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It has been a busy few months up here in 
Auckland at the NZRDA office. Bargaining, and 
subsequently facilitation, has taken up much of 
our time and resources. The process has been 
long and at times “all consuming”. 

However, I hope that this issue of the Resident 
Doctor comes as a welcome relief, and provides 
some reprieve from those regular bargaining 
newsletters and facilitation updates. It is 
important we take some time out to think about 
all of those other issues that are important to 
us, and our profession as a whole. 

Artificial intelligence is an exciting (if not at 
times frightening) new technology on the 
medical horizon, and Deborah’s report from 
the recent Royal Australian and New Zealand 
College of Radiologists (RANZCR) conference 
provides some food for thought.  

With regards to artificial intelligence – we 
need to know what is coming, and be ready 
and willing to engage. Its incorporation into 
our everyday medical lives is inevitable, and in 
order to ensure best outcomes, we will need 
to learn and we will need to adapt. Change is 
never easy, but we as a profession know how 
to do it, and do it well. It’s one of the things I 
love about my job. New technologies and new 
medicines are constantly being created, refined 
and adapted to ensure that our patients receive 
the best possible care, and we as resident 
doctors are often the first group to adopt and 
adapt to changes in practice and patient care. 
Artificial intelligence will be no exception. 

It’s easy to forget about all of the “other stuff” 
that the NZRDA does. Engagement with other 
medical organisations, our work on bullying 
and sexual harassment, research into time 

President’s 
Perspective

served versus competency based training, and 
flexible working hours are all important parts 
of the 2019 NZRDA work plan. You would have 
recently received an email with a link to the 
National Executive Report – a summary of 
what we have been up to and where things 
are at. Have a read when you have a spare 
few minutes. We are working hard to ensure 
that we communicate with you effectively and 
efficiently, providing you with all of the relevant 
information in a timely and succinct way. Let us 
know how we are doing. 

I hope you enjoy what follows – pick up this 
journal when you have a spare moment, 
with a hot cup of tea or coffee and enjoy 
reading about something other than MECA 
negotiations. 

As always we welcome any and all feedback. 
Get in contact with us at ask@nzrda.org.nz.  
 
I look forward to hearing from you.  
 
Kind regards and best wishes, 

 
Dr Courtney Brown 
NZRDA President



4

Feature: Artifical 
Intelligence

Report from the 
National Secretary

The Royal Australian and New Zealand 
College of Radiologists (RANZCR) recently ran 
a conference on Artificial Intelligence (AI) in 
healthcare. Congratulations to the college for 
taking the initiative. 

There is much hype around AI and its potential 
effects on healthcare, including risk to job 
security. This conference sought to put some 
perspective on what is happening now, as well 
as future gazing. Importantly, it sought to give 
better understanding about what is involved in 
making AI work for us, and what good as well 
as risks might arise.

Dr Jordan Nguyen is on the “speakers tour” 
and has an interesting website (see www.
drjordannguyen.com). He is an electrical 
engineer by training and, amongst other things, 
has worked in the disability field. Some of 
his work has involved linking occipital (visual 
cortex) lobe electrical signals through a head 
band, to the cloud, to a computer in a car to 
enable a young man with cerebral palsy drive 
using his eyes – and only his eyes. Dr Nguyen 
also showed us passenger drones that are 
transporting people now (in China at least) and 
an electric car that autonomously drove around 
a racetrack at 260kph – again in China. The 
stuff that may previously have been in the realm 
of fantasy or sci-fi is here already.

Dr Nguyen’s point is this: we can’t stop change. 
The Luddites smashing machines in the 
industrial revolution didn’t stop the revolution.  

The Luddites were an early 19th-century 
group of English workers who destroyed 
machinery, especially in cotton and woollen 
mills, as a means of protest against industrial 
development. Whether this is a true 
representation of what the Luddites were all 
about (see the end of this article) or not, the 
term Luddite has since become synonymous 
with a person opposed to increased 
industrialisation or new technology.

We are largely focusing here on the 
subsets of AI, mainly machine learning 
(ML), a little deep learning (DL) and to 
some extent neural networks (NN). There 
are other acronyms that you’ll come 
across too, including ANI (artifical narrow 
intellligence, which descibes AI that can 
perform only a narrow range of specific 
tasks), AGI (artificial general intelligence; 
AI with human-like transferable 
intelligence and problem-solving) and 
ASI (artificial superintelligence; AI whose 
intelligence substantially exceeds that of 
the most gifted humans). 

http://www.drjordannguyen.com
http://www.drjordannguyen.com
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Stephen Hawking said, “Intelligence is the 
ability to adapt to change.”  And many have 
noted that innovation for some is disruption to 
others.  We need to recognise what’s coming 
and make active decisions about what and 
where we should harness the new technologies.  

We need to think and plan for what will happen 
to changing roles. A big question in my mind is 
what impact AI will have on future job security.  
How will the displacement of jobs happen? Will 
they simply disappear? Or will we change to do 

other things?

Examples are already with us. Bank tellers 
lost jobs when ATMs were introduced. But we 
still crave the human experience, so we kept 
(some) tellers and just changed what they did. 
Smart gates at immigration hasn’t removed the 
need for human beings in the airport. In labs, 
we may have machines reading bugs and cells 
for us, but we will still need people to help 
patients and clinicians understand their results, 
and more big data population-based work to 
prevent disease or respond better to microbial 
threats.  

We have an ever-increasing volume of work, so 
will having technology that screens for “normal” 
allow the remaining workforce to concentrate 
more productively on the abnormal?

Dr Nguyen noted that those who enjoy the 
hype around AI are often those for whom it’s 
core business – and those who seek financial 
benefit.  Those who buy healthcare services, 
however, won’t want to pay any more than they 
do now. There is a risk, therefore, that savings 
will be sought from existing areas to allow the 
introduced of new technologies. Given that staff 
represent 70% of cost of healthcare, looking 
at shifting money from the human workforce 
budget to an AI-based workforce is going to be 
tempting.

We’ve all heard that “the role of the 
radiologist will be obsolete in five years.” Such 
comments have been around since 2010, when 
the potential of AI became apparent. Yet here 
we are: radiology remains a key discipline, 
and we have a workforce shortage – not just 
radiologists by MITs and sonographers as 
well.

Tech already exists
• 24/7 ECG that recognises impending MI 

and dispatches an ambulance before it 
happens.

• Medical data gathered from sweat, 
detected through clothing or a wearable 
patch, available in real time.

• Retinal screening that can predict cardiac 
disease. (So, can voice recordings of 
emotional speech detect, well . . . ?) 

• Ultrasound (instead of mammography) 
of breast screened by AI, leaving the 
negatives to look at.

• A machine that can take a scan 
and quantify the size and volume of 
anatomical features.  
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When new technologies are introduced, they 
are not always entirely fit for purpose. Early AI 
has over-promised and under-delivered. One 
example is in labs, where a machine can now 
tell us the classification of bugs – but only if 
they aren’t anaerobic. And AI requires big data 
which we often simply don’t have access to 
in our little world. More on these challenges 
below.

But we must not lose sight of the fact that 
technology is an enabler. In pathology, a 
machine learning model is reducing the number 
of slides pathologists need to review. Whilst 
the machine identifies more disease than is 
there, it is very good at identifying when there 
is no disease. This has in one instance halved 
the number of films pathologists need to read, 
allowing them to get through more work. It is 
also a good example of how working with AI 
will enhance what we do.

To harness the good, we need to define our 
purpose and act.  And we must be prepared 
to innovate or be disrupted. There will be 
change, and some of it will be rapid. We need 
to see a shift in focus from intervention-centred 

to patient-centred care. And, perhaps most 
importantly, we need to make decisions, and 
not let the decisions be made for us.

It’s here already, and more is coming. We need 
to make some decisions about how and what, 
and lead the change.

What’s holding AI back?
AI in its simplest form is pattern recognition; 
but if the pattern changes, the machine can 
not longer recognise it. For instance, developing 
facial recognition technology using the faces of 
thousands of white males enabled accurary to 
a 1% margin of error. However, accuracy fell to 
35% when confronted with the face of a black 
female; the pattern changed, and the machine 
could no longer be relied upon to get it right.  
And can we trust what it is that the machine 
has learnt? In the case of a machine learning 
the difference between a wolf and a dog, the 
machine learned the difference to 1% accuracy 
until someone realised a picture of a dog in 
snow was being categorised as a wolf – the 
machine had actually learnt what snow looked 
like.

AI cannot perform contextual reasoning. For 
example, if presented with the sentence, 
“The councillors rejected the demonstrators’ 
permits because they advocated violence”, 99% 
of people understand it’s the demonstrators 
advocating violence, not the permits. However, 
the sentence confuses machines built to 
comprehend language because they lack the 
contextual reasoning to make sense of the 
ambiguity. (Or, perhaps we should say they 
currently lack the intelligence. Whether general 
(AGI) and super (ASI) intelligence in machines 
is even possible is a matter of debate amongst 
the experts in the field. What they do tend to 
agree on, however, is that if AI with contextual 
reasoning arrives at all, it is decades away at 
least.)

Cost is always a factor. Healthcare costs 
continue to increase despite successive 
governments trying to cap spending. Who will 

To learn, AI needs huge datasets, millions of 
parameters, known “ground truth” (is it a dog 
or a cat? is it a normal chest X-ray?), and 
enormous computing power.
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improve medical practice, healthcare providers 
or consumers? If medicine charges what it 
thinks the value of our work is, we might be 
in for a surprise.  Value-based payment pay 
for outcomes, not interventions. To determine 
outcomes, you need data – which we are now 
collecting. For example, machine learning 
could create an order of merit from the sum of 
patient data, practitioner data, hospital and 
environmental data, which can then provide a 
pattern of behaviour and outcomes identified 
down to the individual doctor. This will bring 
value-based medical systems to our front door. 

In America this is already happening. Insurance 
companies use IT tools to collect data, which 
inevitably will allow the tracking of individual 
practitioner performance.

Machine learning requires a data set. It takes 
thousands of images for a computer to be able 
to recognise a human, and thousands of chest 
X-rays to recognise a normal one. But, images 
are not all the same: machines need to learn 

to identify the limits or parameters of “normal”. 
This is easier for some applications than others. 
Group A streptococci have a narrower range of 
normal than human chest X-rays.

The datasets are on their way in radiology: 
ImageNet has over 15 million labelled high-
resolution images, in 22,000 categories. But 
getting enough radiologists to decide if the 
images are normal or not – to determine ground 
truth – is a sizeable task and a rate limiting 
step.  There is also the question of whether the 
information is in the data. For example, is an 
X-ray alone enough to make the diagnosis? 

Enigma is another initiative. Enigma involves 
300 scientists from 185 institutions in 33 
countries gathering data from more than 
30,000 subjects. Genetic and imaging data 
are being gathered through systemic methods 
to generate longitudinal data. Biobank is also 
gathering big data.  

But despite all these challenges, thousands 
of people are working to overcome them. 
We now have auto machine learning where, 
alongside the direct machine learning described 
above, the machine itself learns more from the 
learning already done.  We have “models” that 
a machine can learn from – it doesn’t have to 
be real data, just data that will get to ground 
truth.

Other challenges
• Disease versus disorder: At autopsy 

60% of dementia cases were found to 
be due to Alzheimer’s, but only 10% 
had only Alzheimer’s. For reliable AI we 
need to learn from those who have only 
Alzheimer’s if that is what we want to 
diagnose on MRI.  And of course, if you 
look closely enough, everyone is sick.

• Not all data always exists.

• Frequency of data collection can be 
variable.

• Prevalence may be an issue. Only a few 
people who suffer X disease limits the 
ability to machine learn, hence the focus 
on normal rather than abnormals.

• Huge datasets are required due to 
the huge variability between people. 
Genetics, environment (including 
nutrition), education and physical 
environment vary.

• Having many data sources also brings in 
variability in both quality and quantity.
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Privacy problems
Every time we use a cell phone, swipe a credit 
card, get caught on CCTV, or Google something, 
data is created. And we need a dataset for 
machines to learn from: but what if this data is 
“sensitive”.

London Underground collected data from 
individuals’ cell phones to map crowd 
movements. This was thought to be acceptable 
use because the data was de-identified or 
anonymised – or so people thought.   

Anonymisation requires the removal of 
identifying features. However, this is not 
sufficient. Deidentification needs to add some 
“noise” to the data; for example, changing date 
of birth to age by decade. But conventionally 
de-identified data is increasingly being able 
to be identified – and publicly released. The 
question is:  how private is our data? Long story 
short – it isn’t. Current anonymisation protocols 
are inadequate to guarantee that personal data 
is safe. De-identification protocols are 20 years 
old now and no longer fit for purpose. 

In 1930, we found that 12 points on a fingerprint 
could identify a unique individual.  What does it 
take to de-identify a person in today’s dataset 
world? How many individual points of data (use 
a credit card, a Google search, appearance on 
CTV) do we need to have to uniquely identify an 
individual from a large dataset? 

The answer is surprising – and perhaps 
frightening. In a data set of 1.5 million people 
carrying cell phones in a 1 km area, just 4 
datapoints will identify any individual 95% of 
the time. In a  dataset built from 1.1 million 
people paying by credit card at a restaurant, 3 
datapoints were 90% successful at identifying 
an individual.

If we make the spacial and time information 
less precise i.e. Greater area and wider time 

There is a trade-off between utility and 
privacy. We want to use big data, but we will 
have to decide the value of privacy over the 
benefits derived from big data.  Not collecting 
or using big data is not an option – there is 
too much good that can come from it.  

An existensial  
threat

The Terminator. The Matrix. Ex 
Machina. We love to speculate 
about whether AI will turn against 
us, or turn evil. Will AI become an 
existential threat to our species? 
What do the experts say? 

The real worry isn’t 
malevolence, but competence. A 
superintelligent AI is by definition 
very good at attaining its goals, 
whatever they may be, so we 
need to ensure that its goals 
are aligned with ours. Humans 
don’t generally hate ants, but 
we’re more intelligent than they 
are – so if we want to build a 
hydroelectric dam and there’s 
an anthill there, too bad for the 
ants. The beneficial-AI movement 
wants to avoid placing humanity 
in the position of those ants.

— The Future of Life Institute

?
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The ethical  
machine
 
If there’s one thing humans are 
good at, it’s exploiting things. In 
the future we may we sit alongside 
either artifical general intelligence 
or artificial superintelligence, and 
yet still have it under our control. 
If AI becomes conscious, will the 
work we demand of it be a form 
of exploitation? It might seem 
far-fetched, but according to a 
comprehensive report by the Effective 
Altruism Foundation, in the future 
“certain AI systems are likely to have 
the capacity to suffer, particularly 
neuromorphic ones as they are 
structured analogously to the human 
brain.”

On the other hand, there may be no 
question of contining to hold sway 
over a superhuman intelligence, and 
thereby no way we could exploit 
it. It is, after all, an intelligence 
differential that determines power. As 
the The Future of Life Institute says, 
“Intelligence enables control: humans 
control tigers not because we are 
stronger, but because we are smarter. 
This means that if we cede our 
position as smartest on our planet, 
it’s possible that we might also cede 
control.”

?
frames, will that additional noise help?  The 
answer is only to a point; one trial found this 
only extended the number of points to re-
identification by 2.

Control 
AI ignores boundaries and borders. Our 
legislators are slow, our regulators slower. 
It is unlikely these mechanisms are fit for 
purpose in this new era. How we might solve 
these challenges is only just starting to be 
thought about. International work is underway 
on providing standard terminology, big data 
reference architecture and governance of big 
data and AI.  But this is a global responsibility, 
not just the concern of a few people in a back 
room.  



some factories on fire, but mainly they confined 
themselves to breaking machines. In truth, they 
inflicted less violence than they encountered. In 
one of the bloodiest incidents, in April 1812, some 
2,000 protesters mobbed a mill near Manchester. 
The owner ordered his men to fire into the crowd, 
killing at least 3 and wounding 18. Soldiers killed 
at least 5 more the next day.

Earlier that month, a crowd of about 150 
protesters had exchanged gunfire with the 
defenders of a mill in Yorkshire, and two Luddites 
died. Soon, Luddites there retaliated by killing 
a mill owner, who in the thick of the protests 
had supposedly boasted that he would ride up 
to his britches in Luddite blood. Three Luddites 
were hanged for the murder; other courts, often 
under political pressure, sent many more to the 
gallows or to exile in Australia before the last such 
disturbance, in 1816.

One technology the Luddites commonly attacked 
was the stocking frame, a knitting machine first 
developed more than 200 years earlier by an 
Englishman named William Lee. Right from the 
start, concern that it would displace traditional 
hand-knitters had led Queen Elizabeth I to 
deny Lee a patent. Lee’s invention, with gradual 
improvements, helped the textile industry grow—
and created many new jobs.

But labour disputes caused sporadic outbreaks of 
violent resistance. Episodes of machine-breaking 
occurred in Britain from the 1760s onward, and in 
France during the 1789 revolution.

As the Industrial Revolution began, workers 
naturally worried about being displaced by 
increasingly efficient machines. But the Luddites 
themselves “were totally fine with machines,” 
says Kevin Binfield, editor of the 2004 collection 
Writings of the Luddites. They confined their 
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Despite their modern reputation, the original 
Luddites were neither opposed to technology 
nor inept at using it. Many were highly skilled 
machine operators in the textile industry. Nor was 
the technology they attacked particularly new. 
Moreover, the idea of smashing machines as a 
form of industrial protest did not begin or end with 
them. 

British working families at the start of the 19th 
century were enduring economic upheaval and 
widespread unemployment. A seemingly endless 
war against Napoleon’s France had brought “the 
hard pinch of poverty,” wrote Yorkshire historian 
Frank Peel, to homes “where it had hitherto been a 
stranger.” Food was scarce and rapidly becoming 
costlier. Then, on March 11, 1811, in Nottingham, a 
textile manufacturing centre, British troops broke 
up a crowd of protesters demanding more work 
and better wages.

That night, angry workers smashed textile 
machinery in a nearby village. Similar attacks 
occurred nightly at first, then sporadically, and 
then in waves, eventually spreading across 
a 70-mile swath of northern England from 
Loughborough in the south to Wakefield in 
the north. Fearing a national movement, the 
government soon positioned thousands of soldiers 
to defend factories. Parliament passed a measure 
to make machine-breaking a capital offense.

But the Luddites were neither as organised nor 
as dangerous as authorities believed. They set 

Progressive 
Luddites
The follow is an excerpt from the Smithsonian Magazine from March 2011, written by 
Richard Conniff. 



sense of social justice. The taunting, world-turned-
upside-down character of their protests also led 
them to march in women’s clothes as “General 
Ludd’s wives.”

They did not invent a machine to destroy 
technology, but they knew how to use one. In 
Yorkshire, they attacked frames with massive 
sledgehammers they called “Great Enoch,” after a 
local blacksmith who had manufactured both the 
hammers and many of the machines they intended 
to destroy. “Enoch made them,” they declared, 
“Enoch shall break them.”

People of the time recognised all the astonishing 
new benefits the Industrial Revolution conferred, 
but they also worried, as Carlyle put it in 1829, 
that technology was causing a “mighty change” 
in their “modes of thought and feeling.” Men 
are grown mechanical in head and in heart, as 
well as in hand.” Over time, worry about that 
kind of change led people to transform the 
original Luddites into the heroic defenders of a 
pretechnological way of life. “The indignation 
of nineteenth-century producers,” the historian 
Edward Tenner has written, “has yielded to “the 
irritation of late-twentieth-century consumers.”

The original Luddites lived in an era of 
“reassuringly clear-cut targets—machines one 
could still destroy with a sledgehammer,” Loyola’s 
Jones writes in his 2006 book Against Technology, 
making them easy to romanticize. By contrast, 
our technology is as nebulous as “the cloud”, that 
Web-based limbo where our digital thoughts 
increasingly go to spend eternity. It’s as liquid as 
the chemical contaminants our infants suck down 
with their mothers’ milk and as ubiquitous as the 
genetically modified crops in our gas tanks and on 
our dinner plates. Technology is everywhere.

The original Luddites would answer that we are 
human. Getting past the myth and seeing their 
protest more clearly is a reminder that it’s possible 
to live well with technology—but only if we 
continually question the ways it shapes our lives. 
It’s about small things, like now and then cutting 
the cord, shutting down the smartphone and going 
out for a walk. But it needs to be about big things, 
too, like standing up against technologies that put 
money or convenience above other human values. 
If we don’t want to become, as Carlyle warned, 
“mechanical in head and in heart,” it may help, 
every now and then, to ask which of our modern 
machines General and Eliza Ludd would choose to 
break. And which they would use to break them.

attacks to manufacturers who used machines 
in what they called “a fraudulent and deceitful 
manner” to get around standard labour practices. 
“They just wanted machines that made high-
quality goods,” says Binfield, “and they wanted 
these machines to be run by workers who had 
gone through an apprenticeship and got paid 
decent wages. Those were their only concerns.”

So, if the Luddites weren’t attacking the 
technological foundations of industry, what made 
them so frightening to manufacturers? And what 
makes them so memorable even now? Credit on 
both counts goes largely to a phantom. 
Ned Ludd, also known as Captain, General or even 
King Ludd, first turned up as part of a Nottingham 
protest in November 1811, and was soon on the 
move from one industrial center to the next. This 
elusive leader clearly inspired the protesters. And 
his apparent command of unseen armies, drilling 
by night, also spooked the forces of law and order. 
Government agents made finding him a consuming 
goal. In one case, a militiaman reported spotting 
the dreaded general with “a pike in his hand, like a 
serjeant’s halbert,” and a face that was a ghostly 
unnatural white.

In fact, no such person existed. Ludd was a fiction 
concocted from an incident that supposedly had 
taken place 22 years earlier in the city of Leicester. 
According to the story, a young apprentice named 
Ludd or Ludham was working at a stocking frame 
when a superior admonished him for knitting too 
loosely. 

Ordered to “square his needles,” the enraged 
apprentice instead grabbed a hammer and 
flattened the entire mechanism. The story 
eventually made its way to Nottingham, where 
protesters turned Ned Ludd into their symbolic 
leader.

The Luddites were dead serious about their 
protests. But they were also making fun, 
dispatching officious-sounding letters that began, 
“Whereas by the Charter”...and ended “Ned Lud’s 
Office, Sherwood Forest.” Invoking the sly banditry 
of Nottinghamshire’s own Robin Hood suited their 

11
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Health and Wellbeing 
Conference Summary

The Health and Wellbeing Conference took 
place at SKYCITY Auckland Convention Centre 
on the 8th and 9th of November 2018. Many 
thanks to the NZRDA Education Trust and 
New Zealand Medical Professionals Indemnity 
Insurance for sponsoring this important event. 
The aim of the Conference was to promote 
and advance health and wellbeing for Resident 
Doctors across New Zealand. We had around 
150 attendees including more than 100 RMOs 
(thanks to the sponsorship of the Trust) and 
other stakeholders such as SMOs and DHB 
RMO Unit Managers. 

Day One included an Opening Address from 
the Hon Dr David Clark and a presentation 
from Dr Peter Lim from the Royal Prince Alfred 
Hospital in Sydney. Dr Lim spoke about the 
BPTOK pilot wellbeing programme being carried 
out which aims to improve the psychological 
and physical wellbeing of physician trainees in 
addition to teaching trainees to maintain their 
health throughout a long career in medicine. 
Other presentations included a talk by Dr Karyn 
O’Keefe from the Sleep/Wake Research Centre 
on improving sleep and fatigue in RMOs. In the 

latter part of the day several RMOs and an 
SMO spoke about their own personal struggles 
with attaining/maintaining good health and 
wellbeing and shared their learnings from 
actions taken to better their situation.

Day Two included a presentation from Dr 
Tony Fernando who spoke on mindfulness 
and compassion for doctors and a speech 
from Dr Cathy Ferguson, a surgeon and Vice 
President of RACS, on discrimination, bullying 
and sexual harassment. The latter part of the 
day consisted of breakout sessions whereby 
attendees took part in (two out of the four) 
practical workshops on:

• How to Prevent Burnout – resilience 
building and relaxation techniques; and

• Psychological First Aid – helping prepare 
people to respond to a person who may 
be experiencing emotional distress in the 
workplace; and

• Psychological Flexibility – unhooking from 
internal mind and being present; and

• Organisation Health & Sustainability – 
building a best-fit culture of wellbeing and 
employee engagement for good health and 
sustainability of organisations, teams and 
individuals.

This session moved onto explore practical ideas 
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identified by the attendees to assist RMOs with 
bettering and maintaining health and wellbeing. 
These included the topics of: Napping, Cake 
and Chat/Debriefing, Mentoring Facilities/
Buddying, Fatigue Managing Systems, Sharing 
Stories and Accessing Support and an NZ 
equivalent of a (BPTOK) wellbeing programme. 
Over the course of 2019 we will be developing 
our health and wellbeing related resources 
available on our website and will be doing 
work to expand and implement the (above) 
topics discussed at the Conference. The overall 
feedback about the conference was positive. 

• Far exceeded my expectations. I have 
never found work as an RMO stressful, 
however I learned in this conference that 
my lack of stress is due to my ability to 
compartmentalise my reactions to long 
hours and difficult interactions, a coping 
mechanism that in itself puts me at risk of 
denying the effects of stress until it could 
be too late. I found the speakers engaging, 
particularly the two doctors who shared 
their own mental health breakdowns. 
I went with no expectations and was 
pleasantly surprised. Thanks for a great 
conference.

• My favourites were the RMO/SMO 
experiences, sleep session and workshop 
with clinical psychology on psychological 
flexibility.

• Really well timed going into exams I found 
the speakers mostly hugely inspirational, 
and I’ve been using some of the techniques

• Awesome conference. I think it was a 
great forum for discussion between DHBs 
about positive change occurring in NZ. 
Sleep great, mindfulness great, mentoring 
great. Really helpful for my role as welfare 
representative in Southern.

• Keen to try and use some of the 
suggestions in my work place.

• Very valuable. So glad I attended, I have 
learnt so much. Thank you.

• Really highlighted some of the issues 
and good balance of stats/general info 
re doctor health/wellbeing as well as 
personal stories and some practical tips to 
overcome anxiety/other issues.

• Great variety of presentations. And each 
speaker seemed to be a professional in 
their field .

• Overall, very valuable conference.

• This conference came at a time in my life 
where I really needed to see the big picture 
again outside of work. As a result, I feel 
that my health and wellbeing has directly 
improved. Thank you to all the amazing 
and inspiring people involved in putting this 
conference together - my only wish is that 
even more people could have attended! Big 
thank you to the sponsors for funding this 
incredible event.

• Great venue. Great food. Well organised. 
Thanks very much.

• I came away from this conference 
rejuvenated and motivated to pursue 
learning more about compassion and how 
it can influence our lives.

Attendee Comments and 
Feedback
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Case Study: Relationship 
Between Sleep Restriction 
and Performance

Even though sleeping for less than six hours per 
night on a workday is insufficient for optimum 
physiological and cognitive functioning, it is 
often required for medical practitioners who 
work in the 24/7 healthcare system. This 
impairment in performance experienced was 
even worse when woken up after “biological 
nighttime.” This highlights the importance of 
considering circadian rhythm when rostering a 
24/7 service like healthcare. 

An American study outlined in the article 
“Chronic sleep restriction greatly magnifies 
performance decrements immediately after 
waking” (McHill , et al., 2019) concluded that 
these results are especially important for those 
“individuals needing to perform tasks quickly 

Chronic sleep restriction greatly magnifies 
performance decrements immediately 
after waking

upon waking, particularly those who obtain less 
than six hours of sleep on a nightly basis.” Both 
of these caveats apply to Resident Medical 
Officers.  

The results in this study also suggested that 
“individuals cannot “learn” to live with less sleep 
over ~30 days; instead cognitive performance 
declines”. Instead of learning to live with 
less sleep and maintaining our same level of 
cognitive performance we simply get used to 
having a lower level of cognitive performance. 

Brief (<4 hr) sleep episodes are 
insufficient for restoring performance in 
first year resident physicians working 
overnight extended-duration work shifts 

It was concluded that even brief sleep episodes 
“performance remained significantly impaired” 
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Effects on resident work hours, sleep 
duration and work experience in a 
randomised order safety trial evaluating 
resident-physician schedules (ROSTERS)

in the article “Brief (<4 hr) sleep episodes are 
insufficient for restoring performance in first-
year resident physicians working overnight 
extended-duration work shifts” (St Hilaire M, et 
al., 2019). 

When on duty for a shift exceeding 16 hours 
“strategic napping” was insufficient to mitigate 
severe performance impairment in the PGY1’s. 
This was based on the study ‘Sleep Duration 
Required to Restore Performance During Chronic 
Sleep Restriction’ which was carried out on 34 
PGY1’s. 

This goes against a previous recommendation 
from the Accreditation Council for Graduate 
Medical Education in the United States which 
had promoted the idea of these strategic naps 
and their ability to mitigate some negative 
impact of continuous duty on performance.

The work hours and sleep of resident physicians 
was studied in “Effects on Resident Work 
Hours, Sleep Duration and Work Experience in 
a Randomised Order Safety Trial Evaluating 
Resident-physician Schedules (ROSTERS)” 
(Barger, et al., 2019) which randomised the 
physicians to an extended duration work roster 
(EDWR) or a rapidly cycling work roster (RCWR). 
The extended duration roster had shifts that 
were 24 hours or less while the rapidly cycling 
work roster had a maximum shift length of 16 
consecutive hours. 

The study found that resident physicians 
working the RCWR obtained significantly more 
sleep during the week than those on the EDWR. 
The study concluded that by eliminating these 
scheduled extended-duration shifts it “reduced 
weekly work hours and improved sleep duration 
of resident physicians.” Insufficient sleep is 
commonly reported in a variety of healthcare 
professional groups. 

These studies should serve as a reminder of the 
sensitive relationship between performance, 
error making, sleepiness and fatigue. 




