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EDITORIAL

This particular issue of NZMSJ features an article about one topic that is quite personal to me – volunteer medicine. This article rightfully observes the sad 
reality where volunteering overseas as a medical volunteer has become a trendy, fashionable experience for people, and volunteers really spend the most 
of time travelling and feeling good about themselves while the work they do provides little or no practical help to which they were originally designed to 
achieve.

I myself did a 5 week volunteering project in Vietnam at the end of last year, and I can attest to such reality. While a lot of people volunteer hoping to make 
a difference in the world, there are also a fair number of people who participate in volunteering program for skewed reasons such as wanting to be viewed 
as selfless and/or making one’s CV look good.

I would not point fingers at these people and say that the deed is wrong because the intention was not pure. As Albert Schweitzer once said, people may 
imitate if one does something wonderful – so, as long as people adhere to work ethics and achieve original purposes of their volunteering project, I think 
the outcome is that it probably did provide a small help in some way to people who needed it.

This brought me to a question though – how important are our attitudes, our intentions and our motivations? As doctors, we are in an occupation 
where our professions were created to help people in sickness and distress, and I think in earlier years of medical school, the strong desire to be the kind, 
empathetic and selfless doctor is very strong. However, as all of us progress through the years, that particular ambition for many of us become dimmed by 
numerous challenges we face – workload, long hours, difficult inter-professional relations, exhaustion, sleep-deprivation, effect the work has on our personal 
relationships and etc. And at times when I find myself feeling almost numb to various clinical situations, I feel that I had somehow lost the majority of this 
great motivation that used to drive me to do good, to do my best, so that I can be of help. And this notion makes me very sad.

Of course, with enough time to recover, most of us regain our motivations. But I have seen too many times where a job, is just a job, in Medicine. I am not 
denying this – being a doctor is the occupation we chose. However I think it is always important to remind ourselves that being a doctor is never just a 
job – it is a difficult work that not just anybody can do. At the heart of being a doctor – which is for all of us – should be the never-dying desire to be of 
service to people who need our competence, empathy and hard work when their health had let them down. And I have a feeling that for the rest of our 
lives as doctors, this will be the eternal challenge – to find the right balance between “selflessly” looking after others and “selfishly” looking after oneself.

But I have faith in myself, and all my colleagues, that we will keep our Schweitzer spirit: “Life becomes harder for us when we live for others, but it also 
becomes richer and happier.”

Let us keep the spirit of Schweitzer
Amelia Shin

Trainee Intern 2013
Auckland School of Medicine
University of Auckland
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that oxygen benefits breathless non-hypoxemic patients and oxygen 
maybe detrimental in such patients.5 Although oxygen is commonly used 
for breathlessness there is no convincing evidence for efficacy and evidence 
for harm. The desire to provide a therapy because “we can, and it should 
help” should be resisted.

Medical students and house officers will encounter situations in which 
they will have to think about the administration of oxygen to sick patients. 
Therefore, it is essential to have a good understanding of the role and use 
of oxygen therapy in acute care. This review article provides a practical 
approach to the use of hospital-based oxygen therapy in acute care setting.

  

 
PRE-ASSESSMENT

These questions are to assess your level of understanding of oxygen in 
clinical settings before the clinical review. Answer True or False for each 
question (adapted from Cooper, N and Cramp, P: Essential Guide to Acute 
Care, BMJ publishing, 2003).

1) Administering 2 litres / minute oxygen via a simple face mask is safe in 
COPD

2) Patients with COPD should never be given more than 28% oxygen

3) Nasal cannulae set at 2 litres per minute deliver FiO
2 of 0.28

4) The correct treatment for a raised pCO2 is to decrease the fraction of 
inspired oxygen

5) In a patient with acute severe asthma, a Venturi mask providing 28% 
oxygen is indicated as first line treatment.

WHO SHOULD GET SUPPLEMENTAL OXYGEN IN ACUTE CARE? 

Oxygen therapy should be used in the management of existing hypoxemia. 
Hypoxemia is a low arterial oxygen tension below the normal expected 
value of (85-100 mmHg). The British Thoracic Society (BTS) guideline 
defined hypoxemia as PaO

2 < 60 mmHg or SaO2 < 90%.7 Thus the diagnosis 
of hypoxemia is readily made by arterial blood gas (ABG) sampling, which 
allows direct measurement of pO2 and SaO2 (arterial oxygen saturation). 
The term “hypoxia” by contrast means the lack of oxygen at tissue level. 
This is not readily measured: evidence for tissue hypoxia is often indirect 
in clinical medicine, for instance hypoxia can be indirectly estimated by 
parameters of tissue perfusion such as lactate. It is important to note 
that SaO

2 can also be estimated using a pulse oximeter and this is usually 
referred to as SpO2. It is important to appreciate that the decision to treat 

 
CASE

Mrs B is a 73 year old lady with a known history of COPD. She is admitted 
to the respiratory ward with non-infective exacerbation of her COPD. Her 
vital signs are HR 78 bpm, RR 32 bpm, SpO

2  84% on room air, BP 146/88 
mmHg, Temp 37.5 °C. As you are clerking this patient’s admission, the nurse 
asks you, “What shall we do about oxygen?”

INTRODUCTION

Oxygen is likely the most common medication that is used in patients with 
acute health problems. However, it is hardly thought of as a medication 
by many medical students. Pre-hospital and emergency practitioners 
are likely to give supplemental oxygen to virtually all breathless and sick 
patients. A study from the United Kingdom estimated that 34% of all 
patients transferred to hospitals receive supplemental oxygen at some 
stage, which equated to about two million instances of oxygen use per 
annum.1  Nevertheless, multiple studies have showed that doctors poorly 
prescribe oxygen therapy in acute settings.  Furthermore and when they 
do prescribe it, it is often unnecessary. In one study from Auckland’s North 
Shore Hospital, only 8% of all administered oxygen was actually prescribed 
and of this 75% was deemed unnecessary.2 Similar findings were reported 
from countries such as Australia, the United Kingdom and the United 
States.3,4

Junior doctors administer oxygen for three main reasons; to correct 
existing tissue hypoxia, to prevent potential tissue hypoxia, and to alleviate 
breathlessness. The only evidence for oxygen use is in the correction of an 
existing hypoxemia.5  The concepts of hypoxia and hypoxemia are further 
explored below. 

Studies suggest that administering oxygen to patients in which doctors 
anticipate a potential hypoxia might actually place the patient at increased 
risk of poor outcome if hypoxia does actually occur except in situations 
such as pre-oxygenation prior to anaesthesia induction.6 Furthermore, a 
recent Cochrane review concluded that there is no evidence to suggest 
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Figures below depict the oxygen masks widely used in acute care setting 
in New Zealand (Adapted from Cooper, N and Cramp, P: Essential Guide to 
Acute Care, BMJ publishing, 2003).

 

 
Figure 2 Nasal cannula

 
Figure 3 Non-rebreather mask with reservoir bag.

Figure 4  Venturi mask

hypoxemia is case-sensitive. The treating physician might treat a patient with 
oxygen who does not meet the BTS criteria if they have co-morbidities in 
which a lesser degree of hypoxia can be detrimental.

Hypoxaemic conditions Hypoxic conditions

COPD Shock

Acute Asthma Congestive Heart Failure

Interstitial Lung Disease (ILD) Sepsis

Pneumonia Thyrotoxicosis

Pulmonary Oedema Anemia

Acute Respiratory Distress Syndrome

Figure 1 shows examples of hypoxemic and hypoxic conditions. The benefit 
of oxygen therapy in hypoxemia management is supported by several well-
conducted randomized controlled trials.5 However, the use of oxygen in hypoxic 
non-hypoxemic conditions such as heart failure is not yet substantiated.5,8

HOW SHOULD YOU GIVE OXYGEN?

A variety of different systems are available for delivering oxygen to patients. 
Some (such as nasal cannulae) are more appropriate for long term 
domiciliary use than for use in acute illness. It is important to understand 
the difference between a percentage (or fraction of inspired oxygen 
FiO

2) and a flow rate (litres per minute). In clinical scenarios it is common 
to hear descriptions such as a patient being on “2 litres of oxygen”, but 
this information does little to convey understanding of the FiO2 and an 
appreciation of this is vital if oxygen is to be prescribed safely.

HOW IS OXYGEN PROVIDED ON THE WARDS?

In hospital, the fixed supply (“ward”) 100% oxygen is piped from a large 
central liquid oxygen reservoir. Supplies to patients are controlled by 
individual plug in regulators. The majority of these will supply oxygen at 
flow rates of 0 - 15 litres per minute, although higher flow (30 L/min) and 
lower flow regulators (usually carefully titrated up to 2 L/min for paediatric 
use) are available. Unless another gas is entrained, flow rates from ward 
regulators cannot exceed the maximum regulator output.  Similarly, oxygen 
cylinders which are used for patients in transit or mobilizing contain pure 
oxygen and have regulators that allow flows of up to 15 L/min. 

WHAT DEVICES ARE AVAILABLE FOR GIVING OXYGEN?

Oxygen delivery devices can be categorized into two forms; variable and 
fixed performance. Prescribers should be familiar with these in order to 
provide appropriate oxygen therapy using the appropriate device. Variable 
performance devices include nasal cannulae (also called nasal specs or 
nasal prongs) and simple face masks (Hudson masks). Such devices provide 
variable percentage of oxygen depending on the respiratory rate and tidal 
volume of the patient.  Fixed performance devices provide a constant 
percentage of inspired oxygen independent from the patient’s respiratory 
effort. This is achieved with a mask design utilizing the Bernoulli Effect. There 
is an increase in gas velocity and a decrease in pressure as the gas passes 
through a constriction.9 So-called venturi masks allow the entrainment of 
air through precisely engineered vents under the influence of this pressure 
drop. This results in a fixed concentration of oxygen in a high gas flow that 
is greater than the peak inspiratory flow rate of the patient. 
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Figure 5 Venturi mask illustration

In order to understand the difference between the two types, it is critical 
to appreciate the concept of Inspiratory Flow Rate (IFR). IFR is the inward 
flow rate of inspired gas and the maximum is usually quoted to be around 
35 L/min. This IFR varies throughout respiration and depends on physical 
features of the patient such as body size. If the oxygen delivery device 
is to have fixed performance, the oxygen delivered must match or be 
greater than the peak inspiratory flow rate. Variable performance devices 
provide supplemental oxygen below the IFR and their delivery capacity is 
determined by factors such as patient minute ventilation and body size. The 
exact percentage of oxygen delivered using variable performance devices 
is difficult to calculate and varies between breaths and even between 
phases of same breath. However, the exact percentage of inspired oxygen 
is known or can be easily calculated when using fixed performance devices. 
Commonly used Venturi masks come with different coloured jets that 
provide specific concentration of oxygen. The table below provides a guide 
to the colours and their corresponding oxygen concentration capacity.   

Figure 6 below provides a guide to the colours and their corresponding oxygen 
concentration capacity.   

Jet colour Oxygen flow rate L/min Oxygen delivered %

Blue 2 24

White 4 28

Yellow 6 35

Red 8 40

Green 12 60

WHAT DO YOU ACHIEVE BY GIVING OXYGEN?

The goal from administering oxygen is to relieve hypoxemia by increasing 
the alveolar oxygen tension.  Therefore it is only effective if alveolar capillary 
units have functional ventilation. This may also lead to reduced work of 
breathing (i.e. tachypnea and use of accessory muscles) and reduced work 
of the heart (i.e. tachycardia and hypertension). Hypoxemia also causes 
pulmonary vasoconstriction and supplemental oxygen may ameliorate this 
response. Furthermore, oxygen administration in hypoxemic patients may 
reduce confusion and increase alertness.  However, oxygen is most effective 

in treating hypoxemia due to hypoventilation, disturbances in diffusion 
between oxygen and blood, and low inspired pressures of oxygen (such 
as during altitude exposure). It is less effective in hypoxemia due to V/Q 
mismatch and ineffective in true shunt. It is therefore critical to manage the 
underlying condition that created hypoxic state if possible. For example, 
in hypoxemia due to post-operative atelectasis (effectively a cause of 
V/Q mismatch), encouraging patients to cough and take deep breaths is 
important in maximising the benefit of oxygen.   

WHEN TO STOP?

Oxygen therapy should be discontinued as soon as the indication for its use 
ceases. As soon as the patient stabilizes from a physiological perspective, 
weaning process should be initiated. Clinical and laboratory measures such 
as vital signs and ABG parameters can help clinicians decide when to start 
weaning a hypoxemic patient off oxygen therapy.  The weaning process 
can be achieved gradually by reducing the inspired oxygen concentration 
in increments for a period of time with regular re-evaluation of the patient.  
If there is no further deterioration of patient condition then oxygen therapy 
can be withdrawn all together. In patients who are chronically hypoxic the 
weaning of acute supplemental oxygen may be prolonged. Note also that 
patients may derive a feeling of ‘comfort’ by having oxygen available, as 
patients, family (and often members of the medical team) may believe 
that breathlessness is a symptom of hypoxaemia, rather than a result 
of an underlying illness. Oxygen is, however, an expensive intervention 
and creating psychological dependency on it is unlikely to benefit the 
independence and well-being of patients. There is some evidence that the 
amelioration of breathlessness by the flow of oxygen may be mediated by 
stimulation of branches of the trigeminal nerve: thus, it may be the flow of 
gas (e.g. air) rather than the composition of that gas (such as a raised FiO

2) 
that has clinical effect. This may be best achieved with the use of fans at the 
bedside to promote a feeling of the flow of air.10

CAN I CAUSE HARM BY ADMINISTERING OXYGEN TO A NON-
HYPOXEMIC PATIENT?

 

The British Thoracic Society oxygen guideline warns from two groups of 
risks that can occur from unwarranted use of oxygen supplementation 
in non-hypoxemic patients.7 Physiological risks include; worsening of V/Q 
mismatch, absorption atelectasis, coronary and cerebral vasoconstriction, 
reduced cardiac output, damage from oxygen free radicals and increased 
systematic vascular resistance. In addition, clinical risks, which are more 
relevant to practicing junior doctors, include worsening of a hypercapnic 
respiratory failure, masking clinical deterioration, specific risks in patients 
with previous lung damage or acid aspiration, and worse outcomes in non-
hypoxemic mild to moderate stroke patients. Such risks are less common 
than untreated hypoxemia. The use of fixed performance devices and 
continuous monitoring are essential measures when treating high risk 
groups such as COPD patients in order to minimize the risk of hypercapnic 
failure. 
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WHICH MASK SHOULD I USE FOR WHICH PATIENT?

Figure 7 below describes the type of oxygen delivery masks appropriate to be 
used in different situations. 

Mask type Examples of conditions

Nasal prongs long term oxygen therapy at home; to allow oxygen 
therapy whilst eating, talking etc

Simple face mask, 
face mask with 
reservoir bag

Higher oxygen is required but tight control of 
concentration is not important, eg: severe asthma, acute 
left ventricular failure, pneumonia, trauma and severe 
sepsis. Note: masks should always be set at minimum of 
10 L/min to avoid rebreathing.

Venturi masks Controlled treatment with oxygen is required in patients 
with respiratory failure. E.g. COPD patients with chronic 
hypercapnia and reliance on hypoxic drive. 

HOW DO YOU PRESCRIBE OXYGEN?

Oxygen should be regarded as a drug and therefore similar rigour should 
be applied to prescribing to reduce the risk of drug errors and harm. The 
initial oxygen prescription should indicate the dose, mode of delivery, and 
whether oxygen to be given continuously or on as required basis (PRN). 
The BTS guideline indicated that the most important aspect of oxygen 
prescription is to indicate the target range of arterial oxygen saturation.7 
The guideline also advocates for the integration of oxygen prescription 
section in hospital drug charts.

Figure 8 shows an example of the guideline.

BACK TO MRS B:

An appropriate response to the nurse’s concern will be to consider 
oxygen delivery using a fixed performance device such as a Venturi mask. 
The safest approach would be to titrate the fraction of inspired oxygen 
upward using the different Venturi masks until the desired level of oxygen 
saturation is reached. If there are significant concerns about loss of hypoxic 
respiratory drive, then consideration could be given to serial arterial blood 
gas measurements to check the arterial PCO

2.  

TAKE HOME MESSAGES

1.	 Oxygen is a drug and should be prescribed appropriately.

2.	 Main indication for acute oxygen therapy is hypoxemia.

3.	 Oxygen does not help the feeling of breathlessness in non-hypoxemic 
patients.

4.	 Oxygen masks come in two forms; low flow and high flow masks.

5.	 Prescribers should be familiar of which system to use in what situation. 
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If you are reading this article, you are probably a medical student or 
related to the medical profession; if you are neither, you will at least have 
experienced human emotions. So I put in front of you this scenario: the 
case of a man who has lost his wife, his son and a granddaughter just six 
days ago.

The old man had worked all his life to build a home, and it was swept 
away by a torrential downpour. He lost all his earnings and his family. 
Unfortunately the old man belongs to a remote village in a developing 
country. He has no shelter, no health insurance or bank balance; no one 
has been there to help him for six days. There has been a flood which has 
affected the entire country and the country’s resources are stretched to 
the limit. All the relief is focused to the main cities. Authorities do not even 
know which places have been affected.

A group of fourth year medical students pool their money together and 
buy a few medicines and food items, and set out with just the aim of helping 
their countrymen. They reach the old man’s village after getting information 
about it through a distant relative of one of the students.

As they arrive at the village, they see fifteen families, including the old 
man’s family, awaiting help. The old man is itching badly and looks severely 
dehydrated. His eyes are filled with grief. The students give him an anti-
scabies ointment, anti-histamine and a course of antibiotics. The old man 

gives them prayers and blessings as they check up many of such patients 
and give them medicines that could at least help relieve the physical misery 
they are going through. 

This is one of the few such occurrences that took place in Pakistan during 
the devastating floods in August 2010, which affected 20 million people. 
This was not an ordinary disaster. It was not localised to one city, district or 
state; the entire country was drowning. People had lost their loved ones 
and those who lived were without shelter and struck with disease. Every 
resource was stretched to its limit. The government tried its best to do as 
much as it could, with help from foreign aid as well as the non-governmental 
organisations and funds from within the country. However it took time to 
reach every far-flung corner of the country.  

There were places where doctors could not reach due to physician 
shortage. This was when the medical students, young and energetic, took 
up the so-called “unethical task” of prescribing medicines. Diseases were 
not life threatening, mostly being diarrhea, viral conjunctivitis, respiratory 
infections and skin conditions such as scabies. Yet one can only imagine 
the misery associated with them, especially when they are accompanied 
by the grief of losing family, shelter and food. Students mainly prescribed 
the commonly used analgesics, anti-allergics, antibiotics or skin ointments, 
but the physical and psychological misery that they relieved was immense. 
On the other hand, such prescription and treatment by partially trained 
students could also have side effects on the patient that might not have 
been perceived, or give the uneducated patients a false assurance that they 
have been adequately treated, which may have downstream implications.

This dilemma posed the question of “ethics or misery”. Do desperate 
circumstances like these warrant abandonment of medical ethics? For 
medical ethics were developed for the betterment of humanity, and should 
never be overruled, no matter what the scenario is. Or should it? 

Where there is flood there is misery. Such was the misery of the people, 
that it was hard to delineate the effects of the flood from those of the 
rescue efforts; the crowded make-shift camps, the low supply of clean 
drinking water, the absolute lack of sanitary facilities. Such conditions were 
inept at providing basic necessities of life like food, shelter and water, let 
alone medical care and disaster management. The destruction of the 
infrastructure did not help; remote villages were out of reach for relief 
teams – teams had to deliberate on longer, dangerous routes just to reach 
the village itself via roads that were crowded and incapable of handling the 
new pressure of traffic.

The relief efforts were not an easy task. When a team would usually reach a 
place, the nearby mosque and local communication resources were utilised 
to inform, and residents thronged the ‘medical camp’. In most cases, people 
were aware whether it was a group of doctors or medical students alone,  
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but their requirements and needs did not see any difference between these 
terms. It became a beauraucratic difference which did not concern them. 
All they wanted was treatment for their symptoms – scabicidal lotion for 
families, rehydration solutions for the babies, antihistamines for the itching, 
dry wound dressings for the injured, antibiotic eye drops for the bacterial 
conjunctivitis, systemic antibiotics for diarrheal and presumed bacterial 
infections and the antipyretics for the febrile. It was a simple environment 
– symptomatic relief. 

Medical students set up their own ‘pharmacy’, wrote their own notes and 
gave their own medications. At times for cases they could not understand, 
there was a doctor with them who would then take a look. For more 
serious cases, they were usually encouraged to go to the nearest functioning 
hospital.

So what was the problem? According to Pakistani law, only a certified MBBS 
doctor can prescribe medicines to patients. Medical students do not fall in 
this category. However, such practices are rampant across Pakistan due to 
various reasons (as according to this study: http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2408580/).

But what are the alternatives? In a national disaster of such magnitude, 
can any developing country afford the luxury of choosing between who 
can prescribe and when? Is a senior medical student not yet adequately 
educated in the competent training system of medical colleges to prescribe 
some common, safe drugs if not all – at least in times of such a natural 
calamity? Experiences such as this have probably raised the question for 
legislation on the subject, or a revision of the law at least. But for now, this 
remains a debate for few stakeholders. For the poor old man in Charsadda, 
Pakistan, that antihistamine did wonders. 

In this situation, keeping in mind the resources and magnitude of the 
disaster, it was probably inevitable to find an alternative. But the question is: 
should we not ponder on this question and is there not a need for making 
specific guidelines? Should there be a list of medications that students must 
be allowed to prescribe in specific conditions? Would bringing scenarios 
like these under ethical shelter be a good or bad thing? This remains to be 
debated.
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FEATURE : ARTICLE

Wanna go abroad, learn, help and explore?
Olivier Gagné
Vice president of external affairs, IFMSA-Québec
MDCM Candidate
McGill University

Last fall, I was invited to an event called Go Global, a mix of workshops and 
project presentations about global health, which took place in Montreal. 
As the vice-president of external affairs of IFMSA-Québec, I was asked 
to spread awareness about our organisation to the medical students in 
attendance. I was also eager to learn more about Médecins Sans Frontières, 
the programs of universities from all across the globe, and the work of 
dozens of NGOs who were all part of the fair. The event, however, was 
free and I wondered: where did the money to host this event come from?

I noticed that many booths were well set up, and had great promotional 
material that would attract anyone looking to experience something exotic. 
Seeing those programs for developing countries looking in such attractive 
ways on advertisement immediately struck me as somewhat contradictory. 
Most of the attending crowd were university-level students close to 
graduation and students who wanted to feel like they would be making a 
difference in the world.

It has now become a standard of practice for medical students to do 
an immersion program in a low-resource setting during their university 
studies. Although there are lots of underprivileged areas and populations 
close to home, the project is assumed to look more attractive if it takes 
place in developing regions such as Central America or Africa. Expectations 
from employers and admissions offices have grown accustomed to this 
component in an applicant’s résumé, and it is not uncommon for students 
to think that choosing not to go abroad plays against them. This movement 
has evolved over the past years with more and more students trying to 
make their CVs more competitive by opting to do “humanitarian work” 
for 3 weeks. As with many aspects of modern life, the inherent  “market 
sense” of many organisations has capitalized on this trend and begun 
to offer volunteering spots to fill this niche, completely circumventing 
the notion of humanitarian aid by reaching out to willing “customers”.  
I would define humanitarian aid as the material and/or logistical support to 
a country, region or community in a catastrophic situation or following a 
crisis. Unfortunately, actions of our current generation of young university 
students, whether intentionally or not, have led to the development of a 
market for the neologism voluntourism, or travelling that comprises some 
level of “volunteer” work.

VOLUNTOURISM

Go Global was in fact a demand-driven event, having partnership with many 
different universities across the country. I sensed a certain naive energy 
amongst the masses of interested students as they were wooed by the 
spokespeople of the various organisations who themselves were probably 
trained in marketing and finances rather than in social work, public health 
or international politics. I quickly realised that a lot of them were really 
offering voluntourism experiences rather than real community work. Their 

marketing strategy was often based on photos showing white students 
with African kids around them. The different “volunteering opportunities” 
that were advertised were mainly all-inclusive packages from housing to 
boarding to social program cost, often even including what was presented 
as an automatic donation to the local community’s partnering. The length 
of the programs could range from 2 weeks to 4 months and the range of 
volunteering offered went from teaching surfing to South African kids to 
working in orphanages in Vietnam.  

Voluntourism is a newly emerging travel option that allows medical students 
to travel and volunteer in a community. It is, bluntly put, a way to travel and 
not feel guilty about the $2000 spent on a plane ticket simply because you 
also do it to entertain a couple of kids, albeit for a little less. Adding fuel to 
the misplaced fire, this activity is encouraged by peers and gives an individual 
a certain chip to their social status. This phenomenon is even more present 
nowadays through use of social media platforms like Facebook.

WHY SHOULD WE CARE?

The driving force of our desire as students to go abroad is ultimately to 
make a positive impact on the world. We want to help, but we must also 
be patient. The number one reason why it should be unrealistic for students 
to go abroad volunteering is because at this level of our education we do 
not yet have enough training to really provide humanitarian aid. We need 
experience in our field and in our own backyard in order to go and actually 
be able to accomplish what we aspire to do. You can’t build a house in 
Togo if you have never built one in your country. It is naive to think “that it 
is better than nothing”. It is all right to go abroad, wanting to explore other 
cultures, other languages and travel, but we must do so as a learner, not 
as a teacher/expert/worker. We must respect the process time it takes to 
truly grow into our roles as medical professionals and global health leaders.

There is nothing wrong with having good intentions and looking for an 
opportunity to help. However, one has to look into other avenues for 
growth before fieldwork. There are so many platforms for students, such 
as interest groups, simulations and conferences at local universities that 
effectively talk about the issues you would encounter in low-resource 
communities. This should be the first step in educating yourself in order 
to be able give back to those communities afterwards. You must be aware 
of the players on the field in order to effectively strategise and synergise 
in a team, which is at the core of effective humanitarian aid.  It’s also about 
balancing resources and making priorities. Your true ability to contribute to 
the humanitarian aid of a community should be weighed against the $2000 
you are spending on your plane ticket. Think about it: would that money be 
better spent on your ticket, or on directly providing resources or support 
to the local community?
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CHOOSING A PLACEMENT OPTION?

When you are doing a placement with an organisation, be it an internship, 
an exchange, or any project, you always have to make sure that you are 
making the right choice. Here is a quick list of the aspects you should be 
wary of when dealing with any voluntouring organisation:

•	Marketing using people contrasting ethnic groups;

•	Marketing using kids;

•	Non-disclosed budget or unclear description of where the money 
you are paying is going;

•	Tailor-made programs that are personalised to you, your interests 
and your availabilities. This structure often implies that there are 
few standards actively being put in place on the community side to 
manage volunteers. It also shows how companies prefer to maintain 
the strength of their products rather than focusing on community 
coordination and adapting to its needs;

•	Promotion of the touristic component of a hosting community 
as core to the experience: safaris, food and parties. These can be 
considered upon planning the trip once the organisation has been 
chosen;

•	Showing that most of the decision process is done from your own 
country with moderate input from the field workers assessing the 
needs (if applicable);

•	No local partnerships with community-based organisms;

•	Lack of pre-departure training or a pre-departure training that 
only covers simple logistics. Ideally, they should include cultural 
competency and ethical considerations;

•	Tasks listed represent occidental values and don’t take into account 
the community needs from the community perspective.

Unfortunately, demand-driven organisations usually reinforce the 
common misconception before going abroad that the student’s “good 
will” is automatically going to translate into something significant to the 
community. Since students usually look to the organisation as a reflection of 
the worth of their actions, this misconception continues to be propagated 
by organisations who have bought into the marketing phenomenon of 
voluntourism. We must objectively judge the impact of our actions will have 
on a community. Think before you act. It is essential before leaving to have 
proper pre-departure training that reduces expectations and sets realistic 
results. This training should always account for the fact that sometimes 
our presence might be doing more harm to the community on the long 
term, than the good we see we have done with our eyes while there.  
The most important part of providing humanitarian aid is to provide 
support in the eyes of the local community, and it is our responsibility as 
responsible citizens of the global village to insure that our actions and our 
intentions are aligned.

FIRST, DO NO HARM

We are at an age where we want to experience different things and have 
a lot of time in the summer breaks to go abroad for significant periods 
of time. It is great go with the intention to learn and get exposed to 
realities different to our own. My intention is not to discourage you from 
exploring different parts of yourself, but to do so with a bit of integrity. 
We must act from the stage of life that we are in. The reality is that we, as 
medical students, are too inexperienced to make the changes we aspire 
to. Attempting to do so now, when we are not ready, is actually what will 
lead to us becoming jaded in the long run. With the expertise and financial 
resources that come with experience, we will be able to build stronger 
bilateral partnerships and better tackle particular issues in a sustainable, 
ethical and culturally sensitive way.

I hope the future will have a lot of dedicated professionals who are able 
to see that education and prevention should come before intervention 
when trying to solve a problem. Medical school is our time to learn, to 
foster our interests and to explore different perspectives. Do it now while 
you have the opportunity and be humble about it. Don’t expect to change 
others — they will most likely change you. I’ll finish by using an inspirational 
quote from Mr. Jackson Brown: “Twenty years from now you will be more 
disappointed by the things that you didn’t do than by the ones you did do. 
So throw off the bowlines. Sail away from the safe harbour. Catch the trade 
winds in your sails. Explore. Dream. Discover.”ii I would add ‘’do so in a wise 
and conscientious way”.
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ACADEMIC : LITERATURE REVIEW

Way of the future?
Daptomycin use in bacteraemia and infective endocarditis. 
A review of the literature. 
Michael P. Webb
MSc, MBChB VI Student
University of Auckland
FMHS Student Center
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ABSTRACT

Daptomycin (“Cubicin”: Cubist Pharmaceuticals) is a naturally occurring 
lipoprotein antibiotic that has been indicated in the treatment of 
bacteraemia and infective endocarditis (IE) caused by Staphylococcus aureus.  
Here a review of literature is performed to assess the efficacy, safety, cost, 
and clinical utility of daptomycin versus standard therapy in bacteraemia 
and IE, and to assess the potential usage of daptomycin for this indication 
in practice.  

INTRODUCTION

S. Aureus bacteraemia and infective endocarditis

Bacteraemia and IE are life-threatening diseases with considerable morbidity 
and mortality.1-3  A large portion of bacteraemia and IE are caused by  
S. aureus.1  S. aureus bacteraemia is correlated with poor patient outcomes 
and complications.1 Standard therapy is often vancomycin with or without 
gentamicin, but other effective therapies may exist.  Daptomycin, a naturally 
occurring cyclical lipoprotein and bactericidal agent against Gram-positive 
bacteria (including methycillin resistant S. aureus), is one such antibiotic that 
has shown promise as an alternative in the face of decreasing support of 
standard therapy and increasing minimum inhibitor concentrations required 
for eradication of the aetiological organism.3,4

DISCUSSION

Comparative efficacy of daptomycin versus standard therapy

Fowler et al. undertook a large-scale trial assessing the efficacy of 
daptomycin versus standard therapy (in this case vancomycin with or 
without gentamicin) in the treatment of S. aureus bacteraemia and IE in 
2002-2005.1  This was a randomized, open label, non-inferiority trial that 
assessed clinical and microbiological outcomes in patients with bacteraemia 
and right-sided IE.  The investigators collected data from patients and 
adjudicated outcomes as such: successes were clinical cures and negative 
blood culture 42 days after treatment. Failures were persistent S. aureus 
cultures, clinical failure (assessed by clinician), and death for any reason.  
Daptomycin was shown to be not inferior to standard therapy for efficacy 
in this large-scale trial.1 Further review of this trial is below. 

Efficacy in methicillin resistant Staphylococcus aureus (MRSA)

Bacteraemia and IE due to infection with MRSA rates are increasing, and 
patient outcomes in this milieu of infection are poorer than those with 
methicillin sensitive Staphylococcus aureus (MSSA) infection.2  To judge the 
efficacy of daptomycin against vancomycin and short course of gentamicin 
in treatment of MRSA bacteraemia and IE, a subset of the data from Fowler 
et al.1 was assessed.  The non-inferiority trial endpoints were similar to the 
original research with the exception of being MRSA specific.  In this setting, 
there were no significant differences in efficacy between daptomycin 
and standard therapy.2 This is in contrast to a more recent retrospective 
case control undertaken by Moore et al. that analyses the differences in 
outcomes between 118 patients treated with vancomycin alone and 
59 patients treated with daptomycin for MRSA bloodstream infections 
for which the strain of S. aureus cultured required a MIC of > 1g/mL.4  
This cut off (MIC >1g/mL) is described in the literature as vancomycin 
resistance.  This study showed a non-significant difference in clinical failure 
(defined as mortality, microbiological failure, or recurrence of infection), but 
a statistically significant trend towards lower mortality in the daptomycin 
group (20% vs 9% p=0.046). Sixty day mortality was also significantly lower 
in the daptomycin group (p=0.022).4  The researchers noted that post hoc 
analysis factors associated with clinical failures were presence of acute renal 
failure and treatment with vancomycin.4 
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Comparative safety of daptomycin

Safety analyses were performed as a part of secondary outcomes in the 
studies of Fowler & Rhem.1,2 Daptomycin was associated with skeletal muscle 
damage and myositis.  Rhem and Fowler1,2 noted that creatine kinase levels 
were significantly higher in the daptomycin group, as were concomitant 
musculoskeletal (MSK) adverse events.  Standard therapy was correlated 
with higher nephrotoxicity which is a serious adverse effect.  There was 
greater proportion of nausea and anaemia (p= 0.03 and 0.05 respectively) 
in the standard therapy arm of the MRSA subset.2 Rhem 2 also noted 
that 7% of patients on daptomycin had to discontinue the use due to 
adverse events, whilst 16% of standard therapy patients discontinued for 
such reason.1,2 Serious credibility concerns must be mentioned here, as 
the study was open-labeled and reporting or clinical judgments made in 
response to adverse events could be biased based on the clinician’s role in 
the study or the funding study sponsor.

Cost comparison of daptomycin versus standard therapy

A cost analysis study was performed to assess the valuation of two 
therapies based on the findings of Fowler et al.1 The authors assessed 
the cost of the medication, the relative cost of successes and failures in 
terms of hospital stay, additional medications, monitoring, adverse event 
management costs, and procedural costs. No significant differences were 
seen.5 This held true even if the cost of standard therapy was nil.  A second 
retrospective analysis of the Fowler data1 indicated that daptomycin was not 
inferior to the standard care in community-based parenteral antimicrobial 
therapy  (vancomycin and gentamicin), demonstrating its suitability as a 
less expensive and safe alternative in comparison to a complete inpatient 
treatment.6,7

Clinical utility in the face of resistance

Community and hospital acquired S. aureus strains now have varying 
degrees of resistance to vancomycin.8-10 This may reduce the clinical 
usefulness of vancomycin in some settings because large doses of the 
medication may be required to treat the tolerant strains of S. aureus 
infection and may even need co-administration of gentamicin: these lead 
to increased risk of nephrotoxicity.9 A Korean study quantified the risk of 
vancomycin resistance, assessing 13 patients with vancomycin MIC >1g/mL 
versus 124 patients with MIC <1g/mL demonstrating statistically significant 
decreased survival (54% vs 78% p= 0.026).11 This corresponded to a  
MIC >1g/mL hazard ratio of 7.0 (95% CI 2.2-22.1, p=0.001).11 The study 
authors advocated use of an antibiotic agent other than vancomycin in 
these rarer but dire cases.11

Laboratory S. aureus has also shown tolerance to daptomycin, however, this 
occurs infrequently.12  Tolerant strains required a doubled mean inhibitory 
concentrations of daptomycin (or greater if multiple resistant mutations 
were present) however both were uncommon in this study and in the 
literature.12 

SUMMARY

Evidence reviewed here has demonstrated that daptomycin is clinically and 
biologically not inferior to the current standard therapy.  Indeed we have 
also seen that in MRSA infections with high vancomycin MIC requirements, 
this novel antibiotic may have a positive effect on short and intermediate 
term survival.4 Equivalence has also been demonstrated in financial and 
outpatient models.5,6 This evidence, coupled with the alarming specter of 

vancomycin resistant strains of S. aureus, suggests that a more careful review 
of vancomycin as a first line therapy may be warranted.  Head to head, it has 
been shown that daptomycin is better tolerated in terms of adverse events, 
and that serious nephrotoxicity is a concern in long-term high doses of 
vancomycin required for the treatment of IE and bacteraemia, particularly 
in the cases of gentamicin co-administration. On this basis, clinical use of 
daptomycin for these indications may be justifiable.

However, it is notable that a significant portion of the evidence relies 
upon the framework research by Fowler et al.1 This study is not a stable 
enough platform upon which to introduce drastic changes.  Because a great 
deal of the literature hangs on the scaffold of this research, the validity of 
subsequent works may also be questioned.  While this study population 
was difficult to control and properly assess therefore subsequent care had 
been taken to create a rigorous study, there still were flaws in the trial 
design.  The heterogeneity of the population in the study was potentially 
confounding.  The population was comprised of small numbers of patients 
with various infections and variable severity of infections with confusing 
clinical stratification of disease states and complications. This decreases 
the precision with which the investigators may be able to link a specific 
illness to an indication for daptomycin because of decreased power and/
or inability to make definitive statements due to significant inter-patient 
variability. The unblinded basis on which safety assessments were made may 
also be unreliable.  In these studies where there is little variability between 
the medications, safety withstanding, a judgment of implementing clinical 
use based on safety may be fraught with error.  However, all laboratory 
assessments were performed blind and by an independent body.

In cases of vancomycin resistance, however, the case control study undertaken 
by Moore et al., demonstrates efficacy.4 This again needs to be interpreted 
cautiously as it is a retrospective study with heterogenous infections and 
populations.4 However, efficacy of daptomycin in reducing overall mortality 
in the short and long term was seen.  The effect of daptomycin on the 
composite end point was clinically if not statistically significant.  This effect 
may well be underestimated as immunosuppression and renal failure, an 
independent risk factor for clinical failure, were statistically significantly over 
represented in the daptomycin arm of this study.4 Given the findings of  
Wi et al., serious adverse effects of vancomycin resistance warrant discussion 
and evaluation of novel agents for use in this clinical setting.

Daptomycin resistance may be underreported because of its limited 
clinical use and the paucity of literature on this topic.  It has been noted 
that nearly all literature available on daptomycin is sponsored by Cubist 
Pharmaceutical (daptomycin producer/marketer) and/or has been 
authored by employees/stockholders of this company.1-3,5,6,10 Potential 
conflicts of interest are numerous.  Despite these concerns, the evidence in 
large, peer-reviewed journals suggests that daptomycin may be a hope for 
the future. For daptomycin to be considered an efficacious, safe and reliable 
alternative, more rigorous, unbiased, evidence-based demonstration of 
superiority in efficacy, investigation of its tolerance and research in both 
synthetic lipoprotein antibiotics and novel therapies are required.

REFERENCES

1. Fowler VG, Jr., Boucher HW, Corey GR, et al. 
Daptomycin versus standard therapy for bacteremia and endocarditis 
caused by Staphylococcus aureus. 
N Engl J Med 2006;355(7):653-65.



The New Zealand Medical Student Journal Number 17 July 201315

2. Rehm SJ, Boucher H, Levine D, et al.
Daptomycin versus vancomycin plus gentamicin for treatment of 
bacteraemia and endocarditis due to Staphylococcus aureus: subset 
analysis of patients infected with methicillin-resistant isolates. 
J Antimicrob Chemother 2008;62(6):1413-21.

3. Steenbergen JN, Alder J, Thorne GM, et al. 
Daptomycin: a lipopeptide antibiotic for the treatment of serious 
Gram-positive infections. 
J Antimicrob Chemother 2005;55(3):283-8.

4. Moore CL, Osaki-Kayin P, Haque NZ, et al.  
Daptomycin Versus Vancomycin for Bloodstream Infections Due to 
Methicillin-Resistant Staphylococcus aureus With a High Vancomycin 
Minimum Inhibitory Concentration: A Case-Control Study. 
Clin Infect Dis. (2012) 54 (1): 51-58.

5. Bhavnani SM, Prakhya A, Hammel JP,  et al. 
Cost-Effectiveness of daptomycin versus vancomycin and gentamicin 
for patients with methicillin-resistant Staphylococcus aureus bacteremia 
and/or endocarditis. 
Clin Infect Dis 2009;49(5):691-8.

6. Rehm S, Campion M, Katz DE, et al. 
Community-based outpatient parenteral antimicrobial therapy (CoPAT) 
for Staphylococcus aureus bacteraemia with or without infective 
endocarditis: analysis of the randomized trial comparing daptomycin 
with standard therapy. 
J Antimicrob Chemother 2009;63(5):1034-42.

7. Graninger W, Presterl E, Wenisch C, et al. 
Management of serious staphylococcal infections in the outpatient 
setting. 
Drugs 1997;54 Suppl 6:21-8.

8. Wang G, Hindler JF, Ward KW, et al. 
Increased vancomycin MICs for Staphylococcus aureus clinical isolates 
from a university hospital during a 5-year period. 
J Clin Microbiol 2006;44(11):3883-6.

9. Kern WV. 
Management of Staphylococcus aureus bacteremia and endocarditis: 
progresses and challenges. 
Curr Opin Infect Dis;23(4):346-58.

10. Jones DB. 
Emerging vancomycin resistance: what are we waiting for? 
Arch Ophthalmol;128(6):789-91.

11. Wi YM, Kim JM, Joo EJ, et al.  
High vancomycin minimum inhibitory concentration is a predictor of 
mortality in methicillin-resistant Staphylococcus aureus bacteraemia. 
Int J Antimicrob Agents. 2012 Aug;40(2):108-13.

12. Baltz RH. 
Daptomycin: mechanisms of action and resistance, and biosynthetic 
engineering. 
Curr Opin Chem Biol 2009;13(2):144-51.

FEATURE : EVENT REPORT

Health Fusion Team Challenge – working together in a 
multi-disciplinary team

Mariam is a first year House Officer working at Christchurch 
Hospital.  She was the 2012 Editor-in-Chief of the New 
Zealand Medical Student Journal.  In her spare time, she can 
be found sleeping or playing Words With Friends.

Mariam Parwaiz
House Officer
Canterbury District Health Board
Christchurch

Mrs W is a 58 year old woman who was diagnosed with a high grade 
glioblastoma multiforme (GBM) two years ago.  She and her husband have 
been referred from the GP as she now presents with increasing confusion, 
unsteadiness on her feet, and her husband is struggling to cope with her care.  
He is particularly worried as Mrs W has limited insight into the seriousness of 
her condition.

You are a community-based specialist team that provides comprehensive 
health services to patients with chronic deteriorating conditions.  Your task as a 
team is to make a multi-disciplinary plan for the management of Mrs W.

This is a summary of the brief a group of us received at the start of August 
last year.  We were participating in a competition called the Health Fusion 
Team Challenge, and had four weeks to develop a plan to present for 
judgement at a competition in Brisbane.

The Health Fusion Team Challenge is an extracurricular activity designed 
for final year health professional students.  Teams consisting of four to 
six students from various health professions work together to develop 
a management plan for a patient scenario.  The participants are studying 
in various courses including medicine, nursing, social work, physiotherapy, 
speech language therapy, pharmacy, occupational therapy and dietetics.  
They are given a case of a patient with a chronic health problem and 
must work together to produce a management plan that addresses fairly 
complex health issues.  The Challenge culminates with a public event, where 
the teams of students present their plans to a panel of judges and face 
additional on-the-spot questions.  The aim of the Challenge is for each 
student to improve their communication, teamwork and clinical skills, while 
working with students from other disciplines.
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Competitions of this type were first held at the University of British 
Columbia in Canada over 25 years ago, and an Australian version has 
been running since 2007 at the University of Queensland.  In 2012, for 
the first time, the Australian Health Fusion Team Challenge (Oz HFTC) 
invited teams from New Zealand to compete in the competition.  Two Kiwi 
teams entered the competition: a group of students training at Canterbury 
District Health Board (which I was a part of) and another team from 
Auckland University of Technology.

Our team consisted of students from medicine, nursing, social work, 
physiotherapy and speech language therapy, as well as a mentor to guide us 
along the way.  We were given the above case of Mrs W, with information 
about her medical history, medications, home and financial situation, 
information about her activities of daily living and social life.  As a team, we 
outlined some short, medium and longer term goals for the patient and 
her family.  We had a strong focus on making our plan holistic and chose to 
utilise the Whare Tapa Wha model to create a plan addressing all aspects 
of the patient’s wellbeing.   

After a series of meetings and email discussions, we flew to Brisbane to 
compete in the Oz HFTC.  For the New Zealand teams it was our first 
exposure to the challenge, whereas some of the Australian universities 
have been competing in the event for many years now.  It was interesting 
to see how the various teams tackled the issue and it was clear that some 
teams had had serious coaching for the event.  While our team received 
praise for a holistic plan that discussed the palliative nature of the case, we 
did not progress through to the final round.  However, we were happy with 
our overall performance, had a great time, and learnt a lot from the entire 
competition.

The aspect of this event that I enjoyed the most was that it offered the 
chance to work within a multi-disciplinary team.  I enjoyed interacting with 
the other students and discussing what they do in their professions.  The 
overall process gave me a better appreciation for how all our contributions 
can work together to provide optimal health outcomes for patients.  The 
Challenge also made me think more about my role as a doctor within the 
multi-disciplinary team.  We are the principal carer of the patient and in this 
role we need to provide leadership to the team of professionals we are 
working with.  On reflection, I feel that my participation in this exercise has 
helped me be confident and proactive about engaging with other health 
professions in my new role as a House Officer.

The Health Fusion Team Challenge is an excellent way to meet people  

Figure 1 (above): The Canterbury District Health Board team pose for a photo after their 
presentation in Brisbane.

outside of the medical school bubble, develop some vital skills that will be  
useful in your future career, learn more about how the multi-disciplinary 
team works, and have some fun along the way.  The Challenge has been 
rebranded as the Trans Tasman Health Fusion Team Challenge and will take 
place again in late August 2013.  I would love to see teams from each 
of New Zealand’s four main centres competing.  If you are interested in 
starting something at your school, then please get in touch with me at 
mariam.parwaiz@gmail.com.  You can also find out more about the Health 
Fusion Team Challenge here: http://www.healthfusionteamchallenge.com/

 

 
Many thanks to the University of Otago, Christchurch for their support.

FEATURE :  OPINION PIECE

We’re all in this together: a personal view on 
interprofessional learning
Yassar Alamri

Interprofessional learning (IPL) can be defined as the experience gained 
from the interaction of members or students of two or more health 
professions, which can arise from interprofessional education or as a result 
of working at the same place.1 Every year, thousands of students join 
various professional health courses. Each student comes with their own 

attitude on their chosen course, and their preconceived views on other 
professional health sectors.2-4 Hence, there has been an increasing demand 
to include an element of interprofessional learning in the education systems 
of many health science organisations worldwide.
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I have found the experience of IPL at the University of Otago, New 
Zealand to be both interesting and novel. Third-year medical students 
were introduced to IPL through a four-week block within the ‘Healthcare 
in the community’ course. Students were scheduled to meet, interview and 
work with various professionals, including nurses, physiotherapists, dentists, 
social workers and even some complementary and alternative medical 
practitioners. I discovered practice nurses who solely run diabetes clinics 
and general practitioners who collaborate together with physiotherapists 
as primary health providers. Somewhat to my surprise, the IPL course has 
genuinely increased my awareness of interprofessional understanding and 
teamwork.

This positive exposure to IPL was made all the more interesting for me 
due to its stark contrasts to my home country of Saudi Arabia. The Saudi 
Arabian healthcare system is still, unfortunately, highly regimented and 
hierarchical; a large number of doctors still see themselves as superior 
to the rest of the healthcare workers. However, whether it is the ‘vast’ 
knowledge they have, or the paycheck they get, or the pride of decision-
making, these are not legitimate reasons for superiority. Simply put, as we 
are becoming increasingly aware in Australia and New Zealand, nurses 
sometimes know more than doctors, dentists often earn more than many 
doctors do, and politicians make decisions that are more influential on the 
health of the community than doctors. Doctors play a critical part in the 
healthcare system, but they are just a small part of it. It may be very easy 
for New Zealand and Australian students to take IPL and its benefits for 
granted, and to dismiss IPL course content as superfluous and inane.

Previous exposure to a country without a practical interprofessional culture 
may cause some health professionals to change their attitude, and value the 
spirit that has started to develop here. It is documented that some health 
professionals express discomfort and resistance when asked to work with 
other health professionals. Anderson et al reported in their study which 
looked at medical students’ reactions to uni- and inter- professional care 
for patients, that students initially felt uneasy with the idea of working 
with members of other health professions. However, with time, students 
reported that this uneasiness turned into an improved learning experience 
when working interprofessionally.5 Compared to the uni-professional 
group, the students in the interprofessional group were shown to have 
developed skills to deal with the demands of new learning environments, 
and to have enhanced confidence in dealing with patients.

Similarly, educators find it somewhat difficult to deal with group interactions 
in interprofessional groups. Some research papers have reported ‘facilitator 
burn out’! It is now suggested that only experienced educators with 
excellent facilitation skills should manage such interprofessional groups. A 
regular rotation of facilitator staff should be in place in advance to avoid 
previously mentioned ‘facilitator burn out’.5,6

Moreover, the exact timing of introducing the IPL concept into the medical 
curriculum has been widely debated. Some have suggested that the earlier 
the students are made aware of other professional roles, the easier it is for 
students to grasp the concept of interprofessionalism. The rationale behind 
the early introduction of IPL is to ‘get ahead’ of negative preconceptions 
about other professions which may develop later in their careers. 
Conversely, some have argued that such students lack a firm understanding 
of their own professional role, and hence introducing other professional 
roles may be more of a distraction than an asset. Evidence to support 
either argument is lacking, but a midway approach of early introduction to 
other professions while emphasising students’ own roles seems to be an 
intuitively sensible approach.7

The undergraduate medical community has welcomed the concept of IPL 
with much enthusiasm; however, research on the topic has not matched 
this interest. There are still many areas of interprofessionalism that should 
be explored. Does IPL differ on wards from in classes? Should more 
allied-health professions, such as dentists, speech language therapists, and 
physician assistants, be included in a curriculum that involves IPL? How do 
various types of IPL enhance or weaken the concept of having a ‘team 
leader’ when looking after a patient? These are only some of the questions 
that need to be answered before a proper comprehensive curriculum can 
be developed.8,9

In conclusion, it is important that we continue to shift the patient healthcare 
paradigm from a hierarchy pyramid to an all-inclusive model. In this way, 
each member of an interprofessional team can take authority in what he 
or she is best at. This begins with medical education. This is the view that I 
intend to carry back to my home country upon graduation.
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App Review: Prognosis: Your Diagnosis
App Company: Medical Joyworks
RRP: Free 

After seeing the initial title screen, one 
may think that Prognosis: Your Diagnosis is 
a gaming app designed for children which 
involves patients presenting with ‘boo boos’ 
and ‘ouchies’. This first impression is false. 
The app, available for free on both Apple 
and Android app stores, is professional, 
engaging and a useful educational resource 
for medical students. 

Prognosis: Your Diagnosis contains over 120 clinical cases from specialties 
of medicine, surgery, obstetrics and gynaecology, and paediatrics. You are 
presented with a brief summary of the pertinent history and examination 
findings, and are then asked what investigations you would perform. 
Results of the ordered tests are given and you are then asked to select the 
appropriate management option(s). Your answers are marked and a grade 
of either “done poorly”, “done satisfactorily”, or “done well” is awarded. 

However, the grade does not really matter. It is the discussion section at 
the end of each case scenario that adds real value to this app. This section 
reveals the diagnosis and provides a summary of the disease, details the 
significance of certain history and examination findings, explains the 
thinking behind which investigation and management options are needed 
and explores how to exclude the differential diagnoses. The bottom of the 
discussion page contains some “take home messages” which are the key 

Chen Liu
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MBChB Student
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APP REVIEW

points to remember. Reading through this, and reflecting upon your thinking 
processes as you worked through the case, is what contributes to highly 
effective learning.   

The price (it is free), updates, variety of cases, entertainment value and 
the discussion section are this app’s key strengths. With at least one new 
case added every week, there are always new scenarios to work through. 
The range of diseases discussed is wide, and includes both well-known 
or common problems (e.g. acute coronary syndrome, pancreatitis, ectopic 
pregnancy, and intussusception) as well as clinical rarities (e.g. mesothelioma, 
Dieulafoy’s lesion, and neuroleptic malignant syndrome).  Finally, this app is 
fun. It gives you the feeling of being a real-life clinician making decisions 
about patient management.        

The need for internet access is a problem. Without internet access, the 
highlight of this app, the discussion page, will not load. While the game can 
be played offline, one would never find out if one’s suspected diagnosis 
and thinking processes were correct – this leaves little to be gained. An 
inconvenience of the app is that units for some of the investigation results 
are not the units New Zealand students and clinicians will be familiar with, 
e.g. platelet count is displayed as number/mm3 instead of x109/L.  

Overall, this is an excellent app. I would recommend downloading this 
app for any medical student with an Apple or Android product, especially 
senior students who should understand and relate better to the content, 
as they have more clinical experience. It can act as both a revision tool 
prior to one’s exams or as a teaching tool during medical, surgical, O&G 
and paediatric attachments. The slogan for the Medical Joyworks company 
is ‘making medicine fun’ and they have certainly achieved their goal with 
Prognosis: Your Diagnosis.

Figure 1 medical specialties included in the app.
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