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Faculty



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

Friday April 13


08	 Registration

09	 Difficult decisions in the paediatric ED - Fran Lockie

10	 Beyond “surviving sepsis” - Andrew Numa

11	 Break

11:45	 Paediatric UTI - an apparent epidemic - Donovan Dwyer


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


Saturday April 14


08	 Registration

09	 Emergency neurology - John Lawson

10	 Open disclosure or avoidable exposure: lessons from the Bawa-Garba case - Marie-Clare Elder

11	 Break

11:45	 Brain preservation - Craig Walker


14	 Workshop: Difficult airways - Phil Black (supported by KarlStorz and Glidescope)


Sunday April 15


08	 Registration

09	 Cranial decompression: sometimes, always, or never? - Gary Williams

10	 Neurosurgical emergencies - Raj Reddy

11	 Break

11:45	 ECMO CPR: standard of care or a step too far? - Johnny Millar

13	 Meeting close


Attendance certificates will be issued shortly after the conference. 
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Schedule

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






Difficult decisions in the paediatric ED

Fran Lockie 

The paediatric emergency department is a dynamic and often stressful environment.   Multiple, 
complex decisions need to made in a timely manner whilst juggling competing priorities and constant 
interruption.  It is not surprising that this is an error prone environment.  Understanding how we think 
under pressure and how we can overcome innate biases we all have programmed within us can help 
prevent errors and keep our patients safe. 

Beyond “surviving sepsis”

Andrew Numa 

Hippocrates defined sepsis as “a process by which flesh rots, swamps generate foul airs and wounds 
fester”. In the 19th century, Louis Pasteur, informed by microscopy and the discovery of bacteria 
turned to a definition of “blood poisoning”. With the development of antibiotics and modern intensive 
care survival from sepsis became increasingly likely, but mortality remained a significant risk. 
Consensus definitions were proposed in 1992, and recognised that the constellation of symptoms 
and signs generally described as “sepsis” could occur in the absence of bacteraemia - hence a new 
term of SIRS was proposed. The realisation that inflammation rather than infection was a key factor in 
pathogenesis ushered in trials of a number of new therapeutic regimens, many of which have failed to 
improve outcomes. Nevertheless, significant progress has been made and mortality has halved in the 
last 25 years. Sepsis remains a significant problem however, accounting for approximately 750,000 
hospital admissions per annum in the US and around 10% of adult and paediatric intensive care 
admissions. “Surviving Sepsis” guidelines have provided a useful framework for initial management, 
but recent studies suggest some opportunities for refinement. Type, volume and rate of administration 
of resuscitation fluids - only loosely specified in the guidelines - may significantly influence outcomes. 
Normal saline is probably the worst (or least best) resuscitation fluid in sepsis but is widely 
recommended despite evidence of superiority for NSA and balanced crystalloids. Overly aggressive 
fluid resuscitation is associated with increased need for mechanical ventilation, length of stay, and 
mortality. There is little evidence that the “timely” administration of antibiotics has significant impact on 
outcomes. Low dose steroid therapy is widely recommended for both adult and paediatric patients, 
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albeit with little direct evidence in children, and the combination of fludrocortisone and hydrocortisone 
appears to be superior to hydrocortisone alone. New therapies showing promise in early trials include 
ascorbic acid and beta blockers.  

References 

1. Angus DC, van der Poll T. Severe sepsis and septic shock. New Engl J Med 2013; 369: 840-51. 
2. Bone RC et al. ACCP-SCCM Consensus Conference on sepsis and organ failure. Chest 1992; 101: 1481-3. 
3. Venkatesh B et al. Adjunctive glucocorticoid therapy in patients with septic shock. New Engl J Med 2018; 378: 

797-808. 
4. Sterling SA et al. The impact of timing of antibiotics on outcomes in severe sepsis and septic shock: a systematic review 

and meta-analysis. Crit Care Med 2015; 43: 1907-15. 
5. Stevenson EK et al. Two decades of mortality trends among patients with severe sepsis: a comparative meta-analysis. 

Crit Care Med 2014; 42: 625-31. 
6. Marik PE et al. Fluid administration in severe sepsis and septic shock, patterns and outcomes: an analysis of a large 

national database. Intensive Care Med 2017; 43: 625-32. 
7. Marik PE. Fluid responsiveness and the six guiding principles of fluid resuscitation. Crit Care Med 2016; 44: 1920-22. 
8. Semler MW et al. Balanced crystalloids versus saline in critically ill adults. New Engl J Med 2018; 378: 829-39. 
9. Davis AL et al. American College of Critical Care Medicine clinical practice parameters for hemodynamic support of 

paediatric and neonatal septic shock. Crit Care Med 2017; 45: 1061-93. 
10. Marik PE et al. Hydrocortisone, vitamin C, and thiamine for the treatment of severe sepsis and septic shock. Chest 

2017; 151:1221-38. 
11. Morelli A et al. Effect of heart rate control with esmolol on hemodynamic and clinical outcomes in patients with septic 

shock. JAMA 2013; 310: 1683-91. 

Paediatric UTI - an apparent epidemic

Donovan Dwyer 

A look at a number of cases will outline the issues and morbidity associated with the search for and 
diagnosis of a disease apparently needing exclusion in every febrile child. 
The talk will outline the importance of understanding the diagnosis and incidence of UTi, limitations in 
obtaining appropriate urine specimens and the interpretation of urine testing. 
A suggested approach will be for consideration 

References 

1. Beetz R. May we go on with antibacterial prophylaxis for urinary tract infections? Pediatric Nephrology. 2006;21(1):5–13 
2. Quigley R. Diagnosis of urinary tract infections in children. Current Opinion in Pediatrics. 2009;21(2):194–198. 
3. Bhat RG, Katy TA, Place FC. Pediatric urinary tract infections. Emergency Medicine Clinics of North America 2011;29(3):

637–653. 
4. Shaw KN, Gorelick M, McGowan KL, Yakscoe NM, Schwartz JS. Prevalence of urinary tract infection in febrile young 

children in the emergency department. Pediatrics 1998;102(2):e16–e21. 
5. Crain EF, Gershel JC. Urinary tract infections in febrile infants younger than 8 weeks of age. Pediatrics 1990;86(3):363–

367. 
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Emergency neurology

John Lawson 

Emergency paediatric presentations with possible brain problems often evoke fear and loathing in 
your average physician or trainee. Don't be afraid, during this hour you will see that really it is all very 
simple as we take on vertigo, syncope, stroke and seizures. Recent published updates on 
investigation and management of syncope and stroke will be reviewed. Discussion on red flags for 
movement disorders, seizures and vertigo will lower your future stress levels. Hopefully. Remember 
this is neurology so don’t expect much on treatment. 

References 

1. Myer PG et al. Pediatric neurological emergencies Curr Opin Crit Care. 2001;7(2): 81-7. 
2. Mirsky DM et al. Pathways for neuroimaging of childhood stroke. Pediatr Neurol 2017; Apr; 69: 11-23. 

Open disclosure or avoidable exposure: lessons from the Bawa-Garba case

Marie-Clare Elder 

The UK case involving Dr Hadiza Bawa-Garba has caused shock and alarm in both the medical and 
legal fraternities. Much concern has been voiced on many aspects of the case, not just the conviction 
of gross negligence manslaughter following the death of 6 year old Jack Adcock but the doctor’s 
eraser from the medical register, the apparent scapegoating by her consultant and hospital and the 
conjecture surrounding her post-incident reflections being used in evidence during her trial and Jack’s 
inquest.  

Like the UK, Australia has developed a culture of transparency and disclosure following clinical 
incidents. The open disclosure framework ensures clinicians and hospitals reflect on incidents and 
near misses so lessons can be learnt to avoid similar events occurring in the future. The law, so it was 
thought, ensures these reflections remain inadmissible in proceedings. In this case, aspects of Dr 
Bawa-Garba’s reflections (which were effectively admissions of failings) were aired in both the criminal 
trial, inquest and disciplinary tribunal. This has rightly caused doctors and nurses to question whether 
engaging in reflective practice as part of open disclosure could one day be used against them. This of 
course devalues the entire ‘being open’ process possibly resulting in a culture of cover ups and blame 
– the very scenarios that the policy seeks to avoid. 

Having acted as general counsel for a large hospital trust in the UK for 5 years, Marie-Clare Elder will 
discuss why this case has caused such outrage around the globe and why in her view, we are right to 
be worried. 
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1. Ladher N, Godlee F. Criminalising doctors. Brit Med J 2018; 360: k479 
2. Godlee F. There but for the grace of God.… Brit Med J 2018; 360: k485 
3. Dyer C. How should doctors use e-portflios in the wake of the Bawa-Garba case? Brit Med J 2018; 360: k572 
4. Nichol D. Bawa-Garba - from blame culture to just culture. Accessed at - http://blogs.bmj.com/bmj/2018/04/06/david-
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Brain Preservation

Craig Walker 

Brain injury from a variety of causes accounts for a significant number of admissions to Paediatric 
ICU, and is the single major cause of death. While management consists of addressing the primary 
cause, if possible, a large component of treatment is preventing secondary brain injury that may result 
in a far worse outcome. 

For decades the mainstays of ICU treatment have remained unchanged, consisting of maintaining the 
airway, ensuring adequate blood pressure and ventilation and maintaining metabolic, nutritional and 
electrolyte status. Many other treatments such as intracranial pressure monitoring and hypothermia 
have been commonplace for many years, however evidence of there effectiveness has been they 
minimal depending on the type of brain injury. Several other more esoteric treatments have been tried, 
many of which are seldom used but still persist in some centres. 

Despite the lack of significant advances in ICU treatments, the morbidity and mortality in children due 
to brain injury has decreased markedly over the last three decades due to effective prevention 
strategies. 

This presentation will review the current ICU therapies aimed at brain preservation, and review the 
evidence to support their use 

Cranial decompression: sometimes, always or never?

Gary Williams 

Decompressive craniectomy is the name applied to a number of different surgical procedures that 
involve removal of part of the skull in order to accommodate brain swelling. Such procedures have 
been used in fact since ancient times in the management of patients with brain oedema and/or 

 8



intracranial hypertension. Decompressive craniectomy has been applied effectively on occasion in 
situations of refractory intracranial hypertension related to a range of aetiologies including traumatic, 
ischaemic and infectious lesions.  However, it’s position in contemporary neurointensive care practice 
remains controversial. The procedure is not without risk of significant complications and in many 
applications there is the possibility to achieve an improved survival but potentially a higher proportion 
of survivors with ongoing moderate or severe disability.  

In adult patients being treated for sever traumatic brain injury, the use of this procedure has been the 
subject of two recent large international multicentre randomised trials(1). The interpretation of these 
trials and recommendations for practice change as a result remain ongoing areas of debate.  

In 2012, the international guidelines  for treatment of children with severe traumatic brain injury 
recommended consideration of decompressive craniectomy for children who present with either early 
signs of neurologic deterioration, cerebral herniation or intracranial hypertension refractory to tier 1 
and 2 medical management strategies(2). These recommendations are based on a single randomised 
trial in children(3) and a small number of other case series. 

 In this talk I will review the role of decompressive craniectomy in neurotrauma care generally, by 
considering issues relevant to supportive physiologic evidence, different surgical techniques, patient 
selection, procedure timing,  complication risks, cost effectiveness and ethics. I will closely examine 
the abovementioned two recent adult trials as well as reviewing the available evidence in children. It is 
my aim that listeners will gain an up-to-date understanding of the role of this procedure in the acute 
care of children with severe TBI and so be able to more accurately advise and counsel families of such 
patients. 

References 

1. LaCooper  DJ, Rosenfeld  JV, Murray  L, Arabi  YM, Davies  AR, D'Urso  P, et al. Decompressive Craniectomy in Diffuse 
Traumatic Brain Injury. New England Journal of Medicine. 2011;364(16):1493-502. 

2. Beuriat PA, Javouhey E, Szathmari A, Courtil-Tesseydre S, Desgranges FP, Grassiot B, et al. Decompressive 
craniectomy in the treatment of post-traumatic intracranial hypertension in children: our philosophy and indications. 
Journal of neurosurgical sciences. 2015;59(4):405-28. 

3. Taylor A, Butt W, Rosenfeld J, Shann F, Ditchfield M, Lewis E, et al. A randomized trial of very early decompressive 
craniectomy in children with traumatic brain injury and sustained intracranial hypertension. Child's nervous system : 
ChNS : official journal of the International Society for Pediatric Neurosurgery. 2001;17(3):154-62. 

Neurosurgical emergencies

Raj Reddy 
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ECMO CPR: standard of care or a step too far?

Johnny Millar 

Outcomes of in-hospital cardiac arrest are poor with only 18% of adults and 27% of children surviving 
to hospital discharge. Extracorporeal Membrane Oxygenation (ECMO) has become standard therapy 
in many Intensive Care Units for cardiopulmonary support of the most critically ill patients. Increasing 
facility with and the ability to rapidly deploy this invasive therapy have led to the use of ECMO for 
resuscitation from cardiac arrest (E-CPR). E-CPR has been used in some centres for two decades 
and is an increasingly common indication for ECMO, comprising more than 10% of all paediatric 
ECMO recorded in an international registry. This talk will cover some of the basics of ECMO and what 
is required to provide an E-CPR service. Published experience and outcomes will be reviewed and 
indications and practicalities discussed. Advances in technology and a more aggressive approach to 
E-CPR are driving its use beyond the conventional boundaries of the ICU and Operating Theatre. 
How, where and in whom this extension of conventional CPR might be used will be explored. 

References 

1. Posner JC, Osterhoudt CK, Mollen CJ, et al. Extracorporeal membrane oxygenation as a resuscitative measure in 
the pediatric emergency department. Pediatr Emerg Care. 2000;16:413–5. 

2. Kane DA, Thiagarajan RR, Wypij D, et al. Rapid-response extracorporeal membrane oxygenation to support 
cardiopulmonary resuscitation in children with cardiac disease. Circulation. 2010;122(Suppl 11):S241–8 

3. Huang SC, Wu ET, Chen YH, et al. Extracorporeal membrane oxygenation rescue for cardiopulmonary resuscitation 
in pediatric patients. Crit Care Med. 2008;36:1607–13 

4. Morris MC, Wernosky G, Nadkarni VM. Survival outcomes after extracorporeal cardiopulmonary resuscitation 
instituted during active chest compression following refractory in-hospital pediatric cardiac arrest. Pediatr Crit Care 
Med. 2004;5:440–6 

5. Alsoufi B, Al-Radi OO, Nazer RL, et al. Survival outcomes after rescue extracorporeal cardiopulmonary resuscitation 
in pediatric patients with refractory cardiac arrest. J Thorac Cardiovasc Surg. 2007;134:952–959.e2 
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