from a pregnancy-re-
lated cause.4 These deaths are the re-
sult of several factors, including high 
rates of infectious diseases, maternal 
nutrition and poor mental health. The 
basis of these statistics can be traced 
not only to the lack of antenatal, in-
trapartum care and primary care ser-
vices but also to the poor status of 
women in Afghan society which has 
led to high rates of poverty, illiteracy 
and social inequity amongst women.5 
This multifactor causality suggests 
improving the state of maternal health 

of proper nutrition, an adequate sup-
ply of safe water and basic sanitation, 
appropriate treatment of common 
diseases and injuries and provision of 
essential drugs. 

However, CPHC is not without con-
troversy. Within one year of the Dec-
laration of Alma Ata, an alternative 
approach to primary health care was 
proposed. Comprehensive strategies 
although admirable in their idealism 
were thought to be unattainable due 
to their broad scope and strain on al-
ready scarce resources. Proponents 
of this view proposed a more selec-
tive strategy which would tackle the 
country’s most severe health prob-
lems  and result in maximal gain in 
health improvements, ‘Selective Pri-
mary Health Care’ (SPHC).7 Such 
programs tend to be child-focused 
and include growth monitoring, oral 
rehydration therapy, breastfeeding 
and immunisation. While this strat-
egy succeeds in improving health 
statistics for the targeted groups, it 
ignores the principles of equity and 

requires strategies of comprehensive 
and selective primary health care at 
both national and regional levels. 

Comprehensive Primary Health Care 
(CPHC) is built on five pillars of pub-
lic health policy: equity, prevention, 
appropriate technology, intersectoral 
action and community participation. 
This bottom-up approach gained 
widespread popularity in the 1970s, 
when international agencies began 
to investigate alternative approaches 
to population-based health care in 
developing countries. It had become 
apparent that the short-term interven-
tions focusing on disease eradication 
were not improving the overall dis-
ease burden of the population despite 
rising expenditure. Using a commu-
nity-based health care model, Chi-
na had achieved impressive health 
gains. The Declaration of Alma Ata 
was developed in 1978 and empha-
sised prevention and social equity as 
the keys to the overall success of pri-
mary health care.6 Common CPHC 
interventions include the promotion 
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of conflict, it is not unreasonable to 
assume it may have been the precipi-
tating factor. 

Taliban regulations and its 
effect on shortage of health- 
care workers

Taliban law outlawed any form of 
family planning and prevented wom-
en from accessing medical advice or 
interventions from a male, essentially 
making health care unavailable to 
women in Afghanistan.8,9 The regime 
also deprived women of the rights to 
education and work. Consequently, 
Afghanistan has staggeringly low lit-
eracy rates for women — as low as 
1-2% in rural areas — where 80% of 
the population reside. This translates 
into a shortage of women sufficiently 
educated to be trained as health care 
workers, particularly in rural areas. 

In response, adult l i teracy pro-
grammes such as ‘Learning for Life’ 
were initiated by the Government and 
run in parallel with midwifery train-
ing programmes. The aim of such pro-
grammes was not only to elevate the 
status of women in society but also to 
raise awareness of the importance of 
midwives in the provision of essen-
tial obstetric and newborn care.1 

This program has the hallmarks of a 
CPHC approach, with the coordina-
tion of health and education policy 
resulting in improvements over many 
domains. However, the marginalisa-
tion of women’s rights under the Tal-
iban not only resulted in their illitera-
cy and poor access to health care but 
also presented obstacles to the public 
health response when the reconstruc-
tion efforts began in 2001. Despite 
the liberation of women following 
the demise of the Taliban leadership, 

the status of women in Afghanistan 
remained and still remains low, and 
is steadily increasing in areas where 
tradition and new freedoms con-
verge, causing gender-related vio-
lence.1 This is resulting in reluctance 
to become involved in the literacy 
and midwifery training, and perpetu-
ating the inequalities that impact the 
health of women country-wide.

The effect of centralisation of 
health care on rural communities

In addition to the shortage of educat-
ed women, a lack of skilled male and 
female health care workers remains, 
both for work and training purposes. 
This shortage resulted from the clo-
sure of midwifery schools during the 
Taliban regime, the fleeing of many 
health professionals to safer coun-
tries and the centralisation of health 
to major cities.1,2,9 The unequally dis-
tributed health care services and lack 
of obstetric care in rural areas was 
found by the World Health Organisa-
tion (WHO) to be one of the major 
factors contributing to the continuing 
high death rate in pregnancy.4 Access 
to health care is one of the tenets of 
primary health care:  a health system 
cannot be equitable if proportions of 
the population are excluded from the 
service. 

Due to the lack of infrastructure and 
staff available in rural areas in Af-
ghanistan, accessibility to and decen-
tralisation of health care needed to 
be a priority. Thus, a comprehensive 
approach to developing and support-
ing midwifery was developed by the 
Afghan government, in concert with 
local and international partners, to 
establish specific goals for minimum 
primary care services. 

political cooperation which are vital 
predictors of the state of health of a 
nation. 

This paper will examine the deter-
minants of the poor maternal health 
status in Afghanistan and the current 
public health response, both compre-
hensive and selective strategies, and  
discuss their effectiveness and future 
outlook in relation to the many obsta-
cles faced by governments, non-gov-
ernmental organisations (NGOs) and 
specialised agencies (for example the 
World Health Organisation) working 
in this region. The paper will show 
that although significant gains have 
been made in improving maternal 
health since the reconstruction effort 
began, there is a way to go before the 
goal of the WHO of ‘health for all’ is 
in sight.

HISTORY OF 
CONFLICT IN AFGHANISTAN 

A brief background on the unrest in 
Afghanistan years is useful in gain-
ing a better understanding of the state 
of the health care system and pub-
lic health response. Afghanistan has 
been in a state of political upheaval 
since the USSR invaded in 1979.The 
USSR withdrew under pressure from 
internationally supported rebels af-
ter a decade of destructive conflict. 
However, civil unrest in the country 
continued until 1996 when the Tal-
iban, a Pakistani-supported funda-
mentalist regime, seized power. This 
regime was recently toppled by US-
led troops following the September 
11, 2001 terrorist attacks and resulted 
in the United Nations brokering a 
new constitution for the struggling 
country.3 While it would be simplis-
tic to regard the maternal health crisis 
as resulting purely from these years 

10



MSJA  ● Volume 1 Number 1 ● October 2009

RESEARCH: 
EVALUATION

ESTABLISHMENT OF MINIMUM 
PRIMARY CARE SERVICES

The Afghan Ministry of Public 
Health (MOPH), founded by the in-
terim government, had quickly iden-
tified reducing the MMR to be the 
priority health focus. Action on re-
ducing these statistics could scarcely 
be avoided:  the United Nations, with 
a statement from the WHO flagged 
maternal health as a global priority in 
its list of Millennium Development 
Goals (MDGs). MDG 5 aims to re-
duce the MMR by 75% and achieve 
universal access to reproductive 
health by 2015.10 To turn rhetoric into 
action, the MOPH decided that all 
health services would be contracted 
to NGOs (funded predominantly by 
USAID) to work under the policies 
set down by the Ministry.11 

The MOPH established the ‘Basic 
Package of Health Services’ as the 
main policy to be followed by health 
service providers. Its aims were to 
ensure that all Afghans had equal 
access to a minimum set of primary 
care services, recognising that pri-
ority must be given to rural regions 
to ensure equity. The package has 
a strong emphasis on maternal and 
child health and aims to provide ba-
sic health interventions such as edu-
cation on safe-drinking water, sanita-
tion, immunisation and iron tablets, 
in addition to promotion of good 
health practices.11 

As mentioned earlier, these more ‘se-
lective’ approaches to health care are 
suited to NGOs chasing measurable 
results to take back to key investors.6 
However, a mixture of selective and 
comprehensive approaches is appro-
priate in a country in a health crisis, 
as the selective interventions serve 

to improve outcomes while the infra-
structure required for comprehensive 
approaches is established.

The reconstruction effort in Afghani-
stan is a good example of the need 
for selective and comprehensive ap-
proaches  to work together to improve 
health outcomes. Initially, there was 
a lack of housing available for those 
involved in the reconstruction and no 
organised payment scheme. Limited 
transportation made access to remote 
communities difficult, with facili-
ties and equipment in these locations 
scarce or non-existent.2  Intersectoral 
dialogue and liaison between govern-
ment and NGOs was crucial at this 
stage. Much to the frustration of the 
MOPH, NGOs did not seem particu-
larly enthusiastic to coordinate ef-
forts,3 as comprehensive approaches 
are seen to be resource-draining for 
potentially short-term marginal ben-
efits. This is merely one example of 
the obstacles that must be overcome 
if concerted efforts to rebuild Af-
ghanistan and improve the health of 
its people are to succeed. 

SELECTIVE PRIMARY 
HEALTH CARE FINDS A ROLE

In addition to the ‘Basic Package of 
Health Services’, the MOPH also 
implemented the Rural Expansion 
of Afghanistan’s Community-based 
Healthcare (REACH) programme in 
response to the shortage of skilled 
health care workers and lack of suit-
able health facilities. This programme 
included the development of the Hos-
pital Management Improvement Ini-
tiative, an SPHC initiative aiming to 
improve hospital management across 
Afghanistan, provide standards and 
training modules for all clinical ser-
vices and provide opportunity for 

mentoring, networking and informa-
tion dissemination between hospitals.11 

While the figures in Table 1 demon-
strate significant and commendable 
improvements, the latest progress re-
port on the Millennium Development 
Goals indicates that there is still some 
way to go.10 Selective health care 
strategies such as iron, iodine and fo-
late supplements for pregnant women 
have been shown to significantly re-
duce maternal and infant mortality,5  
thus augmenting the improvements 
often attributed solely to comprehen-
sive strategy. 

However, due to issues surrounding 
ease of access to health care facili-
ties and cost of treatment, selective 
health care interventions other than 
REACH, such as immunisations, 
have had limited uptake, particularly 
in remote communities. 

MOVING TOWARDS EQUITY

Allowing Afghan people 
a voice in health care policy

A community midwifery programme 
was established to combat the lack of 
health care workers in rural areas and 
fulfil the MOPH priority of ensuring 
skilled attendance at births. Prospec-
tive students for this programme are 
selected on the understanding that 
they are to return upon graduation to 
serve their community. For those who 
go back to remote communities, the 
support of peers and a forum for lob-
bying to Government is critical for 
their ongoing participation. 

The establishment of the Afghan 
Midwives Association (AMA) has 
ensured midwives’ participation in 
strategy and policy planning and en-
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ables future strategy to be better tai-
lored to the needs of Afghan women. 
The AMA further works to legitimise 
and improve the social status of mid-
wives in the Afghan community, both 
urban and remote, and to advocate, 
support and assist all members.1

The improvements have been sub-
stantial in maternal health and health 
care in general, considering that the 
statistics do not adequately reflect 
the relatively short time frame and 
the political obstacles to the public 
health response that have had to be 
overcome. Not only was the lack of 
material resources such as equip-
ment, facilities and instructors an is-
sue, but there was an apparent lack 
of commitment by governments and 
policy makers to assign appropriate 
resources to public health and human 
development.5 

Further, relatively centralised policy 
making, lack of authority at local 
government level and inequitable 
distribution of resources to rural ar-
eas have slowed the progress of pub-
lic health initiatives in remote areas, 
where it is perhaps most needed. 

The establishment of professional 
organisations such as the AMA will 
become increasingly important to 
lobby government and other agencies 
and highlight issues requiring policy 
change. The concept that communi-
ties should have full participation in 
their health care is fundamental to 
primary health care as iterated in the 
Alma Ata Declaration.12 While this   
ideal is not easily attained, the rights 
of organisations such as the AMA to 
speak free from the fear of retribution 
is an important first step, albeit far 
from the ideals of Alma Ata.

Tackling the gender divide

Gender-related barriers to improved 
maternal health care are likely to take 
some time to overcome. This may not 
be possible. Due to strong cultural, 
religious and social norms that gov-
ern women’s rights, many Afghan 
women will refuse to see male phy-
sicians. Consequently, use of health-
care facilities is low.2,9 While the new 
Constitution gives women equal free-
doms under law,13 these freedoms are 
not yet real. Since 2006, thousands 
of human rights abuses have been re-
corded against women attempting to 
exercise their new ‘freedoms’. The 
gender divide is perhaps the most 
potent example of the obstacles that 
comprehensive strategies need to 
overcome to attain equity and com-

munity participation in the provision 
of health care services.

The low status of women will con-
tinue to be an obstacle to improv-
ing maternal health in Afghanistan 
as long as gender health issues are 
considered ‘sensitive’ among inter-
national organisations assisting with 
the reconstruction.1,4 This perception 
underlies the lack of political willing-
ness by the Afghani government and 
international organisations to address 
women’s health in the community. 
Action on the front of gender health 
inequity is destined to be a slow pro-
cess, as years of cultural imprinting 
have resulted in many Afghan women 
accepting the view that they are not 
entitled to the same rights as men.  
These beliefs act to further reduce the 

Table 1

Some widespread and marked improvements in health care 
provision in Afghanistan [1-2]

• Basic health care service coverage has increased from 7% in 
2004 to 77% in 2006

• 60% of health facilities now have female health care workers

• 5,000 volunteer community health workers provide basic health 
interventions

• The number of midwives had trebled to over 337 by September 
2006 

• Skilled birth attendance increased to 23% in 2006, compared to 
less than 10% in 2003

• Refresher training for more than 700 practicing doctors, nurses 
and midwives

MSJA  2009, 1
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utilisation of health-care facilities and 
demonstrate the uphill battle for ma-
ternal and women’s health in gaining 
a political foothold in Afghanistan.8,9 
Improving the health of Afghanistan’s 
women is going to require constant 
and consistent protection and promo-
tion of women’s rights, so women can 
begin to feel empowered to demand 
adequate food, clean water and shel-
ter, and more importantly in terms of 
reducing the maternal mortality rate, 
adequate ante, intra and postpartum 
care.

CONCLUSION

In the future, the focus on maternal 
health care throughout pregnancy, pu-
erperium and postnatal periods and, 
the maternal mortality statistics in 
Afghanistan should begin to approach 
those envisaged in Millennium De-
velopment Goal 5. Already improved 
hospital management has resulted in 
better outcomes in urban areas, and 
ensuring skilled birth attendants and 
basic primary health care for all wom-
en has reduced mortality significantly 
in remote regions. The ‘Learning for 
Life’ adult-literacy programme and 
other similar initiatives in remote Af-
ghanistan have helped feed more mid-
wives into the REACH program and, 
together with the establishment of the 
Afghan Midwives Association, have 
ensured that maternal health needs 
are kept at the forefront of women’s 
health care. While the barriers and ob-
stacles discussed above may seem in-
surmountable, the initial public health 
response since the fall of the Taliban 
in 2001 has achieved in eight years 
what took many Western nations the 
better part of a century. Already the 
public health response in Afghanistan 
has seen comprehensive and selective 

primary health care initiatives work 
relatively successfully side by side. 
Given time, improvement in facilities, 
access and infrastructure and a gradual 
changing of attitudes, we will perhaps 
begin to see the amelioration of major 
gender inequalities and a considerable 
improvement in the health of the na-
tion. 
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INTRODUCTION

Respiratory conditions are 
among the most frequently 
managed problems by gen-

eral practitioners (GPs) in Australia. 
In 2007-08, upper respiratory tract 
infections (URTIs) were shown to be 
the most commonly managed respira-
tory problem, accounting for almost 
32% of respiratory problems man-
aged by GPs.1 

Recent efforts have been made to re-
duce the unnecessary prescription of 
antibiotics for URTIs in order to re-
duce the emergence of antibiotic re-
sistance in causative pathogens.3,4,5 In 
addition, current evidence suggests 

patients is fundamental to encourag-
ing appropriate antibiotic use in the 
setting of URTIs .9,10,11 However, a 
general perception that antibiotics 
shorten the duration of URTIs, along 
with patient expectations and a pres-
sure to prescribe continue to drive an-
tibiotic prescribing by GPs.4.9 Wutzke 
et al. provide a review of the recent 
campaign strategies put in place to 
reduce the inappropriate use of an-
tibiotics in Australia.4 The review 
was based on the National Prescrib-
ing Service’s ‘Common Colds Need 
Common Sense’ campaign target-
ing the general public.8 This strategy 
commenced in 2000 and comple-
mented existing campaigns aimed at 
GPs and pharmacists.3,4 

antibiotics have no effect in the out-
come when treating a patient present-
ing with the ‘common cold’.6 There 
is substantial evidence indicating that 
most URTIs are self-limiting viral in-
fections in which antibiotics are inef-
fective.7 Despite this, in 2005-6 over 
38% of adults and 24% of Australian 
children presenting to their GPs for 
URTIs were prescribed antibiotics.8 
There was a significant reduction in 
antibiotic prescribing for URTIs in 
Australia from 1990-2002 (from al-
most 59% to 40%), but from 2002-6 
prescribing levels remained more or 
less unchanged (20-25% for children 
and 36-42% for adults).2,8

Previous studies have shown that 
education of health professionals and 

ABSTRACT

Background
Recent educational campaigns have promoted not prescribing antibiotics for upper re-
spiratory tract infections (URTIs). The aims of this study were to describe any changes 
in prescribing rates and identify any patient or general practitioner (GP) characteristics, 
which may be associated with prescribing. The study was based in the Australian Capital 
Territory (ACT) and south-eastern New South Wales (SE NSW). 
Methods
General practice encounters in which an URTI was diagnosed were extracted from 
the Australian National University (ANU) Clinical Audit Project (CAP) data. Antibiotic 
prescribing rates were recorded along with the relationship between prescribing and 
patient sex and age, the number of co-morbidities and clinician sex and practice setting 
(urban or rural).
Results
Of patients diagnosed with an URTI, 39% were prescribed an antibiotic. No differences 
were observed between 2006-2008. Male GPs were less likely to prescribe antibiotics and 
a patient with one or more co-morbidities was more likely to be prescribed antibiotics. 
Discussion
Future promotional strategies should be implemented in the ACT and SE NSW to reduce 
antibiotic prescribing rates for URTIs. GPs should strive to reduce the unnecessary 
prescription of antibiotics for URTIs. 
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The aims of this study were to inves-
tigate whether antibiotic prescrib-
ing rates for URTIs have changed 
in general practices throughout the 
Australian Capital Territory (ACT) 
and south-eastern New South Wales 
(SE NSW) over the last three years. 
In addition, a number of patient and 
GP variables were examined to iden-
tify who needs to be targeted in future 
educational programs. 

METHODS

Data from the Clinical Audit Proj-
ect (CAP) was used. This data has 
been collected by third-year medical 
students at the Australian National 
University (ANU) during the period 
2006-2008. Students collected infor-
mation from 30 consecutive patient 
encounters in 2006 and 2007 and 15 
consecutive patient encounters in 
2008. Information obtained included 
patient age and sex, location of the 
practice and sex of the clinician, rea-
sons for the encounter, previous di-
agnoses, and diagnoses made at the 
counter, investigations, management 
and treatment. Data were collected 
during the June-July period each 
year in a variety of clinical settings, 
including hospital and primary care 
placements. 

From the CAP data set, patient en-
counters in which an URTI was di-
agnosed in a general practice setting 
were extracted and analysed. The 
prescribing rates of antibiotics per 
encounter were calculated and com-
pared for a number of variables in-
cluding patient sex and age, as well as 
a number of co-morbidities (defined 
as any medical diagnosis the patient 
had prior to the recorded encounter). 

Prescribing rates were also calculated 
for the clinician’s sex and whether 
the practice setting was urban or ru-
ral. Urban practices were those in the 
ACT, while rural practices were locat-
ed throughout SE NSW and included 
the towns of Goulburn, Young, Coo-
ma, Bega, Batemans Bay as well as 
surrounding townships. In 2006, the 
clinician’s sex was not recorded.

All data were analysed using Epi-
Info© software. Statistical analysis 
was done using a Chi-squared analy-
sis and crude odds ratios calculated. 
When there were more than two lev-
els of the exposure variable, logistic 
regression was used to generate odds 
ratios. We define statistical signifi-

cance as p<0.05. This project was ap-
proved by the ANU Human Research 
Ethics Committee, ACT Health Ethics 
Committee and NSW Health Ethics 
Committee for SE NSW.

RESULTS

Of the 5456 patient encounters ob-
served during 2006-08, 44.6% 
(n=2434) were in a general practice 
environment. In these GP encounters, 
145 patients were diagnosed with an 
URTI, of which 39% (n=56) were 
prescribed an antibiotic. Two-thirds 
(68%) of antibiotics prescribed for 
URTIs in this sample were amoxicil-
lin (n=32) or amoxicillin with clavu-
lanic acid (n=6). 

1

Table 1: Characteristics of encounters in which patients were diagnosed with an URTI 

(n=145).

No. of Encounters %
Year

2006
2007
2008

51
74
20

35.2
51.0
13.8

Practice setting
Rural
Urban

56
89

38.6
61.4

Clinician sex
Female
Male

19
75

20.2
79.8

Patient sex
Female
Male 

79
66

54.5
45.5

Patient Age
0-4
5-17
18-44
45-64
65+

35
20
51
21
18

24.1
13.8
35.2
14.5
12.4

Co-morbidities
0
1
2
3+

63
30
14
38

43.4
20.7
9.7

26.2

Table 1. Characteristics of encounters in which 
patients were diagnosed with an URTI (n=145)

15
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Table 1 presents the demographic fea-
tures of the 145 patient encounters in 
which a diagnosis of URTI was made 
in a general practice setting. There 
were fewer encounters in 2008 than in 
previous years, reflecting the change 
in data collection methods. More than 
60% of the total URTI diagnoses were 
made in urban general practices and 
approximately 80% of all the encoun-
ters were with a male GP. The propor-
tion of encounters with male clinicians 
was similar in urban (79%) and rural 
(81%) practices. Comparable num-
bers of males and females presented to 
their GP with an URTI over the three-
year period. 

Table 2 compares the rates of antibi-
otic prescribing for URTIs accord-
ing to year and a number of patient 
and practice variables. There were no 
significant differences in overall pre-
scribing rates between the years 2006-
8. A trend towards less prescription of 
antibiotics for children compared with 
adults was found, although the differ-
ence in rates between 0-4 year olds 
and older patients (18-44 year olds) 
reached only borderline significance 
(p = 0.07). When the younger (0-17 
years) and older (18 years and over) 
ages were grouped together, the differ-
ences in prescribing rates approached 
significance, with 29% of those in the 
0-17 age group being prescribed an-
tibiotics compared to 44% in the 18 
years and over group (OR 1.95 [95% 
CI 0.95-3.99], p=0.065). Compared 
to individuals with no previously di-
agnosed medical conditions, a patient 
with an URTI who had one co-mor-
bidity was three times more likely to 
prescribed an antibiotic (OR 3.54 95% 
CI 1.42-8.80, p = 0.01).

With regard to practice characteristics, 
patients were twice as likely to be pre-
scribed antibiotics for an URTI if the 
encounter happened in an urban gen-
eral practice, while female GPs were 
about three times more likely to pre-
scribe antibiotics than their male col-
leagues. 

DISCUSSION 

In this study we found no significant 
changes in the antibiotic prescrib-
ing rates per GP encounter for URTIs 
during the three-year period between 
2006 and 2008. The prescribing rate 
varied between 31-43% across years 
and is comparable to reported national 
averages of prescribing for URTIs.2 In 
2002-3 it was reported that antibiotic 
prescription rates had decreased in 
adults from 59% in 1990-91 to 40.3%; 
the change was even more marked 
in children in whom the reduction 
in 2002-3 was from 39% in 1990-91 
to 24%.8 From 2002-2006 prescrib-
ing levels remained more or less un-
changed: 20-25% for children and 36-
42% for adults.2 

There was a difference approaching 
significance when prescribing rates 
in children (0-17 years) and adults 
(18 years and older) were compared. 
It is possible that prescribing pressure 
played a part in the increased prescrip-
tion of antibiotics to adult patients. One 
reason for the over-65 age group being 
prescribed antibiotics is that they are 
more likely to have pre-existing medi-
cal conditions. This is consistent with 
the finding of this study that patients 
with co-morbidities were more likely 
to have antibiotics prescribed than 
those with none. It would be useful to 

examine the types of co-morbid con-
ditions of the study participants 

Future investigation using the ongoing 
CAP data collection will benefit from 
a larger sample size, as well as report-
ing which conditions are more likely 
to result in a prescription of antibiotics. 

We found a significant difference be-
tween the prescribing practices of male 
and female clinicians. In this study, 
male GPs were less likely to prescribe 
antibiotics for URTIs than their female 
colleagues. This is in contrast to pre-
vious reports that male GPs prescribe 
more antibiotics overall.8 

This study provides a unique view of 
antibiotic prescribing in general prac-
tice in the ACT and SE NSW. The data 
for this study were collected during 
three consecutive winters. Judicious 
use of antibiotics in the treatment of 
URTIs has been encouraged through 
educational programs to reduce un-
necessary and inappropriate prescrip-
tions, with concerns surrounding anti-
biotic resistance and patient exposure 
to side effects of these agents.3,5 It has 
been demonstrated that there is no dif-
ference in outcome between patients 
who received antibiotics for URTIs 
and those that do not.12

Antibiotics have a place in the treat-
ment of URTIs in certain circumstanc-
es.7,13,14 In these circumstances, the 
Therapeutic Guidelines Series provide 
decision support in prescribing for 
URTIs and includes advice on choice 
of antibiotic and dose.15 Our study did 
not address antibiotic choice or doses 
and is therefore unable to comment 
on the appropriateness of antibiotic 
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prescribing and adherence to clinical 
guidelines. Similarly, this study did 
not explore the use of these agents in 
relation to clinical parameters. To rem-
edy this shortcoming, further research 
is needed to identify which subsets of 
respiratory tract infection, and what 
symptoms and signs are more likely to 
result in the prescription of an antibi-
otic. Future studies could look at pa-
tient expectations and direct requests 
for a prescription, other therapeutic 
advice provided by the GP and wheth-
er or not GPs offer a prescription with 
advice on a ‘delayed use’.16 

‘Delayed’ antibiotic use describes an 
encounter in which a prescription is 
written but the patient is instructed 
to fill the script only if symptoms get 

worse or do not improve in a given 
time frame.16 This has been shown to 
reduce antibiotic use and maintain pa-
tient satisfaction while having no dif-
ference in symptom control.16 In the 
current study it was not possible to dif-
ferentiate patients treated immediately 
or with ‘delayed use’. 

The reported success of the public 
health campaigns across Australia has 
improved awareness amongst the gen-
eral public of the futility in prescrib-
ing antibiotics for URTIs by 21.5%.4 
Yet other studies show no change in 
prescribing over the last six years, and 
our study shows no change over the 
past three years.2 For example, while 
the overall rate of antibiotic prescrip-
tion in South Australia was reduced 

by 32% from 2000 to 2001, no change 
was seen in the prescription rate of 
antibiotics for URTIs.11 The question 
remains, Are recent public health cam-
paigns influencing prescribing prac-
tices?4 The results of this study would 
indicate that this is not the case in the 
ACT and SE NSW.

In conclusion, we suggest that further 
educational measures be implemented 
in the ACT and SE NSW, specifically 
targeting adult patients to reduce the 
prescription of antibiotics for URTIs. 
This could be done, for example, us-
ing innovative methods such as with 
online tools such as website sponsor-
ing. We would also encourage GPs, 
in particular female practitioners and 
those in urban practices in the ACT 

1

Table 2: Rates of antibiotic prescribing for URTI per general practice encounter.

% of patients prescribed 
antibiotics (n)

Odds 
Ratio

95% CI p-value

Year
2006
2007
2008

31.4% (16)
43.2% (32)
40.0% (8)

1.00
1.67
1.46

-
0.79 – 3.53
0.50 – 4.26

-
0.18
0.49

Practice Setting
Rural 
Urban

48.2% (27)
32.6% (29)

1.00
1.92

-
0.97 – 3.83

-
0.06

Clinician Sex
Females 
Males

63.2% (12)
37.3% (28) 

1.00
0.35

-
0.12 – 0.99

-
0.04

Patient Sex
Females
Males

36.7% (29)
40.9% (27)

1.00
1.19

-
0.61 – 2.33

-
0.60

Patient Age
0-4
5-17
18-44
45-64
65+

25.7% (9)
35.0% (7)

45.1% (23)
42.9% (9)
44.4% (8)

1.00
1.56
2.37
2.17
2.31

-
0.47 - 5.12
0.93 - 6.06
0.69 - 6.84
0.70 – 7.67

-
0.47
0.07
0.18
0.17

Co-morbidities
0
1
2
3+

27.0% (17)
56.7% (17)
35.7% (5)

44.7% (17)

1.00
3.54
1.50
2.19

-
1.42 – 8.80
0.44 – 5.12
0.93 – 5.11

-
0.01
0.51
0.07

Table 2. Rates of antibiotic prescribing for URTI per general practice encounter
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and SE NSW region, to continue to 
work towards a reduction in the pre-
scription of antibiotics for URTIs.
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Review of patient clinical outcomes post primary 
and secondary gastroschisis closures 

Kate Barrett1 and Eric Nicholls2

INTRODUCTION

Gastroschisis is a congenital 
full-thickness abdominal 
wall defect with herniated 

intestinal contents and occasionally 
spleen, liver and genitourinary tract 
with no overlying membrane and is 
classically found to the right of the 
umbilicus.1 The incidence of gas-
troschisis is rising globally and es-
timated to be between 0.4 and 3 per 
10,000.2,3

It is of unknown etiology but thought 
to be the result of an ischaemic event 
in the developing abdominal wall.  
Gastroschisis shows associations to 
young maternal age, maternal expo-
sure to cigarette smoke, vasoactive 
drugs such as pseudouridine and il-
licit drug exposure.4

Gastroschisis is associated with a 
relatively low incidence of co-anom-
alies, ranging from 10 to 20% of 
cases. The most common associated 

ary closure of gastroschisis have been 
mixed. Some studies report increased 
complications and longer time to en-
teral feeds with secondary compared 
to primary closure6 and other studies 
show no difference.7

This audit is a review of ten patients 
who underwent closure of gastroschi-
sis at St. Georges Hospital, Tooting 
London between 2007 and 2008. We 
sought to describe the clinical course 
in a series of patients who underwent 
primary or secondary closure.

METHODS

St Georges (London, United King-
dom) is a tertiary referral paediatric 
surgical unit. All infants who under-
went closure for gastroschisis at St 
Georges Hospital, Tooting London 
in 2007 and 2008 were identifi ed 
retrospectively from patient records. 
Infants were excluded if their postop-
erative recovery was not undertaken 
at St. Georges or if major co-existing 

anomalies include intestinal atresia 
and stenosis.3

There are several methods of surgi-
cal repair conducted for gastroschi-
sis. Primary repair can be performed 
in the neonatal intensive care unit or 
in theatre5 and any noticeable atresias 
are dealt with at a later stage.1 Sec-
ondary closure involves insertion of 
a ready-made synthetic silo under the 
muscular wall that allows the hernia-
tion to return to the peritoneum over a 
period of 5-10 days, thereby prevent-
ing an increase in intra-abdominal 
pressure that can lead to respiratory 
compromise. Once the herniation is 
within the abdomen, the defect can 
be closed surgically.3

While primary closure is generally 
done if possible, sometimes reduc-
tion is not feasible and secondary 
closure is required. There are cases in 
between where each method needs to 
be considered. The clinical outcomes 
reported with primary versus second-
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congenital abnormalities were pres-
ent. There were ten patients available 
for review; fi ve had primary closure 
and fi ve had secondary closure.

Data were collected on birth weight, 
gestational age at birth, type of clo-
sure performed and age at closure. 
Clinical outcomes considered were 
age at fi rst enteral feed, age at estab-
lishment of full enteral feeding; age at 
discharge and weight at discharge.

Comparisons of  means in the two 
groups were performed using two 
sample students’ t-test. A p value 
<0.05 was considered to be statisti-
cally signifi cant. SPSS 15.0 was used 
for the statistical analysis. 

RESULTS

There were fi ve infants in each of the 
primary closure and secondary clo-
sure groups and all had an antenatal 
diagnosis. The mean age and weight 
at birth, age of operation and post op 
outcomes of age of feeding, age at 
discharge and weight at discharge are 
shown in the table.

There was little difference between 
the groups in terms of mean gesta-
tional age at birth although mean birth 
weight was lower in the secondary 
closure group. The primary closure 
group was operated on at an average 
of 2.2 days of age, (SD 1.2) while the 
secondary closure group was oper-
ated on at an average of 7.0 days of 
age (SD 1.3). 

Mean age at initiation of fi rst enteral 
feed in the primary closure group was 
6 days (SD 2) and in the secondary 
closure group was 15.4 days (SD 

1.2). This difference was statistically 
insignifi cant when adjusted for the 
fact that the secondary closure group 
underwent surgery at a delayed time 
compared to the primary closure 
group (P>0.05). The mean time to 
initiating feeding post-op was 4 days 
and 8 days in the primary and second-
ary groups respectively. 

Three infants failed to achieve full en-
teral feeds whilst being inpatients and 
were discharged on partial parenteral 
feeds. This was due to co-morbidi-
ties in 2 infants (Respiratory Distress 
Syndrome of the newborn and cardiac 
anomalies). A third infant was trans-
ferred to another hospital service be-
fore full feeds were commenced due 
to family circumstances. 

Both the primary and secondary 
groups achieved mean weight gain of 
about 400 gms whilst in hospital with 

a good mean weight in both groups 
at the time of discharge at about 42 
weeks corrected gestational age - the 
primary closure group infants were 
discharged with a mean weight of 3.7 
kg and the secondary closure group 
had a mean of 3.3 kg. 

Within this time period, one infant 
undergoing primary closure and 2 in-
fants undergoing secondary closure 
suffered from signifi cant wound in-
fections that delayed their feeding or 
discharge plans.

DISCUSSION

These results are similar to those seen 
in other larger audits of methods of 
gastroschisis closure.1,7 Satisfactory 
clinical outcomes were generally 
achieved in patients undergoing both 
primary and secondary closure in the 
infants in this study.

Table. Mean age and weight at birth, age of operation, age at 
feeding, age at discharge and weight at discharge in primary and 
secondary closure groups

Primary closure 
(5 cases)

Secondary closure
(5 cases)

Mean gestational age at 
birth (weeks)

38.8 38.2

Mean birth weight (gms) 3326 2868

Age of operation (days) 2.2 7.0

Age at fi rst enteral feed 
(days)

6.0 15.4

Mean corrected* gesta-
tional age at discharge 
(weeks)

41.6 42.5

Weight at discharge 
(gms)

3723 3281

*Age post–conception
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The limitations of this study should 
be acknowledged. The sample size 
is too small to show statistical sig-
nifi cance except for large differ-
ences between groups. The decision 
to undertake primary or secondary 
closures is based on the clinical situ-
ation of the infant and the experience 
of the surgical team. These specifi c 
circumstances are not accounted for 
in this analysis and therefore, there 
may be some unrecognised bias be-
tween the two groups.

One further concern for patients is 
the fi nal cosmetic result. A new su-
tureless closure technique for sec-
ondary closure is now being assessed 
at St George’s. This leads to a better 
cosmetic result and can be performed 
with no general anaesthesia remov-
ing this added risk for the infant A 
small number of infants have un-
dergone this procedure successfully. 
Further investigation into the clini-
cal outcomes of this new technique 
needs to be compared against the 
traditional primary and secondary 

closure of gastroschisis defects dis-
cussed in this case series.
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The Hippocratic Oath states ‘I will not give a wom-
an a pessary to produce abortion’, a famous phrase 
that has been used in the abortion debate for thou-

sands of years. As medicine and times have changed, the 
ethical and legal arguments surrounding abortion have 
become more complex. In the Medical Journal of Aus-
tralia, De Crespigny and Savulescu recently presented 
an often overlooked issue and important consideration in 
the modern debate surrounding termination of pregnancy: 
abortions at the request of pregnant women in whom fetal 
abnormalities have been detected.1 This is a signifi cant 
issue, as approximately 2% of the 100,000 abortions per-
formed each year in Australia are for fetal abnormality.2

Criteria for abortion laws across all Australian jurisdic-
tions include maternal factors. However, laws vary in their 

recognition of fetal factors as criteria for lawful abortion. 
Clarifi cation of issues surrounding abortion should be 
sought through legislative reform, a view shared by many 
before me.2,3

The distress to pregnant women upon learning about a 
detected fetal abnormality is signifi cant. All doctors, in-
stitutions and legal jurisdictions should strive to provide 
the best support and care for these women. I’m not sure 
I agree with De Crespigny and Savulescu, who suggest 
that not offering a lawful abortion is a breach of duty of 
care; however, I do believe that it is providing incom-
plete health care not to offer this service.1 It is diffi cult to 
understand the reasoning behind a decision to refuse an 

Fetal abnormalities and the abortion debate: 
a personal view

Jeffrey James Flaherty

abortion but to offer nontreatment to a neonate born with 
a fatal abnormality after birth.

This issue highlights the political and judicial uncertainty 
surrounding a woman’s reproductive rights and autonomy 
in Australia.3 Interstate variation in abortion legislation is 
complicated and I believe that fear of legal ramifi cations 
may obstruct doctors from delivering the best possible pa-
tient care. A woman’s ability to terminate her pregnancy 
should not be dependent on which jurisdiction she lives 
in, nor what resources she has to travel to accommodating 
jurisdictions.3

All the relevant Australian laws regarding abortion in-
clude a maternal interest criterion. Where the laws dif-

fer is in the specifi cs regarding maternal interest, which 
vary between states and may include a woman’s current 
and/or future physical, psychological and social circum-
stances. Maternal interest is the only consideration used 
when deciding whether an abortion is legal in the states 
of Victoria, New South Wales, Queensland and Tasmania. 
In these states even a lethal fetal abnormality is not legal 
grounds for abortion.1

In contrast, the Western Australian Health Act (Abortion) 
Amendment Act 1998 allows abortion up to 20 weeks’ 
gestation. After 20 weeks, two medical practitioners from 
a panel of six appointed by the Minister for Health have 
to agree that the mother or unborn child has a severe 
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medical condition. South Australia has grounds for law-
ful abortion before 28 weeks, including maternal health 
and fetal disability grounds, while the Northern Territory 
has similar provisions up to 14 weeks’ gestation ─ but 
after that the woman’s health is the only factor.2

The Australian Capital Territory (ACT) passed the Medi-
cal Practitioners (Maternal Health) Amendment Bill 2002, 
removing child destruction laws from relevant Crimes 
Acts. This could begin to clarify issues and lay some fears 
to rest. In 2008 Victoria followed the ACT and passed the 
Abortion Law Reform Act 2008, which removed termina-
tion of pregnancy from the Crimes Act. Victoria now has 
similar legislation to the ACT up to 24 weeks’ gestation, 
after which an abortion can be performed if two doctors 
deem it appropriate. This is in contrast to the ACT, which 
has no gestational cut-offs. 

Judicial decisions and governmental debate around abor-
tion seems to invariably lead to heated discussion with no 
progress being made. The same pro-choice and pro-life 
arguments are recycled, and religious viewpoints are of-
ten confused with ethical arguments. The termination of 
pregnancy is an example of confl ict between religion, in-
ternational human rights and the general opinion of soci-
ety. Both Article 6 of the International Covenant on Civil 
and Political Rights (ICCPR) and Article 3 of the Univer-
sal Declaration of Human Rights (UDHR) state that every 
human being has the right to life.4,5 An individual’s ethical 
principles must shape the interpretation of this statement. 
In Australian medicine there is an ethical obligation to 
respect a woman’s right of autonomy and well-being; to 
achieve this, the exact wording of the ICCPR and UDHR 
must be ignored.6 Many Australians support a woman’s 
right to a safe, medically supervised abortion.3 Despite 
this widespread acceptance of abortion, the procedure 
continues to take place without legal certainty for women 
seeking the termination or for the doctor performing it.3

Because of the diffi culty in writing legislation that ev-
eryone feels is satisfactory, it seems that many state gov-
ernments are reluctant to draft laws, which will clarify 
the legal confusion around abortion in Australia. Through 
intellectual and unbiased debate we must ensure that the 
needs of modern society and medical ethics drive future 
legislative reform surrounding abortion. This will enable 
the medical profession to provide support and care for support and care for support

pregnant women who have a fetal abnormality detected, 
and will provide them with the legal clarity and certainty 
they need at such a distressing time in their lives.
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Buying infl uence: 
pharmaceutical industry infl uence on medical students

Andrew D. K. Nguyen, BSc

The pharmaceutical 
industry today is a 
major health care 

contributor via its role in 
researching and develop-
ing essential medicines. 
However, it is the promo-
tional activity of pharma-
ceutical companies (PC)s, 
and its associated infl u-
ence which creates a sec-
ondary, larger industry im-
pact. In the United States, 
30 to 35% of the $US21 
billion revenue earned by PCs in 2002 was funnelled into 
promotional activities. The majority was aimed at doc-
tors and medical students.1 This total was twice that spent 
on research and development. This can result in doctor 
prescription choices that can alter the PC market share by 
millions of dollars.1 Although 86% of this marketing was 
aimed at physicians, funds were also targeted at medical 
students via gifts, meals and sponsored medical education 
in cooperation with medical school faculty and hospital 
staff.1,2 This was no better exemplifi ed than in early 2009 
when hundreds of Harvard Medical School professors 
were found to have vested fi nancial interests in PCs such 
as Pfi zer and Merck.3 This funding allowed Pfi zer to teach 

and subsidise entry 
into Master’s degrees 
for 20 new medical 
students each year.3

The potential adverse 
impact on medical 
students by PC rep-
resentatives is not a 
new realisation. Stud-
ies from Finland to 
Turkey have pointed 
to the infl uence of 
PCs on medical stu-

dent professional attitudes via prolonged interactions.4,5

Such interactions led to more permissive reception of PC-
sponsored drug samples and overall a more positive im-
age of PCs, whilst potentially violating the doctor patient 
fi duciary duty.1,4 There was also a common belief among 
medical students that they were more impervious to PC 
infl uence compared to colleagues, suggesting that they 
were not aware of the infl uence that the drug company 
was having on them.2

The few Australian studies that exist also refl ect world-
wide fi ndings.6 This emphasises the need for more locally 
produced research into PC infl uence and highlights its rel-
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evance towards current medical students. A 1988 Adelaide 
study found increased PC promotion led to more rapid 
Temaze prescriptions by doctors. However it is the recent 
case of Vioxx marketing that warrants greater concern for 
growing PC infl uence locally.6,7 The use of PC tactics in 
Australia normally seen elsewhere in the world, such as 
brand reminding and free drug samples for doctors, is an 
alert for those unaware of the subtle process taking place 
in today’s hospitals and medical schools.5

The information that has been presented in this article 
suggests that pharmaceutical industry marketing strate-
gies aimed at medical students are remarkably effective 
at infl uencing their future prescribing habits even before 
they become doctors. Therefore it is up to the students 
to understand, when faced with industry advances, that 
they are not impervious and that they are susceptible. But 
most importantly, that they can be empowered enough to 
reject what the pharmaceutical industry habitually does 
best: buy infl uence. 
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thing for something, not something for nothing. Despite 
this, many students prefer not to think about these issues 
and do not see themselves as vulnerable.

While medical practitioners may feel an obligation to 
prescribe a gift-giving company’s drugs rather than alter-
natives, medical students may regard themselves as free 
from such reciprocal obligations. Thus, the reciprocity 
rule employed by pharmaceutical companies may go un-
recognised by medical students.2 Despite this, are medi-
cal students becoming indebted to pharmaceutical com-
panies? 

CAUSE FOR ALARM?

Most people would argue that despite doctors and phar-
maceutical companies sharing the common interests of in-
novative research and effective, responsible use of drugs 
in treatment, they would also agree that the two have dif-
ferent emphases. While doctors focus on patient care and 
scientifi c advances, the pharmaceutical industry is com-
mercial and focuses on profi t. Thus, a considerable con-
fl ict of interest exists in the close relationships between 
the medical profession, including medical students, and 
the pharmaceutical industry. 

While there is the potential for medical students to learn 
to identify treatment options for complicated illnesses 
through their associations with pharmaceutical compa-
nies, the fl ip side of this is that ‘there is good evidence 
that the prescribing decisions of doctors are infl uenced by 
drug company promotions’.3 Such infl uence may result 
in ‘prescribing fewer generic, but more expensive newer 
medications at no demonstrated advantage’.3 On the other 

Are medical students becoming indebted to pharmaceutical companies?

A Catch-22 for medical students
 

Alexander Matthews 

Does the attendance of medical students at phar-
maceutical company-sponsored events have 
an infl uence on their future prescribing habits? 

Should this concern medical practitioners, patients and 
students? This article endeavours to stimulate discussion 
around the issue through a brief outline of some of the 
issues involved.

The infl uence of pharmaceutical companies over the 
medical profession is topical and somewhat controversial. 
Concerns that have been raised include a possible bias in 
research, possible confl icts of interest, potential harm to 
patients due to inappropriate prescribing and unwarranted 
use of expensive drugs. It has been stated that ‘there have 
to be relationships with industry, but within a framework 
that respects the independence of the physicians and does 
not unduly affect their judgments about patient care’.1

This paper argues that a critical goal for the medical pro-
fession should be to try to redefi ne this relationship to 
benefi t all parties. 

For many medical students, attending pharmaceutical 
company sponsored dinners represents a ‘freebie’. Stu-
dents may believe they are receiving something for noth-
ing but this may not be the case. Instead, students may be 
subject to future reciprocal obligations that may infl uence 
their decision-making. In line with this is the opinion of 
Ray Moynihan, published recently in the British Medical 
Journal, that ‘drug companies make people feel entitled, 
so it’s not a bribe … the fl ip side of entitlement is indebt-
edness, which is to be repaid by support for the patrons 
drugs, with a sense of obligation in direct confl ict with 
doctors’ primary obligation to their patients’.2 According 
to this argument, medical students are receiving some-
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hand, there may be a positive outcome if constructive re-
lationships develop which enable cooperative efforts be-
tween government, pharmaceutical companies, and med-
ical practitioners and strive for quality use of medicines. 

Is it the best policy for medical students to have no con-
tact with drug companies? In line with this argument, pa-
tients want to be sure that the future decisions being made 
by today’s medical students are not unduly infl uenced by 
pharmaceutical company marketing. At the same time, 
patients must be confi dent that medical research by the 
big pharmaceutical companies is not compromised and 
that distribution of information is not stifl ed by the fear 
of commercialisation. 

This is a very complicated and possibly emotive issue. I 
believe that a critical goal for today’s medical students 

will be to strive to develop a relationship with the phar-
maceutical industry that will most benefi t the patient. 
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The introduction of the human papillomavirus 
(HPV) vaccine has been a turning point in wom-
en’s health. While they carry many hopes for the 

future, they have also changed the way we think of cervi-
cal cancer, HPV and its relevance not only for women’s 
health, but possibly for men’s health also. Appropriate 
dissemination of information about HPV and about the 
benefits and limitations of the vaccines is essential, and 
implementation of public health campaigns for at-risk 
groups needs to be targeted accordingly.

Cervical cancer takes 250,000 lives and affects 500,000 
women every year. It is the second most common malig-
nancy affecting women worldwide.1 One of the most im-
portant developments in women’s health since 1992 has 
been the use of regular Papanicolaou (PAP) smears for 
early detection of cervical cancer. The PAP smear public 
health screening campaign is a highly effective screening 
campaign and has substantially reduced morbidity and 
mortality from cervical cancer.2 

A strong causal link has been found between several types 
of HPV causing cervical cancer,3 which has caused a shift 
in the way that we think of cancer aetiology.2 Once an in-
fectious cause for cervical cancer had been established, it 
was possible to develop a vaccine against the virus, which 
has effectively become a vaccine against cervical cancer.4 
In 2006 two vaccines (Gardasil ® and Cervarix ®) were 
developed that protect against HPV types 16 and 18, caus-
ing cervical cancer. Gardasil® also protects against HPV 
types 6 and 11, which cause genital warts.5

Although the introduction of HPV vaccines has mostly 
been taken up with great enthusiasm by women across 
Australia, it has also spawned much confusion. Attempts 

HPV Vaccine: awareness and acceptance 
by both males and females

    Karolina Juszczyk

have been made to alleviate this confusion through com-
munity health advertising campaigns and information 
pamphlets. In addition, we as medical practitioners not 
only need to have up-to-date information about HPV, HPV 
vaccines and the continuing necessity of PAP smears, but 
we also need to be able to communicate this information 
in a reassuring manner to female patients. While the con-
cept of PAP smears is accepted among women, sexually 
transmitted infections (STIs) carry a significant stigma.6 
Because of this stigma, many women are alarmed to hear 
that their precancerous change was in fact caused by an 
STI. It is crucial that the importance of PAP smears is not 
diminished and that female patients are aware of this. 

The human papillomavirus (HPV) vaccines 

have changed the way we think of cancer 

aetiology and opened up a whole area within 

our discussions with patients about sexual 

health. Both men and women need to be 

educated about the aetiology of HPV, as well 

as about the benefits and limitations of the 

vaccine with regard to limiting the spread of 

HPV and protecting our population at large 

from genital warts and cervical cancer.

MSJA 2009, 1
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The vaccines are currently recommended for girls and 
women aged 9–26, ideally before they commence sexual 
activity;5 however, acceptance of the vaccines in the tar-
get age group of young women is highly dependent on the 
attitudes of parents.7 

There was considerable controversy over giving school 
girls a vaccine against HPV since there was concern that 
this would encourage early sexual activity.8 However, 
mothers in particular may be more accepting of HPV 
vaccines if marketed as a vaccine against cervical cancer 
rather than as against genital warts.5

 
If, in the future, Australia chooses to encourage the use 
of HPV vaccinations in men, different target strategies 
may have to be implemented to encourage vaccination. 
One study showed that male university students were re-
luctant to want to be vaccinated if the information pre-
sented to them included that the vaccine would protect 
them against a transmissible virus that can cause cervi-
cal cancer in women, alone. However, if the information 
included that the vaccines could protect against genital 
warts, they were more likely to want to be vaccinated.9 In 
addition, men who have sex with men are also at risk of 
HPV infection but there is very little awareness of HPV 
and its transmission in this population.10 If the vaccina-
tion is encouraged for use by men in the future, it will be 
important that the issue is approached in an appropriate 
manner by medical practitioners; for example, by empha-
sizing that it will protect against genital warts in both het-
erosexual and homosexual males. 

Increased knowledge about the cause of cervical cancer 
has changed our traditional concepts about cervical can-
cer and sexual health. HPV infects and affects both sexes 
and I believe that, ideally, efforts should be made to en-
courage vaccination in both male and female populations. 
However, bringing these issues and concepts to the fore 
involves speaking openly about sexual activity, STIs and 
their transmission. Our society is improving in how we 
deal with sexual health education but the mass introduc-
tion of the HPV vaccine is forcing us to advance more 
rapidly. The HPV vaccine has implications for both men 
and women’s health and has brought a sexual health issue 
into the public forum. Hopefully this will improve HPV 
prevention in the future. 
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This project is the fi rst of its kind in the South Pacifi c. We encourage you to be part of this extremely 
rewarding endeavour.   

Fiji Village Project 

Moniza Kumar

The Fiji Village Project 
(FVP) is an interna-
tional humanitarian 

project executed by medical 
students from Australia, Fiji 
and New Zealand. It aims to 
promote health in the South Pa-
cifi c region and bring together 
medical students from the re-
gion to work towards a com-
mon goal. It is an initiative of 
medical students and based on 
models from the World Health 
Organisation (WHO), Inter-
national Federation of Medi-
cal Students Associations and 
Fiji School of Medicine Public 
Health Curriculum. 

The FVP was founded by Ali-
pate Vakamocea (Fiji School 
of Medicine), Negin Sedaghat 
and Moniza Kumar (Australian 
National University Medical 
School). It was fi rst described 
in 2006, undertook a feasibil-
ity study in 2007, was piloted 
in 2008 and completed its sec-
ond project cycle in February 
2009. Preparations are cur-
rently being made for its third 

project cycle to commence 
in January 2010. 

The mission of the project 
is: 
• To improve the 
health of village commu-
nities in Fiji by utilising 
the WHO Healthy Islands 
Scheme. We carry out this 
mission through research, 
needs assessments and 
consultation with commu-
nities to begin the process 
of community develop-
ment and to evaluate pub-
lic health improvements. 
• To improve stu-
dent networking and build 
community development 
skills in the region through 
primary involvement from 
New Zealand, Australian 
and Fiji School of Medi-
cine university students. 
We carry out this mis-
sion by involving univer-
sity students in the WHO 
Health Islands Scheme 
approach so that they may 
become effective agents of 
change. 
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Our aims include conducting needs assessments and ac-
tion-planning with Fijian communities and subsequently 
assisting them in carrying out their action plans by:
• Training the communities in any necessary skills re-
quired
• Assisting with fundraising for projects identifi ed as 
highest priority from action planning meetings
• Providing required expertise advice/consult for any 
complex problems
• Providing education on any requested health concerns, 
and 
• Conducting health screening and monitoring, consistent 
with Fijian Ministry of Health requirements. 

In addition, the project brings together medical students 
from Australia, New Zealand and South Pacifi c Islands 
to promote and learn about public health, and establish 
inter-Pacifi c relations. 

The Fiji Village Project is currently working with villag-
es in the Veivatuloa Tikina (district), which is made up of 
nine villages in the Namosi-Navua Province. In 2008, the 
FVP worked with the village of Nabukavesi and, in 2009, 
continued to work with Nabukavesi and commenced 

work with the neighbouring village of Qilai. The 2010 
project will take place in the village of Veivatuloa. 

More information on the projects can be found in the 
FVP International publications on the Engaging Students 
in Global Health Network website. 

WHAT DO WE DO AT ANU?

The majority of activities undertaken by the FVP Team 
revolve around fundraising and promotion. One hundred 
percent of the funds raised goes directly to the project’s 
work. Fundraising activities over the last three years have 
been raffl es, photo exhibition, barbeques, ANU Medical 
Revue front-of-house and chocolate drives. Sponsorship 
from Australian National University Medical Students 
Society, ACT Health, Medical Women’s Society, Belcon-
nen Inner Wheel Club, private practices and individual 
donations in kind have also been signifi cant contributors. 
In addition, chosen participants engage in individual 
fundraising activities. 

The project is now being handed over to an enthusiastic 
and passionate group of ANU students. They now form 
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our fi rst proper ANU FVP Committee. The founders of 
the project will continue in an advisory role, but the proj-
ect is a student initiative and will remain so. 

This project is the fi rst of its kind in the South Pacifi c. It 
is an extremely rewarding experience and we encourage 
you to be part of this wonderful endeavour.  

CONTACT INFORMATION

National Coordinator 
Jon Anderson 
u4616405@anu.edu.au 

Assistant National Coordinator
Andrew Nyugen 
u4616900@anu.edu.au  All photos in the village of Nabukavesi
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A Tale of Three Red Parties

Kathleen Thomas 
Red Party Committee Chair

On Saturday, September 5th 2009, the fi rst ever Red Party took place in Canberra. This exciting medical 
student initiative was just one part of a huge fundraising initiative for a Human Immunodefi ciency 
Virus/Acquired Immunodefi ciency Syndrome (HIV/AIDS) clinic in the Philippines.

overseas for testing at a high out of pocket cost, 
often more than many patients can afford. The CD4 
count is an essential part of HIV management. It 
guides when to start treatment, when resistance to 
drugs is developing and when to start and stop pro-
phylactic treatment for common infections such as 
Pneumocystis jirovecii. Not having the CD4 coun-
ter makes it very diffi cult for the Philippine Gen-
eral Hospital clinic to manage their HIV patients 
effectively. While the prevalence of HIV within the 
Philippines is actually quite low, the incidence has 
been increasing at an alarming, almost exponential 
rate since 2005, making it increasingly important 
that the public clinic is equipped and prepared to 
manage their increasing patient numbers. 

OOn Saturday, September 5th 2009, the fi rst 
ever Red Party took place in Canberra. This 
exciting medical student initiative was just 

one part of a huge fundraising initiative for a Hu-
man Immunodefi ciency Virus/Acquired Immunode-
fi ciency Syndrome (HIV/AIDS) clinic in the Philip-
pines. 

The Australian National University (ANU) Red Par-
ty is part of an international project initially started 
by medical students in Europe, which was designed 
to raise funds and awareness for HIV organisations 
around the world. The idea arrived in Western Aus-
tralia about 3 years ago and in 2008, every medi-
cal school across Australia was challenged to host 
their own Red Party. While the core idea is the same, 
every Red Party Committee has 
creative license to design what-
ever type of party they like and 
for the funds raised to go to any 
HIV organisation they choose.

The ANU Red Party is primar-
ily dedicated to supporting the 
HIV clinic at the Philippine 
General Hospital in Manila. The 
money raised is put towards the 
purchase of a FACScount® ma-
chine (a CD4 counter), which 
is a vital part of any functional 
HIV clinic. Currently, the HIV 
clinic at the Philippine Gen-
eral Hospital is severely under-
funded. All CD4 counts are sent 

33



NEWS & TOPICS OF INTEREST

MSJA ● Volume 1 Number 1 ● October 2009

Two fourth-year ANU medical students, Patrick 
Aouad and Zabrina Abdool, proposed this project to 
the Red Party Committee after spending their elec-
tives in the Philippines and witnessing fi rst-hand 
the dire situation of the HIV clinic. They got to 
know Associate Professor Edsel Salvana, Clinical 
Associate Professor of Medicine in the Infectious 
Diseases Section of the Department of Medicine, 
University of the Philippines College of Medicine. 
He had been their unwitting inspiration for the proj-
ect. After much debate, this project was selected 
because it fi tted the criteria we developed for our 
ideal project. The criteria were (1) a project should 
be within a country in our own ’geographical back-
yard’, (2) it should be an organisation that we know 
and trust and whose cause we know to be worthy 
and genuine, and (3) it should be a project to which 
the relatively limited funds we raised would make a 
direct, tangible impact. 

The ANU Red Party was run by a committee of 
30 dedicated medical students as well some non-
medical students of law, business and accounting. 
All were vital to the practicalities of this project. 
The party was held on September 5th a after almost 
a year of planning and many hours of hard work. 
The event was targeted at ANU students and pre-

ceded by ‘Red Week’, during which our dramatic, 
multifaceted publicity campaign reached its peak. A 
number of university-based HIV awareness events 
were held including an Awareness Stall, a Film 
Night and a Global Health Debate. The capacity of 
1000 was reached. The event featured two stages 
with some of Canberra’s most talented performers 
including DJs, Bands, Samba and Bollywood Danc-
ers and Fire Twirlers. 

The Red Party was incredibly successful and raised 
over AUD$20,000 — more than double the amount 
we had hoped to raise.

This Red Party initiative has grown beyond all ex-
pectations. First of all we have formed a great part-
nership with the Philippine General Hospital. They 
have taken ownership of this project and are com-
mitted to raising the necessary funds for their ma-
chine. They held a Red Party in the Philippines on 
the same night we hosted ours in Canberra. Excit-
ingly, Music Television (MTV) in the Philippines 
became involved in the project and not only spon-
sored and aired their event but also developed an 
HIV Awareness TV campaign that is being broad-
cast on MTV across the country.         
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The Canberra Hospital Junior Medical Offi cer As-
sociation has also joined the Red Party Communi-
ty. They too are hosting a Red Party on September 
25th, 2009 to help raise funds for the HIV clinic. 
Their Red Party will be a cocktail-style event tar-
geted at the city’s professionals. 

The other wonderful part of this project is the 
overwhelming support we have received from the 
greater Canberra community. The ANU Red Party 
is heavily supported by the ANU Medical School, 
the ANU Medical Students Society and the ANU 
Students Association. Beyond these supporters, a 
variety of other Canberra-based businesses and in-
dividuals have donated generously to the cause. In 
addition, the AIDS Action Council, the Canberra 
Sexual Health Clinic and Sexual Health and Fam-
ily Planning ACT have collaborated with us on this 
project.

Our long-term goal is to make the Red Party an 
annual event on the Canberra calendar. We antici-
pate that next year the Red Party Committee will 

improve upon this year’s activities and focus more 
on particular areas like the HIV Awareness aspect of 
the project. With all the funds raised from the three 
Red Parties this year and the Red Parties next year, 
we expect to have suffi cient funds to purchase the 
FACScount® machine. Included in the cost of the 
machine are the delivery, initial setup, maintenance 
and training of staff at the clinic. The ongoing costs 
of the machine will be the responsibility of the HIV 
clinic. We have confi dence in the ability of A/Prof 
Salyana to care for the machine. He is in fact, al-
ready working on ensuring that there will be suffi -
cient funds to maintain the machine in years to come. 
After the purchase of this machine, we will look for 
other projects to support. We would also ideally like 
to use the good relationship we have developed with 
the Philippine General Hospital to start a medical 
electives exchange program in the future. 

If you are interested in making a donation to the Red 
Party HIV/AIDS fundraising initiative, please visit 
our website www.anuredparty.com or send us an 
email on anu.redparty@gmail.com. 
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Millennium Development Goals

Natasha Krishnadas

EnSIGN representative

Nine years ago, world lead-
ers of 189 countries made 
a significant commitment 

towards combating the gross in-
equalities between the developed 
and developing world. Committing 
to eradicating extreme poverty and 
hunger, improving literacy rates, health care and envi-
ronmental sustainability through a global partnership, 
these nations adopted the Millennium Development Goals 
(MDGs). Eight key goals pertaining to these issues are 
pursued in its Declaration, which projected a 15-year plan 
that included goals, targets and indicators to attain each 
goal in every country of focus.1 

Whilst Australia as a nation is in a strong position to take 
leadership on this matter, political will seems to be lack-
ing. As members and students of the medical profession, 
it is imperative we realise the potential impact that fulfil-
ment of the MDGs can have in improving global health 
and take the onus of advocacy on this matter. In this ar-
ticle, the medically relevant aspects of the MDGs will be 
discussed. 

UNDER-FIVE MORTALITY RATE

MDG 4 aims to ‘reduce by two thirds, between 1990 and 
2015, the under-five mortality rate’.1 It is entirely unac-
ceptable that in the twenty-first century, with advances in 

health care knowledge and 
resources, that almost one 
in 7 children in sub-Saha-
ran Africa should die before 
their fifth birthday.2 Whilst 
the United Nations (UN) 

Millennium Development Goals Report for 2009 states 
that the under-five mortality rate in developing regions as 
a whole has dropped from 103 per 1000 in 1990 to 74 in 
2007, there has been little progress in regions such as sub-
Saharan Africa and Southern Asia.2 In contrast, mortality 
rates in the Americas and Europe are less than 25 deaths 
per 1000.3 The injustice is further compounded by the 
knowledge that many of these deaths are due to prevent-
able causes such as undernutrition, which is an underlying 
cause in 53% of all cases of under-five mortality.4

Additionally, statistics provided by the World Health Or-
ganisation suggest that poor maternal health in develop-
ing countries leaves about one million children each year 
motherless.5 MDG 5 states the aim to improve maternal 
mortality by ‘reducing by three quarters the maternal 
mortality ratio’.1 The MDG Report estimates that every 
year more than 500,000 women and girls die during preg-
nancy or childbirth or in the 6 weeks postdelivery.2 Of 
these deaths, 99% occur in the developing world, with 
rates in sub-Saharan Africa and Southern Asia accounting 
for 85% of all maternal deaths.2 Stemming from a lack of 
support before, during and after pregnancy, this issue can 

Engaging Students In Global-
Health Network (EnSIGN), 

ANU Medical School’s Global 
Health group believes the UN 

Millennium Development Goals 
campaign is a positive step 

toward improved global health, 
and lends its support for the 

achievement of these targets.
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be addressed by providing women with information, ante-
natal care, skilled health workers at birth and emergency 
obstetric care.

However, these statistics are not surprising when basic 
survival needs in the developing world are not met. Poor 
sanitation and a lack of access to clean, safe drinking 
water continue to be significant issues in many regions.6 
Additionally, one must not underestimate the impact of 
social determinants on health outcomes. Underpinning 
this inequity in health are issues of poverty, lack of sub-
stantial employment (particularly impacted by the current 
economic crisis), lack of access and inequalities in access 
to education, as well as continued gender inequality and 
the disempowered position of many women. 

In more than 100 UN countries for which data is available, 
gender parity in primary and secondary school education 
is still hugely significant.2 The disparity is particularly ac-
centuated in secondary school education. Undoubtedly 
women play a significant role in the family dynamic, in-
cluding providing nurturance, sustenance and instilling 
values. Potential positive corollaries exist for the family 
of a woman empowered with knowledge and the oppor-
tunity for equal pay for equal work, including better nu-
trition and health care for the whole family.  The goal of 
MDG 3 is to ‘eliminate gender disparity in primary and 
secondary education, in all levels of education no later 
than 2015’, whilst MDG 2 seeks to ‘ensure that by 2015, 
children everywhere will be able to complete a full course 
of primary schooling’.1

HIV/AIDS & OTHER INFECTIOUS DISEASES

MDG 6 states the need to ‘halt and begin to reverse the 
spread of Human Immunodeficiency Virus/Acquired Im-
munodeficiency Syndrome (HIV/AIDS)’, malaria, and 
other diseases.1 It is estimated that 33 million people were 
living with HIV at the end of 2007; during that year 2.7 
million new cases were reported.7 In the same year, 2.0 
million people died of AIDS, including 270,000 children.7 
Not only are inequalities present in the prevalence and 
incidence of disease in developing countries, but also a 
lack of distributive justice lies in the distribution of treat-
ment. Widespread access to antiretroviral treatment in 
many countries is limited by the cost of the medication, 
poor health-care infrastructure for distribution and lack of 

funding. Furthermore, the role of pharmaceutical compa-
nies in failing to fund research into the efficacy of present 
drugs or development of new drugs in developing coun-
tries due to a lack of financial incentive may contribute to 
the problem.

ADDRESSING UNDERLYING NEEDS

Whilst aid for prevention and treatment of disease in de-
veloping countries is directed in a vertical system manner 
toward a specific disease, many experts suggest this is not 
what good global health governance needs. Proponents 
advocate that basic survival needs must first be met, with 
awareness that infectious conditions manifest over pre-
existing chronic and debilitating conditions. Addressing 
underlying conditions — including poor sanitation, poor 
nutrition, lack of access to clean drinking water and air, 
availability of good primary-care facilities and social de-
terminants of ill health — is essential. MDG 7 seeks to do 
so, striving to ‘halve by 2015 the proportion of the popu-
lation without sustainable access to safe drinking water 
and basic sanitation’.1

The most challenging goal, MDG 1, seeks to eradicate 
world poverty and hunger. The target is to ‘halve, between 
1990 and 2015, the proportion of people whose income is 
less than US$1 a day’ and ‘halve the proportion of people 
who suffer from hunger’.1 Whilst the UN Report suggests 
that many developing countries are on target to attain this 
goal, it could be argued that the poverty line itself is set 
too low and the purchasing power parity taken into ac-
count underestimates what individuals can buy, especially 
with respect to food. A significantly alarming statistic is 
that for the first time the number of chronically under-
nourished children has surpassed 300 million.9 

The final MDG, Number 8, has many targets that seek 
to foster a global partnership for development.1 This re-
quires developed and developing nations and other key 
players to work in partnership. Thus far, few developed 
countries have  committed to increasing foreign aid to 
0.7% Gross Domestic Product (GDP).2,9 Meanwhile, de-
veloping countries similarly have to fulfil their role in 
demonstrating their commitment to proper governance 
and the minimisation of corruption in this global partner-
ship for development. 
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The MDGs have an immense potential to positively im-
pact global health. It is critical for medical professionals 
to engage in this through appropriate political debate and 
to utilise a collective voice as a professional body to ad-
vocate this matter. Engaging Students In Global-Health 
Network (EnSIGN), ANU Medical School’s Global 
Health group believes the UN Millennium Development 
Goals campaign is a positive step toward improved global 
health, and lends its support for the achievement of these 
targets.
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Bridging the Gap: 
medical student experiences in the Kimberley

Madelaine Hanson and Rachel Bourke

We are two medical students who have undertaken medi-
cal elective placements in the Kimberley area of West-
ern Australia, both in the Broome Hospital and 
in regional Aboriginal Medical Services. Now 
that we are in our final year of medicine we 
realise how much we learned during our brief 
time in the Kimberley about issues of Indig-
enous health and about the terrible gap that ex-
ists between the life expectancy of Indigenous 
and non-Indigenous Australians. 

The issues of health inequality and the efforts of 
Government and non-government organisations 
to improve these statistics are well known.1,3 
Rather than debate the rights and wrongs of 
what has happened in Indigenous health care 
and what should happen in the future, we would 
like to share stories from our time in the Kim-
berley. The experiences within these stories 
have given us a much deeper understanding of 
the difficulties involved in improving the health 
of Indigenous Australians. The experiences 
have also made us feel very passionately that 
equalising the gap in life expectancy between 
Indigenous and non-Indigenous Australians is 
one of the most important and significant chal-
lenges that we face in Australia today. 

STORY 1

In the Kimberley region the only treatment available for 
a person who experiences an acute psychiatric illness and 
becomes threatening to themselves or others is sedation 
and a flight to a psychiatric hospital in Perth. We saw this 
treatment given multiple times during our brief time in the 
Kimberley. The hospital is thousands of kilometres from 
home which means that mentally ill people are removed 
from their land, their family and their social networks. 

The traditional Aboriginal so-
cial system, which many of the 
people of the Kimberley live 

within, is highly interdepen-
dent and based on relationships 

between people and land, people 
and Creator beings, and between 
people.4 It is difficult to imagine 

the confusion and fear people from 
remote communities feel when they 

regain consciousness in Perth. It must 
be very hard to recover without fam-
ily and kinsfolk in a place so far from 

their land.
 
STORY 2

A middle-aged man wearing thongs, with 
a belly that stretched his T-shirt to capac-
ity and flopped over the waistband of his 

shorts, came into an Aboriginal Medical 
Service clinic complaining of a sore tooth. 

When we talked to him we learned that he 
drinks a bottle of whiskey every night, and 
when we examine him we found that his 

blood pressure was 205/120. However, he 
didn’t want us to go on about ‘other things’ but to just fix 
his tooth.

STORY 3

When we were in a remote community we visited the gen-
eral store and found that the fruit and vegetable section 
contained only 3 apples. There were 400 people living in 
the community. In contrast to the meagre supply of fresh 
food, the shop had ample supplies of Coke, flour, tea, cof-
fee and maple syrup. Food supply was erratic, the supply 
truck was due on Monday and arrived on Thursday due to 
the weather, and all of the food was significantly more ex-
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pensive than in the shops of Broome and Darwin. The only 
real option for local people who want affordable, nutri-
tious food is to hunt and gather, but we learned that many 
of these skills have been lost. When we were there many 
people were getting a relatively cheap dinner from the take 
away shop next door, ‘chicken and chips with coke’. 

STORY 4

Rheumatic fever is a historical disease in Canberra. It is 
a disease associated with social and economic disadvan-
tage, specifically overcrowding, poor sanitary conditions, 
and limited access to medical care.5 In the Kimberley we 
saw a three-year-old girl brought into the clinic after she 
complained of pain in her knees when she picked up her 
little brother. She was diagnosed with acute rheumatic fe-
ver and treated quickly. Unfortunately, an echocardiogram 
showed that she had already developed severe damage to 
her heart valves. We found it difficult to deal with such 
a young child being diagnosed with what is essentially a 
preventable disease. 

STORY 5

Health-care workers in remote settings experience stress 
like we had not seen before. On a daily basis they deal 
with issues that would be shocking elsewhere. The burn-
out rate is high. We watched one staff member of a remote 
clinic teeter on the brink of complete emotional and phys-
ical exhaustion. We felt helpless, not knowing what we 
could do to assist. However, since leaving the Kimberley 
we have learned the valuable lesson that humour plays a 
key role in coping with such complex and serious issues. 
This is often the coping mechanism used by Aboriginal 
communities. Perhaps if we went back again we would 
have more to offer. 

STORY 6

While we were working in the Emergency Department 
an itinerant man was found unconscious under a tree in 
the town park. He was not drunk and passed out; he was 
unconscious with hypothermia. All we knew about him 
was that he drank and he was not local. He had a grey 
beard and weathered face so we guessed he was around 
fifty years old. The doctors wanted to find his family be-

cause they thought he might die. He couldn’t be flown to 
a bigger hospital because the weather was so terrible that 
there were no planes landing. We didn’t know what had 
happened to him, we only knew that he was very sick, 
probably undernourished and likely had liver damage 
from chronic alcohol use. The amazing clinicians taught 
us that, given such a complicated patient, what we could 
and should do is provide all the clinical care he needs as 
well as we can, make sure he has access to an Aboriginal 
Health Worker and wait for him to tell us if there is any-
thing else he wants.

STORY 7

An old, well-known and much-loved Indigenous man 
living on a station far from town became ill and stopped 
eating and drinking. His son called the health clinic but 
the old man refused to leave his land to visit a doctor, so 
a health worker visited him. The old man let the health 
worker give him intravenous fluids but did not allow any 
other intervention. He became more and more unwell, un-
til his son could no longer care for him at home. Eventu-
ally, the old man was brought to hospital to die. His family 
from far away began the journey home. When the family 
arrived, the old man quietly and with great dignity died in 
his hospital bed.

STORY 8

While we were in a remote clinic a young mum brought 
in her three children because her little girl had a red eye. 
This mum had heard the health messages put out by the 
clinic, knew that there were cases of trachoma in the com-
munity and wanted her kids treated. Trachoma is an in-
fectious disease spread by flies. Direct contact is a major 
cause of preventable blindness in remote communities of 
the Kimberley.6 The little girl was treated immediately, 
maybe saving her vision. 

Experiences like this final one have made us hopeful that 
the health care gap is not too wide. Maybe, with a lot of ef-
fort and intelligent projects, we can create equity. Looking 
back now we appreciate more and more the time we spent 
in Western Australia and the valuable lessons we learned. 
Those lesson and the issues we faced will help us to cope 
as doctors and will stay with us throughout our careers. 
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Feedback in the 
preclinical years at ANU Medical School 

Michael McGee

As many academics will tell you, most learning at 
university is driven by assessment. I recently at-
tended the 2009 Australia New Zealand Associ-

ated Medical Education (ANZAME) conference and this 
fact was again reinforced.

This raises a question: if learning is assessment-driven, 
and we are here to learn, then why aren’t we examined 
more? As Australian National University Medical School 
(ANUMS) students in our preclinical years, we receive 
two exams per semester. While ANUMS 
is a new school compared to older, more 
established medical schools such as Mel-
bourne and Sydney, it subscribes to an 
archaic assessment system, although this 
process is currently under review.
Constant assessment has several advan-
tages and disadvantages over the contem-
porary ANUMS system. As a student, I 
feel that the advantages of updating the 
assessment and feedback system far out-
weigh the disadvantages, as do some staff 
that have began campaigning towards 
such changes in the system. Constant as-
sessment reinforces key concepts, picks 
up struggling students before barrier ex-
ams and helps academics identify areas 
and topics that could be taught better or are 
explained relatively poorly.1

Unfortunately any proposed changes would mean increased 
work for academics. However, they may fi nd solace in 
knowing better outcomes are being achieved, especially as 
research has shown that traditional one-hour didactic lec-
tures may not be the most effective way to promote learn-
ing.1,2

Increased feedback is achievable. Formative weekly Mul-
tiple Choice Question (MCQ) quizes can be delivered on-

line with relative ease. For example if, within the ANUMS 
second-year curriculum, we received two MCQs for each 
lecture that would total 12 per week, which would amount 
to approximately 192 questions per semester. This is the 
equivalent of an end-of-semester exam in its own right. 
With the instantaneous feedback provided, students could 
tailor their learning to areas of need. 

Feedback reports currently received at the end of each se-
mester could also be improved. Instead of the marks now 

given for each question (CRS standing for 
course requirements satisfi ed and HLP 
for higher level performance), a far bet-
ter method would be to classify a question 
in terms of categories such as cardiology, 
genetics, physiology, pharmacology, pro-
fessionalism and leadership or population 
health and, further, to inform a student 
how well they have performed. For ex-
ample, Student X: 3 of 4 marks for renal, 
0 of 3 for cardiology, and 4 of 4 marks for 
genetics. This information is much more 
useful for overall learning.

The ANUMS preclinical curriculum and 
assessment process is dynamic and con-
stantly changing; consequently it is in a 

unique position to implement increased feedback to both 
lecturers and students in preclinical years due to its new 
infrastructure, pre-existing interactive tools such as MedO-
nline and relatively small class sizes. In fact, some staff 
have taken this responsibility on themselves, so why not 
follow their lead? I hope this piece generates a debate that 
I believe is well worth having.
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Intravenous Cannulation 

The insertion of an intravenous cannula (IVC) is an 
essential skill that both medical students and clini-
cians use almost on a daily basis. In fact, it is one 

of the skills that the medical student is expected to have. 
This article therefore, explains the importance of intrave-
nous cannulation, what the indications, contraindication 
and risks are as well as some useful tips when inserting 
one.  

Intravenous cannulation is defined as the placement of a 
device within a vein to allow access to the venous system.  
These devices can then be used to deliver drugs and fluid 
to the patient. The main advantage venous access is the 
speed with which the drug or fluid reaches systemic cir-
culation. 

INDICATIONS • Fluid and/or blood replacement
• Drug delivery
• Contrast substances for imaging
• In anticipation of events in seriously ill patients

CONTRAINDICATIONS • Absolute
   o Burns
   o Same side as AV fistula
   o Same side as mastectomy 
   o Thrombophlebitis 
• Relative
   o Bleeding disorders
   o Medications (for example anticoagulants and steroids) 
   o Consent
   o Allergies (to the equipment)

ADVERSE EFFECTS • Haematoma 
• Infection
• Pain
• Vasovagal reaction
• Nerve, tendon or muscle damage
• Failure to cannulate and the need to re-attempt
• Occlusion or dislodgement of cannula and the 
   need to re-attempt
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USEFUL HINTS • Always introduce yourself, explain the procedure, risks and 
  obtain consent.
• Always get the equipment ready before starting procedure.          
• Choose veins that are not too mobile and large enough to take 
  the needle. 
• Try to avoid veins that extend over joints. 
• Apply the tourniquet and ask the patients to pump their fist a 
  few times.
• If you have to reattempt cannulation, do not puncture the 
  same vein below the previous puncture site.
• Try to cannulate patients on their non-dominant side.
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Ispent my elective in Phnom Penh, Cambodia at the 
Children’s Surgical Centre (CSC), a non-government 
organisation headed by an orthopaedic surgeon 

from Northern England who, incidentally, was also 
my supervisor during my time in Cambodia. The CSC 
specialises in an array of elective surgeries for both adults 
and children. Orthopaedic, plastic and reconstructive, 
maxillofacial and eye surgeries are some of the surgeries 
offered at no cost to the patient. The centre is serviced 
by local Khmer doctors with specialists visiting from all 
around the world.

I started my days with a ward round at 8.00am before 
commencing theatre for the day. There were 3 operating 
tables in the one operating theatre. It was not uncommon 
for 2 operations to be occurring at the same time.

The most common surgeries that took place at the centre 
during my time there included cleft palate and cleft lip 

repairs, below knee amputations, hydrocele and inguinal 
hernia operations. Some of the most interesting surgeries 
that I had the advantage of assisting with were correction of 
a meningoencephalocele defect and a hip disarticulation. 

Ophthalmology consultation clinics occurred in the 
morning and eye surgeries commenced in the afternoon, 
the bulk of which were cataract operations. There were 2 
wards where patients would stay postoperatively.

My supervisor assigns his students a project to write 
about. My task was to fi nd paraplegic patients who had 
undergone bilateral high limb amputations and interview 
them about their quality of life following the amputations. 
Although it was challenging to fi nd these patients I was 
able to seek out various disability organisations (some 
were out of town) with an interpreter to interview 
amputees, which was both fascinating and rewarding 
whilst allowing me to see more of the country.

Elective in Cambodia

Karolina Juszczyk
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I also had the great pleasure of meeting a certain winner 
of a Nobel Prize for Peace for her work in Cambodia who 
has worked with my supervisor in the past. The scope of 
work and services provided by these people I met is so 
vast that I shall leave it for the discovery of future elective 
students!

Overall I had an excellent time on my elective and would 
highly recommend it for students who are planning their 
future elective placements. The hospital is well organised 
and experienced in managing student electives while, 
at the same time, the pathologies that one witnesses are 
typical of those commonly seen in a developing nation. 
This elective creates an opportunity to learn much about 
medicine and the culture of the Khmer people. 

As I mentioned before, CSC often had visiting specialists 
from all around the world and sometimes specialist teams 
who have built a working relationship with the CSC. 
During my time, several visiting anaesthetists and plastic 
surgeons performed rhinoplasties, skin graft operations 
and undertook training of the local anaesthetists. 

Other interesting and memorable events and incidents 
during my time at CSC were the fi lming of a documentary 
and several cruises along the Mekong River. I visited other 
organisations with my supervisor, including an orphanage 
for children who are also HIV positive and his private 
practice, where I witnessed the treatment of a young boy 
with severe tetanus. CSC also had an affi liated acid burns 
service for victims. I attended one of their meetings and 
met women who were survivors of deliberate acid burns. 
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Hungary is a picturesque and 
charming country plagued by 
adversity. Only as recently as 

1991 did the last vestige of the Communist 
reign disappear. Uncertainty developed 
as to whether they could survive on their 
own. Currently, the ostensible economic 
crisis is having a signifi cant impact on this 
beautiful country and its people, affl icting 
much pressure on a country that is still up 
and coming

I chose to do my elective in Hungary as it is 
a part of my heritage but was also curious 
as to how such a country has utilised the 
recent opportunity to redevelop society, 
including the health system, which had 
always impressed me as being holistic and 
heavily focused on well-being.

I divided my time between one of the country’s only two 
private clinics and public hospitals with specialists from 
the private clinic in gynaecological surgery and obstetrics. 
Hungary has no private health insurance system, a 
concept completely foreign to many locals; therefore, 
only the wealthy could afford to pay upfront and out-of-
pocket costs. Apart from the privileged few Hungarians, 
only the foreigners with international health insurance 
were able to attend the clinic. A basic consultation cost 
120 Euros (about A$200) ─ approximately one month’s 
wage for the average Hungarian. 

The private clinic had most specialties available with 
doctors who were trained in the United States. It was 
brilliant and invaluable to spend time with each specialty, 
particularly paediatrics, as this is my interest. I spent time 
one on one with paediatricians and also had my own consult 
list most days which was a great challenge, especially 

when an interpreter was involved. Being able to spend 
time in clinics of various specialties, including obstetrics 
and gynaecology, dermatology, radiology, rheumatology 
and neurology was extremely useful. The private clinic 
had many facilities and a range of technology available 
to them, including X-ray and ultrasound machines, 
basic pathology, obstetric equipment, an acute room for 
emergency cases and endoscopy equipment, all in an 
effort to achieve a comprehensive approach to health 
care provision. 

The public health care system in Hungary provided 
completely unexpected experiences. I had assumed it 
would be of a standard not far from that of Australia. 
However, being a part of the gynaecology surgical team 
in a public hospital was defi nitely an eye-opener. On 
ward rounds, postsurgical complications were present 
in the majority of patients (usually infections), who 
recovered in rooms with concrete fl oors and broken 
windows. Additionally, they slept head to toe in closet-
sized rooms. The ward round concluded by the doctors 
and other staff members having a cigarette at the end 

Elective in Hungary
Rózsakert Medical Center, Budapest

Marissa Stilianos
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of the hall in the country’s national cancer institute, a 
120-year-old building. The surgical theatres were clean. 
However, sterile procedures seemed to be followed more 
because of routine and expectation rather than a pure 
understanding of the concept. This was exemplifi ed by 
the task of scrubbing in with water and then reaching for 
the surgical gown out of a bin in the corner of the theatre. 
All the doctors had exceptional knowledge and skills and 
provided great teaching, so it is a shame that the facilities 
do not allow them to optimally use that knowledge and 
skill. 

There are few public health subsidies for the population. 
Also, I was informed that public doctors are paid less than 
bus drivers. Thus, people are very selective as to when 
they seek health care providers and the doctors in the 
public system are selective as to when they provide health 
care. There is an unwritten bribery system in place; even I 
was constantly given cash when I shook a patient’s hand. 
This also impacts the experience of medical students as 
the doctors do not want medical students to cost them a 
good ‘payment’; therefore, it is very diffi cult for students 
to even meet with patients. 

Another interesting aspect of my experience in both the 
public and private sectors was the interpretation of health 
prevention. On my fi rst day in the 
private clinic, when I asked to 
take the patient’s blood pressure 
they asked me why I would want 
to do that. I had many discussions 
with the clinic’s doctors about 
health prevention, particularly 
about PAP smears and the 
Gardasil vaccination, as there is 
a very high prevalence of cervical 
cancer in Hungary. PAP smears 
and vaccinations cost several 
hundred Australian dollars. They 
were perplexed that PAP smears 
were only done every two years in 
Australia, according to evidence, 
unlike their yearly tests, which 
places a signifi cant burden on 
the health care system. However, 
Gardasil is not provided for by the 

government, because that would be too expensive. There 
are no smoking laws in Hungary. The clinic staff as well 
as locals were shocked when I described the smoking 
laws in Australia. However, their method of lung cancer 
screening was yearly chest X-rays for everyone over 19 
years of age, an inappropriate screening and preventative 
measure. 

Even though I should ─ as my grandparents always 
remind me ─ I do not speak Hungarian but managed 
perfectly during my visit. All doctors spoke English, 
as they are either American-trained or learnt English to 
be able to read medical literature. The majority of the 
patients spoke English, as they were either wealthy or 
foreigners; however, my clinical examination skills were 
forced into action and greatly developed during non-
English consultations. At the public hospitals, the doctors 
generously translated for me. 

The Hungarian doctors I met had exceptional knowledge 
and skills and provided invaluable teaching. However, 
my experience highlighted to the utmost the importance 
of public health care schemes, preventative health and 
screening practices. My hope is that this amazing and 
beautiful country will continue to develop and provide a 
health care service that matches Australia’s. 
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CAREERS

Ithink I always knew I was going to be a 
doctor, and my interest in reproduction 
from a young age meant that Obstetrics 

& Gynaecology was the likely area in which 
I would end up. After doing a degree in 
Physiological Sciences at Oxford (which 
incorporates the ‘fi rst MB’ or preclinical 
medicine) I briefl y fl irted with the idea 
of a pure research career. I did what was 
then quite radical and intercalated a DPhil 
between preclinical and clinical medicine. 
Although this was in a clinical department (the Nuffi eld 
Dept of Obstetrics & Gynaecology at the John Radcliffe 
Hospital, Oxford), my fascination for prostaglandins and 
their effects on reproductive tissues almost caused me 
to abandon medicine and become a research scientist. 
However, I was given sound advice by my supervisor, 
Anne Anderson (a wonderful, warm Scotswoman who 
unfortunately died from breast cancer shortly after I 
graduated), and my head of department, Professor Sir 
Alec Turnbull, that I should complete my medical studies 
or else I would ‘never be the boss and always be working 
for someone else!’ Thirty years on I am still wondering 
when I can get back into the laboratory, as clinical 
medicine, whilst extremely rewarding, is all-embracing 
and it is hard to combine two careers.

After Oxford I went to Cambridge to fi nish medicine 
and saw the birth of a new clinical school, and some of 
my ideas about curriculum (and how to deliver it) stem 
from that very positive experience. After two years of 
working a one in two roster, and usually in excess of 100 
hours a week I came out to Australia to work with Jeffrey 
Robinson, recently retired as Professor of Obstetrics & 
Gynaecology at University of Adelaide and one of the 
‘founding fathers’ of the sub-speciality of maternal-fetal 
medicine. At the time he held the Foundation Chair at 
University of Newcastle’s new medical school, and was 
an important fi gure in my early career. I had worked with 
him in Oxford and been very impressed by the way he 

combined his research career with excellence in 
clinical practice. He went on to become one of 
the true ‘giants’ in his fi eld and has a deserved 
national and international profi le.

I completed O&G training in Sydney at King 
George V Hospital (now RPA Women & Babies 
and made more famous by the TV show), 
then completed sub-speciality certifi cation in 
maternal-fetal medicine as one of Australia’s 
fi rst group of six in this discipline. I rekindled 

my academic career when I moved out to Nepean Hospital 
in Sydney’s West to help start up the new clinical school 
and four years later came to Canberra for the start of the 
University of Sydney’s Canberra Clinical School which 
formed part of the foundations of the ANU Medical 
School.

Why O&G? Apart from my interest in reproduction and the 
physiology of pregnancy, this speciality really does give you 
a bit of everything. We are both surgeons and physicians, 
we look after two patients (mother and foetus) at the same 
time, and we need to know a lot about infectious diseases, 
oncology, sexual health and even psychiatry (much of my 
research is to do with postnatal depression). In short, we 
are the ultimate generalists who need to be skilled in almost 
everything. And an added bonus is that many of our patients 
are young and healthy and whatever is wrong with them, 
most of them do get better.

If I can give you all one message from my career to date it 
would have to be to stress the importance of role models 
and mentors. I have mentioned three in this short piece 
but there are others. When you enter the noble profession 
of medicine you are following in the footsteps of many 
great women and men who have gone before. I have been 
inspired by those who have taught me and learnt much from 
their humility, wisdom and passion. It is because of them 
and their infl uence that I have been able to achieve, and 
hopefully, in some small way, emulate them.

How did I get here?

Professor David Ellwood
Professor of Obstetrics & Gynaecology, Australian National University
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