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Faculty



All lectures, workshops and the Mediq Welcome Reception at Macquarie Centre, Peppers, Little Hastings St, Noosa. 

Saturday April 8


8AM	 	 Registration

9AM	 	 Paediatric chest trauma - Donovan Dwyer

10AM	 	 Burns - Ashish Jiwane

11AM	 	 Break

11:45	 	 Protocols, simulation and the (lost) art of medicine - Craig Walker


1PM	 	 Australia property market 2017: research, trends and strategies - Ravi Agarwal

2PM	 	 Workshop: Difficult airways - Phil Black (supported by Karl Storz and Glidescope)


6PM	 	                  Welcome Reception, 6-8 pm, pre-conference terrace, Peppers Resort


Sunday April 9


8AM	 	 Registration

9AM	 	 Ophthalmological emergencies - Glen Gole

10AM	 	 Oxygen: breath of life or kiss of death? - Andrew Numa

11AM	 	 Break

11:45AM	 	 Medico-legal tips and traps - Marie-Clare Elder


1PM	 	 Super changes and opportunities: property, shares & investments - Ravi Agarwal

2PM	 	 Workshop: Point of care ultrasound - Jess Smith, Phil Black (supported by Sonosite)


Monday April 10


8AM	 	 Registration

9AM	 	 A trip with special K+ - Donovan Dwyer

10AM	 	 Neurophysiology in critical illness - Gary Williams

11AM	 	 Break

11:45AM	 	 Emerging trends in antibiotic resistance - Andrew Numa

1PM	 	 Meeting close


�4

Schedule

Follow us @collconf for live updates from the conference, and tweet #collnoosa to join the conversation.



Attendance certificates will be issued shortly after the conference. 




Paediatric chest trauma

Donovan Dwyer 

Dr Dwyer will present an interactive talk on diagnostic and management challenges of the paediatric patient with 
chest trauma. Anonymous audience responses will be used throughout. Test your knowledge against your 
colleagues with anonymous responses throughout the session. 

Burns

Ashish Jiwane 

The presentation aims to improve understanding and refresh knowledge of burns in children beginning with the 
basics of burn pathophysiology, epidemiology, prevention and treatment strategies. 

Burns, mainly scalds, remain one of the most common emergency presentations requiring acute care, 
counselling, support and ongoing management. They represent a huge burden on the health system to the tune 
of millions of dollars in cost. The primary management continues along the line of ABC but includes cooling of 
the burnt area to prevent further damage. Local management of the burnt area with options of resurfacing will 
be explored including skin graft and artificial skin. The presentation will touch upon the general management of 
a burnt child involves intricacies of fluid resuscitation and nutrition. Prevention with education and public 
awareness remain the best options for preventing burns in children. 

References 
1. Smolle C et al. Recent trends in burns epidemiology worldwide: a systematic review. Burns 2017; 43: 249-57. 
2. Ruiz-Castilla M et al. Recent advances in biomarkers in severe burns; Shock 2016; 45(2): 117-25. 
3. Riedinger DI et al. Scald burns in children aged 14 and younger in Australia and NZ - an analysis based on the burns 

registry of Australian and NZ; Burns 2015; 41(3): 462-8. 
4. Rowan MP et al. Burn wound healing and treatment, review and advancements. Crit Care 2015; 19: 243. 
5. Kilburn N, Dheansa B. Socioeconomic impact of children’s burns - a pilot study. Burns 2014; 40: 1615-23. 
6. Namias N. Advances in burn care. Curr Op Crit Care 2007; 13(4): 405-10. 
7. Griffiths HR et al. The cost of a hot drink scald. Burns 2006; 32(3): 372-4. 
8. Fraser JF et al. Recent Advances in the management of burns. Burns 1997; 23(1): 19-25. 
9. Rose JK, Herndon DN. Advances in the treatment of burns. Burns 1997; Suppl 1 S19-26. 
10. ACI Burns management 2016 
11. www.health.nsw.gov.au/gmct/burninjury 
12. www.surgeons.org 

�5

Abstracts



Protocols, simulation and the (lost) art of medicine

Craig Walker 

Both protocols and clinical guidelines have become ubiquitous in the practice of modern medicine. This is under the 
assumption that they provide evidence–based therapy and consistent care which will lead to improved patient 
outcomes. While this is undoubtedly true in many cases, particularly as an aid to junior doctors with limited 
experience and institutions where clinical care is suboptimal. However, in institutions that already perform well, 
excessive protocolization may paradoxically lead to poorer care, which may be exacerbated by the addition of more 
and more protocols and guidelines. There is increasing evidence that with more protocols, many are never read, or 
if they are, may lead to worse patient outcomes. 

Medical simulation is also increasing dramatically, largely due to improvements in technology. While simulation offers 
many exciting opportunities for medical and surgical training, there is an increasing temptation to use simulation as 
a substitute rather than an adjunct to clinical experience and exposure. 

This talk will discuss some of the pros and cons of protocols and simulation, and stress the importance of clinical  
experience in decision making. 

References 

1. Girbes ARJ et al. Protocols: help for improvement but beware of regression to the mean and mediocrity. Intensive Care Med 
2015; 41: 2218-20 

Ophthalmological emergencies

Glen Gole 

Dr  Gole is Director of Ophthalmology at Lady Cilento Children’s Hospital, Brisbane where he is also Professor of 
Ophthalmology in the Discipline  of Paediatrics and Child Health of the University of Queensland. He completed 
Medical School at the University of NSW in Sydney in 1972 and trained in Ophthalmology under Professor Fred 
Hollows at the Prince of Wales Hospital in Sydney from 1975-9. He was a full-time staff specialist/lecturer at Flinders 
Medical Centre in Adelaide from 1980-89. His research MD on oxygen-induced retinopathy in animal models was 
awarded in 1989. He completed a Paediatric Ophthalmology Fellowship at the University  of Iowa in the USA in 
1984 and was on the staff of Children’s Hospital of Philadephia in 1989. He has practiced in Brisbane since 1990. 
His research interests include retinopathy of prematurity (>25 papers including ICROP I and II), strabismus surgery 
and animal models of glaucoma. He has published over 100 papers  and several book chapters. 

In this session Prof Gole will discuss the recognition and management of acute ophthalmologiical disorders in 
children. 
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Oxygen: breath of life or kiss of death?

Andrew Numa 

2017 marks the centenary of John Haldane’s first use of therapeutic oxygen in acute respiratory failure. Although 
Haldane also described an LD50 for oxygen exposure, at least in mice (12 weeks at FIO2 of 0.70), it is only recently 
that the true risks of hyperoxaemia are being appreciated. There is substantial evidence from animal and human 
studies that even relatively short-term exposure to an enriched oxygen environment lead to deleterious changes in 
the lung including increased capillary leak, fibroblastic proliferation and production of inflammatory cytokines.  

It is curious that despite a century of use of supplemental oxygen, no large RCTs have investigated the effects of 
different oxygenation targets in patients with acute respiratory failure managed with mechanical ventilation. In fact 
there is no clear agreement of a definition of hyperoxaemia, with various arbitrary threshold values for PaO2 of 120, 
200, 300 and 400 mmHg suggested in recent literature. Several large retrospective trials suggest the presence of a 
U shaped risk-adjusted mortality curve with higher mortality observed at both low and high levels of inspired 
oxygen, and it appears that mortality begins to increase at PaO2 values of > 120 mmHg, a value that was exceeded 
in 49.8% of patients in a recent Australasian observational trial. 

Recent prospective trials point to increased infarct size and post-infarct complications in patients randomised to 
receive supplemental oxygen, and a single centre study comparing saturation targets of 94-98% vs 97-100% in a 
general adult ICU population demonstrated a 40% reduction in mortality in patients randomised to conservative 
oxygenation. Several large muliticentre prospective trials of conservative versus more liberal oxygen 
supplementation are in progress at present, and the results are awaited with interest. In the meantime, it appears 
prudent to avoid extremes of hyperoxaemia wherever possible. A targeted maximum PaO2 of 120 mmHg seems 
reasonable. Oxygen is a drug that has potential to cause significant patient injury in overdose. 

References 

1. Haldane J, Smith JL. The oxygen tension of arterial blood. J Physiol 1896; 20: 497-520. 
2. Haldane JS: The therapeutic administration of oxygen. Br Med J 1917; 1:181–183. 
3. Villar J, Kacmarek RM. Oxygen: breath of life or kiss of death. Crit Care Med 2017; 45(2): 368-9. 
4. Helmerhorst HJF et al. Metrics of arterial hyperoxia and associated outcomes in critical care. Crit Care Med 2017; 45:187–

195. 
5. Eastwood G et al. Arterial oxygen tension and mortality in mechanically ventilated patients. Intensive Care Med 2012; 38:91–

98. 
6. Panwar R et al. CLOSE Study Investigators; ANZICS Clinical Trials Group: Conservative versus liberal oxygen- ation targets 

for mechanically ventilated patients. A pilot multicenter randomized controlled trial. Am J Respir Crit Care Med 2016; 
193:43–51. 

7. Helmerhorst HJ et al. Association between arterial hyperoxia and outcome in subsets of critical illness: A systematic review, 
meta-analysis, and meta-regression of cohort studies. Crit Care Med 2015; 43:1508–1519. 

8. Helmerhorst HJ et al. Metrics of arterial hyperoxia and associated outcomes in critical care. Crit Care Med 2017; 45: 187-95. 
9. Stub D et al. AVOID Investigators: Air versus oxygen in ST-segment-elevation myocardial infarction. Circulation 2015; 

131:2143–2150. 
10. Kilgannon JH et al. Emergency Medicine Shock Research Network (EMShockNet) Investigators: Association between arterial 

hyperoxia following resuscitation from cardiac arrest and in-hospital mortality. JAMA 2010; 303:2165–2171. 
11. West JB. Joseph Priestly, oxygen, and the Enlightenment. Am J Physiol Lung Cell Mol Physiol 2014; 306: L111-119. 
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Medico-legal tips and traps

Marie-Clare Elder 

Marie-Clare is a legal practitioner who has specialised in health, medical negligence and personal injury 
litigation in Australia and the United Kingdom for the last 13 years. A former clinical nurse specialist in 
intensive care, she also brings to the role a wealth of healthcare knowledge and first-hand healthcare 
experience. In her role at MIGA Marie-Clare heads up MIGA’s Legal Department in Sydney and is 
responsible for the provision of general legal advice and the management of litigated claims, coronial 
inquests, disciplinary and employment matters.  Marie-Clare and her team support, guide and work 
with our clients to assist them through what is commonly unfamiliar legal territory and at times 
emotionally difficult and trying circumstances. 

This session will focus on legal challenges all practitioners may face at some point in their careers 
including litigation, coronial inquests, and complaints to AHPRA. Strategies for minimising risk of 
adverse outcomes will be discussed with illustrative case examples. 

A trip with special K+

Donovan Dwyer 

Dr Dwyer will present an interactive talk on the subtelties of diagnosing and managing disordes of potassium. Test 
your knowledge against your colleagues with anonymous responses throughout the session. 

Neurophysiology in critical care

Gary Williams 

Much of intensive care management is recognition of disturbances in physiologic homeostasis induced by disease, 
inflammation or injury. A solid understanding of physiologic principles pertaining to each body system helps the 
clinician recognise such disturbances, and weigh the cost benefit balance for the organism as a whole, of attempts 
to control or normalise them.  In this talk I will discuss current principles of neurophysiology important to intensive 
care patient management and attempt to illustrate by outlining implications of recent developments in this area. 
Areas covered will be neurotransmitter physiology, methods of monitoring brain function, role of EEG recordings in 
critical care, physiology of cerebral blood flow, intracranial pressure measurement and its control, current methods 
of outcome prediction for the injured brain, pathophysiology of seizures and status epilepticus and the 
pathophysiology of disturbances in peripheral nervous system dysfunction which either result in PICU admission or 
occur as a consequences of systemic critical illness.   
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References 
1. Wheeler DS, Wong HR and Shanley TP (Eds)  The central nervous system in critical illness and injury. From Pediatric Critical 

Care Medicine: Basic Science and Clinical Evidence Springer-Verlag  London Limited 2009  
2. Abend NS, Licht DJ Predicting outcome in children with hypoxic ischemic encephalopathy Pediatric Critical Care Medicine V 

9 No 1, pp32-39, 2008 
3. Chestnut R Intracranial pressure monitoring:headstone or a new head start. The BEST TRIP trial in perspective Intensive 

Care Medicine (2013) 39: 771-774  

Emerging trends in antibiotic resistance

Andrew Numa 

Antibiotics have led to substantial reductions in infection-related since their discovery in the early 20th century, 
however optimistic views regarding the complete elimination of bacterial diseases proved to be overstated. Most 
antibiotic compounds are naturally occurring, being derived from bacteria found in soil (principally Actinomycetes 
sp.). The abundance of soil bacteria facilitated the rapid discovery and commercialisation of a large number of 
antibiotics in the mid-20th century but such methods were rapidly exhausted. The last naturally occurring targeted 
antibiotic class (the streptogamins) was discovered in 1964. Screening of synthetic compound libraries for 
antibacterial properties has been less successful. Sulphonamides - based on industrial dyes - were revealed to have 
antibiotic properties after numerous trials in the early 1930s, however in the last 50 years only two synthetic 
antibiotics have been produced: oxazolidinones (e.g. linezolid) and flouroquinolones. In the meantime, the rapid 
evolutionary cycle of bacteria has allowed the proliferation of numerous multi-drug resistant organisms, with the 
ESKAPE group being of most concern (Enterococus, Staphylococcus aureus, Klebsiella species, Acinitobacter, 
Pseudomonas and Enterobacter). While it takes an average of 12 years to get a new antibiotic drug from discovery 
to market, bacteria suffer no such regulatory constraints. Emergence of widespread antibiotic resistance has been 
largely related to inappropriate clinical prescribing and overuse in agriculture. Recent studies of bacteria recovered 
from the arctic permafrost have revealed the presence of genes associated with antibiotic resistance that predate 
the modern antibiotic era by more than 5,000 years. 

There are currently 700,000 fatalities per annum from drug-resistant bacteria and it is estimated that in the absence 
of new drug discovery, infection related deaths will increase to 10,000,000 per annum by 2050, exceeding the 
number of deaths from malignancy. There are significant barriers to discovery of new antibiotic compounds. For 
large pharmaceutical companies, antibiotics are not a particularly lucrative avenue to explore: the relatively short-
term use in individual patients and almost inevitable development of resistance limit the market. Levofloxacin, the 
most widely prescribed antibiotic in the USA, generates only 20% of the revenue of the most popular statin. Drugs 
for chronic disorders are a more attractive target for profit-driven corporations and there is an argument to be made 
for the development of antibiotics to be supported by government funding like any other important infrastructure 
project. Aside from economic issues, biological constraints are significant. Most bacteria have substantial innate 
resistance to penetration of foreign substances through the cell wall, meaning that antibiotic concentrations in 
serum need to be several orders of magnitude higher than for most drugs, with attendant risks for toxicity. Tolerance 
(as opposed to resistance) is another important issue; bacteria produce small subpopulations of persister organisms 
which are relatively dormant and almost completely resistant to bacteriostatic agents (these persister colonies may 
explain relapsing infections). 

Automated high-throughput screening of large chemical libraries offers some hope for the development of new 
agents. Only about 1% of all bacterial visualised by light microscopy are able to be cultured, severely curtailing our 
knowledge of this abundant life-form. New natural antibiotics may be discovered if some of the 99% of bacteria that 
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are essentially unknown to us can be cultured in a laboratory setting. In the meantime, strict adherence to 
prescribing guidelines remains our best hope of limiting the spread of resistance. Bacteria are the dominant 
organism on our planet. They outnumber humans by 1022, outweigh us by 108, evolve 500,000 times more rapidly 
and have been present on earth for 3.5 billion years, 15,000 times longer than homo sapiens. In the pre-antibiotic 
era they were responsible for substantial mortality and it is entirely possible that we may return to similar levels of 
lethal infections in coming decades. 

References 

1. Lewis K. New approaches to antimicrobial discovery. Biochem Pharmacy 2016; publish ahead of print http://dx.doi.org/
10.1016 

2. Perron GG et al. Functional characterisation of bacteria isolated from ancient arctic soil exposes diverse resistance 
mechanisms to modern antibiotics. PLoS ONE 10(3) e0069533. 

3. Dodds DR. Antibiotic resistance; a current epilogue.  Biochem Pharmacol 2016; publish ahead of print http://dx.doi.org/
10.1016/j.bcp.2016.12.005  

4. Moore PR et al. Use of sulfasuxidine, streptothricin, and streptomycin in nutritional studies with the chick. J Biol Chem 1946; 
165(2): 437-41. 

5. Armstrong GL et al. Trends in infectious disease mortality in the United States during the 20th century. JAMA 1999; 281: 
61-66. 
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Principal sponsor

Sponsors
Colloquium would like to acknowledge the generous support of the following sponsors 
for the 11th Annual Update in Paediatric Emergencies.
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©2017 Colloquium Conferences 
PO Box 4148, Castlecrag 2068 

Speakers, topics, times and dates for “Update in Paediatric Emergencies” (the event) may be subject to alteration prior to or following 
commencement of the event.  Each delegate named herein accepts that Colloquium Conferences, their agents, speakers, or any other persons 
(the parties) involved in the organisation, planning or presentation of the event do not accept any contractual, tortious or other form of liability for 
loss or damage suffered by the delegate relying on any statement, representation, advice or opinion (whether true or otherwise, written or oral) 
and whether due to the negligence of any of the said parties, and that the said parties may rely on this disclaimer of liability in the event of any 
demand, claim, suit or action brought against any or all of them arising out of any statement, representation, advice or opinion.
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Thank-you for attending. Visit 
colloquium.com.au and follow us 
@collconf for updates on future events.

http://colloquium.com.au
http://www.twitter.com/collconf
http://colloquium.com.au
http://www.twitter.com/collconf

