








Women at work

that has been a foundation player in

the creation of HJPs in Australia. IMCL
currently conducts several HIPs providing
free legal advice to patients including one
at the Royal Women's Hospital (RWH),
the Acting on the Warning Signs Project
(AWSP). The great bulk of the legal work
performed at RWH involves patients with
family violence issues.

A maijor role of the AWSP is the education
of health professionals to recognise

and respond to patients who have been
subjected to domestic violence. To date,
more than 200 members of staff have
been trained. Specific training for doctors
has also been developed and received
RANZCOG accreditation, with almost 30
doctors taking part to date.

From 1 July 2012 to 25 May 2015, IMCL
provided 214 instances of legal advice
onsite at the RWH. For over half of those,
the lawyer considered that the client may
have been affected by family violence.

The maijority of issues arising at the onsite
legal service include birth certificates,
family law and child support, child contact
and divorce, family violence, and fines. A
number of other issues have also arisen,

Box 1. May’s story

including: consumer complaints, credit
and debt, discrimination, DNA testing,
employment, government pensions/
benefits, criminal matters and tenancy.
IMCL does not provide assistance to
patients in relation to complaints against
the hospital; medical negligence; business
and commercial matters or personal injury
matters such as TAC or WorkCover.

Many of the patients seen by IMCL lawyers
are vulnerable and disenfranchised and

a substantial number are unemployed or
struggling in low income, casual or insecure
employment. We have chosen a case to
illustrate the complexity and difficulty of their
personal and economic lives — see Box 1.

How can clinicians respond?

Doctors may feel impotent in helping
women — whether they are patients, co-
workers or employees — with domestic
violence issues. They fear that they are
involving themselves in a private matter that
has no relevance to work or they do not
have the skill set to handle the situation.

There are several ways in which we can
make a practical difference to decrease
the risks of domestic violence. The World
Health Organization (WHO) identifies

LIVES as a practical reminder of core
elements of first response in situations
where a clinician suspects that a woman
may be impacted by violence.'® There are
five core components of LIVES:

1. Listen

2. Inquire about needs and concerns
3. Validate

4. Enhance safety

5. Support

The areas of response are relevant in the
context of a patient-clinician response or,
more broadly, for example, in interactions
with a co-worker or employee.

It is important to actively inquire in
situations where it is safe to do so (when

a woman is on her own and in private).

Be confident and comfortable asking
questions about family violence and
respect the woman'’s wishes and decisions.
Actively listen, including paying attention to
body language. The doctor can, through
empathy, demonstrate understanding of
how the woman feels.

This process can enhance the woman’s
control over all decisions relating to her

May* first came in contact with the police when she called to ask them to stop her boyfriend, Troy*, from assaulting her and damaging
her property. When the police arrived, May was concerned her boyfriend would be charged with a criminal offence and did not assist with
their enquiries. The police then applied for family violence intervention orders for both May and her boyfriend and they were advised of the

upcoming court date.

An intervention order is made if the Court is satisfied, on the balance of probabilities, the respondent has committed family violence against
the affected family member and is likely to continue to do so or do so again. The conditions of an infervention order can be broad or narrow.
Breach of an intervention order is a criminal offence and the penalty for a breach can be imprisonment, a fine or both.

Because neither May nor Troy wanted intervention orders to be made, they did not attend Court and interim orders were made that prevented
May and Troy from contacting or seeing each other. May and Troy still wanted to be together and they arranged to meet up. During the
meeting they had another argument and Troy was concerned that May would report him to the police and he would be charged with
breaching the intervention order, so he went to the police and made a false report that May had slapped him when they had met.

As a result of this false report, May was charged with assault and they were both charged with breaching court orders. May and Troy both still
had limited intervention orders protecting them from each other, but these had now been revised so they could continue to communicate. The
day before May was due to go to court in relation to the criminal charges, May saw a lawyer from IMCL at RWH. May had just given birth to
a daughter and was now engaged to Troy. Troy had stopped drinking and they were aftending couples counselling.

IMCL helped May to adjourn her matter and then started to negotiate with the police on her behalf. IMCL argued that the issuing of
intervention orders for both parties against each other by Victoria Police is in breach of their Code of Practice for the Investigation of Family
Violence and, on this basis, IMCL requested that the charges be withdrawn. By this stage, Troy had been charged with assault and property
damage from the initial night when May called the police. Troy had also made a statement of no complaint regarding the false report he had
made fo the police about May slapping him.

After IMCL negotiating and attending court on May’s behalf, both charges against her were withdrawn. This means that May does not have a
criminal record and will not face any problems in the future in gaining employment or travelling overseas.

*Names have been changed.
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care. The healthcare professional should
outline the limits of confidentiality — for
example, in situations where children are
at risk.™

It is important to provide a response that
is both supportive and educative. Part of
this is emphasising that she is not to blame
for the situation of violence that she finds
herself in.

The first step is fo assess immediate risk.
Engage the woman in developing a plan to
protect herself from further harm if violence
reoccurs. Connect (with consent) women
in crisis or in fear of their lives to specialist
family violence services. The doctor should
document interactions and safety plans.

Refer (with the woman'’s consent) her

to specialist support services such as:
psychologist, crisis centres, social worker
and legal services. The doctor should
document this referral.

Box 2. Dr Olivia’s story

Conclusion

Domestic violence has a significant

impact on women. It may be an issue for
our patients, our colleagues or our co-
workers. Responses for our patients include
integrating legal services into the medical
care setting.

Healthcare professionals and lawyers
can make powerful allies with significant
political clout when they have a common
purpose. The collaborative Health

Justice Partnerships make good sense for
improving the health and working lives of
our patients. In order to best target our
resources, good-quality research in this
area needs to be encouraged.
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Olivia is a pseudonym.
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Reproductive
healthcare

for women in
Immigration
detention centres

Dr Will Milford
FRANZCOG

According to the United Nations High
Commission for Refugees (UNHCR), there
are 13 million refugees globally, 10 million
stateless people and, by mid-2014, 1.2
million people were seeking asylum.! In
the global context, the Oceania region
has relatively small numbers of refugees
and asylum seekers.? In Australia, it is
difficult to elucidate exact numbers of
resident refugees, although the numbers
of those currently in community detention,
immigration detention centres or regional
processing centres is published by the
Australian Government.

Currently, there are 1914 asylum seekers
in immigration detention centres, either on
the Australian mainland or on Christmas
Island. A further 2091 people are living

in the community after being approved

for residence determination and 27 675
are doing so on bridging visas. There are
1648 individuals in regional processing
centres, either on Manus Island or the
Republic of Nauru. Only men are held on
Manus Island while out of the 469 people
in detention on Nauru, 113 are women
and 95 are children.®

In terms of definitions, asylum seekers

are defined as individuals who have
sought international protection and whose
claims for refugee status have not yet

been determined.* The individuals within
immigration detention centres and regional
processing centres are almost universally
seeking asylum and are therefore not yet
technically refugees.

The human rights of asylum seekers under
the care of the Australian Government,

Women at work

particularly those of asylum seekers in
regional processing centres, has been the
focus of intense media and public scrutiny.
Reproductive health has been formally
recognised as a human right for the past
20 years and, like all other human rights,
it applies to refugees and asylum seekers
regardless of whether they reside in the
community or are detfained in a processing
centre. To realise this right, these people
must have access o comprehensive
reproductive health information and
services such that they are free to make
informed choices about their health and
wellbeing. These services have been defined
by the Inter-agency Working Group on
Reproductive Health in Crises (see Box 1).

Management of pre-existing issues
Many of the following issues vary depending
upon the origin of the asylum seeker

and the route and conditions they have
experienced before their presentation

to health services. Hence, the following
paragraphs are general and global in
nature and may not be representative of all
the cohorts in immigration detention and
regional processing centres managed by the
Australian Government.

As with most socially disadvantaged groups,
asylum seekers may be at a higher risk of
chronic illnesses, infectious diseases, mental
illness and prior gender-based violence.
Many, but not all, of these women are from
populations that experience low nutritional
status, endemic infectious diseases (such

as malaria or HIV) and poor access to
healthcare facilities. Some will also be
fleeing conflict zones where sexual violence
was commonplace.

The effect of the situation that leads to
becoming a refugee (be it war, disaster
or persecution) on an individual depends
upon their capacity to withstand complex
social, political and economic changes.
As an individual’s resilience to manage

Box 1. Reproductive health services required for human rights
* family planning, counselling, information, education, communication and services;
e education and services for prenatal care, safe delivery and postnatal care, and infant

and women'’s healthcare;

e prevention and appropriate treatment of infertility;
e  prevention of abortion and the management of the consequences of abortion;
e treatment of reproductive tract infections, sexually transmitted diseases, including HIV/

AIDS;

e prevention, early detection and treatment of breast cancer and cancers of the
reproductive system and other reproductive health conditions; and
*  active discouragement of harmful traditional practices, such as female genital

mutilation.®
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these changes decreases, their vulnerability
to detriment increases. Hence, the most
vulnerable are at the most risk.

While women are not an intrinsically
vulnerable group, there is a potential for
increased vulnerability as in some societies
women continue to hold low social status
or are the targets for acts of violence.
Paired with the loss of normal social

and family structures this often removes

established coping strategies and supports.

This potential for increased vulnerability

is often reflected in reproductive health
outcomes during displacement, placing
refugee and asylum seeker women in a
high-risk group for adverse outcomes. This
has been recognised recently and data
collected by the National Maternal Death
Reporting form have been amended to
include this information.¢

Initial assessment of these women involves
screening for and managing pre-existing
conditions. The exact regime will depend
upon their country of origin and the
countries through which their transit to
Australia occurred (see Box 2).

Management of issues in detention

While healthcare is easily accessible
within immigration detention centres run
by the Australian Government, access

to healthcare is a complex issue within
immigration detention centres globally. In
other countries, it has been documented
that women, especially pregnant women,
held in immigration detention centres have
poor access to medical care.” For women
in immigration detention centres or regional
processing centres, the only way they can
access reproductive healthcare services

is through the sole provider of medical
services in these centres. While all of these

Box 2. Initial assessment

services are offered, they require culturally
appropriate education to inform detainees
of their availability. It is also important that
these services are seen fo be independent
from government immigration services.

The incorrect perception of a lack of
confidentiality may cause fear that accessing
medical services could adversely affect
refugee status determinations. This incorrect
perception could potentially act as a barrier
to accessing reproductive healthcare
services within the detention or processing
centres. Similarly, in some cases, asylum
seekers seek to positively affect refugee
determinations or location of detention by
using specific medical conditions.

One of the immigration detention centres
and both of the regional processing centres
are in remote locations and therefore
available medical services are akin to those
accessible in rural or remote Australia.

This means that some gynaecological
surgical services, services for the care

of severely preterm infants and complex
obstetric services require transfer to facilities
in major cities. An effective system to
facilitate timely transfer is important, as a
significant proportion of displaced women
will encounter a potentially life-threatening
obstetric complication.?

Mental health is an important issue for those
in detention centres and regional processing
centres and much has been published on
this issue, particularly the mental health

of men and children in detention. While
exact figures are difficult to ascertain,

a significant proportion of detainees

receive a mental health diagnosis.? There

is a recognised association of antenatal
depression with miscarriage, preterm labour
and low birthweight. Postnatal depression

¢ Health induction assessment upon arrival into detention*:

—  Public health screening questionnaire

—  Screening for infection:
o Chest x-ray

o Hepatitis B, hepatitis C, HIV and syphilis serology

—  Mental health screen

also has important effects on bonding and
aftachment, with potential deleterious effects
on the mental and physical development of
the child.

Clearly, the provision of adequate

mental health services, as an adjunct to
reproductive health services, is crucial,
particularly during the provision of antenatal
and postnatal care. These services are
universally provided within immigration
centres and regional processing centres run
by the Australian Government.

Antenatal services on Nauru

As part of a group of obstetricians, | am
involved in providing an antenatal service
to asylum seekers in the regional processing
centre on Nauru. Within the limits of
working within the centre, we aim to deliver
antenatal care equivalent to that available
on the Australian mainland.

Maternity care is provided from the
diagnosis of pregnancy until a six-week
postnatal check. This includes the delivery
of routine assessments, pathology, imaging
and referrals as per the existing Australian
standards. At a practical level, this care is
delivered via monthly appointments with
subspecialist or specialist obstetricians as
well as by midwives or general practitioners.
Mental health services are also provided to
all antenatal and postnatal patients within
the immigration detention centres and
regional processing centres.

Given that these women are asylum seekers
and mindful of the well-documented effects
of the detention centre setting, all are
treated as ‘high risk’ patients.” Therefore,
specialist sonographers perform an obstetric
ultrasound at every visit in addition to the
routine ultrasounds for the combined first
trimester screen and the fetal morphology

—  Full assessment by general practitioner, including additional investigations where necessary
e Additional assessment after diagnosis of pregnancy:

—  Assessment of nutritional status:

o Body mass index, micronutrient deficiencies such as iron, folate, iodine, vitamin B12 and vitamin D

—  Mental health screen

o Including opportunities for safe and sensitive discussion of gender based violence.
—  Female genital mutilation, where relevant

* Health induction assessment currently used by International Health and Medical Services
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assessment. This is done in concert with
their antenatal appointments.

Non-invasive prenatal testing has also
been made available to the detainees.
All consultations are done with a gender-
appropriate interpreter facilitating
communication and explanation. This
specialist care complements the primary
care delivered by resident general
practitioners, midwives and nurses. Mental
health support is readily accessible for all
patients, especially during pregnancy and
the postnatal period.

Owing fo the remoteness of the facilities
on Nauru, currently all antenatal patients
are transferred for labour and delivery. This
translates to transfer at 28 weeks for those
women in the regional processing centre
on Nauru. This occurs due to a lack of
permanent obstetric and neonatal services
on Nauru and this policy may change in
the future once appropriate services are
established. Transfers occur earlier for those
that require emergency care or who have
higher risk pregnancies.

Limited gynaecological services are also
available. During our monthly visits to
Nauru, women referred for gynaecological
review are also seen. While assessment,
including ultrasonographic imaging and
basic medical management, is available,
surgical interventions are limited by the
available facilities and the remoteness of the
processing centre and often require further
referral o a mainland service. Again, this
may change once appropriate services are
established on Nauru.

The ethics of providing care

No discussion of the provision of healthcare
to patients within immigration detention
centres or regional processing centres
would be complete without considering

the ethical aspects of this practice. There
has been commentary regarding the
ethical challenges for doctors working in
the immigration detention system, with
some authors suggesting that doctors
should boycott the provision of services in
immigration detention centres and regional
processing centres.'® This has been the
focus of renewed attention now that the
Australian Parliament has passed the
Australian Border Force Act 2015.

Some claim that this Act means that doctors
and teachers working in immigration
detention facilities could face up to two
years in prison if they speak out against
conditions in the centres or provide
information to journalists. If this were correct

this could potentially leave doctors in a

difficult moral situation and may impair their

ability to provide broader, public health type
advocacy on behalf of detainees.

Recent media statements by the Department
of Immigration and Border Protection have
countered these claims and reinforced that
medical professionals, teachers and other
professionals employed by and on behalf of
the Department of Immigration and Border
Protection are not inhibited from reporting
matters in line with their professional
obligations. The same media statement
stated that claims that the provisions of the
Border Force Act would prevent reporting
or scrutiny of conditions in immigration
detention were misleading.'" It remains

to be seen what impact, if any, this new
legislation will have upon the delivery of
care within Australian immigration detention
centres and regional processing centres.

Conclusion

The provision of care to asylum seekers
within detention centres and regional
processing centres is complex, both

owing to the intrinsic vulnerability of

this population and because of the
environment in which the care is delivered.
Ethical challenges add another dimension
to care delivery in this complex, highly
politicised environment.

Despite these challenges, care within
detention centres continues to be provided
with care and compassion, and at a
standard consistent with the healthcare
afforded to others within Australia.
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needs of refugees
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Coming to a new country demands the
willing surrender of a life well understood.
To choose instead to embrace the unknown
— the unknowable — and place at stake
one’s future and one’s children’s future,
on the hope of one singular venture.

It requires the recreation of a person’s
very identity — to become a mixture of
something old and something unfamiliar —
the only certainty is that you can never be
the same as that person who would have
stayed behind. It necessitates learning to
accept of a wave of change: to familiar
traditions, boundaries and expectations.
To migrate is to let go and to fall through
the looking glass, to embark upon an
alternative life in which each quotidian act
becomes a confest of patience and will.

Australia is a nation of over 300
languages. One-in-four Australians
were born overseas and 60 per cent
of Australia’s future population growth
will come from migration. More than a

million Australians have migrated here

in the past five years. On top of this,
nearly 1.7 million people are currently
living and working here temporarily.!
Equally, as our population has rapidly
diversified, the number of patients who do
not speak English well or at all has grown
dramatically.? For the medical profession,
the proliferation of complex cultural
cases presents rising and unprecedented
demands on time and resources.

Compared to Australian-born women,
migrant and refugee women from non-
English-speaking backgrounds experience
higher rates of illness and health
disadvantages. After living in Australia

for five years, the average health of many
migrant and refugee women has declined,
despite increases in the general standard
of living®; suggesting that access to care
is a key factor. Furthermore, migrant and
refugee women are under represented in
use of preventative health services and
over represented in the acute and crisis

setting. A lack of health system literacy and

knowledge of how to navigate Western
consumer-model health services sharply
limits the access of a growing number of
new Australians.

Lack of access is compounded by gender
inequality. Increasingly, our migration
program sources from countries with

very different norms with regard to the
role of women and their place in society.
Domestic violence rates among immigrant
communities are higher than the national
average while, of concern, the reporting
rates are significantly lower. Across every
indicator of gender equality, migrant

Women at work

women are losing out: their participation in
the workforce is well below migrant men,
English language acquisition is lower and
literacy and access to education is lower
still.

“To migrate is to let

go and to fall through
the looking glass,

to embark upon an
alternative life in which
each quotidian act
becomes a contest of

patience and will.’

The inequality facing refugee women,

in particular, is further exacerbated by
their pre-migration experience. Many
have fled places of conflict, where rape,
sexual torture and slavery are used as
weapons of war. Rates of sexual violence
are rampant in refugee camps, leading
to downstream sexual and reproductive
health issues including increased risk of
sexually transmitted infections, pregnancy
and birth complications, and mental health
consequences of frauma. Women from
refugee backgrounds coming to Australia
will often have no prior experience of
Western medicine or Western birthing
and antenatal practices and may find the

Getting prepared for birth can be complicated
when you are in an unfamiliar environment.
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application of technology and birthing
interventions confronting.

For practitioners, three key issues need

to be kept in mind when treating women
from migrant and refugee backgrounds:
language, culture and gender dynamics.

As an illustrative case study, Aditi*, a recent
migrant from India, was brought over

on a spouse visa to honour an arranged
marriage. Her prospective husband had
already been living in Australia for ten
years, having originally arrived on a
student visa. Aditi had no English and very
little formal education. Her family had
struggled to bring together an appropriate
dowry, complicating her marriage from the
beginning. Subsequently, her husband and
her in-laws began to harass her in order

to extort an increased dowry. The form of
this harassment included repeated physical
abuse from her husband and psychological
abuse from her sister in-law.

After a year she fell pregnant and saw the
child as a blessing. Aditi hoped the child
would help mend her troubled relationship
and would bring some joy to her life.

She wanted her children to grow up in a
country able to provide the privilege of the
education she had not herself received.
When she told her husband of the news
he beat her and demanded she undergo
termination of pregnancy. Her friends
advised her that Australia is not like India;
if she told the doctor that she wanted to
keep the child, they would not perform

the termination.

Her husband escorted her to the pre-
termination counselling session. When the
doctor called her in, her husband stepped
forward and stated he would translate

for her. She sat in the room with tears
flowing down her cheeks as her husband
explained that she was upset because she
did not want to be pregnant and that she
wanted the baby gone immediately. The

doctor engaged only with her husband.
Aditi explained later that she had felt more
powerless in that moment than she ever felt
before in her life. She said in that moment
she gave up hoping for herself and began
to believe that everyone in this new world
was on her husband’s side.

While Aditi’s story is one isolated
experience, it demonstrates the problems
and complexities that doctors face. From a
practitioner’s perspective on the encounter,
arranging fo have a neutral interpreter

in the room or being able to understand
the background cultural dynamics in play
are both significant hurdles to remedy,
requiring further resources that are often
simply not available. Simply put, Australia’s
broader framework of healthcare

delivery — encompassing everything from
referral pathways and Medicare claims

to continuing education and auxiliary
services — has not kept pace with our
changing demographics. All the while,

While an intern, | researched working in Africa, but was always asked if | was a specialist or had management
skills or spoke another language. In the end, | gave up on the idea. | continued doing another two years
residency, with 12 months of that focusing on obstetrics and gynaecology, and achieved my DRANZCOG in
1984. | then started working at family planning and general practice, eventually co-owning a general practice of
seven female doctors with three female colleagues. | also worked three days a month in country South Australia
as part of the Federal Government’s Rural Women's GP service in 2002. Hearing about the poor status of
women’s health in developing countries reignited my desire to focus some of my energies on improving this
situation. | decided on two specific responses: | would endeavour to work in the field, but also put together a
birthing kit that would be useful for mothers.

Working in the field

To prepare, | sold my share of the medical practice, did country work and brushed up on my French language
skills. When offered a position with Medicins Sans Frontieres for six months in 2003-04, working with Afghan
refugees in Masshad, Eastern Iran, | accepted.

Dr Joy O’'Hazy
MBBS, DRANZCOG

Free health clinic services,
medication and, if required, hospital treatment were
provided to those refugees without means. Usually,
100-120 clients were seen by three to four doctors
each four-hour session. Services were provided in a
fixed clinic in Gulshar and mobile clinics temporarily
set up in mosques or uninhabited houses.

| required an interpreter, Neshat, when interacting
with patients, but luckily all the medical staff wrote
their notes and spoke to me in English. | supported
the midwife who provided antenatal care to patients.
Bloods or other tests were performed infrequently. No
smears were done and breast checks only if lumps
were noted. During the six-month placement, | learned
Farsi up to a grade 3 literacy level.

When | returned to Adelaide | commenced work as a
locum. One of my first locums was with the Migrant
Health Service in Adelaide where they provide
comprehensive health assessments for new arrival
refugees. The six months in Iran provided me with
insights info the issues and realities that many of the

The author on placement in Iran.
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the consequences of overlooking cultural
complexity upon safe and effective patient
care have become too grave and too
common to be ignored.

What can practitioners do?

Firstly, be mindful not to make
assumptions. Speak to the patient, as their
cultural background may or may not inform
their personal beliefs and expectations.
Particularly around childbirth and women's
health, a medicalised Western approach
may be very unfamiliar. Furthermore,

what may seem banal in terms of sensible
health advice can conflict with cultural
understanding, thus be difficult to follow
or be misinterpreted. For example, it is

not uncommon in certain communities to
interpret medical complications, such as
gestational diabetes, as a bad spiritual
omen or curse. Be mindful of the presence
and influence of other family members,
including partners, and use judgment and
intuition. It is easier to call family members

A new mother welcomes her baby.

refugees had experienced. Many women refugees arrived under the 204 visa category. This is
the women-at-risk group, which often covers women who are head of households or widows
and their families.

The groups | worked with were initially from Yugoslavia then from Sudan/Democratic Republic
of Congo, then Iraq and Afghanistan. Now there are more Bhutanese and Burmese refugees,
plus asylum seekers, many of whom are currently in community detention.

| have now spent 11 years working with refugees and asylum seekers, including stints in
detention centres in Darwin and Christmas Island. Often they have higher incidences of

health issues not commonly seen in Australian general practice. African refugees experienced
conditions such as schistosomiasis, malaria and sickle cell anaemia. Middle Eastern women
had more issues to do with chronic body pains and low vitamin D. Post-traumatic stress disorder
is a common experience for people with refugee backgrounds. | have also seen cases of TB,
leishmaniasis and scurvy in Adelaide. | often spend time writing support letters, filling out official
documents and being an advocate as well as educating on basic health issues. Many women
have their first ever smears in the Well Women's health clinic. They have access to good-quality
antenatal and delivery facilities within our hospitals here. They often comment on how polite
and respectful health staff are and that they explain things to them.

Birthing kits

In the late 1990s, | helped create a small one-use birthing kit that allows women in rural and
remote areas of resource-poor communities to access items that ensure a clean and safe
birthing environment. The kit contains a square metre of plastic, soap, a pair of gloves, pieces
of string, a scalpel blade and gauze within a clip-lock plastic bag. It weighs less than 100g.
The kits were originally financed, collated and sent by Zonta International clubs within the three
Australian Districts 22, 23 and 24. Zonta Infernational is a women's service organisation,
empowering women through service and advocacy. In 2006, the Birthing Kit Foundation Australia (BKFA) was formed to continue the work.

| have been a board member since its inception. BKFA has provided 1.4 million kits free, mainly fo non-governmental organisations that
work with mothers in 28 countries. It has arranged for many more kits to be produced in the country. BKFA has also trained 9000 birthing
attendants in Vietnam, the Democratic Republic of Congo, Ethiopia and India. In the last 12 months, BKFA has also organised three train the
trainer programs in the Democratic Republic of Congo and India fo increase the reach of education.

A small birth kit can make a big difference.

The knowledge | acquired doing obstetrics and gynaecology has been vital in performing my medical role. I, like many professionals working
in health areas, hope to support people, especially women, in whatever way | am able, to achieve their optimal health and a full life.
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A pregnant woman in her village — becoming a migrant means leaving many cultural certainties behind.

back into the room once you have
determined their presence accords with
your patient’s wishes.

Secondly, champion systems to identify
who will need an interpreter ahead of
time. In the public system, this may mean
advocating for internal change. Raising
demand from practitioners to improve the
identification of patient language needs
and provision of organisational resources
for trained interpreters is a good start. In

private practice, ensure your booking staff
make note of a patient’s language skills,
are able to assess if an interpreter may

be required and, if needed, know how to
arrange interpreter sessions. If the patient
does not speak English, allow for extra time
for the consultation.

Thirdly, when appropriate, involve migrant
support services. There is a network of
many settlement service providers around
Australia with caseworkers trained to

deal with cultural complexities. Not

all migrants are eligible, but many of

the most vulnerable and newly arrived
patients are. Caseworkers themselves

can offer independent support — they can
chaperone clients to appointments, follow
up dietary requirements, assist in filling
prescriptions, monitor patient progress and
advocate on their behalf. Not withstanding
the limitations of patient confidentiality,
settlement services bring dedicated cultural
liaison skills to the table, and will be
familiar with the process of arranging an
interpreter on the patient’s behalf. The
Settlement Council of Australia can provide
details of your local settlement provider
(www.scoa.org.au).

‘To place their trust

in you at a moment

of the greatest
vulnerability, where not
only their life, but also
their child’s life is in
your hands is an act of
great bravery.’

Finally, seek to learn about unfamiliar
cultures as both a professional and
personal interest. The better you
understand your patients and their
backgrounds, the more you will hear in
their story, the better the questions you will
ask and the stronger the chance you will
have in your words being listened to and
affecting change. If you are aware of a
substantial representation of a particularly
ethnicity in your community or clinic, take
the time to get to know about the country
and culture. It is an investment that will
return tenfold in terms of improvement in
patient relationships and patient care.

Obstetricians and gynecologists see
women at a point of profound emotional
vulnerability — fertility treatment, pregnancy,
labour, menopause or an abnormal Pap
smear. To imagine a woman seeking

help in a foreign country, with no
comprehension of what is being said,
with no knowledge of the procedures, the
machines or the tests to be run, lets us
understand her personal ordeal as all the
more daunting.

To be a migrant is to wear a badge of
courage. We routinely trust our lives
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to doctors in an act of faith. For many
migrants there is no such preconceived
social conditioning — they have not grown
up enduring dozens of visits to GPs for sore
throats and sick notes or watched countless
re-runs of ER. They have not lived in a
culture where reverence to white coats and
stethoscopes is the norm. To place their
trust in you at @ moment of the greatest
vulnerability, where not only their life, but
also their child’s life is in your hands is an
act of great bravery. To spend a little more
time and summon a little more patience is
a small appeal in return.

*Name changed to protect identity. This
interview was conducted on 25 May 2015.
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have you hequeathed money to LG
RANZCOG RESEARCH FOUNDATION?

Have you left a gift to the RANZCOG Research Foundation in your Will?

Over the years, many RANZCOG members and those connected with the College have made provision in
their Will to ensure their commitment to women'’s health lives on. If you have previously made the generous
decision to leave a gift to the RANZCOG Research Foundation in your Will, we thank you for making an
ongoing difference to the field of women’s health and need to advise you of some important changes.

Did you know about the newly established RANZCOG Foundation?

The RANZCOG Foundation has recently been established under the umbrella of the College and brings
together the College’s various philanthropic activities, including research scholarships, humanitarian aid B E _—
and the historical collection. As part of this, the operations of the RANZCOG Research Foundation have equest Enquiries
been transferred to the College’s Foundation.
Please contact the
RANZCOG Foundation

Coordinator

An important change needed to bequests

Should you wish to continue to support the pursuit of Excellence in Women’s Health through making a gift
in your Will, we ask that you amend any reference to ‘RANZCOG Research Foundation’, replacing it with

‘Royal Australian and New Zealand College of Obstetricians and Gynaecologists’. Ms Delwyn Lawson

t: +61 3 9412 2955
e: dlawson@ranzcog.edu.au

Bequests are essential for ensuring the work of the RANZCOG Foundation can continue into the future
and we thank you in advance for making this required amendment.
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Ensuring the future
of GP obstetrics in
rural Victoria

Dr David Simon
MBBS, DipRACOG, DTMH, FRACGPR,
FRANZCOG, MPH

Dr Louise Sterling
MBBS (Hons), FRACGP, DRANZCOG Ady,
DCH

A state-wide training and support program
for DRANZCOG Advanced rural general
practitioners is helping to ensure the

future of GP obstetrics in rural Victoria.

The program, which includes practical
workshops, evening dinners and networking

opportunities, was established to fill a gap

in current DRANZCOG training.

The deficit was identified by previous rural
GP DRANZCOG trainees, who reported

a lack of confidence in their competence
to practice as GP obstetricians (GPOs),
and feelings of professional isolation.
Concerns this could lead to declining
numbers of GPOs and threaten the viability
of rural maternity services prompted the
establishment of the DRANZCOG trainee

training and support program.

The program is co-ordinated by Southern
General Practice Training (one of the
Victorian Regional Training Providers of
the Australian General Practice Training
Program and the Rural Generalist Program)
and funded by the Victorian Government
Department of Health. Now in its third year,
the program is delivered by a group of
dedicated specialists and GP obstetricians
and is open to rural DRANZCOG trainees,
as well as GPOs from smaller hospitals
across Victoria.

The program recognises the vital role
GPOs play in providing clinical services
and support to women at all stages of
their pregnancy and birth, particularly
in rural areas where specialist obstetric
services may be limited. A decline in the
number of practising GPOs, especially
those with caesarean skills, would have
a significant impact in rural Victoria by
placing increased pressure on specialist
obstetricians at larger regional clinics and
hospitals, and increasing the likelihood
of women having to travel out of their
community to give birth.

The program

The State-wide Training and Support for
DRANZCOG Advanced Rural General
Practitioners program aims to encourage
and further increase the capacity of
Victorian trainees to practice rural GP
obstetrics in the future.

Its expected outcomes are:

e clinical, professional and collegiate
support for rural generalist GPs;

e competent and confident rural
generalist GPs; and

*  acquisition of the required procedural
competencies for rural generalist GPs.

The program consists of practical, hands-
on, skills-based workshops delivered over
one-and-a-half days, four times a year in

varying regional locations across the state.

Groups are kept small, with about ten
trainees in each session, to enable
participants to practice vital skills in a safe
space, with fime o ask questions, practice
techniques and share experiences with
peers and mentors.

Skills-based learning areas covered by the

program include:

e surgical skills necessary for caesarean
section — anatomy, knots, simulation,
complications;

*  the RANZCOG Fetal Surveillance
Education program;

e |UD use and practical insertion
training;

*  operative vaginal birth, including
vacuum and forceps;

e perineal repair, including third-degree
tear workshop;

* episiotomy;

e obstetric emergencies, including PPH,
breech, manual removal, shoulder
dystocia;

* anaesthetic and ethical issues in
obstetrics;

e medical termination of pregnancy;

e perinatal mental health and infimate
partner violence counselling;

e communication skills including
breaking bad news and the difficult
patient; and

*  simulation workshops, including
team building and crisis resource
management.

The topics covered at each workshop differ,
so frainees are encouraged to attend all
four throughout the year. While the focus
of the workshops is on skill development
and consolidation, the residential nature

of the program also provides mentoring
and networking opportunities to reduce
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feelings of professional isolation and help
develop a support system of trainees, GP
generalists and specialists.

The burden of travel is reduced by the
provision of accommodation and evening
social events foster collegiality. Peer
networking then continues through regular
email communication between workshops.

A similar state-wide training and support
program is run in Victoria for GP
anaesthetists and, given the relationship
between the two specialities, two of the

GP obstetric workshops per year are co-
located with the anaesthetist program.
While most of the sessions run concurrently,
some joint sessions are attended by both
sets of trainees, further enhancing the
networking aspect of the program.

The state-wide fraining and support
program expands on and complements
the successful Post-DRANZCOG pathway!
program operating in the Gippsland
region, which also addresses issues of
confidence and competence by providing
support to GPOs on completion of their
DRANZCOG Advanced qualification.

The results

An evaluation report produced by the
Monash School of Rural Health, Office
of Research at the conclusion of the first
year of the program in 2013, found it
had been very successful in achieving its
expected outcomes.?

The report found the program substantially
improved:
*  the self-reported procedural
and professional competence of
participants;

e  capacity to practice rural GP obstetrics
in the future;

e the translation of evidence into
practice by trainees; and

¢ development of a supportive,
collegial community environment that
helps overcome professional and
geographical isolation.?

Participants indicated the most valuable
aspects of the program were: it was
relevant, stimulated interest in the topic
area, was practical, hands on, reduced the
sense of isolation through participation,
and enhanced their capacity to integrate
theory and evidence info practice.?

Direct feedback from participants about the
program, via written evaluation surveys at
the end of each workshop, has also been
overwhelmingly positive.

Participants have praised the program’s
practical and clinical focus, with direct
quotes from evaluations stating:

* ‘It was comprehensive, covering
highly relevant topics for my stage of
learning. Opportunities were provided
that simply aren’t available in the
workplace.’

e [t provided] instruction and practical
clinical skills in a non-threatening
environment with good feedback.’

e ‘[lt was] practical. [| have] increased
confidence to attempt instrumental
deliveries and complex tears.”®

In addition to the skills learned and theory
discussed, participants also highlighted the
mentoring and development of a support
network of trainees, GP generalists and
specialists as a critical benefit of attending
the program.
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The future

Victorian Government funding is allowing
Southern GP Training (SGPT) to again
deliver four one-and-a-half day workshops
as part of the State-wide Training and
Support for DRANZCOG Advanced Rural
General Practitioners program in 2015.

Workshops in Gippsland, Bendigo and
Colac have already been held, while
workshops in Wangaratta will take place
in October. The Gippsland and Colac
workshops targeted GPOs only, while the
workshops in Bendigo and Wangaratta
combine with anaesthetist registrars.

Based on the proven success of the
program to build confidence, competence
and enthusiasm among DRANZCOG
Advanced rural GPs, it is our sincere hope
government funding will continue into the
future, allowing the vital work of GPOs in
rural Victoria to not only survive, but thrive.
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Box 1. Case study - Ruyu Yao, GP registrar and advanced DRANZCOG trainee, Gippsland

Inspired by the good work of the Gippsland GP obstetricians and the local specialist obstetrician/supervisor Dr David Simon, |
embarked on the challenging and rewarding journey of DRANZCOG training in 2011, at Latrobe Regional Hospital, then went on to
Advanced Diploma training at West Gippsland Hospital in 2014.

| was well supported by the supervisors, with plenty of hands-on experience, lots of formal and informal discussions, encouragement

and honest feedback.

| participated in the SGPT State-Wide Training and Support DRANZCOG workshop program in 2014, where | received further skills
training and was provided with excellent opportunities to exchange clinical experiences with colleagues and network with other trainees,
GP obstetricians and GP anaesthetists. We were given the opportunity to discuss concerns and issues we may have with the working
arrangements in different hospital settings, which proved extremely helpful, and the training was flexible enough to still allow me to
undertake locum work in the Northern Territory during the year.

| am now in the final stage of my GP training and am sharing in the antenatal, intfrapartum, and postpartum care of patients with other
local GP obstetricians. |I'm very fortunate to have a great team giving me ongoing support both at work and in my social life, and |
highly recommend participation in the SGPT training program to other DRANZCOG Advanced rural GPs.
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\ A letter from the cou

pPAR AVION
BY AIR MAIL

SouTH WEST GYNAECOLOGY Locked Bag No. 12
Bunbury. W.A. 6231

Locum:-
Dr D.P. Mohen MB, BS(WA), B MedSci FRANZCOG
Specialist Obstetrician and Gynaecologist

Dear Patrick,

It was wonderful to hear from you after so long. What have we been up fo since leaving Felixstowe on a frosty autumn morning in
19962 Since returning to Western Australia (WA) with RACOG Fellowship hot in hand, | have been based in Bunbury, the largest
regional centre in Western Australia, working as a consultant obstetrician and gynaecologist. For 15 years | was a member of

a private group practice and, in more recent years, my clinical work has continued as a locum specialist, some sessional work

at the local regional hospital and periodic outreach clinics to remote communities. During a stint as @ RANZCOG Councillor,
representing Provincial Fellows, | developed an interest in the challenges associated with health service provision in general,

and maternity services in particular, across the widely scattered rural communities of the large regional expanses of Australia.
This interest has been further nurfured through two part-time obstetrics and gynaecology clinical support roles — one with the
state’s fertiary women’s health service and another with WA Country Health Service, which supports public health services in
regional WA.

The outreach clinics and clinical support positions have seen me travel widely through the outback, with the opportunity fo visit

some very inferesting places and to appreciate some of the challenges faced by healthcare workers who choose to live beyond the
boundaries of large cities and towns. Christmas Island (Cl) is an ecological treasure frove — the memory of sharing a resort swimming
pool with diving frigate birds is a favourite recollection from outreach clinic visits to this very isolated Australia territory. For the two
district medical officers manning the Cl health service, emergency evacuation of ill patients requires a charter aircraft from the
Australian mainland more than 2000km away. Healthcare workers in such settings must be resilient and resourceful clinicians.

What makes for a good life as a rural obstetrician and gynaecologist¢ From a work perspective: great office managers and staff
to minimise the stresses associated with the irksome tasks of business and practice management, congenial specialist colleagues
who both supporf and continue to challenge our rural team to keep up with or ahead of our city colleagues. Should | mention the
near mutiny precipitating practice computerisation project? We all survived — just — and now wonder how we managed without.
Will the dinosaur-like public hospital recordkeeping system ever catch up? Of all the practice changes | have seen in the last

30 years, computerisation of records is one of the most significant patient safety measures | have witnessed. No more illegible
prescriptions or case notes. Rural practice provides opportunity fo maintain a broad general specialist clinical practice: the six-
year fraining commitment still feels like it was all worthwhile. Maintaining links with subspecialists in the city is an important sanity-

preserving strategy.

—_—

This is me, Ashton and our dog Henry with KCV, the plane that Ashton built.

52 |0&G Magazine




Women at work

pryrrr—

TThe professional downsides? For all the joys of seeing a family welcome a newborn child, the heartache of a stillborn baby always
weighs heavy. Living in smaller communities can magnify the personal-professional impact of such events. On-call rosters can
be wearing with small on-call teams. Skilled midwives and first on-call GP obstetricians and registrar teams help specialist teams
survive as regional centres grow in size and, consequently, clinical workload.

One aspect of medicine | have always found challenging is a capacity to ‘switch off’ from work. A couple of years into our

life in Bunbury | found an avenue — an unexpected spin off of Ashton’s lifelong interest in aviation. The local airfield is not far
from our Bunbury home (an advantage of rural life: nowhere around town is very far away) and many hours were soon spent
at the aeroclub. With Ashton’s encouragement, having finally recovered from the trauma of Fellowship examination and with

a mindset that | would never sit another examination of any sort, | decided to pursue a private pilot’s license. There is nothing
that concentrates the mind more on the task in hand than sitting in a heavier-than-air machine at 1000 feet above ground level
knowing that it is only going to stay up if you keep your wits about you and make the right moves af the right time. There is no
room for ruminations over work.

If you visit our Bunbury home you will see my grandmother’s hatstand as you enter our front door: it is covered with different hats
for all occasions: it reflects my working life — different hats for different roles and | enjoy wearing them all. | have been very lucky
to live in a great part of the world with wonderfully supportive colleagues. Would | recommend rural obstetric and gynaecology

practice in Australia as a career to which your daughter might aspire: absolutely! Looking forward to seeing you again.

Best wishes,

S

Diane Mohen
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Life at sea:
oractising medicine
In the navy

Dr Elizabeth Rushbrook, CSC
MBBS, MHA, FRACMA

Commodore

Royal Australian Navy
Director General

Navy Health

Director General
Health Capability

| am a Medical Officer in the Royal
Australian Navy. As a specialist medical
administrator, | currently work within the
Department of Defence in two roles: within
Joint Health Command as the Director
General Health Capability; and within

the navy as the Director General of Navy
Health Service.

A Queenslander, | started my military
career as a third-year medical student.
Looking for a way to support myself
through medical school in the early
years, | was attracted to the Defence
Undergraduate Medical Scheme and
joining the Navy seemed like the best
option for me at the time. | was sponsored
through four years of medical school,
graduating in 1994. | completed my
internship and RMO1 year within

Queensland Health before commencing
full-time military work in 1997. | had

no strong family ties to the military or to
medicine, so | had no preconceived ideas
as to where medicine or the military might
take me. It has been a wild ride.

My early military years were spent based
in the Sydney region, initially working
from the navy base that supported most
east-based ships, then some sea time

on a variety of ships. Since then, | have
worked from the Sydney establishment
that supports mine warfare and clearance
diving forces, within the military hospital af
Balmoral and from the Nowra Air Station.
Almost ten years ago, | was posted to the
Canberra area where | have worked in a
variety of medical administration roles,
both within the navy and within Joint
Health Command.

Being posted to sea as a medical officer
was always interesting. | don't think | have
ever joined a ship where | didn't already
know at least ten per cent of the crew. This
made joining a new ship easier: shortening
the integration time, quickly making it seem
like you had been part of the team for
months. On a major warship, | normally
worked closely with a small team of two
navy medics. Navy medics have substantial
paramedical and nursing training, and also
extended skills in primary healthcare. They
normally only have a medical officer join
their team when on extended deployment
on operations, or when the risk profile of
the ship’s activities is assessed as requiring
medical officer support.

| have so many stories and memories of

my time in the navy. Some are sedate,
but others are heart-stopping — from an
emergency presentation of a member

of the Armed Forces for the National
Liberation of East Timor (FALINTIL) who
was injured by a large, single cut across
the throat within a cantonment (in which
the FALINTIL were required to remain until
peace was restored) on the first day of
my short deployment to the UN Military
Hospital during the early phases of the
peace mission to East Timor in 1999,
through to a substantial allergic reaction
while at sea, many hours away from an
evacuation staging point and even more
hours away from an Australian tertiary
hospital. | recall many cuts, abrasions,
fractures, aches, pains, tumours, joys and
tears. The numerous stories are personal
and too long to do them justice here.

“To participate in
active and continuous
risk assessment and
management of
dynamic medical
circumstances
constantly challenges
and rewards me.’

| have never been shy to admit that |
don't recall ever having single-handedly
‘saved’ a person. Any ‘save’, no matter
how small or how big, has always been a
team effort. With a good team, focused
on the job at hand, the work has always
been rewarding. Indeed, the largest part
of my job hasn’t been the saving, but

has always been about preventing and
being prepared to save. The importance
of comprehensively assessing a member’s
fitness for duty and workplace restrictions
in the context of a seagoing environment
cannot be understated. It is this part

of my job that has proved the most
rewarding over the years. To participate
in active and continuous risk assessment
and management of dynamic medical
circumstances constantly challenges and
rewards me. It still makes my day when |
am pulled up by a member who reminds
me of some advice or assessment |
provided many years before that they credit
as a key milestone within their career.

It requires hard work and determined focus
to build and maintain a service/force that
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is always ‘prepared’ to do the extreme —to  health facilities and systems on ships; (muttering under my breath from time

take a self-contained health service into an  introducing new health capabilities such to time) a game of rugby — be it junior,

operational zone and provide high-quality,  as deep frozen blood products; and local or regional, Super Rugby or an

evidence-based care at a moment’s implementing new health service standards  international competition.

notice. This means you always need to be or governance frameworks. | most enjoy

taking stock of the level of staffing, their providing technical advice; teaching Finally, | couldn’t do any of my work

training, their availability, their medical and mentoring; or building collaborative without the support and love of my family.

fitness to deploy; the level of pharmacy frameworks and networks to focus on and My husband Andrew supports my dreams

and equipment stock — always serviced resolve key issues. All of this would not and work without question and constantly

and ready to go; the serviceability of the be possible without a supportive team of encourages and believes in me; and

facilities and their fixtures and fittings. leaders, peers and subordinates. | find the our beautiful boys, Jordan, William and

One deficiency can critically reduce the navy and defence teams are a pleasure to Thomas, whose antics keep us on our toes

capability. To this end, we audit, measure, work with. every day.

train and exercise in a constant cycle. You

always need to be at the top of your game.  However, medicine isn’t the only part of | consider myself privileged to have been
my life. | have an unhealthy obsession given the opportunity fo study medicine,

Since moving to medical administration, with rugby union and shopping, and join the military and specialise in medical

| find | am still able to make a real continuously torture my friends and family administration. Every day in the office is

difference at the coal face: by leading with my desire to master golf, skiing and different and challenging, but | wouldn’t

or participating in projects such as the guitar. | am currently the President of change it for the world.

developing and implementing recruitment Navy Rugby Union and when not decked

and retention strategies for the health out in the ‘Blue’, you can usually find

workforce; designing and operationalising me tucked away in the corner enjoying
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a

‘My patient has requested a permanent
sterilisation, but she has been reading about
ovarian cancer risks and rather than tubal clips
wants me to remove the fallopian tubes instead.

What should | do?2’

Dr Stephen Lyons
BSc PhD MBBS FRANZCOG

The thinking about the aetiology,
morphology and behaviour of
ovarian cancer has changed
dramatically over the last

few decades, such that the
condition is now considered to
be a heterogenous group of
diseases.'? Epithelial tumours
account for about 90 per cent of ovarian
cancers, with the remainder comprised of
germ cell and sex cord-stromal tumours.
There are five main types of epithelial
tumours: high-grade serous carcinoma
(HGSC), endometrioid carcinoma, clear
cell carcinoma, mucinous carcinoma, and
low-grade serous carcinoma with relative
frequencies of about 70 per cent, ten per
cent, ten per cent, three per cent and less
than three per cent, respectively.® The
BRCA1 and BRCA2 gene mutations were
identified in the mid-1990s and have been
associated with an increased risk of ovarian
cancer and breast cancer. Of particular
interest here, the BRCA mutations are
associated with HGSC, the commonest
sub-type of ovarian cancer, responsible
for about 70 per cent of ovarian cancer
deaths. In 2001, high-grade serous tubal
intraepithelial carcinoma (STIC) was first
identified in the fallopian tube fimbria,

but not the ovary, of some BRCA-positive
patients undergoing risk-reduction bilateral
salpingo-oophorectomy. It is now thought

that at least 60 per cent of BRCA-positive
HGSC is of tubal origin. Bilateral salpingo-
oophorectomy performed by the age of
40 years is thought to decrease the risk
of ovarian cancer by about 80 per cent
in high-risk women. Consistent with a
tubal origin for many HGSCs, bilateral
salpingectomy without oophorectomy

by the age of 40 years in BRCA-positive
women also appears to decrease the

risk of ovarian cancer, by about 60 per
cent.® Hence, the benefit of risk-reduction
bilateral salpingo-oophorectomy and
salpingectomy has been established

for women at high-risk for ovarian
cancer. What is the situation for BRCA-
negative women who are low-risk for the
development of ovarian cancer?

The vast majority of HGSC (85-90 per
cent) is sporadic; in other words, not
BRCA-related. However, high-grade STIC
has been identified in the fallopian tubes
of BRCA-negative women undergoing
salpingectomy performed for benign
conditions (usually at hysterectomy), as
well as at surgery for HGSC. Indeed,
STIC lesions have been identified in the
tubal fimbria of up to 60 per cent of a
population of women untested for BRCA
mutations who have HGSC, the same
proportion as for a high-risk population.¢
It is therefore likely that women at low-
risk for ovarian cancer may also benefit
from opportunistic risk-reduction bilateral
salpingectomy. Unfortunately, the available
information is generally from cohort and
case-control studies and no randomised
controlled trial (RCT) data are available.
While there is no suggestion that bilateral
salpingectomy should be performed

routinely in low-risk women to decrease
their risk of ovarian cancer, there is a
trend towards performing opportunistic
bilateral salpingectomy at surgery for
benign gynaecological conditions (for
example, hysterectomy) to decrease the
risk of ovarian cancer. Hence the question,
should bilateral salpingectomy be offered
to women of low risk for ovarian cancer
instead of tubal ligation?

Risk reduction for ovarian cancer
Tubal ligation is the commonest form

of permanent contraception worldwide
with high efficacy and low complication
rates. In addition, data from large cohort
studies also show that tubal ligation is
associated with a decrease in the risk of
ovarian cancer by about 25 per cent.”?®
Interestingly, hysterectomy performed in
isolation (in other words, without bilateral
salpingo-oophorectomy or bilateral
salpingectomy) also decreases the risk of
ovarian cancer, by about 20 per cent.”
The decreased incidence of ovarian
cancer associated with both tubal ligation
and hysterectomy is more pronounced
for non-serous tumours, especially the
endometrioid and clear cell sub-types, than
for HGSC.® It has been postulated that the
inverse effect on non-serous tumours by
tubal ligation and hysterectomy may be
via a common mechanism; for example,
prevention of retrograde menstruation or
reduction of ovarian function owing to
compromised blood supply.”

Recent population-based studies from
Sweden and Denmark have confirmed

the inverse effect of tubal ligation and
hysterectomy on the risk of epithelial
ovarian cancer and also showed, for the
first time, that salpingectomy decreases

the risk of epithelial ovarian cancer in the
general population. Bilateral salpingectomy
decreased the risk of ovarian cancer by
35-42 per cent, whereas the effect of tubal
ligation was more modest (a 13-28 per
cent reduction).?'® Furthermore, a Markov
Monte Carlo simulation study predicted
that salpingectomy would decrease the risk
of ovarian cancer by 38 per cent and 29
per cent when compared to hysterectomy
and tubal ligation, respectively.!” These
data showing superior reduction in ovarian
cancer associated with salpingectomy would
appear to support the theory that HGSC
arises from STIC lesions in the fimbria, with
tubal ligation and hysterectomy having

a lesser effects on this aetiology. Indeed,
salpingectomy may also be expected to
decrease the risk of endometrioid and clear
cell ovarian carcinomas, similar to tubal
ligation and hysterectomy.”
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Advantages and disadvantages
Advantages

As discussed above, salpingectomy
appears to be associated with a reduced
risk of ovarian cancer for both high-risk
and low-risk populations. This effect is
significantly greater than that achieved with
tubal ligation.

Compared to tubal ligation, salpingectomy
is associated with a lower incidence
hydrosalpinx, and eliminates the need for
re-operation for this indication (estimated to
be about eight per cent up to 30 years post-
hysterectomy).'?

Compared to tubal ligation, salpingectomy
has a lower failure rate and probability of
subsequent ectopic pregnancy. Indeed,
salpingectomy has the lowest rates of all
sterilisation methods for contraception
failure rate and ectopic pregnancy.?

Disadvantages

It is now well established that women at
low-risk of ovarian cancer should generally
retain their ovaries until at least the age

of 65 years, in order to decrease mortality
and morbidity related to coronary heart
disease, osteoporosis-related fracture and

cognitive dysfunction and dementia (see
RANZCOG Statement C-Gyn 25: Managing
the adnexae at the time of hysterectomy

for benign gynaecological disease).
Therefore, there is some concern that
opportunistic salpingectomy may damage
ovarian collateral circulation, resulting in
premature ovarian failure. Several studies
comparing laparoscopic hysterectomy to
laparoscopic hysterectomy plus bilateral
salpingectomy showed the addition of
salpingectomy has no short-term effect (up
to three months) on ovarian function and
reserve as determined by anti-Mullerian
hormone, follicle-stimulating hormone

and oestrodiol levels, antral follicle count,
mean ovarian diameter and peak systolic
velocity."*1* Although longer term follow

up is necessary, these early data suggest
that bilateral salpingectomy has no adverse
effect on ovarian function. Furthermore, it
could be postulated that early ovarian failure
related to salpingectomy would only result
from inadvertent damage to the ovarian
circulation owing to poor surgical technique.?

Most gynaecologists are able to perform
bilateral salpingectomy at caesarean
section and at laparoscopy, although the
procedure is more complex than for tubal

RANZCOG
Online Research
- Project Modules

Women’s heol’rh‘

ligation. The addition of salpingectomy at
laparoscopic hysterectomy does not appear
to significantly affect operative time, post-
operative stay, time fo return to normal
activity or post-operative haemoglobin.'*
There are, however, no prospective study
data available comparing the perioperative
complications associated with bilateral
salpingectomy and tubal ligation. Given the
data from studies comparing hysterectomy
to hysterectomy plus salpingectomy, it is
unlikely that there would be a significant
difference in complication rates between
salpingectomy and tubal ligation performed
at caesarean section. At laparoscopy,
however, there is at least one point of
difference between the techniques as
performed at open surgery. In particular,
laparoscopic tubal ligation is usually
performed through two port sites (one at the
umbilicus for the laparoscope and another
suprapubically for the clip applicator).
Laparoscopic salpingectomy, on the other
hand, would generally require the addition
of at least one additional lateral port (to
allow for a grasper and a laparoscopic
energy source) and perhaps a surgical
assistant (depending on the surgeon’s

level of skill). Prospective comparative
studies of laparoscopic tubal ligation and
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salpingectomy perioperative outcomes
(operating time, postoperative pain, time to
discharge, complications and so forth) are
necessary fo delineate risk-benefit profiles
for these procedures.

Compared to tubal ligation, salpingectomy
eliminates the chance of future tubal
re-anastomosis and necessitates in vitro
fertilisation if there is a change of mind
regarding future childbearing.

What should | do?

The choice between salpingectomy and
tubal ligation is not clear, as evidenced by
recent professional body statements. For
example, the Working Group Gynecological
Oncology (AGO, Germany) states:

‘there is insufficient evidence to currently
recommend opportunistic salpingectomy at
all hysterectomies and other gynaecological
procedures’.'> The American Congress

of Obstetricians and Gynecologists
acknowledges the likely benefit of
salpingectomy on reducing the incidence
of ovarian cancer, but notes: ‘the approach
to hysterectomy or sterilization should not
be influenced by the theoretical benefit of
salpingectomy; that is, for example, a total
laparoscopic hysterectomy should not be
performed instead of a vaginal hysterectomy
for the sole purpose of performing
concomitant salpingectomy’.’® The Society
of Gynecologic Oncology (USA) concluded
that important ovarian cancer prevention
strategies may include tubal ligation as

well as opportunistic salpingectomy after
childbearing is complete at the time of
elective pelvic surgeries; for example, at the
time of hysterectomy or as an alternative to
tubal ligation.'” RANZCOG recommends:
‘consideration should be given to
performing bilateral salpingectomy instead
of tubal occlusive procedures for female
sterilisation” (see RANZCOG Statement

Download it on
an iPad today

h nobile ap

7Y CLIMATE
W, e-learning.

C-Gyn 22: Female Sterilisation by Filshie
Clip Tubal Occlusion).

It is quite likely that bilateral salpingectomy,
instead of tubal ligation, will be found to
be in the best interests of the patient. For
now, given the uncertainty about the risk-
benefit profile of salpingectomy over tubal
clips for permanent sterilisation, the choice
should be made on a case-by-case basis.
Most importantly, the patient should be
included in the decision-making process.
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Journal Club

Had time to read the latest journals? Catch up on some recent O and G research by
reading these mini-reviews by Dr Brett Daniels.

HRT and cognition

One of the desired benefits of postmenopausal hormone replacement therapy (HRT) is that of improved cognitive function. Like
many aspects of HRT research, results have been mixed. The authors of this study describe a ‘critical window” hypothesis in
which previous studies suggest HRT given to recently menopausal women improves cognitive function, while HRT commenced
after 65 years of age has an adverse effect on cognitive function. The Kronos Early Estrogen Prevention Study—Cognitive and
Affective Study (KEEPS-Cog), an ancillary study of the Kronos Early Estrogen Prevention Study (KEEPS), is a randomised trial
designed to investigate the cognitive and mood effects of up to four years of HRT in recently post-menopausal women. Over 700 women were randomly
allocated to receive oral congugated equine oestrogens (CEE), transdermal estradiol or placebo for up to four years. Women were assessed on both mood
and cognitive measures both at the beginning and end of the study.

The results of this randomised study did not show an improvement in cognitive function in women receiving HRT in the early menopause, compared

to placebo. For mood outcomes, administration of low-dose oral CEE for up to four years was associated with statistically significant improvements in
symptoms of anxiety and depression, mood symptoms commonly seen in recently postmenopausal women. Administration of transdermal estradiol did not
benefit mood. Women considering HRT for menopausal symptoms may find the results of this study useful when comparing the risks and benefits in their
particular case.

1 Gleason CE, Dowling NM, Wharton W, Manson JE, Miller VM, Atwood CS, et al. Effects of Hormone Therapy on Cognition and Mood in Recently
Postmenopausal Women: Findings from the Randomized, Controlled KEEPS—Cognitive and Affective Study. PLoS Med, 2015, 12(6): e1001833.
doi:10.1371/journal.pmed.1001833.

Medical treatment of ectopic pregnancy

Ecfopic pregnancy complicates one to two per cent of pregnancies. It is a potentially severe complication of early pregnancy and can lead to tubal rupture,
haemorrhage and death if untreated. Fortunately, in well-resourced medical seftings, ectopic pregnancy is often diagnosed early, owing to improvements in
ultrasound and biochemical testing. Once diagnosed, treatment of ectopic pregnancy may be expectant, medical or surgical, with the choice of modality
depending on clinical situation, local protocols and patient and clinician preference.

Methotrexate, which inhibits the metabolism of folic acid, is the most commonly used drug for the medical treatment of ectopic pregnancy. Methotrexate
may be given in multiple and single-dose protocols but is not invariably successful, with 10-25 per cent of women receiving methotrexate for the
treatment of ectopic pregnancy eventually requiring surgical treatment. A recent paper by Capmas and Fernandez reviews the current evidence of using
a combination of gefitinib and methotrexate to treat ectopic pregnancy, with the aim of improving the effectiveness of the treatment.! Gefitinib is an
epidermal growth factor receptor (EGFR) inhibitor that is used in the treatment of non-small cell lung cancer and in breast cancer. It can be taken orally,
and placental tissues have been found to have the highest expression of EGFR of human non-malignant tissues, making it well suited to the treatment of
ectopic pregnancy.

In one small study, 12 women received both a single dose of methotrexate and gefitinib over a one week treatment protocol. Ten out of 12 women's (83
per cent) ectopic pregnancies resolved with the combination of methotrexate and gefitinib and one out of ten needed a rescue methotrexate injection.?
Compared fo historical control patients treated with methotrexate alone, the median time to recovery was 11 days shorter in the combination treatment.
A second study reported a case series of eight non-tubal ectopic pregnancies (five interstitial, three in caesarean scar) with all cases resolving without the
need for surgery.® The authors of the review arficle conclude that, while more study is needed, there may be place in the future for the addition to gefitinib
to methotrexate in the treatment of ecfopic pregnancy.

1 Capmas, P & Fernandez, F. Effectiveness of gefitinib in combination with methotrexate in the treatment of ectopic pregnancy. Int J Wom Health.
2015:7 673-676.

2 Skubisz MM, Horne AW, Johns TG, Nilsson UW, Duncan WC, Wallace EM, et al. Combination gefitinib and methotrexate compared with
methotrexate alone fo treat ectopic pregnancy. Obstetrics & Gynecology 2013;122(4):745-751.

3 Horne AW, Skubisz MM, Tong S, Duncan WC, Neil P Wallace EM, et al. Combination gefitinib and methotrexate treatment for non-tubal ectopic
pregnancies: a case series. Hum Reprod. 2014,;29(7): 1375-1379.
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Reversal of hysteroscopic sterilisation

Selective serotonin reuptake inhibitors (SSRIs) are common anti-depressant medications used by many women in pregnancy. These two studies continue
the examination of the evidence of a link between SSRI use in pregnancy and congenital abnormalities. Reefhuis et al report US data on 17 000
pregnancies with birth defects and 9000 pregnancies without birth defects, examining the effect of exposure to citalopram, escitalopram, fluoxetine,
paroxetine or sertraline in the month before pregnancy or in the first trimester. High odds ratios excluding zero were observed for five birth defects with
paroxetine (anencephaly 3.2, 95 per cent Cl 1.6 to 6.2; atrial septal defects 1.8, 1.1 to 3.0; right ventricular oufflow tract obstruction defects 2.4, 1.4 to
3.9; gastroschisis 2.5, 1.2 to 4.8; and omphalocele 3.5, 1.3 to 8.0) and for two defects with fluoxetine (right ventricular outflow tract obstruction defects
2.0, 1.4 10 3.1 and craniosynostosis 1.9, 1.1 to 3.0).! Wemakor et al report European data on over 40 000 pregnancies with infants with congenital
abnormalities. SSRI exposure in first trimester pregnancy was associated with congenital heart defects overall (OR adjusted for registry 1.41, 95 per cent
Cl 1.07-1.86, fluoxetine adjusted OR 1.43 95 per cent Cl 0.85-2.40, paroxetine adjusted OR 1.53, 95 per cent Cl 0.91-2.58) and with severe CHD

1.61-5.61) and clubfoot (adjusted OR 2.41, 95 per cent Cl 1.59-3.65).2

reports. BMJ. 2015 Jul 8; 351:h3190. doi: 10.1136/bm|.h3190.

(adjusted OR 1.56, 95 per cent Cl 1.02-2.39), particularly Tetralogy of Fallot (adjusted OR 3.16, 95 per cent Cl 1.52-6.58) and Ebstein’s anomaly
(adjusted OR 8.23, 95 per cent Cl 2.92-23.16). Significant associations with SSRI exposure were also found for ano-rectal atresia/stenosis (adjusted
OR 2.46, 95 per cent Cl 1.06-5.68), gastroschisis (adjusted OR 2.42, 95 per cent Cl 1.10-5.29), renal dysplasia (adjusted OR 3.01, 95 per cent Cl

Both these studies showed paroxetine and fluoxetine were associated with an increased risk of congenital heart defects, while gastroschisis was also
increased with SSRI use in pregnancy in both studies. As always, the risk of untreated depression during pregnancy must be weighed for each woman
before a decision is made regarding the continuation or cessation of SSRIs in pregnancy. Furthermore, as Wemakor et al state, the individual increased
risk of congenital anomaly with SSRIs with these results is in the order of 0.5 per cent per pregnancy. These papers do, however, suggest an increased
association with some defects with paroxetine and fluoxetine compared to other SSRIs.

1 Reefhuis J, Devine O, Friedman JM, et al. Specific SSRIs and birth defects: bayesian analysis to interpret new data in the context of previous

2 Wemakor A, Casson K, Garne E, et al. Selective serotonin reuptake inhibitor antidepressant use in first trimester pregnancy and risk of specific
congenital anomalies: a European register-based study. Eur J Epidemiol, 2015, doi:10.1007/s10654-015-0065-y.

| etter to the editor

Aldo Vacca remembered

In the world of vacuum exiraction, three names are pre-eminent:
Malstrom, Bird and Vacca. | had the privilege of meeting and
working with Dr Aldo Vacca in 1978, at St Mary’s Hospital
Portsmouth, England, and participated in his seminal trial
comparing the ventouse to forceps.

His constant accompaniments were his Pentax camera and the

little paper diamonds that designated the anterior and posterior
fontanelles aftached to the heads of babies born by ventouse
extraction. As a result of Aldo’s tutelage, | became a devotee of

this method of delivery and successfully introduced it to my public
hospital in Western Sydney, where it remains the mainstay of assisted
delivery to this day.

Our close friendship continued following our return to Australia and
for many years | looked forward to his annual trainee workshops

Notice of Deceased Fellows

The College was saddened to learn of the death of the following
Fellow and Honorary Fellow:

Dr Roderick Donald Macdonald, NSW, on 16 May 2015
Dr David Maxwell O’Neil, New Zealand, on 2 August 2015

at our hospital. Aldo’s abiding passion was the safe and effective
means of fetal delivery with minimal maternal trauma. To Aldo the
message was of paramount importance and, to avoid any conflict of
interest, he forsook any monetary recompense for the design of his
Omni Cup, such were the ethics of the man.

I add my voice to the growing chorus of supporters asking the
College to honour his contribution in a more substantial way as this
‘prophet’ has not been recognised sufficiently in his own land.

A/Prof Criton Kasby
MBBS(Hons), MRCOG, DDU
University of Western Sydney

Correction
The article ‘Viral gastroenteritis and Hepatitis A in pregnancy’
by Robson and Daveson (0e*G Magazine Vol 17 No 2 Winter
2015) states the Hepatitis A vaccine contains a live attenuated
virus, so should not be given in pregnancy. This is incorrect:

Hepatitis A vaccine is a killed vaccine.
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Partners in learning

Dr Alec Ekeroma
FRANZCOG

Former President
PSRH

Kathy Gapirongo
BMid

President
PSRH

- " =

Atfendees and organisers of the 11th PSRH conference, held in Suva, Fiji.

More than 400 reproductive health workers from all over the Pacific
Islands attended the 11th Pacific Society for Reproductive Health
(PSRH) conference held in Suva, Fiji, 7-10 July 2015 — the biggest so
far. There were so many highlights, its best to start at the beginning:

e All participants attended a memorable welcome by His
Excellency the President of Fiji, Sir Ratu Epeli Nailatikau, a most
charismatic and down-to-earth President, who represents the
best of everything Fijian.

¢ Alarge number of volunteers and organisations, including
RANZCOG, assisted the local organising committee. The Fiji
National University’s Masters in Obstetrics and Gynaecology
students had a crash course in how to organise a large
conference.

e There were nine pre-conference workshops, running from one
to three days. PSRH has realised the importance and potential
effectiveness of workshops in imparting knowledge and skills.
Using the pre-conference time for hands-on training is seen as a
cost-effective use of trainers’ and participants’ time.

¢ The launch of two major initiatives in the Pacific Emergency
Maternal and Neonatal Training (PEMNeT) Manual and
the Pacific Journal of Reproductive Health has signalled
the increasing capacity of clinicians, the capability of the
organisation and the generosity of a large number of funders,
including the United Nations Population Fund, Fiji National
University and the Send Hope and Not Flowers charity.

e The Scientific program devised by Profs Rajat Gyaneshwar,
Caroline Homer and Peter Stone, had a good mixture of
plenaries and concurrent sessions — the latfter sessions

The Pacific Society for Reproductive Health’s 11th conference took investing in
partnerships to improve outcomes in the Pacific as its theme.

were grouped by professional interest and discipline, which
addressed the different learning needs of the large number
of participants.

*  Alarge increase in the number of Pacific presenters enabled
the conference to offer an excellent platform for new clinical
research by postgraduate students.

*  The Practice Improvement Marketplace, which started at PSRH
2013, was a major hit with participants. It was a chance for
midwives to showcase their home-grown projects and programs
and share these with their peers from other islands in the region.

e The cultural night saw 15 countries vying for the Cultural
Performance Award. The largest contingent of conference
participants from outside Fiji, the Solomon Islands team, took the
coveted Cultural Performance Award 2015.

*  The election of the new Board was based on the constitutional
changes approved at the previous Biennial General Meeting. A
keen contest for the Presidency of the organisation was witnessed
for the first ime and a new President, midwife Kathy Gapirongo,
was elected.

In a conference studded with highlights and memorable moments,
the happy faces against the backdrop of colleagues learning and
sharing shall stay in the memory forever. We are especially grateful
for the unique supportive relationship shared between PSRH and
RANZCOG. The commitment and foresight of the RANZCOG
Board and Council in making and sustaining its long-term
investment in PSRH has enabled it to grow and flourish. This special
partnership truly embodies the conference theme. Thank you all.
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Taking local lessons from

global experts

With the RANZCOG Regional Committee Pacific obstetrics and gynaecology trainee scholarship program,
the College was pleased to bring six early-career trainees and specialists to the RCOG World Congress
2015, a joint RCOG/RANZCOG Event held in Brisbane, 12-15 April 2015.

RANZCOG awarded scholarships to three obstetrics and
gynaecology trainees from Papua New Guinea, two junior
specialists from Fiji and the solo obstetrician gynaecologist from
Kiribati, who is also the Head of obstetrics and gynaecology

at Tungaru Central Hospital, Tarawa, Kiribati. As part of the
RANZCOG Regional Committee Pacific Scholarship program, two
of these scholarships were provided by the Queensland Regional
Committee and one scholarship was provided by the New South
Wales Regional Committee. Feedback from all the visitors about
the experience of attending this major international educational
event in obstetrics and gynaecology was overwhelmingly positive.

Dr Robert Jones, registrar at the University of Papua New Guinea
School of Medical and Health Sciences, has chosen a career
providing reproductive healthcare in a country where attitudes and
actions to improve the status of women still have a long way to go.
He shares his insights and perspective of the Congress sessions
relating to global health.

Dr Robert Jones writes

| was thrilled to see Brisbane for the first time and overwhelmed
by the enormity of the Congress program itself and the number

of professionals who were attending. | felt somewhat out of place
among many of those who are well-renowned experts in the field
of obstetrics and gynaecology. People who | had only ever met
through reading a sentinel or journal article that changed practice
in obstetrics and gynaecology or who were experts in fields that
seemed almost a million miles away from anything we would ever
do in Papua New Guinea.

Of most value to me was the knowledge gleaned from the sessions
grouped under global health, as | found this the most applicable
to my setting and the most palatable, if gaps in knowledge could
be likened to essential foods that | were somehow missing from my
diet. The global health sessions looked at how we could improve
maternal health in low-resource or resource-limited settings. In

my daily work, | find myself dealing with a maternal mortality rate
that does not seem to be improving and a government that seems
oblivious to the need to increase funding for healthcare in the
country. Family planning interventions and the training of doctors
and midwives seemingly make only a very small ripple in the pool
of preventable deaths and a rapidly growing population.

What | realised through the lectures is that empowerment of
women is the single most important factor that needs to be
improved for our country. | still live in a society where a woman
refers to her husband as her master and not her partner or even

her co-worker as the bible puts it, no matter how Christian my
country may claim to be. Our female literacy rates are less than
50 per cent and are unlikely to improve drastically in the next ten
years. Countries such as Sri Lanka that have limited resources
and are not as well off as Papua New Guinea presented rates of
supervised delivery and maternal mortality rates that | could hardly
believe and | left the audience thinking the presenter was guilty of
promoting his government propaganda. To my surprise, he was
telling the truth and, as | found out, Sri Lanka had achieved these
promising results by empowering women. The literacy rates in Sri
Lanka are some of the highest in Asia.

Reflecting on Papua New Guinea, | feel we have a long way to go
in understanding that the most cost-effective measures of reducing
maternal mortality, such as family planning and supervised
delivery, are ineffective without good roads; cheap transport; free,
quality education for all; and a crucial change of attitude towards
more love and respect for our women. | saw a woman recently
who wanted a tubal ligation at the time of her forthcoming delivery
as she was scared of the dysfunctional labours she had had in

her previous pregnancies, but when she discussed the matter with
her husband he accused her of using tubal ligation as a means

to secretly commit adultery and not fall pregnant later on. She
continues to face an uncertain future with the ever-present risk of
dying from an unintended pregnancy. Her current pregnancy was
unintended, but such pregnancies are usually accepted.

| am currently conducting a research project that explores how
much the country would gain (in terms of demographics, health,
economics and so forth) if it addressed the unmet family planning
needs either quickly or slowly as opposed to no change at all

in the unmet need for family planning. Dr Elisa Kennedy has
conducted such a study for Vanuatu and the Solomon Islands and
| am keen to do something similar for my country.

In summary, there was much that | took away from the conference,
but I've focused here on my views on the global health sessions. |
am sure | can confidently speak on behalf of my Pacific colleagues
in saying we all truly appreciated the experience and were
privileged to be a part of this unforgettable Congress.
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Queen’s Birthday Honours Awards

The College congratulates the following Fellows, Diplomates and the Indigenous community through advocacy roles, and to
Friends of the College Collection on their awards: medicine as a general practitioner.
Member (MNZM) of the New Zealand Order of Merit Medal (OAM) in the General Division

e Dr Brian John Norcock, of Naracoorte, South Australia
(DRANZCOG). For service to rural medicine, and to the
community of Naracoorte.

e Dr David Howe, of Orange, NSW (DRANZCOG). For service
to children’s health, and to the community of Orange.

e  Dr Norman Edgar Maclean of Invercargill, New Zealand
(FRANZCOG). For services to obstetrics and gynaecology.

Member of the Order of Australia (AM)
e Dr Barry Eastwood Christophers, of Malvern East, Victoria (a
Friend of the College Collection). For significant service to

fe=) Online Lecture Series
An extensive suite of online lectures from
b RANZCOG Fellows addressing key areas of

gﬂ?ﬁgbm‘:emse romihelRRANZCHC Clinical Educator Training Program
: 8 interactive units addressing key aspects of
clinical education for Training Supervisors and
- . Senior Registrars. Each unit provides clear
Online Research Project learning outcomes, a dynamic online lesson,

Seven interactive modules to guide ;
Membership Trainees through the links to key papers and a short MCQ test.

Certificate of Women’s Health / Diploma Modules requirements of their Research
13 interactive online modules to support candidates Project, from developing a
for the Certificate of Women’s Health, DRANZCOG Hypothesis, to Data Collection and
and DRANZCOG Advanced. Analysis, the Literature Review and
the completion of a Research CLIMATE Core Modules
Paper. Seventeen core modules that map key
texts, resources and learning activities
to the FRANZCOG Curriculum.

73 CLIMATE
W, e-learning.

climate.edu.au
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A gathering of Friends

Ros Winspear
College Archivist

On Thursday, 23 April, the Honorary Curator, Prof Caroline de Costa, hosted
a Morning Tea for the Friends of the College Collection. The event was held at
College House, Melbourne.

Prof Caroline de Costa with the print The Dawn of Abdominal Surgery by Cornwell.

Approximately 40 guests attended the function in the Frank
Forster Library. The President, Professor Michael Permezel, was in
attendance and welcomed the Friends to the College. He thanked
them for their fremendous support over the years. Prof de Costa
then gave a fascinating talk about one of the historic prints in

the Collection and its significance in the history of medicine. The
Dawn of Abdominal Surgery by Dean Cornwell depicts Dr Ephraim
McDowell performing the first successful ovariotomy, in Danville,
Kentucky in 1809. The patient, Jane Todd Crawford, lived on until
the age of 73. The print is one of a series entitled Pioneers of
American Medicine, and was the gift of Dr Frank Forster.

Later in the morning, guests were given short tours and had the
opportunity to view some of the interesting items in the collection,

including the rare books. The Friends and their guests viewed the
displays while the historical staff explained some of the details.
The staff were assisted by former Honorary Curator Dr Geoffrey
Bishop, who demonstrated the use of one of the pairs of forceps
on display in the special cases.

The secret instrument display provides a historical account of the
story of the Chamberlen forceps that were hidden away in an attic
for over 100 years until their discovery in 1813. The forerunner of
modern obstetric forceps was devised by William Chamberlen and
his sons in England in the 17th century.

The Chamberlen family were Huguenots who had fled to England
to escape persecution. The forceps were kept secret for over
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Top: lllustration from Obstetric Tables by George Spratt, 2nd ed. 1837.
Bottom: Example of the flap technique used in Spratt’s Obstetric Tables.

a century and only used by members of the family. They later
became known as ‘The Secret Instrument’. William’s sons, Peter
the Elder and Peter the Younger, became members of the Barber
Surgeons Company and were both court physicians at various
times. Peter the Elder was imprisoned in 1612 for not attending
compulsory lectures, but was released following intercession by his
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Top: Dr Sam Howes viewing The anatomy of the human gravid uterus, by
William Hunter, 1774. Bottom: Detail of illustration from Hunter’s Anatomy
of the human gravid uterus.

royal patron, Queen Anne, wife of James |. He then remained the
court physician, attending Queen Henrietta, wife of Charles |.

Dr Peter, son of Peter the Younger, was admitted to the College of
Physicians and followed his father and uncle as court physician.
He aftempted to organise the midwives of London into a guild




Dr Geoffrey Bishop demonstrating the use of one of the obstetric forceps
in the Museum.

Dr John Green with the photograph of his father Dr John Green taken by
Dr Julian Smith, 1947.

and was to be paid a fee for each delivery. Following complaints,
he was dismissed by the College and retired to Woodham
Mortimer Hall in Essex. It was there, in 1813, that the forceps
were discovered after being hidden under floorboards in an

attic for 150 years. The instruments were presented to Mr H H
Carwardine, a friend of the discoverer, who passed them on to the
Royal Society of Medicine and, ultimately, to the Royal College

of Obstetricians and Gynaecologists (RCOG). The RCOG
commissioned a limited number of facsimiles of the original
forceps to be made, one of which is on display. The facsimile was
given to the College Collection by Dr Lawrie Brunello, a former
President of the College.

The College.

Dr Barry Butler and Dr Eric Miller.

Dr Sam Howes and Prue Forster.

The contraception through the ages display was available to view.
It provides a history of contraception from early times and includes
examples of most contraceptives. The items were donated by Drs
Frank Forster, Tom Roberts and others.

Friends and their guests were also able to see the Auzoux papier-
mache models of a fetus. The models represent the development
of a fetus over the nine months of pregnancy and were made by
Dr Louis Auzoux (1797-1880), a French physician. As a medical
student studying anatomy in the early 19th century, Auzoux found
that the human cadavers he was dissecting deteriorated rapidly
and wax models were not readily available. He developed a
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Helen Coutts-Green, Dr John Green and A/Prof John Leeton.

Dr John Green, Dr Geoffrey Bishop and Dr Di Tibbits with painting The
Midwife by Brian Dunlop.

special method of papier-méché modelling and opened a factory
in 1827 to manufacture human, veterinary and botanical models.
The Auzoux models on view were a gift from Dr Nic Jools.

A Japanese general surgery kit in a timber box was on view for the
event. It was originally used by a Japanese soldier in New Guinea
during World War II. Dr Ted Spring, a GP obstetrician serving in
New Guinea during the war, managed to rescue the kit and bring
it back to Australia. It was given to the College Collection by his
son, Dr Mark Spring.

The portable trichloroethylene anaesthesia apparatus, in a travel
case, was used during homebirths in the 1940s. The case lid
bears the manufacturer’s stamp CIG [Comweld], a company that
operated in Australia from 1935. It was used by Dr Ted Spring and
donated by his son, Dr Mark Spring.

The Friends of the College Collection

Back: Michael Bishop and Eric Westrup. Front: Hon Rod Kemp, Dr John
Green, Daniele Kemp and Mary Wilson.

Daniele Kemp, Hon Rod Kemp and Mary Wilson with photograph of Dr
Arthur Wilson in WWI uniform.

During the morning, some Friends arrived with gifts for the

Collection and these were gratefully received by the Honorary

Curator. The following items were donated:

*  From Dr John Green, memorabilia and papers relating to his
father the late Dr John Green.

*  From Hon Rod Kemp, a photograph of his grandfather Dr
Arthur Wilson in his World War | uniform.

e From Dr Di Tibbits, The Midwife, a watercolour by Brian
Dunlop depicting a midwife in uniform of the late 1%th
century.

We thank the Friends for these especially valued additions to the
College Collection.

The Friends of the College Collection (FOCC) are dedicated to maintaining the history of the specialty and women'’s health. The Friends
of the College Collection was established in 1989, by Dr Frank Forster, to raise funds to support the ongoing costs of developing,
maintaining and conserving the Collection. Membership of the ‘Friends’ by donation is open to College members as well as those in the
wider community with an interest in history of medicine, women’s health or the specialty of obstetrics and gynaecology. We are grateful to
the Friends for their generosity in continuing to support our Historical Collections.
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Obituaries

Helen Anderson
(1952 - 2014)

Helen was born in Brisbane on 12 September 1952, but her
family moved to Melbourne and she went to primary school in
Camberwell followed by secondary schooling at Camberwell Girls
Grammar School.

Her undergraduate education was at Melbourne University, where
she was a vivacious and popular student and where she met her
future husband, Steve McLaughlan. She graduated in 1976. She
did her early years of work at the Austin Hospital and commenced
her specialist training at the then Mercy Maternity Hospital in 1980.
As was then the custom, she went to the UK and worked for several
years as a registrar in Stoke on Trent. She received her FRACOG

in 1989. In 1997, she became a Fellow of the Royal College of
Obstetricians and Gynaecologists.

Helen was appointed as a consultant at the Mercy on 1989 and, at
the same time, commenced private practice in East Melbourne.

In her time at the Mercy, Helen had a number of roles including
gynaecologist at the Austin Hospital, director of the menopause
clinic and honorary senior lecturer in the University of Melbourne
Department of Obstetrics and Gynaecology. Ultiimately, Helen
became Head of one of the units of obstetrics and gynaecology —
initially the Andersen Unit and then renamed the Yarra Unit when
the hospital relocated to Heidelberg.

Helen was a much-loved consultant at the Mercy, known for her
cheerfulness, her positive outlook, her hard work, her friendliness
and compassion as well as for her clinical skill. She was a mentor
and role model for students and Trainees, particularly female
Trainees, who could see that it was possible to have a busy and
highly successful career and still have time for a family and a life
away from work.

Helen had a very successful private practice and was much loved
by her patients, many of whom were devastated at her sudden
retirement.

Helen had many interests outside her professional life, including
bridge, golf and gardening and loved to spend time at the beach at
Anglesea or Noosa, cultivating a suntan.

Helen passed away on 8 December 2014. She was immensely
proud of her three children — Will, Emma and Lucy. She is survived
by her husband Steve and her children. She is greatly missed.

Bernadette White
FRANZCOG

Laurie Thomas Williams
(1946 - 2015)

Laurie Thomas Williams was born in Geelong, the son of a train
driver. The family moved to Footscray where Laurie aftended
Tottenham Primary School and obtained a scholarship, gaining entry
to Essendon Grammar School in year 7, which began a life-long
association with the school. Laurie obtained his medical degree
from Monash University in 1971 and subsequently undertook

his training in obstetrics and gynaecology at the Royal Women's
Hospital. In 1977 he obtained his MRCOG and was awarded the
gold medal. Following this Laurie went overseas, as was the practice
at the time, to obtain further training and worked at Heatherwood
Hospital in Ascot before returning home and establishing a practice
in the Western suburbs. He was elevated to Fellowship in 1989.

Laurie was always conscious of his humble beginnings and chose

to work in the more disadvantaged areas of Melbourne. He was a
consultant at Western General, Essendon and District Memorial and
Sunshine Hospitals until late in his career. Despite his busy clinical
commitment, he found time to be on the Board of Management of
Penleigh and Essendon Grammar School and was the Chairman for
12 years; during this time he undertook new developments at the
school and was instrumental in purchasing a large parcel of land
that is now home to the sports pavilion.

Psoriatic arthritis that affected his hands forced him into retirement
from clinical practice in 2003. His wealth of medical experience

and his personable, softly spoken manner were, however, usefully
employed in the area of hospital management, which he embraced
after obtaining an MBA. He managed a day procedure centre,
medical consulting rooms in Wyndham and was planning to establish
a private hospital in the Western suburbs. His untimely death resulted
from aortic stenosis complicated by pulmonary oedema.

Laurie was a valued colleague and friend to many of us and will be
sorely missed. He is survived by his wife Denise, his four children
and three stepchildren.

Graeme Dennerstein
FRANZCOG

Raphael Kuhn
FRANZCOG

Sam Sfameni
FRANZCOG

Michael Gronow
FRANZCOG
Vic
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