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Welcome to the first edition of PVOGS 
Magazine. This, the Summer 2018 Edition 
(Vol1, No1), comes at an exciting time in the 
evolution of PVOGS. Although PVOGS started 
out in 2015 as a predominantly student-based 
society, many of the original membership base 
have since moved on to become junior 
doctors practising in prevocational obstetrics 
and gynaecology positions. In this sense 
PVOGS is now uniquely positioned to fulfil its 
original goal of bridging the divide between 
medical students and the O&G registrar 
training pathway. 

Some time ago RANZCOG noticed a deficit in 
engagement among the pre-vocational space 
(medical students and junior doctors). With 
existing systemic factors putting further 
pressure on the divide between medical 
student and trainee, they sought to ease this 
transition. RANZCOG held a steering 
committee meeting during the Australian 
Medical Student Association (AMSA) 
Convention of 2015, and a representative from 
each medical school was invited to discuss 
the idea of a national prevocational O&G 
society. A subsequent meeting was held at the 

University of NSW where the first executive 
team was voted in and PVOGS was born. 

Now in its third year of operation PVOGS has 
recently brought on a new executive team, 
formalised its affiliation with RANZCOG 
through a joint PVOGS/RANZCOG pre-
vocational membership, and through 
strengthening ties with state and local groups 
is now poised better than ever to serve its 
membership base. In 2018 and into the future 
PVOGS will strive to maintain its reputation as 
a ‘member-focused’ medical society for 
students and junior doctors.  

2018 is an exciting year for PVOGS - we will 
be running our first two-day ‘PVOGS 
Obstetrics and Gynaecology Conference’ on 
the Gold Coast in May, a pre-meeting 
workshop at the RANZCOG ASM in Adelaide 
and later this year we will be launching a 
podcast series. This is on top of a raft of other 
initiatives launched by PVOGS ANZ and our 
state affiliates. 

One such initiative is the transition from a 
newsletter format to a new biannual magazine 
as our main mode of communication with our 
members. The catalyst for this transition is 
primarily that the scope of the existing 
newsletter had evolved beyond simply 
keeping our members updated, and we 
needed a format to reflect this. The PVOGS 
magazine includes interesting and engaging 
articles written by students, junior doctors, 
registrars in training, and O&G consultants.  

More than anything else, we want our 
members to feel as though PVOGS really is 
their society. We hope reading through this 
magazine serves that purpose. 

With thanks to Dr. Bishoy Hanna for information on 
the history of PVOGS. 

This is your 

society 
Dr. Travis Bettison

Editorial
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A seven-year search ending in Adenomyosis 

Renee Ilich

Condition Spotlight

My name is Renee Ilich, I am 25 years of 
age, I work in marketing full-time and I have 
adenomyosis.  

It was 2010; I was 18 years old and had just 
finished my HSC. My stomach became 
irritable, I was constantly exhausted and I 
frequently experienced unpredictable 
abdominal pain along with bouts of diarrhoea, 
constipation and nausea. Early 2011, my first 
year of university, I sought help from our 
family doctor. He introduced me to the notion 
of Irritable Bowel Syndrome (IBS), sent me 
for a blood test, referred me to a 
gastroenterologist and in the meantime, I 
started taking the pill.  

For three months I took a combined oral 
contraceptive pill which made me sicker than 
ever - nausea, vomiting, bloating, weight gain 
and depression. Traumatised by the 

experience, I stopped the pill and the 
gastroenterologist promptly sent me in for a 
colonoscopy/endoscopy where no 
abnormalities were found.  

Years followed where I struggled through 
university with brain fog, exhaustion and an 
irritable bowel. I heard the letters I.B.S so 
often that I was made to feel like it was my 
fault for eating ‘trigger foods’, without having 
any actual evidence of what they were. I tried 
many diets - dairy free, soy free, gluten free, 
yet the only thing I was free from was a 
diagnosis. 

“…random episodes of excruciating 
pain radiating from my upper torso 

down to my lower pelvis.” 

My GP explored every avenue. She referred 
all manner of specialists and I had every test/
operation that came with it - immunology, 
neurology, gastroenterology (again), dietetics, 
naturopathy and gynaecology. In early 2012, 
the gynaecologist queried about whether it 
was endometriosis and a laparoscopy 
followed. Once again, no abnormalities, no 
change in symptoms.  

My condition was dismissed as IBS and 
stress, despite not being a stressed person. I 
questioned the reality of my symptoms and 
had no choice but to try ignore them. After 
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Condition Spotlight

finishing my degree mid-2014, I moved 
overseas. I started to notice that a week prior 
to my period I was so tired I could hardly 
focus, I was constipated, I could feel 
pressure on my bladder, my moods were 
erratic, and my stomach bloating made me 
look pregnant. Late 2015, was the beginning 
of random episodes of excruciating pain 
radiating from my upper torso down to my 
lower pelvis. One doctor told me it was acid 
reflux.  

Returning to Australia in early 2016, my GP 
was still convinced I was ‘stressed’ 
regardless of not seeing me for two years, 
and I was convinced I needed another 
opinion. Sensing that my symptoms could be 
hormonal I returned to my previous 
gynaecologist and tried the mini-pill. I broke 
out in severe acne and stopped the pill.  

“I have a debilitating episode every 
two to four weeks.” 

Moving on to an allergy clinic, I began an 
elimination diet lasting four months long. 
While the diet only made small 
improvements to my irritable bowel, it was 
the food/symptom diary that gave me clarity. 
My symptoms were always at their worst 
before and during my period no matter what I 
ate. I could finally stop blaming food.  

The physical pain got worse; the first two 
days of my period were heavy and painful. 
Three out of four weeks I would feel poor 
and once a month I was curled over in 
debilitating pain, questioning whether to take 
myself to Emergency.  

In 2017, I was referred to a new 
gynaecologist. It was suggested that 
endometriosis might have developed since 
the last operation, so they performed a 
laparoscopy again and inserted the Mirena to 

help with symptoms. In surgery, they again 
found no endometriosis but they did find an 
adhesion which was joining my bowel to my 
uterus and that my uterus was enlarged 
(three times bigger than normal). He 
concluded that it was potentially 
adenomyosis, noting that there was no way 
to diagnose it without hysterectomy. I was 
reassured the Mirena would treat the 
symptoms, but it would be six months before 
any kind of improvement.  

Six months went by and there was no 
change, with the exception of a lighter 
period. Endone is currently the only painkiller 
that works when I have a debilitating episode 
every two to four weeks. After many return 
visits to the gynaecologist due to no 
improvement, my GP suggested I go see 
another gastroenterologist. After the third 
colonoscopy in eight years, still no 
abnormalities.  

I was desperate for relief and answers. Being 
employed full-time and only 25 years of age 
the impact this has on my life is huge. I made 
it my own mission to read all I could about 
adenomyosis and started following 
endometriosis/adenomyosis Instagram 
support pages. I recognised other people’s 
adenomyosis symptoms as my own and had 
read that they had been diagnosed, without a 
hysterectomy. 

I googled ‘Adenomyosis Specialist’ and 
found one doctor. The doctor was surprised I 
had not yet had ‘The MRI’ - an effective 
method of diagnosis. I had an MRI and I was 
diagnosed with adenomyosis late November 
2017 – eight years after experiencing 
symptoms. A bittersweet moment - relieved 
to have a diagnosis, yet one with an 
inconceivable cure for someone my age, a 
hysterectomy. 

With Mirena being the reputable method of 
treatment, aside from hysterectomy, it had 
been eight months since insertion with no 
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Condition Spotlight

improvement. The adenomyosis specialist 
suggested I start thinking about children and 
joked that I will have relief for nine months 
while pregnant. The only viable option 
presented to me was to continually take 
hormonal pills to suppress my period and the 
symptoms.  

In December 2017, I began Diane-35 which 
triggered additional symptoms of more 
frequent pelvic pain, nausea, anxiety, a 
constantly upset stomach and a whole raft of 
unkind emotions. I have since stopped taking 
Diane-35 and am now faced with the only 
option being to try another pill - this time 
Visanne (I still have the Mirena too). The 
doctor still leaving my question unanswered of 
how many pills I will have to suffer through to 
find respite. 

To this day, my symptoms remain unchanged. 
Every day this condition affects me, at times 
an overwhelming sense of despair and 
enervation. Awareness, empathy, research 
and understanding of this condition needs to 
be greater. 

Adenomyosis Further information: 

• General Information on adenomyosis, Endometriosis Australia: 

https://www.endometriosisaustralia.org/single-post/2016/11/08/Adenomyosis-–-sister-to-

endometriosis-or-distant-cousin 

• Discussion of adenomyosis treatment options, Prof. Andreas Obermair: 

http://www.obermair.info/medical-conditions/adenomyosis/ 

• Radiological imaging in adenomyosis, Radiopedia: 

https://radiopaedia.org/articles/adenomyosis-of-the-uterus 

• Olympian Madeline Groves’ story of adenomyosis, SBS News: 

https://www.sbs.com.au/news/groves-back-in-pool-after-horror-2017 
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Equipment and fit-out finance / Credit cards / Home loans / Commercial property finance / Car finance / Practice purchase loans 
SMSF lending and deposits / Transactional banking and overdrafts / Savings and deposits / Foreign exchange

The issuer and credit provider of these products and services is BOQ Specialist - a division of Bank of Queensland Limited ABN 32 009 656 740 AFSL and Australian 
credit licence no. 244616 (“BOQ Specialist”).

We’ve been designing products and services 
for the medical profession for over 25 years and 
we’re well aware that your working day doesn’t 
always end when everyone else goes home.

So, we’ve taken a leaf out of your book.

In case you need us and our office is closed, we’ll 
make sure you have a number you can call. It’s not 
just for emergencies. Our client service centre here 
in Australia is open round the clock, so we’re always 
‘on call’ to provide help when you need it.

Visit us at boqspecialist.com.au or speak to a 
local finance specialist on 1300 160 160. 

An after hours number? 
That’s an idea we pinched 
from you
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Impacts of Mullerian Agenesis on an  

18-year-old Woman 

Danni Wang, University of Auckland

Condition Spotlight

 “Why me?”, in tears, said 18-year-old Ling 
after her post-op dressing change.  

I met Ling during my elective in Beijing, China. 
Ling was diagnosed with MRKH (Mayer-
Rokitansky-Küster-Hauser syndrome), also 
known as Mullerian agenesis, a rare disorder 
of the female reproductive tract affecting 1 in 
4,500 newborn females1. It is characterised by 
an underdeveloped or absent uterus and 
vagina with normal functional ovaries and 
external genitalia1. Most girls get diagnosed 
after being investigated for primary 
amenorrhoea1.  

Ling was special in that she had two partially 
formed uteruses with functional endometrium, 
which meant that she was able to menstruate 
in response to the hormones secreted from 
the normal ovaries. Ling had suffered from 
severe monthly pelvic pain for years because 

there was no cervix or vagina to drain the 
menstrual blood. Ling finally consented to 
bilateral laparoscopic hysterectomies and 
vaginoplasty with bio-mesh at the age of 18. I 
scrubbed in for her surgery and was surprised 
to see the laparoscopic views of her pelvic 
cavity: the two uteruses were connected by a 
cord in-between and the pelvic cavity was 
filled with a pool of menstrual blood (see 
images a and b). 

The surgery was very successful. But it was 
just the beginning of a lengthy and painful 
recovery. Ling had a model put in situ for five 
days post-op to keep the new vagina patent. It 
was heartbreaking to watch her shaking in 
sweats from the severe pain when she had 
the stitches removed. She would need to 
insert a model every day for several months to 
keep the patency of her new vagina. Imagine 
the stress, both physically and 

a) Laparascopic view of the pelvic cavity of an 18-year-old MRKH patient. Two partially developed 
uteruses. 


b) Absence of cervix and a pool of menstrual blood in the pelvis. 


a) b)

cer



�9

Condition Spotlight

psychologically, on this 18-year-old girl who 
was about to start life in a University away 
from home! Ling was in tears when told me 
her worries about living in a dorm with other 
girls, “what would they think of me!?”.  

Ling’s fear highlights the significant 
psychological impacts of MRKH on teenage 
girls. She had not been offered any support 
since the diagnosis, and I could sense her 
low self-esteem and anger as a result of her 
condition. Most young girls with MRKH like 
Ling experience emotions such as fear, 
sadness, anger and hopelessness and they 
are at high risk of developing anxiety and 
depression2,3. The information and 
consequences that come with the diagnosis 
can be overwhelming and devastating for 
some girls, e.g. ambiguous sexuality and 
pregnancy issues.  

“The surgery was very successful. 
But it was just the beginning of a 
lengthy and painful recovery.” 

With the development of advanced surgeries 
such as uterine transplants, girls diagnosed 
with MRKH now have the hope of being 
pregnant with their own children in the future. 
Although the importance of these 
advancements cannot be discounted, 
psychological support systems such as 
counselling service and public peer support 
groups of girls with the same condition are 
equally important for adolescent gynaecology 
patients. The girls and their families usually 
find it awkward and embarrassing to talk 
about it publicly due to the nature of the 
condition. Therefore, a confidential and 
relaxed environment may benefit the girls by 
giving them the opportunity to express their 
concerns as well as getting encouragement 
and understanding from other people with 
similar conditions. Studies have shown that 
psychological support such as group therapy 
and cognitive behavioural therapy for girls 

with hereditary and acquired gynaecological 
conditions may be beneficial4, especially in 
improving their sense of self and femininity5,6. 

Ling’s new life just started, and I sincerely 
hope that she is still getting support from the 
people around her. I wish her all the best with 
her recovery and studies.  

References: 

1. U.S. National Library of Medicine, National 
Institutes of Health. Genetic Home 
Reference: Mayer-Rokitansky-Küster-Hauser 
syndrome. 2017; Available at: https://
ghr.nlm.nih.gov/condition/mayer-rokitansky-
kuster-hauser-syndrome#synonyms, May. 
2. Heller-Boersma JG, Schmidt UH, 
Edmonds DK. Psychological distress in 
women with uterovaginal agenesis (Mayer-
Rokitansky-Kuster-Hauser Syndrome, 
MRKH). Psychosomatics 2009 May-Jun;
50(3):277-281. 
3. J Patterson ,Carolyn, Crawford R, Jahoda 
A. Exploring the psychological impact of 
Mayer-Rokitansky-Kuster-Hauser syndrome 
on young women: An interpretative 
phenomenological analysis. ; 2014. 
4. Heller-Boersma JG, Edmonds DK, 
Schmidt UH. A cognitive behavioural model 
and therapy for utero-vaginal agenesis 
(Mayer-Rokitansky-Kuster-Hauser syndrome: 
MRKH). Behav Cogn Psychother 2009 Jul;
37(4):449-467. 
5.  Weijenborg PT, ter Kuile MM. The effect 
of a group programme on women with the 
Mayer-Rokitansky-Kuster-Hauser syndrome. 
BJOG 2000 Mar;107(3):365-368. 
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Contact PVOGS Aus/NZ  
on Facebook to be added 
to the ticket waiting list!
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O&G Abroad: Obstetrics and Gynaecology 

in the Pacific  
Interview with Dr. Alec Ekeroma, by Dr. Travis Bettison

Dr. Ekeroma, could you please start us off by 
telling us a little about the work you do in 
Samoa? 

The work I do in Samoa is directed by the 
local O&G team. They submit a formal 
request for me to visit, and through the 
South Auckland District Health Board and 
funded by New Zealand Aid, I perform two 
clinical visits of a week each per year.  

The local team would have created a list of 
patients for me to see and together with 
referrals from general practitioners, I would 
have a list of patients that will keep me busy 
for the week. The patients are usually a bit 
more complex where the local team had 
decided that some assistance from the ‘big 
boss doctor’ from New Zealand would be 
advantageous. A similar process is used for 
patients listed for theatre. Patients for slightly 
more complicated procedures or who have 

co-morbidities are selected for me to operate 
on.  

The above are the outputs that 
administrators would normally expect in 
reports – number of patients seen and 
number of patients operated on. However, 
there are the unmeasurable but very tangible 
and intangible benefits of clinical visits to the 
Pacific Islands. And those are: 

1. Teach and be taught 
The local teams look forward to 
colleagues from overseas sharing 
their knowledge with them. They 
would normally nominate a topic and I 
would often speak at the CME 
meetings which are well attended by 
all the doctors on the Island. I teach in 
small groups and on ward rounds. 
And then there are many students 
from all over the world and from 
Samoa’s medical school – the 

Dr. Alec Ekeroma is a NZ-based obstetrician gynaecologist with over 20 years experience at a 
consultant level. He completed his O&G training at the National Women’s Hospital in Auckland 
in 1993 before undertaking further training in the UK. In addition to his busy private practice, 
various university appointments, and journal editorial roles, Dr. Ekeroma finds time to provide 
benevolent specialist support to the Tupua Tamasese Meaole (TTM) Hospital in Samoa.  

I met Dr. Ekeroma when I was at the TTM hospital undertaking my elective in O&G and he was 
visiting for a week to perform a gynae-oncology surgical list. As an outsider looking in it was 
easy to see the benefit Dr. Ekeroma was having on his patients, and to see how appreciative 
the Samoan O&G team were for the support he was providing.  

I recently had the chance to catch up with Dr. Ekeroma and pick his brains about his 
experiences! 

Interview
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students know when someone is 
taking an interest in teaching them.  
Learning in the Pacific though, 
especially amongst adult learners, is 
done in ‘talanoa’ (conversation) over a 
feed or a drink. Be prepared to learn a 
thing or two from the local team – 
they know the context (environment 
and culture) better than we do. 

2. Imparting skills 
I prefer the local doctors to do the 
operations while I assist. It is the best 
way to impart surgical skills.  I tend to 
perform procedures that are seldom 
done in that setting.  

3. Support and advice  
Support of the local team during and 
between visits with discussion and 
management of cases is an important 
part of the work. They need someone 
overseas that can source information, 
contacts and consumables for the 
management of patients. I am like the 
3rd call consultant on the other side of 
messenger, Viber, email and text.  

I recall being informed of a patient 
with severe headaches two days 
following her spinal caesarean 
section. A dural tap was suspected. I 
called an anaesthetist in Auckland 
and then using the conference facility 
on my mobile, linked both of us to an 
anaesthetist in Samoa who had never 
done a blood patch before. 
Instructions were given over the 
phone and the first blood patch in 
Samoa was done successfully.  

The support goes beyond patient 
management. The local team usually 
seek advice and assistance on career 
progression and further training. 
Through my assistance, I have had 
three doctors from Samoa do 
postgraduate studies in New Zealand 
and another in the United Kingdom.   

4. Advocacy  
Advocacy for women’s health 
initiatives and for the department 
carries more weight as it is usually 
unhinged from local process and 
politics. An informed, connected, 
fearless but diplomatic approach 
usually works wonders.  

How did you first come to be involved with 
the TTM hospital in Samoa? 

I worked there as a house officer for a year 
when I returned at the end of my medical 
studies from the University of Papua New 
Guinea. 

What do you find most rewarding about your 
work in Samoa? And what do you find most 
challenging? 

The people, doctors, nurses and patients 
appreciate your work. You know you can 
make a huge difference in people’s lives.  

Interview

a) Dr. Ekeroma, all smiles in his practice at 
home in NZ
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The usual challenge is the lack of the support 
staff, expertise, treatments and infrastructure I 
am used to in Auckland. But you would soon 
learn to improvise, do without or call on all 
those people who owe you a favour. 

Can you tell us a moment during your time in 
Samoa that you felt a sense of 
accomplishment or that you really noticed you 
were making a difference? 

It is difficult to make a huge difference when I 
am there for a short time and it will be 
presumptuous of me to think that 
achievements are made without the significant 
input of many others. But besides from the 
hundreds of patients I cared for and operated 
on, there are three things that stand out.  

1. Development of the Samoa Medical 
School curriculum with a team from the 
Universities of Otago and Auckland 

2. Increasing research awareness 
amongst the local doctors  

3. The PEMNeT programme that I helped 
create has been embedded into the 
continuous professional development 
of doctors and midwives 

What would you say is your most memorable 
moment during your work in Samoa? 

There are a few but the smiles on the faces of 
patients, staff and medical students during an 
interaction are all memorable.  

What advice would you give to an aspiring 
OBGYN looking to work overseas in the 
future? 

The qualifications, no matter how many and 
where they were from, is a means to an end. 
That will be the same for money.  

My advice for young O&Gs will be to take care 
of themselves and their families first by 
excelling at whatever they are doing and for 
whomever and whatever they are working for, 
on or with. There will come a time in one’s 
career that a higher purpose comes calling 

and you are in the right space to accept. One 
has to be in the right space in terms of skills, 
finances and family commitments to take the 
call. There will be many opportunities which 
will present in different forms, with different 
expectations and in different areas.   

The fact that you are contemplating working in 
developing countries means you were born 
with a giving DNA. Other things will come 
naturally such as the preparedness to learn 
another culture, language, the arts of 
improvisation and giving with little. A legacy 
doesn’t have to be delivering programmes, 
building a department of O&G or heading a 
medical school. It can be as simple as a smile 
from a patient or a colleague who knows you 
cared.  

Interview

b) Although his time in Samoa is always 
extremely busy, Dr Ekeroma always finds 
time to immerse himself in the local 
community and have a good time
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Women’s Health in General Practice - The 

Best of Both Worlds 
Interview with Dr. Sue Mallett, by Gabrielle Brailsford, University of Tasmania.

Dr. Mallett, can you tell us about your journey 
to become a women’s health specialist in 
Tasmania. 

I completed my GP training in the UK and 
always tried to maintain a focus on women’s 
health. I completed my Diploma of the Royal 
College of Obstetricians and Gynaecologists 
and also completed a Certificate in Sexual and 
Reproductive Health through Family Planning 
in the UK (of which there are Australian 
equivalents). I moved to Australia to for a 6-
month locum placement in O&G at the North 
West Regional Hospital in Burnie and then 
started to do some locum GP work. We fell in 
love with Tasmania and have been here ever 
since.  
  
Did you experience any hurdles? 

The usual juggling of work and life 
commitments is always challenging but we 
managed to have three children along the way. 
Working in Family Planning is flexible because 
it is sessional – there will be someone there to 
cover your leave and you can always refresh 
yourself and come back to it when you’re 
ready. My advice would be not to try and 
juggle too many things at once! 
  
What are some common women’s health 
issues that you deal with on a day-to-day 
basis? 

At Family Planning we see a whole range of 
gynaecological issues, from young girls with 
period pains to older ladies dealing with 
menopause and incontinence. We provide a 
safe space where we can focus on sexual and 
reproductive health. When I see patients in my 
General Practice I may be trying to fit in a 
women’s sexual and reproductive health 
needs as well as dealing with all sorts of 
medical issues. We also offer longer 
appointment times, which is useful for more 
sensitive issues. In my role as a GP 
specialising in women’s health I’m now 
providing antenatal care to those women that I 
looked after before they were even born, which 
is a really cool thing.  
  
In what way does this differ from being an 
OBGYN? 

I feel you have more time and more autonomy 
than a hospital based OBGYN. For example, if 
somebody needs an IUD you can assess 
them, fit it and follow them up. There is also 
greater opportunity to adopt a holistic view of 
somebody’s health than there is in a busy 
public hospital. We have a focus on sexual 
health and education, during the course of 
which we get to see both male and female 
patients.   
  

I spoke with Dr. Sue Mallett to shed some light on her role as a GP, Women’s Health Specialist 
and Senior Medical Officer of Family Planning Tasmania. Family Planning Tasmania (FPT) is a 
state-wide, not for profit organisation providing sexual and reproductive health clinic and 
education services to all Tasmanians.  FPT is the leading agency in Tasmania working in the 
area of sexual and reproductive health 

Interview
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What are some of the best things about 
being a Women’s Health Specialist for you? 

GP encompasses a huge range of 
conditions and to subspecialise in a 
particular area is a nice way of being able to 
get the best of both worlds. When we work 
with women on challenges specific to them it 
is rarely in isolation, their sexual and 
reproductive health affects all areas of their 
lives. Another huge privilege has been 
starting a clinic where we deal with the 
sexual and reproductive health of the local 
refugee community. Informing these women 
about how their body works and providing 
them with contraceptive options is a really 
fun part of the job. At Family Planning I’m 
really lucky to work with a committed group 
of people who provide services to groups of 
people who don’t always have access to 
mainline medical treatment. We are able to 
bulk bill everyone under the age of 25 or 
people from challenging backgrounds. 
  
Are there any particularl challenges that 
people should be prepared for when 
considering a career in Women’s Health/
Family Planning? 

The practice population that we see at 
Family Planning can be quite challenging, as 
they often have a multitude of issues that are 
impacting their health and well-being. 
  
Are there any challenges specific to working 
in Tasmania? 

Currently, one huge challenge is the lack of 
access to termination in Tasmania. It is an 
ongoing challenge but I have great hopes 
that it will become easier for women in 
Tasmania in the future. 
  
There is also the challenge of limited access 
to specialised allied health practitioners. For 
example, for women who present with pelvic 
pain it can be difficult for them to access 
specialised physiotherapists or 
psychologists. On the flip side, being a 

close-knit community means we develop 
close-knit working relationships with the 
services we do have and all end up being 
able to deal with presentations across the 
spectrum. 
  
What tips do you have for medical students 
and junior doctors considering a career in 
Women’s Health? 

From an academic perspective, I would 
recommend enrolling in Family Planning 
certification after at least 2 years of post-
graduate training. Particularly if you are 
planning on completing the practical 
component of the certification, you need to 
establish some good primary care/
consultation skills. It is a good way to go 
even for those not planning on specialising 
in women’s health as it is good exposure. 
Early on, it is also important to maintain a 
balance in your practice rather than pigeon 
holing yourself with women’s health issues 
as it may be difficult to return to general 
practice in that case.  
  
It is an extremely rewarding career and I 
would urge them to go for it! It is important to 
remember that there isn’t one single route to 
get there – you can create your own path 
with GP, Family Planning or working in the 
hospital antenatal and gynaecology clinics. It 
is a career for people who are passionate, 
empathetic and have a good ability to listen 
carefully to what patients are saying.  It is 
important to follow your passion and take 
care of yourself. 

Interview

Dr. Sue Mallett at the Family Planning Tasmania 
Launceston practice 
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Held just once a year, this progrm offers pre-course modules and 
online lectures to be completed prior to a full day 
intensive, hands-on workshop with simulators and live models. 

Groups of 5 or more are eligible for a 10% discount! 
CPD may be claimed with ACEM, RANZCOG, RACGP & ACRRM

Obstetrics & Gynaecology 
Ultrasound Workshop

Brisbane. Sunday 10 June, 2018. 

www.lightboxradiology.com

The workshop includes anatomy of the uterus, antenatal 
imaging, transvaginal ultrasound pathology simulator 
training and amniocentesis training. 

Secure your place today! 



�19

During January 2018 I completed a 4-week 
medical school elective term in Ho Chi Minh 
City, Vietnam. In choosing Vietnam as a place 
to spend my elective, I hoped to see the 
challenges of healthcare in a developing 
country and to gain some hands-on obstetric 
and gynaecological experiences.  The chance 
to spend a month in a vibrant, bustling city 
such as Ho Chi Minh, eat delicious food and 
visit some beautiful parts of South Vietnam 
also played a role in my decision. Two weeks 
of my elective were spent at Tu Du Maternity 
hospital, a large and very busy womens’ 
hospital located at the centre of the city in 
District 1 that sees approximately 60,000 
births per year, typically over 150 total births 
each day. 

During my short time at Tu Du hospital, I was 
able to appreciate many differences between 

maternity care in Vietnam and Australia. 
Healthcare funding is inadequate in Vietnam, 
and patient’s families pay for each aspect of a 
hospital stay. This means that patients go 
without many of the things women in Australia 
can take for granted. Due to the small ‘box’ 
cubicles that typically accommodated two 
laboring women, the patients gave birth 
without a partner or family member present. 
Nitrous oxide gas was not made available to 
patients and other pain relief was rarely used 
during labor. Episiotomies are done routinely 
in all women who labor on the delivery ward at 
Tu Du hospital. Although written consent was 
gained at the start of admission or prior to a C-
section, I observed that many individual 
procedures such as vaginal examination were 
done without the privacy, patient 
communication and consent that is typical 
within Australia.  

“…the abortion rate in Vietnam is 
one of the highest in the world” 

Undertaking a medical school elective in a 
country such as Vietnam was an amazing 
learning experience. Some highlights included 
doing several vaginal deliveries and 
episiotomy repairs, assisting in C-sections, 
laparoscopies and a marathon-length total 
abdominal hysterectomy involving a 5kg 
leiomyoma. However, my time at Tu Du 
hospital was not without its challenges. As I 
don’t speak any Vietnamese, it was often 
difficult to communicate with patients and 
team members on the delivery ward. 
Ineffective contraceptive use and sex-
selection mean that the abortion rate in 
Vietnam is one of the highest in the world, and 
late terminations were commonplace on the 
delivery ward. My very first vaginal delivery 
was, unknown to me, a 32-week abortion, 
which I found confronting. As is common in 
many elective placements, clinical supervision 
was sometimes lacking, and this was 
especially problematic when I witnessed 
adverse outcomes that I did not fully 
understand.  

Tu Du Maternity Hospital 

Ho Chi Minh City  

Vietnam 

Penelope  Allen, Australian National University

Electives
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Nevertheless, the overall standard of maternal 
care was very good and there were many 
similarities between Vietnamese and 
Australian delivery wards. Low-risk vaginal 
deliveries were predominantly tended to by 
midwives, with obstetricians only stepping in 
when needed. Private patients were able to 
choose an epidural and elect their obstetrician. 
The 30+ local medical students being taught 
on the delivery ward each morning reminded 
me of the often rather crowded ‘bedside 
teaching’ teaching sessions that I have had as 
a medical student in Canberra! 

Outside the gates of the hospital there were 
many highlights of the trip. I met wonderful 
Vietnamese people who were very welcoming 
and introduced me to lots of different local 
foods. My friends and I made weekend trips to 
explore the Mekong Delta, Hoi An and Chu Chi 
tunnels. Having promised my parents that I 
would not ride on a motorbike, the chance to 
accompany my friend and her Golden 
Retriever on the back of a scooter proved too 
much fun for me to refuse! When Vietnam won 
an important soccer game, there was a 

spontaneous street party with thousands of 
people packing the streets on the back of 
motorbikes, waving flags, banging pots and 
giving high-fives. 

I was very privileged to have had the 
opportunity to learn at Tu Du and be involved 
in patient care. The elective has given me a 
new appreciation for how lucky we are to be 
looked after by and work within the Australian 
healthcare system. Having had little clinical 
exposure to O&G prior to my placement, it has 
certainly boosted my enthusiasm to potentially 
work in this field in the future. For those 
medical students considering a medical 
elective in Vietnam, I can certainly recommend 
it as a place to combine unforgettable clinical 
experiences with fun travel. Unlike many 
places in the US or Europe, I found it to be a 
relatively affordable place to study and travel 
on a student budget. My advice would be to 
travel with a medical student friend with whom 
you can debrief at the end of each day and 
enjoy traveling with. 

Electives

Tu Du Maternity Hospital provides an essential service to the people of Ho Chi Minh City, Vietnam
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HIGH YIELD OBSTETRIC KNOWLEDGE: POSTPARTUM HAEMORRHAGE (PPH) 

Being able to identify the cause of Postpartum Haemorrhage (PPH) and perform initial 
management is essential for all junior doctors, not just those working in O&G. As a junior doctor 
covering the wards, or on hospital night shift, you are more likely to be called to a PPH than a 
cardiac arrest, yet the same emphasis is often not placed on this critical topic. PPH is also 
essential exam knowledge for students. 

IDENTIFY CAUSE: As a rule of thumb the causes of PPH are often taught as the ‘Four Ts’. 
These include: Tone, Tissue, Trauma, Thrombin. Tone refers to uterine atony (~70% cases), 
Tissue refers to retained placental fragments / membranes (~20% cases), Trauma refers to 
perineal tears and other birth canal trauma (~10% cases), and thrombin refers to coagulopathies 
that may cause excessive bleeding (<1% cases). Keeping the Four Ts in mind will help guide 
your initial management. 

INITIAL MANAGEMENT: First and foremost CALL FOR ASSISTANCE and commence shock 
management immediately. Initial PPH management is typically divided into five team roles. 

- Team leader: Fundal massage to help contract the uterus (‘Tone’) and expel blood and clots. 
Team leader also directs the team. 

- Person 2: Inserts the FIRST large bore cannula (16G) and administers 40 units of Syntocinon 
in 1000ml normal saline (at 250mL/h). 

- Person 3: Inserts the SECOND large bore cannula and sends sample for FBC, coags, & 
cross-match 4 units (‘Thrombin’). 

- Person 4: Catheterize the bladder and inspect the cervix, vagina, and perineum for tears 
(‘Trauma’) 

- Person 5: Inspect the placenta for completeness (‘Tissue’). 

Click through to NSW guideline for more in-depth information on PPH: http://
www1.health.nsw.gov.au/…/ActivePDSDoc…/GL2017_018.pdf

PVOGS Facebook Page: 
With over 2600 followers our Facebook page is our most direct form of communication with our 
members. We use this platform to promote upcoming events, advertise opportunities for our members 
(think CV points!), share educational material, and offer our members deals on everything from free 
RANZCOG membership to textbook discounts. Head to our page at: https://www.facebook.com/
PVOGSAusNZ/ to stay up to date with all of this!  
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Why are so many people opposed to the 
2017 Australian cervical cancer screening 

changes? 

Dr. Helena Obermair

Research

Many of you will be aware that in December 
2017, major changes were made to Australia’s 
cervical cancer screening program. Here is a 
quick summary of the major changes to be 
made: 

1. Change in testing technology from Pap 
smears (cytology) to HPV DNA testing  

2. Increased screening intervals, from two 
years to five years  

3. Increased age of first invitation to screen, 
from 18 to 25  

There are many good reasons for this change. 
Firstly, compared to cytology-based screening, 
recent evidence from large international trials 
shows that HPV testing has increased sensitivity 
to detect high-grade pre-cancerous Cervical 
Intraepithelial Neoplasia (CIN) or cervical cancer 
in all age group1,2. Further, rates of invasive 
cervical cancer in HPV-screened women are 
significantly lower than those in cytology-
screened women at about 5-6 years of follow-
up, demonstrating long-lasting benefit of this 
screening method1. Pre-cancerous cervical 
abnormalities in women younger than 25 years 
are common and mostly transient, and 
population based case-control studies show that 
screening women under the age of 30 does not 
result in decreased incidence of cervical 
cancer3,4. A recently published Australian trial, 
named ‘Compass’, compared 5-yearly primary 
HPV testing to 2.5-yearly cytology screening in 
almost 5000 Victorian women 25-64 years old5. 
In this largely vaccinated population, HPV 
screening detected an increased number of 
high-grade cervical lesions compared to 

cytology, demonstrating the effectiveness of this 
approach in an Australian population.  

However, despite the rationale for the screening 
changes, there appears to be some public 
opposition. Various newspapers, as well as 
social media sites drew attention to issues with 
the cervical cancer screening program, and 
contributed to public concern6-8. In February 
2017, a Change.org petition ‘Stop May 1st 
Changes to Pap Smears - Save Women's Lives’, 
gained 70,000 signatures and 20,000 
comments. This was one of the largest 
Australian Change.org petitions in 2016 and 
2017. Our recent publication analysed the 
concerns expressed by commenters to this 
petition, with some notable findings.  

Many commenters felt that the new screening 
program would de-value and threaten women’s 
health. Underpinning most comments was the 
idea that under the renewed screening program, 
an increased number of cervical cancers would 
be missed or diagnosed at an advanced stage, 
and that the rationale for changes was based on 
reducing government healthcare costs. More 
specifically, the increased screening interval 
(from two- to five-yearly) was the most 
frequently expressed concern, followed by 
opposition to the increased age of first screening 
(from 18 to 25), with a concern that cancers 
would be missed in young women. Interestingly, 
very few commenters opposed the change in 
testing technology (from Pap smears to HPV 
testing) itself.  
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Research

Obviously, this study has significant limitations 
in that we have no demographic information 
about any of these commenters, and we do not 
know that these commenters are representative 
of screening-eligible Australian women and may 
simply be a ‘vocal minority’. However, this 
petition attracted comment by the President of 
the Australian Medical Association, the 
Australian Government Minister for Health and 
Australia’s Chief Medical Officer, and the size 
and reach of the petition may indicate its 
significance.  

In summary, analysis of these petition 
comments displayed significant misconceptions 
and misinformation about the rationale for the 
screening changes in the Australian public. This 
demonstrates a need to provide education and 
reassurance to Australian women about the 
rationale behind the changes, and that this is in 
fact a positive change for women’s health, not, 
as many commenters expressed, an anti-
woman policy created as a cost-cutting 
measure by the government. If the public is 
“misinformed and misguided”, as suggested by 
the President of the Australian Medical 
Association in opposing the renewed cervical 
screening program, then perhaps this is a 
reflection of a failure to effectively communicate 
the changes and their rationale. 
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Around the Country and Across the Ditch! 

States

PVOGS NSW: 
Coming into our second year and following on from our successful inaugural event ‘Fertilising an 
interest in O&G’ we are excited to have a number of upcoming events to look forward to in 2018. 

To kick the year off with a bang we will be bringing you a Laparoscopic Skills Workshop on the 
28th April. Head to our Facebook page for details on how to register. The workshop will include 
skills sessions improving laparoscopic dexterity, learning how to apply endoloops and being 
mentored by some of the best gynae surgeons in Sydney! 
There will only be a limited number of tickets available so 
keep an eye out on our facebook page for registration 
details.  

Future events to look out for this year include Mother’s Day 
High Tea, a subspeciality night focusing on maternal foetal 
medicine and a chance to meet with other aspiring O&Gs 
at the O&G junior doctor drinks evening.  

We look forward to seeing you all at the events, 

Elysse McIlwain 
PVOGS NSW Academic Rep 
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States

PVOGS SA: 
Our South Australian branch has been busily working with our national team to put together a 
joint event ‘A Crash Course in O&G’. In an exciting first for PVOGS SA and PVOGS ANZ this 
event will be one of the pre-meeting workshops for RANZCOG’s Annual Scientific Meeting to be 
held in Adelaide from Saturday 15th September to Wednesday 19th September. 

Facilitators include Rosalie Grevell, Ian Symonds, Vijay Roach, and Steve Robson. The full day 
is limited to 80 spaces, so keep an eye on the PVOGS SA 
facebook page for ticket sales. 

The day will be divided into thirds, starting off with an 
academic morning where the movers and shakers of O&G 
will discuss the latest in College training programs, 
research and volunteering. A sit down lunch with 
RANZCOG Board members and inspirational O&Gs will 
follow to allow networking in small groups and to provide 
time for more personalised questions. Learn new skills or 
put old skills to the test with a series of O&G emergency 
simulations conducted in a supportive teaching 
environment. 

- From the RANZCOG ASM Website. 
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Caesarean Delivery on Maternal Request:  
Mother Knows Best. 

Dr. Erica Danieletto

Discussion

Elective caesareans are defined as those 
performed prior to the onset of labour, and 
they can be performed either on the basis of 
medical indication or maternal choice. 
However, the question of maternal choice is 
often overlooked. Given that the current NSW 
Health policy “Towards normal birth” actively 
aims to decrease caesarean rates, women 
may be left wondering what their choice is 
really worth. 

The current NSW Health policy avoids direct 
comment on the appropriateness of caesarean 
delivery on maternal request (CDMR), but 
does include CDMR in a list of scenarios 
where a planned caesarean would take place.   

Other bodies have made more explicit 
statements in support of CDMR.  The National 
Institute for Health and Care Excellence 
(NICE) recommends that provided a woman 
has made an informed decision, the 
obstetrician should perform a CDMR or refer 
to another who will.  RANZCOG has since 
adopted this recommendation and RCOG has 
issued a statement to a similar effect.  

Evidently, the tides have shifted and maternal 
choice – at a policy level – is to be 
acknowledged, discussed and ultimately 
accepted.  Yet in practice, the decision to 
perform a CDMR is much more complicated, 

and requires consideration of the legal and 
ethical framework, public health and individual 
autonomy. 

Medical considerations 
Patient safety is a vital factor, and in obstetrics 
this generally involves considerations of both 
mother and foetus.  Although there has been 
an abundance of research on these risks, they 
can be difficult to reconcile because the profile 
of short and long-term complications vary 
significantly between each mode of delivery,.  

A detailed analysis of these risks is beyond the 
scope of this article, however the NICE 
guidelines indicate that overall, caesareans 
are no more risky than vaginal deliveries 
which is the basis of their recommendation 
noted above regarding CDMR. 

Financial considerations 
An Australian study from 1998 concluded that 
Trial of Labour (TOL) was approximately 30% 
more cost effective than an elective repeat 
caesarean section.  More recent and robust 
data from NICE modeling in 2011 indicates 
that the immediate costs of a planned vaginal 
delivery are £800 (approximately $1,400 AUD) 
lower than CDMR.  However, the paper 
concludes that when downstream costs 
associated with adverse outcomes from 
vaginal deliveries (such as urinary 
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Discussion

incontinence) are considered, the cost-
effectiveness of vaginal deliveries is likely to be 
reduced.    

Defensive medicine or patient-centred 
care? 
Any discussion relating to procedures and 
adverse outcomes invariably gives rise to the 
issue of litigation, and in a specialty with 
exorbitant indemnity insurance premiums, it 
can be argued that performing a CDMR is 
merely defensive medicine. 

Relevant to this issue is the recent UK 
Supreme Court case Montgomery v 
Lanarkshire Health Board [2015]. In this case, 
the Montgomery – a Type 1 diabetic – claimed 
that if she had been informed of the risks of 
vaginal delivery (including shoulder dystocia), 
she would have requested an elective 
caesarean, and the obstetricians were 
negligent in not offering her one.  Although this 
case relates to a much more specific medical 
indication for a caesarean, the judgment has 
opened the doors for claims relating to 
obstetricians who refuse CDMR.  In her 
judgment, Lady Hale referred to the NICE 
(2011) guidelines and noted, at 116: 

”Gone are the days when it was thought 
that, on becoming pregnant, a woman 

lost, not only her capacity, but also her 
right to act as a genuinely autonomous 
human being.” 

While some may consider agreeing to CDMR 
defensive medicine, Lady Hale’s comments 
suggest that perhaps this is more indicative of 
practicing medicine in the way we always 
ought to have.   

“Playing the gender card” 
Applying the issue of CDMR to medicine 
generally, the importance of patient preference 
is already widely recognised and accepted.  
For example, if a patient with inflammatory 
bowel disease can be managed medically or 
surgically, and the patient, fully understanding 
the risks, opts for a bowel resection, the 
patient’s decision is respected.  This is 
regardless of the fact that surgery may carry 
more risks, or cost more to the system in the 
short term.  In other areas of medicine we are 
far more willing to accept patient autonomy. 

As such, the solution to CDMR should be a 
simple one: respect the patient’s autonomy.  
However, in reality it’s much more complex; 
reflective of broader social norms and 
entrenched attitudes towards women.  It’s no 
coincidence that we struggle with the basic 
notion of respecting autonomy in obstetrics – 

a) Caesarean deliveries were once performed only as a last resort mode of delivery, 
leaving many mothers feeling as though they had ‘failed’ to give birth normally.
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Discussion

the one area in medicine which is exclusively 
that of the woman. 

Historically, we have denied women’s 
autonomy and their right to vote, work, and 
own property.  Although medicine has played 
an important role to establish a woman’s 
independence – through access to 
contraception and family planning – we have a 
long way to go.  Debate still rages with regards 
to women’s access to healthcare – whether it 
be in relation to taxing basic healthcare items 
such as pads and tampons, the affordability of 
contraceptives and, most topical of all, access 
to abortion.  We’ve also seen a recent attempt 
to chip away at a woman’s autonomy exclusive 
to all others through the proposed legislation 
that would recognise foetal personhood. 

Playing the gender card is crucial in 
understanding the elements that contribute to 
our reluctance to accept that the patient’s 
autonomy should be the paramount 
consideration. 

Conclusion 
The question of whether a woman should have 
the right to choose a caesarean section is an 
important one, because issues like this have 
shaped the way women are perceived and the 
manner in which they contribute to our society. 
Although the health risks and financial 
outcomes associated with CDMR are not 
insignificant, they are outweighed by the social, 
ethical, professional and legal obligations to 
respect a woman’s autonomy. This highlights 
the importance of professionalism and clear 
communication.  Where there may be 
limitations to patient understanding, 
obstetricians should engage the assistance of 
translators, social workers and/or patient family 
during the antenatal period so that any issues 
regarding CDMR can be explored to ensure 
both obstetrician and patient are on the same 
page. 
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Become a PVOGS contributor: 

PVOGS Aus & NZ’s biannual magazine is our primary publication and an important mode of 
communication with our members. The articles and stories are written by our members, for our 
members. 

Contributing to publications such as this, or for instance RANZCOG’s O&G Magazine, is a 
great way to show longstanding interest in O&G, engagement in the field, and also serves as 
something minor to add to your CV. 

We are looking for submissions for the Winter Edition, which is to be released towards the end 
of this year. This is a great opportunity to share some of your O&G experiences and have your 
work published in an informal setting. Some ideas about things to write about include recent 
published research, O&G elective reports, O&G related experiences, womens health 
conferences and seminars or any other topic that you're interested in. 

Any enquiries or submissions please contact: publications@pvogs.org

Magazine: Call for submissions
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PVOGS NSW Laparoscopic Skills 
Workshop 
Saturday 28th April 2018 
Kolling Institute, RNSH 
https://www.evensi.com/pvogs-nsw-
laparoscopic-skills-workshop-kolling-
institute/248554740 

Gidget Foundation Ladies Lunch 
VOLUNTEERS NEEDED!! 
Friday 4th May 2018 
Darling Harbour, Sydney 
http://gidgetfoundation.com.au/
youre-invited-gidget-ladies-lunch/ 

PVOGS Aus & NZ Conference 
Saturday 5th May – Sunday 6th May 
Bond University, Gold Coast 
http://www.pvogs.org/tickets 

RANZCOG ASM – PVOGS ANZ & 
SA Pre-meeting workshop 
Sunday 16th September 2018 
Adelaide Convention Centre, 
Adelaide 
https://www.ranzcogasm.com.au/
program/pre-meeting-workshops/ 

Lightbox Radiology – O&G 
Ultrasound workshop 
Sunday 10th June 2018 
Brisbane Convention and Exhibition 
Centre, Brisbane 
https://lightboxradiology.com/course-
details.aspx?c=1099 

Upcoming Events: 
PVOGS and partners  
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