
Inside this issue:  

Deputy -Premier at 

Autumn Symposium  

1 

Important Dates  1 

Sepsis ñ Research 

into Practice  

2 

Research Workshop  4 

Queensland Emer-

gency Physicians on 

film  

4 

Research-Driven Innovation and Excellence                         www.qemrf.org.au  

Issue   6   |   Jun 2010  

QEMRF Update 

21 July 2010  

Staff Specialist and 

Trainee Grant 

Applications due.  

 

2 September 2010  
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Details to follow.  

 

Important Dates 

 

 

See the new checklist  

available on our portal 

developed to help grant 

applicants.  

Queensland Deputy-Premier Congratulates 

Emergency Physicians at the Autumn Symposium 

 

The Deputy-Premier and Minister for 

Health in Queensland, the Hon Paul Lucas 

MP, was present at the recent Queen-

sland Emergency Medicine Research Foun-

dation (QEMRF) awards ceremony held as 

part of the Autumn Symposium on Friday 

21 May.  

 

The Deputy-Premier praised the work 

and dedication of Emergency Medicine 

Physicians in Queensland hospitals and 

expressed his support of the research that 

was being undertaken as having great in-

terest to the government, the health sys-

tem and the public.  

 

Research projects being awarded by 

QEMRF in Emergency Medicine may bene-

fit the $9.2 billion~ Queensland Tourism 

Industry in providing innovative treatment 

options across a range of emergency 

situations. 

 

Many of the projects being awarded 

grants by QEMRF in North Queensland 

focus on injuries experienced by tourists 

and locals alike, such as decompression 

illness, jellyfish stings and aeromedical 

retrieval of remote and rural patients. 

 

Our Vision  

Queensland will be regarded as a 

world leader in Emergency Medicine 

research and will be the location of 

choice for the brightest minds in 

Emergency Medicine  

Pictured from left to right:  Catrina Codd, QEMRF; Dr Darren Powrie, Princess Alexandra Hospital; Dr 
Stephen Priestley, Nambour Hospital; Dr Julia Bruce-Thomson, The Townsville  
Hospital; Deputy-Premier the Hon Paul Lucas MP; Dr Adele Field, The Townsville Hospital; Dr David 
Rosengren, Chair of QEMRF Board; and, Dr Peter Pereira, Cairns Base Hospital.  

Chair of the QEMRF Board, Dr David 

Rosengren, said òin researching improved 

treatment options, these projects could re-

sult in changes to global medical protocols 

and make Queensland an even safer and 

more attractive destination for tourists.ó 

òEmergency Medicine research reaches out 

beyond hospital corridors and has direct 

benefits for the Queensland health system, 

the Queensland economy and ultimately for 

patients.ó  

 

òContinued investment in Emergency Medi-

cine research also has long term benefits for 

Queensland ð recognised best practice on 

the international stage, greater financial re-

turns, improved patient outcomes and an 

international reputation of high standing.ó  

  
~ Figure from Tourism Facts and Figures Information 

Sheet Updated 23 April 2010 from Tourism Queen-

sland. 

 

 

 
 

 

 

 

http://portal.qemrf.org.au/Forms%20and%20Guidlines/QEMRF%20Checklist%20for%20Grants%20V1%2020%20May2010.doc
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After the ACEM Autumn Symposium in Brisbane on 21 and 

22 May 2010, there was one presentation that I couldnõt get 

out of my mind.  It was the presentation by Dr Julian Wil-

liams on Sepsis presented within the context of the world of 

super heroes.  In a follow-up interview, Catrina Codd and Dr 

Julian Williams discuss the take home messages and what can 

be done to improve the outcome of sepsis patients right 

now.   

 

Catrina : In the ideal world, what does the Superhero Sepsis 

team look like?  

Julian: I think there is a double meaning to the òsepsis 

teamó.  The sexy part is the team that leaps on the desper-

ately unwell septic shock patient.  In this way the sepsis team 

is analogous to the trauma team, where a team of doctors 

and nurses assemble and work together to do a bunch of 

critical things in a timely fashion.  However sepsis differs 

from trauma in that the critically unwell trauma patient needs 

to be somewhere else ð the patient with septic shock needs 

prompt recognition and aggressive, team delivered care with 

multiple components and goals ð all delivered by us.  Our 

data suggest that the septic shock patients that go to ICU 

stay in ED for 6-8 hours anyway, so we should use this time 

to be responsible for delivering the care that these patients 

need.  Just like trauma again, many believe that the early 

hours of resuscitation in septic shock are golden ð this is our 

time. 

 

So the Sepsis Shock Team  is assembled.  Thereõs stacks of 

things to do: central lines, arterial lines, IDC, nasogastric 

tube, maybe intubation as well. Early antibiotics are crucial, 

so someone must be allocated to draw up and deliver them 

ASAP.  And just like in trauma where there is the blood doc-

tor and team to look after the blood products and fluids, 

similarly in septic shock, there should be a team member 

standing there squeezing in fluids and recording them - thatõs 

their primary and sole responsibility.  All this activity needs 

co-ordination and leadership.   

 

However on the broader front is the Sepsis Surveillance 

Team .  Severe trauma gets delivered to us on a plate - itõs 

labelled as such at the door (and usually before),  but sepsis 

can just be lurking anywhere.  So the bigger team refers to 

the part that we all have to play in surveillance, from the am-

bulance officer to the triage nurse, to the senior doctor that 

prowls the floor, the nurse thatõs marshalling the acute corri-

dor, to the nurse at the bedside and the resident, we all have 

to be very, very aware that we are all part of the surveillance 

network, the sepsis surveillance team.  The Sepsis team in its 

bigger format. 

 

Catrina: What are the key things the Sepsis Surveillance 

Team  are looking out for? 

Julian: HYPOTENSION  - that is the number one.  Hy-

potension, but also any feature that suggests that the patient 

is under-perfused such as confusion or oliguria, in someone 

who has an obvious infection.  Low blood pressure is the 

best objective sign of real badness. 
 
BP<90mmHg is the number under which we have 

concerns  
 
The important point is that the nurse and junior doctor at 

the bedside need to know that if their patient has infection, 

then any of the above factors may indicate hypoperfusion and 

failing organs.  Damage which continues until appreciated and 

addressed. 

 

Catrina:  What about fever? 

Julian: Fever : Handy if itõs present ð obviously makes infec-

tion likely.  Very important to recognise that hypotension in 

the absence of a fever could still be septic shock, and the 

clockõs ticking away.  Of all the physiological variables that we 

measure hypotension  is the one that we should worry 

about. 

 

Catrina: What is the evidence? 

Julian: Our data confirms that even a transient blood pres-

sure under 90mmHg in a patient presenting with infection -  

just one - is associated with more than 2 times the risk of 

mortality.  This confirmed the findings from Marchick et al 

2009.  It only needs to happen once - just one episode 

of hypotension should be ringing alarm bells, it is 

clinically significant and meaningful.  Kumarõs 2006 pa-

per hammered home the fact that persistent hypotension  

(despite a fluid challenge), is really bad news, with mortality 

increasing by the hour if treatment is not provided immedi-

ately.  

 

Catrina:   What are the big issues with managing Sepsis? 

Julian: Awareness and Empowerment,  for the nurse or 

junior doctor to bring even a single hypotensive episode to 

the attention of the senior clinician immediately, and for the 

clinician to act on it.  The first component of treating sepsis 

is early recognition and it is a whole of Emergency 

Department issue.  We are all in the team.    

 

Most patients with severe infection donõt look that bad, they 

are just quietly unwell.  Looks can be deceiving ð gross 

visual cues are not there ð thereõs no blood dripping out, no 

smashed up limbs.  But their microcirculation is quietly failing.  

They can have a BP under 90mmHg and still be talking but 


