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are safe. There is a small but vocal anti-vaccine lobby, and we should be able to rebut their criticisms with evidence 

from our own community health programs to say, ‘This vaccine has been used in Australia and there have been no 

adverse outcomes.’ At the same time, we need to look at the efficacy of those vaccines. Many new vaccines are on the 

market now and they have not been looked at in Australian populations. There is no follow-up surveillance of vaccine 

efficacy and it is important for this to be done at a national level. In addition, it shouldn’t just cover the few years 

following the childhood vaccination period but should encompass whole-of-life health surveillance. Again, it is the 

idea that we should undertake cradle-to-grave monitoring of a cohort of the population.

So what are the barriers to our plan to integrate all these researchers? This has been touched on by other people as 

well. Significant barriers are the considerable reporting requirements, compliance issues and ethics applications. 

We have to wade through a vast amount of paperwork before an experiment or study can begin. We need ways 

to streamline ethics and compliance issues. There is little doubt that Australian research compliance requirements 

greatly impede the ability of Australian researchers to remain internationally competitive. We discussed further 

barriers to linking basic researchers with clinicians. How do we convert people who are mouse immunologists into 

human immunologists? I’m sure that is where many would like to be, but they don’t know how to find opportunities 

in human immunology.

What do we need? How could we achieve this integration? One way would be to establish an institute akin to an 

‘Australian Centre for Disease Control’ (CDC) that forms a national data repository and provides analysis of this data at 

a national level; and this must be linked to policy and also to the community. This is extremely important because we 

rely completely on community support for success. We also need to improve linkages between our funding agencies, 

whether they are state or federal, and also between the ARC and NHMRC. We need these linkages if we are going 

to do genuine cross-disciplinary research. Perhaps our funding agencies should do special calls for funding that 

promote cross-disciplinary research or look at specific problems in infectious diseases or any of the other areas that 

we have talked about today. However, I also think we need to start at the level of educating the next generation of 

scientists to think in a cross-disciplinary way. 
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Finally, we recognise that we have a responsibility not just in Australia but globally. What do we want to achieve 

at least in our region? We want to see improved healthcare systems in our close neighbours. We would like to see 

proper, well-funded vaccination programs implemented. That is not just because we are altruistic; it also contributes 

to safeguarding Australia’s borders and supporting the health of the approximately 3.5 million Australians who were 

born not in Australia or New Zealand but in other countries of our region. 

Discussion

Chair: Thanks very much, Liz. Your comment about compliance issues needing to be streamlined reminds me of 

something that came up, in fact, at the Prime Minister’s Science, [Engineering and Innovation] Council a year or so 

back. We were talking about the need for Australian science to get much more integrated and the example used 

was a picture of a Qantas jet with a pigeon on the back and another of bureaucrats buried in paperwork. The point 

was being made that it takes only about six or seven hours for an infectious disease to come to Australia, but it takes 

six months or longer to get the authorisation set up to actually do something about that particular disease in the 

country. I think that is a very important message. Are there any comments?

Question: Patrick Schaeffer. I was not part of the infectious diseases group, but it strikes me that there is something 

that I would have liked to have seen in this presentation that is missing. It is something that the Russians have 

done since the 1920s: the use of phage therapy to cure bacterial infections. They were not able to use traditional 

antibiotics because during the Cold War they didn’t have access to them. There is now a huge repository of lytic 

phages that are very potent antibacterial agents. This system also reduces the development of drug resistant 

bacteria. There is no need for drug development, because every bacterium has a phage that is potentially there to kill 

it. The western world is going in this direction as well; I’ve seen a few papers now coming out. But I think it is really 

an important thing to bear in mind: there are other ways to do it. I think, because of the culture of drug use and drug 

development that we have totally overlooked this way of curing bacterial infections.

Liz Hartland: The use of bacterial phages in treating infectious diseases is still highly controversial. You are right, a 

few papers are emerging now. But there are also papers saying that it is not as effective as you have just indicated 

to us. I think there is room for what the rest of the scientific community would see as maverick approaches, because 

there may be something useful to emerge from them, but we also need to bear in mind that, as with drugs, bacteria 

evolve to become resistant to phages and we don’t avoid the problem of resistance by adding a bacteriophage, even 

if it were to work, which is certainly doubtful. 

Question: Mark Douglas. We have some people at Westmead, Jon Iredell and others, who are interested in bacterial 

phages. We have tried that clinically in a couple of patients who were failing everything else with multi-resistant 

organisms. It is an ongoing research interest that they have there. However, in the couple of cases I have been 

involved in, it was not spectacularly successful unfortunately, although it was of some help. I think it is something 

that is worth approaching but it’s not a panacea in this sense.
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General discussion

Chair: Professor Kurt Lambeck

Jens Coorssen: A non-scientific aspect; you [Liz Hartland] raised the issue that perhaps the government should 

institute special requests for funding. I would be very wary about recommending that, as it has all but stifled the 

Canadian research system since they were instituted about seven years ago: they are broadly seen as unhelpful in 

terms of actually getting science done.

Liz Hartland: That’s interesting because we modelled our comments on the NIH model, which has, I think, 21 calls 

for particular types of research applications. My impression is – not that I have one of those grants – that they are 

quite effective in stimulating certain types of research areas. But I will take that on board.

Rohan Williams: I don’t want to target your talk in particular, because this point has been made several times today. 

But I thought just in general, that the new genetic technologies have got a bit of a bad rap. I guess, like any new 

technology, we think it is going to do a lot of wonderful things. But, in terms of genome-wide association studies 

[GWA], I think one important aspect is the simplicity of a lot of the phenotypes that have been used to date. If you 

take something as crude as blood pressure, measure it in 10,000 people and do a GWA, it is not really surprising that 

you don’t tease out a lot of the important genetic determinants of phenotypic variations. So perhaps some thought 

towards more complex and more sensitive phenotypic descriptors – albeit more complicated ones – might be 

generally useful in this kind of space.

Liz Hartland: Yes, I think that is a fair comment. I probably should have added into what I wrote up there that we are 

not just monitoring people’s genomes; we are monitoring the microbes that they have. Ideally, we would monitor 

also their natural flora, because we know that people’s natural microbiota influences things like their T-cell receptor 

repertoire. So we would hopefully monitor other aspects of their health – their immune responses – and therefore 

get a phenotype out of this information as well. But, yes, it is important to back it up with a phenotype.

Ben Cowie: I think one aspect that has been touched on by all of the presentations today, including many this 

morning, is that we need to not only come up with novel solutions and devote scientific and technological research 

to getting insights into these things, but there is also translation from those insights into policy and then translation 

from policy into practice. We can talk about these sorts of solutions endlessly, but it is not just a question of proving 

that they are effective; it is then getting that message through to the policymakers who fund these interventions and 

then finally, getting them on the ground with clinicians using them. 

Just taking an example from the area that I have been doing research in, with hepatitis B – despite the CDC 

recommending for many years now that people who are born in countries with a high prevalence of hepatitis B or 

greater than 10 per cent – when they did a study looking at the actual testing of people in New York City through 

clinics that were actually funded partly through this research, less than half of the people born in those countries had 

ever been tested for hepatitis B. So we can come up with these technological solutions, but I think at least as much 

effort needs to be given to getting the translation of those answers into practice.

Liz Hartland: I agree. When I talked about the links that we need to make with the policymakers, I should have 

talked also about those we need to make with the community. So you are right. Health promotion is wrapped up in 

that, and it is extremely important. At Melbourne University we call that ‘knowledge transfer’, but at least it is being 

recognised as an essential part of your research profile as a scientist.

Graham Brown: My comment is on that last point. I think something that not only the National Preventative Health 

Taskforce but also the Academy can do, is to recognise that we still are a scientifically illiterate country, where people 
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give equal weight to crystal therapy and homeopathic and complementary medicine as to evidence based science, 

and we have a huge amount to do on that. I am sure that the National Preventative Health Taskforce knows that, but 

I would think the Academy could do a lot. If we look at the successful interventions with seat belts, crash helmets 

and tobacco, it has usually been not only with biomedical research – they have been part of it – but mainly civil 

society, law and politics. That is the sort of group that I think the Academy can assist the National Preventative Health 

Taskforce with in bringing to conclusions, particularly even now with the gap between what we know and what 

actually happens. 

Marissa Lassere: Again, this is a general comment. All four groups talked about biomarkers as being an important 

way forward. I suppose I just want to flag that the statistical validation of biomarkers is in its infancy. A lot of 

discovery has to take place in that area of research. I think that may well be underestimated by some people who 

work within this area, and the possibility of false positives looms very highly. 

Liz Hartland: I think it is going to need backup testing as well. It cannot be, as you say, at the moment a definitive 

type of test.

Marissa Lassere: But even the underlying statistics or mathematics of it has not been quite worked out. A lot of 

research has gone on for the last 20 years, most of it international research, looking at how one validates biomarkers 

and surrogate endpoints in lieu of clinical endpoints in trials. Work is now being done to suggest that all that has 

been done in the last 20 years is wrong from a statistical point of view.

Unidentified participant: When is that coming out?

Marissa Lassere: I’ve published something; get the book entitled Statistical validation of surrogate endpoints [The 

evaluation of surrogate endpoints (Statistics for biology and health)]. It was written [edited] by Marc Buyse, Tomasz 

Burzykowski and someone else [Geert Molenberghs]. Two of these people are investigators on one of my NHMRC 

grants where we are looking at how one statistically validates biomarkers now using synthetic data. We know what 

the gold standard is, so we know what the answers are supposed to be. So we are going to go back and look at the 

statistical methods we have developed and recommended; do they find the signal that they are supposed to find. 

Ian Hickie: I made a comment earlier when an argument almost broke out about what evidence is. I think one 

difference in our area is how much evidence is good enough evidence when you want to put the evidence into 

practice. The worst thing from a political or translational point of view is to put something up and have someone say, 

‘Oh no, the evidence isn’t good enough’ – whether it is folate supplementation in food or a recommendation for fish 

oils, dietary changes or a certain amount of exercise. Often in the science community, with narrowly defined things 

from RCTs [randomised controlled trials] or a narrowly defined Preventative Healthcare Taskforce, somebody is not 

yet convinced it is good enough in a particular way. 

I think one of the real potential advantages of the Preventative Health Taskforce is national agreements: ‘At what 

point do you act?’ We have seen this in tobacco, road crashes and everything else – particularly in complex situations. 

You need to make clear decisions at the point at which you decide the evidence is good enough. It will continue to 

develop as you then implement the public policy that you look at. 

We get opportunities which are not always based on ‘now the science is ready’. Personally, I had the opportunity with 

Beyondblue. It was a national thing: ‘What should we do?’ We actually created what became the perinatal depression 

program around then. There was a lot of resistance to doing anything perinatal because people did not like the idea 

that screening had not yet shown that predicting postnatal depression was a justified intervention. But that missed 

the point that there was an opportunity to take a better look at maternal mental health. We did the same thing in a 

school environment. You can create programs where the science is good enough to engage in an area, and that is 

often very acceptable to the society in which we live, which you then have continuing evidence from. 

So I hope that with these sorts of issues there is a better use of evidence in the particular way that interacts with 
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social policy. It is not always that the community has to be protected. It can be engaged in the discussion if there is a 

commitment to the continuation of that kind of evidence. 

I was interested in Kurt’s response to somebody else: ‘So you are about to do something to me without the evidence.’ 

Perhaps you would like to comment. How much evidence? As long as you have enough information.

Kurt Lambeck: The question was: how much evidence? But to do something on the basis of no evidence, as it was 

put at that moment, I think is untenable; to my mind, it is not on. 

Ian Hickie: I think specialists in fields are often in danger of getting no evidence or particular niceties about the 

evidence that miss the point and really miss opportunity. There is opportunity out there now in the world around 

diabetes, obesity and exercise. What are we going to say? We are being asked to say it. There are opportunities in the 

alcohol area which have been there a while. And even though for example, there is a J-shaped curve with mental 

health – not drinking at all is actually bad for your mental health and drinking a little is good – but, if you get into 

some sets of arguments, you can miss the opportunity in certain kinds of areas. I would be interested in people’s 

wider notions of how the Academy and thinkers in the area might contribute in a more realistic way to the social 

policy and inform community debate.

Unidentified participant: Just to comment on that. It is not about not having evidence. The example I can think of is 

revised urban planning to create opportunities for people to move, to exercise, like having cycle paths and limiting 

cars. There was a nice picture from Paul Zimmet this morning where cyclists had priority on roads. These things 

would clearly increase exercise in people. Actually, there is good evidence that increasing the amount of physical 

activity and exercise people do, has health effects in various forms. It is not that there is no evidence but, of course, 

you can’t say, ‘Oh, now we’ll restructure Melbourne’ – and not do it in Sydney – ‘and have a randomised trial; we’ll 

observe it for the next 100 years and maybe then we will have a national policy later on.’ 

These are things that typically you can’t test in a randomised clinically controlled trial, so we don’t have hard 

evidence. But they are still good ideas and there is a lot of underlying science, and we should do them; that is the 

point. So the evidence criterion can be a barrier to actually improving things if it is not done properly.

Alex Barratt: Following up on the evidence issue, I think that the US Preventive Services Taskforce has a really nice 

approach to this – we could do a lot worse than to adopt their approach – which is to look at the benefits and the 

harms of the possible options that you are evaluating for whatever the particular decision is that you want to make. 

If the benefits clearly outweigh the harms, then you go ahead and do it. If you are looking at something like putting 

in a cycle path where the harms to health are going to be fairly minimal – leaving aside the bike accidents and stuff 

– but, as you say, we know that exercise is good for people, then you don’t require level A evidence. Just get on and 

do it. But, if it is a finely balanced thing such as mammography screening where there are benefits but there are also 

harms, you do need randomised trial evidence before you go ahead and do that.

Liz Hartland: Or in the development of new vaccines and immunotherapeutics, where there is potential for 

great harm.

Alex Barratt: Yes. I think you have to have a moving standard of the amount of evidence that is required, depending 

on what the condition is. We are only a small country, but the US Preventive Services Taskforce has gone a long way 

down this road and I think there are lessons for us there. 

The second thing though that I really wanted to say, before we got on to this evidence discussion, was to put in a 

plug for Geoffrey Rose and Alex Wood’s group, who said that this is really about social problems. Yes, you can achieve 

a bit in terms of public health and preventative medicine if you target individuals and try to change them; but, by 

and large, you achieve much more if you try to shift the whole population. I think that having this preventative 

taskforce is a fantastic opportunity, and we really don’t want to miss that opportunity to do the big picture things 

that make the whole of the population more healthy rather than testing and labelling a small proportion of the 

population and trying to intervene with them.
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Paul Korner: I’d like to make just a general point about the program. Shall I do that now? 

Kurt Lambeck: It you would like to, yes.

Paul Korner: I have absolutely no quarrel with the four groups of medical conditions that have been selected, but 

one of the real omissions in the program is the topic of cardiovascular disease, because it is one of the major health 

problems. In many ways it’s a sort of funny historical thing, thanks to organisations like the Cardiovascular Institute 

at NIH and the National Heart Foundation in Australia, in areas like hypotension and atherosclerosis, we really aren’t 

in bad shape. But that doesn’t really mean that there isn’t still an enormous amount that can be done, both on the 

preventative side and with the prevention of complications. I have enjoyed the program today; but, if we are thinking 

of doing a symposium on preventative medicine again, that really should be one of the things that are included. We 

would find then that it has more in common with some of the mental diseases than psychiatrists probably realise 

and it would give some of this sort of collaborative research a bit of a kick along.

Harriet Hiscock: There are just a couple of things. I think it would be great to have some policy people here next 

year. I have been working with state governments, and they don’t really understand research in the health policy 

department and I don’t expect them to. It is our job to educate them. Getting them along to forums like this, that’s 

the best way to start getting your ideas adopted into policy. The other thing is that we think the RCT is the gold 

standard. We’re trying to convince some of our departments to do staged rollouts of intervention and to do an RCT 

that way. It has been two years in the making, but I think we are slowly getting towards it.

Adam Elshaug: Appreciating that today is about science and technology and it is also about prevention, some of our 

key note presenters this morning have said that a lot of the determinants for health are social determinants.  As has 

just been mentioned by Alex Barratt, true prevention in, say, mental health – and I am not an expert in mental health; 

just looking at ever-increasing work hours and how they might be contributing to anxiety or family breakdown and 

therefore to mental health – true prevention would mean that those people are never seen in the clinics of Ian and 

Nick. But Ian and Nick and everyone else in their respective areas in this room can contribute to the policies that 

may ameliorate or address those problems at the social determinant level. I think Bruce Armstrong had an important 

point this morning in his talk where he identified primary prevention, secondary prevention and then what might be 

considered alternative tertiary care. If the publications and recommendations from today could be put under those 

headings, I think that would be a useful contribution for the audience that ends up reading them. Thank you.

Jeffrey Craig: My comment is that there is another group of people to invite to the party: patient advocacy groups. 

For example, there are a lot of good genetic support networks. Overseas, patient advocacy groups are becoming 

more and more involved in policy making and research agendas. I wonder whether any of the Academy staff could 

comment on their involvement.

Kurt Lambeck: I just want to make a general comment. What we are aiming to do here is to find out what the 

important issues are in the science. The subsequent steps depend very much on the final recommendations that 

come out of this process. Reports in the past have finished up with government or wherever we think they need to 

go and often actions will follow out of that. I don’t think it is our purpose here today to try to solve all the problems; 

we are just trying to understand what the problems and issues are. So we have a somewhat more limited aim for 

today, I think.

Sue Skull: I want to respond very briefly to two earlier comments. The first is about the US Preventive Services 

Taskforce, which is modelled on the Canadian model, so it has been around for a fair while. I think it is a really 

important way to go also here in Australia, but I do not think it can be separated from the very important issue of 

translating what are essentially policy statements into actual changes in practice. You still can’t make those changes 

without active health promotion and ongoing evaluation of those promotions.

My second point is to reiterate what Harriet [Hiscock] said on the importance of interface between researchers 

and policymakers. We at Menzies [School of Public Health, Northern Territory] have just entered into a three-year 
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partnership with the Northern Territory health department to provide research support and education. It’s proving 

to be a very exciting and fruitful relationship across a number of levels, particularly when it comes to rolling out 

changes in policy, which otherwise may not have been evaluated correctly, and just educating across the board. We 

have shown managers and policymakers the basics of research and how to interpret it.

Alex Brown: I’ll be quick. The discussion around translation and engagement with policy and policy changes 

is an incredibly complicated discussion because, to get evidence into a policy, there’s no natural sequence, no 

logical solution and no practical way that you can get it done. Evidence alone won’t lead to policy. If we knew how 

policymakers thought, it would make our job a lot easier to sell it to them.

The classic example is Aboriginal health. Most policies that have been directed around Aboriginal health over the 

last 10 to 20 years have had absolutely no evidence whatsoever. The way we do it is that we try to come up with an 

issue that is really important and then pitch it to the right person who might be interested and who then might take 

it to the other person who might be interested, who will then tell you that it’s probably worthwhile. They ask, ‘How 

much money do you need?’ You tell them how much money you need and they say, ‘Oh, well I don’t think so.’ Usually 

you need to know the right person who will advocate on behalf of you and the issue. So I think our discussion about 

engaging with policy has to be, over time, a little bit more sophisticated, because policymakers don’t necessarily 

listen to evidence, even if it’s given to them on a plate. That’s just a comment.

Kurt Lambeck: I think you are making a couple of assumptions. One is that you think policymakers think and the 

other one is that they listen. But I take the point. This is something that we are acutely aware of. We have our own 

channels that we use when opportunities arise. Rather than having a formal process for doing these things, we tend 

to use our own network to bring issues up. One of the mechanisms that I have mentioned several times already is 

through the Prime Minister’s Science, [Engineering and Innovation] Council, for example; that is one process we do 

use. But we also do it by addressing issues directly with ministers when we think there is an opportune time to do 

so. But we don’t have a formal process for doing that, because – I agree with you – that wouldn’t get very far. I think 

you’ve got to jump at opportunities.

Bruce Armstrong: I just thought I’d chip in on this issue of getting research into policy. It can, in fact, work very well. 

Just to give an illustration, we have here in New South Wales a body called the Population Health Priority Taskforce, 

which I chair and which has on it other people with quite strong science backgrounds. The initial agenda that we 

put to the New South Wales Department of Health, which is the auspicing body for this taskforce, was in fact very 

strongly evidence based; it was based on the best research evidence at the time. The policymakers involved were 

enthusiastic to take it up and a fair proportion of it has been implemented. 

So the key to success really is working directly with the policymakers in two ways: firstly, in formulating the things 

that need to be researched, and working with the policymakers to do the research so that they are actively engaged 

in that process, understanding why it is important and contributing their insights. Then it becomes almost natural 

that what works will go into practice. If you do not have that, then working closely with them in these committee 

structures and otherwise can achieve a great deal.

Unidentified participant: On this topic of policy or, I guess, influence, which is starting to heat up our discussion, 

another way of being successful is to bypass the policymakers and go direct to the people – whatever you want 

to call them: consumers, patients or Joe Blow on the street. Take the example of climate change. How many 

intergovernmental reports were governments successfully avoiding until the actual community demanded a 

response? That ended up changing several governments around the world. I think as scientists, if we are really honest 

about being in the preventative medicine game, we should start being better communicators – I think there are lots 

of great communicators here today – and start a more focused interaction with people through the media, through 

grassroots organisations and just through direct communication.



General discussion  123

Nick Glozier: Just following on from something someone else said earlier on, I am a bit concerned that this whole 

process assumes a slightly or overtly technocratic approach to the prevention and early detection of disease. Whilst 

in my particular area early detection may well be amenable to that, the idea that we have to leave out socioeconomic 

factors which we know are absolutely vital to tackling and preventing disease, is going to make us look rather 

detached from the real word. I think that is a concern that this report might have, unless we can build that within a 

wider matrix, a wider approach.

Unidentified participant: I just want to follow on from that. I think all four speakers had as one of their topics 

that we needed better data integration and want risk prediction. I think we have to think about what we do not 

have. Epidemiologists have been good at finding environmental risk factors and genetic epidemiologists have 

found genetic control of diseases. But what we do not have is a big cohort of people who are measured for both 

environmental and genetic risk factors. It is one thing linking data back, but we really need to set up studies which 

are prospective, which are very expensive and long term. But they will allow us to answer some of the questions that 

we don’t know the answers to at the moment.

Unidentified participant: I just want to follow up on that last comment about community engagement and relate 

it back to health promotion. I earlier mentioned the importance of evaluating health promotion and that must 

involve feedback from both community and health providers about their attitudes towards those interventions. 

Immunisation is obviously a really critical area with the rollout of all these new vaccines, but it is equally applicable 

to other health interventions. Without that feedback, without knowing about community concerns and without 

information coming back from community and provider, we can’t possibly continue to have effective promotions.

Jackie Street: To follow up on that, I think we need better ways of collecting that information.

Unidentified participant: While we are freewheeling, I have a suggestion for the taskforce. There’s a thing called a 

citizens’ jury, which I saw used in New Zealand. They did one on breast cancer screening and the policy for it. I just 

wonder whether we could use the concept of a citizens’ jury to get some people off the street. Like they did in New 

Zealand, you may have to spend a fair bit of time educating them, giving them the information that they need, but 

then you could really put some structured questions to them. I think that model of a citizens’ jury would be a way of 

collecting some of that community data and feeding it into this process.

Unidentified participant: We found it very effective.

Kurt Lambeck: In listening to the four summaries this afternoon – and keep in mind that I’m hardly an expert; I’ve 

never done a course in any of the biological sciences or medical areas in my life – it did strike me that a number of 

common messages have come across. I wonder whether it is worthwhile or helpful for us to explore and identify 

those. Is there any point in pursuing that? Let me hear them from you rather than having me state what I understand 

them to be.

Unidentified participant: Everyone mentioned data linkage.

Kurt Lambeck: Yes, that is obviously a very important one.

Mark Stoové: With regard to data linkage, I think what is really important – this sort of comes back also to that 

engagement with policymakers and government as well  – is the education of those in positions where they can 

allow data linkage to proceed to really understand the power of linking that data in a casebycase basis. Having 

attempted a number of data linkage studies in Victoria, some of which have came off and some of which have not, 

the lack of understanding of your average public-health public servant is not high in this regard. That engagement 

with government is really important when presenting ideas around data linkage.

Kurt Lambeck – That’s your role to get that message across, isn’t it?

Mark Stoové: Absolutely.
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Graham Brown: I would emphasise what came up at the end. I think the majority of public health practitioners 

would believe strongly in the socioeconomic determinants of health and that societal change in changing 

populations is extremely important. But it was asked that the focus for today be around what science and technology 

add to that. We don’t think it is a substitute, but we’re looking for mechanisms by which it can add value to that 

activity. I don’t know whether there is consensus on that.

Ian Hickie: Just picking up on Nick’s [Glozier] point, I do not think people are ignoring the socioeconomic, but it 

is also how science and technology can contribute. One way is through environmental surveillance. Information 

technology allows people to report about their lives and what is happening. We were discussing in our group 

recording aspects of their lives and receiving information back so that they are engaged continuously. For example, 

one that was raised randomly was about excess work hours causing mental health problems; that is commonly 

believed. All the evidence is to the opposite; underemployment, in fact, leads to mental health problems. But, if it 

is true that changing work practices and changing ways in which families are structured cause such problems, you 

can actually record that. Information technology allows people to participate in large studies; they do not have to 

be always organised from above. We were discussing in our group this thing called ‘45 and Up’ here in New South 

Wales, where a quarter of a million people choose to join a study and provide information increasingly on line 

about their lives and what they are doing to stay healthy. In many ways, information technology overcomes many 

of the barriers created by socioeconomic disadvantage and it also allows continuing environmental surveillance in 

a changing world. 

My comment about the Preventative Health Taskforce is that they tend to react about 40 years later, to state the 

bleeding obvious. The environments we live in change all the time. People want to know about cannabis usage in 

relation to mental health or illicit drug usage in relation to mental health. Many of these issues are not solved, but 

people can provide information about what is happening and what the likely effects are and that information can 

be used. I think there are really underutilised areas in information technology for environmental surveillance where 

people participate, provide information and get information back, which they can use. 

In the 2020 Summit, the groups that were most in favour of IT were often the most disadvantaged. IT allows rural 

and remote, indigenous and disabled groups to participate and to provide information, where often they would be 

excluded. I was discussing with Graham [Brown] earlier that, if you look in the particular regions in which we work, 

many people would be excluded in India, China and south-east Asia. A lot of the IT and developments that we have 

talked about, although they might be developed in a developed country, will have very wide application. But there is 

an issue about using those to engage people. We clearly have a government that is committed to looking at the way 

in which information technology enables people to live a better life.

Marissa Lassere: I have two comments. First of all, the issue of Journal of Statistical Methods in Medical Research 

regarding the statistical validation of surrogate endpoints was June 2008. The second relates to data linkage, which 

again seems to be a theme throughout all four of the groups. It’s not only that there are barriers in terms of the 

government wanting to release the data; part of the problem is the format that the data is in. The databases that we 

think are nice and pristine and clean and can be extracted for data linkage, I do not think are quite in that state. One 

thing that needs to be done is that, unfortunately, some resources have to be spent to upgrade the databases that 

contain the Medicare and in-patient hospital information. At the moment they are ever so slightly dirty and, when 

you want to do your data linkages, you might not be getting the right answer.

Kurt Lambeck: But that’s true in virtually every area of science where the data is generally incomplete and full 

of errors.

Unidentified participant: It’s administrative; that is right.   

Kurt Lambeck: That is a common problem.
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Unidentified participant: But in some other countries there are national standards – for example, in many European 

countries. However, even in Third World countries, there is a common standard so that you can actually pool data 

from Third World states. But here, every hospital has its own standards and they are not even speaking across states. 

That is a major problem. We have to embark on that standardisation, particularly for quality.

Kurt Lambeck: Yes. That would be a good starting point.

Raina Elley: I think all the groups have talked about data linkage and data collection. We do a lot of it ourselves 

in New Zealand, linking primary and secondary care data in labs and in pharmaceuticals by unique identifiers. But 

I think there is also a danger of collecting more and more data and not doing enough with it. So I think it is very 

important to have prospectively decided how you are going to use the databases. Sure, have them open to other 

people, but plan where you are going to end up with an intervention that actually changes health outcomes.

One of the things that we are doing in New Zealand is using databases like our predict database, which is web based 

and primary care based, to collect data which has strict validation rules in data standardisation to try and keep the 

data clean. At the same time it’s used to deliver an intervention which provides electronic decision support around 

cardiovascular risk and diabetes management, with the primary care physicians using it to manage their patients. We 

have an incentive to do it to increase the reach of the technology. So it is not only data collection; it has changed the 

emphasis to intervention as well.

The other thing I was going to say was around mobile phones and socioeconomic status. In New Zealand and 

probably here too, a lot of lower socioeconomic people do not have a landline any more; they only have mobile 

phones. Quite a few of the interventions that are being developed now are about changing lifestyle – Robyn 

Whittaker, who is here, has done a lot of research around using mobile phones for smoking cessation – and we 

are also developing things such as lifestyle interventions around diet and physical activity. I think that will help 

to address some of the inequalities with the reach of some of our interventions. When we are thinking about 

developing interventions, we should always be thinking about whether our effects are increasing those inequalities 

or addressing them.

Bruce Armstrong: I just want to correct perhaps what is a misapprehension about data and data quality in Australia. 

We have had standardised health data in Australia now for a number of decades that is collected in a standard way 

by all state and territory health authorities from all hospitals. They are according to very well regulated standards and 

quality standards, although they are not perfect. 

They are also linked now. Western Australia has an extensive linkage system. There is now an extensive linkage 

system here in New South Wales and through the National Collaborative Research Infrastructure Scheme that is 

being progressively spread across the whole country. It is likely that that will bring in some of the Commonwealth 

data sets, Medicare and the Pharmaceutical Benefits Scheme. Again, none of these are absolutely perfect, but there is 

an enormous amount that we can do with them now and an enormous amount that we will be able to do with them 

without further attention to data stance and data quality, which are really quite high in Australia.

Jeffrey Craig: One of the cross-group themes that I think was touched on was technology platforms and resources, 

for example, a good, possibly even national, biobank or biorepository with standard protocols where all standards 

could be treated the same or at least with a national agreement about the treatment and storage of samples for 

optimum downstream analysis and also optimising bioinformatic analysis of, for example, microwave results. I know 

there a lot of separate camps or groups around the country working on separate analysis methods. In general, 

Australia seems to be lagging behind the rest of the world in some aspects of bioinformatics. But, if you bring all the 

bioinformathematicians together, I guarantee that you will have more, and faster, analysis methods coming through.

Kurt Lambeck: If there are no further comments, I will call on John Chalmers to sum up.
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Summing up

Professor John Chalmers AC FAA

The George Institute for International Health, Sydney

Thank you very much Phil, Kurt and the Academy, for the opportunity to play a role in this Think Tank. I guess the 

starting point is that we are looking at preventative health and science and technology, in prevention and early 

diagnosis. We chose four areas: mental health, cancer, metabolic syndrome or disorders, and infectious diseases. 

The metabolic syndrome was meant to encompass cardiovascular disease and diabetes and to cover both the 

diseases and the risk factors, such as obesity.

I guess one of the most striking features for me today from everything we have heard is the commonality of risk 

factors across the whole panoply of the diseases that we have talked about and many of the ones that we have not 

talked about. The same things came up in all presentations.

The second big thing for me was what we know in relation to the interaction of genes and the environment. It keeps 

coming back to the need to strike the right balance in the research to get both of these into a meaningful framework. 

Also, the interaction between the various topic areas we were covering: for example, mental health has huge 

interaction with physical health – as you called it, Ian – and with the other three of today. Mental health predisposes 

and exacerbates all of the other diseases we talked about. Each of those is markedly affected by the presence of 

mental health in terms of recovery outcome. 

So the outcomes of cancer, cardiovascular disease and infectious disease are integrally involved with mental health. 

I think the co-morbidity of mental and physical is one of the most important areas that we have to look at when 

talking about prevention. They helped to reinforce for me the meaningfulness of the term ‘chronic diseases’, which is 

gradually spreading through bureaucracies, health systems and planners to say: ‘Don’t think in silos of cardiovascular, 

cancer, respiratory or rheumatological conditions; think of them as chronic diseases which have a series of common 

antecedents, which also have problems that can be dealt with in a systematic manner through a health system 

with similar features.’ Someone who has a chronic disease which is going to bring them into contact with the health 

system time and again has certain problems in coping with the health system which we need to address. Today it 

reinforced for me that the term ‘chronic disease’ really does mean quite a bit because there is so much in common 

between the ones that we have talked about, let alone the others that we have not talked about.  Many of those raise 

similar issues; we could readily talk about obesity and think of arthritis – again, huge commonality.

The overwhelming importance of diet and nutrition came through across all areas today: exercise and 

inactivity or activity and alcohol, tobacco and obesity, whether we are talking about cancer, metabolic diseases, 

cardiovascular diseases, diabetes, mental health or drug and alcohol. Even the outcomes and impacts of 

infectious diseases are dependent on the physical and nutritional wellbeing and health of the individual patient 

who is suffering from an infection.

So I think I can understand the taskforce choosing obesity, alcohol and tobacco for phase 1 – and I understand it is 

to report in June 2009 – and  giving a special focus to primary prevention and disadvantaged communities. I can 

see that makes a lot of sense. I would hope that many other things will get a place at the table as they progress to 

phases 2, 3 and 4 over years 2 and 3, as the taskforce continues; especially mental health and child health. Child 

health and obesity are incredibly important and will be, I am sure, a big part of the attention of the taskforce in 

relation to the obesity side.
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And then there is indigenous health: obesity, alcohol and tobacco are incredibly important for indigenous health. 

I hope that at some time it gets to the point where it’s a target in itself rather than through obesity, alcohol and 

tobacco, because I think it is so important in terms of the national agenda. Maybe it’s being dealt with in other ways. 

There are taskforces on indigenous matters and indigenous health that perhaps will look at prevention in a serious 

way.  It is a matter of balance; the government has so many taskforces going that maybe we have to be aware of who 

is addressing what.

I think one of the more difficult things for us – and remember that we have talked a lot about policy engagement 

– is that this is a bunch of early- and middle-career researchers. The bigger problem is: how do we provide better 

research and evidence for the people who are putting it into policy and practice? Looking at that, what are the 

important elements of research agendas that we need to focus on?

One thing that came out time and again was interactions between genes and environment and doing more in that 

area. So many of us work either on the environment or on the genes, and never the twain shall meet. We all talk at 

these meetings about how important it is to meet, but we don’t do it. That was one message I got: the importance of 

it and our failure to do it sufficiently well.

A second is making physiological sense of genetic research, and Chris Goodnow talked eloquently about that. He 

and Paul Korner had a discussion on the need for integrated models; the need to put the genetic, environmental 

and physiological into an integrated model where we talk about genes and the environment, the animal model 

and the human disease, the individual patient and the population health aspect. We must go all the way to 

epidemiology through pathogenesis and pathology and through ‘omics and genetics to health problems and health 

systems delivery – all the way through – because, if you do not get into the health system delivery, the evidence 

never gets translated.

I think that is one of the biggest messages I have: we have to break down the silos. I think that is a huge challenge 

for us as researchers, in that we are comfortable in the little boxes that we are in. Progressively, over the last 10 years, 

we have done more multidisciplinary work; but it is difficult. I think that one of the biggest challenges for us as 

researchers is to cross those silos and meet all the other halves that are here, because we understand our half but not 

the other half. So multidisciplinary, integrated research which we have been moving towards and which is starting to 

develop – but which we need to do much more of – is one of the big challenges for us as researchers.

We have another big challenge. We talk about translation into policy and into practice. One of the problems is that 

we are not very good with our messages. If you look at the public interpretation of our messages – read newspapers 

and listen to TV and radio – it is the little bites that get through time and again. Sometimes it is our fault and 

sometimes it is the media’s. You hear about this or that little gene, or about this or that clinical trial. You hear little 

disjointed messages. One of the things we ourselves have to try to progress towards, is helping to develop an 

integrated message which can be used in a more effective way by the media. If we give them a single segmented 

message on a little agenda, that is all they will have. We have to put it in a context and maybe work together towards 

integrated messages which a patient, member of the public or a health professional can understand. We have a hell 

of a problem in communicating with health professionals.

There are two very different things. One is translation into policy, which has been discussed a lot this afternoon – 

and I think most of the interventions were very valuable – but the other is translation into clinical practice, which 

again is very, very difficult. If you look at the gap between evidence and practice, it is huge almost everywhere. It is 

not enough to produce the evidence. It requires us probably to do more research on effective means of translation 

into practice. It is a different sort of research. It is not just as simple as drawing up good guidelines. Good guidelines 

probably are implemented for about 20 to 30 per cent of the population, if you look at stats across the board in 
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almost any area of medicine. But that gap, that failure to reach the other 70 to 80 per cent, is there because we are 

not very good at communicating either with patients – that is, the public at large – or with the health professions.

Think of the poor general practitioner, that poor individual. We’ll talk about cancer. There are about probably 10 or 15 

common cancers, let alone all of the others. Talk cardiovascular diseases and they have to be across all of that. Then 

there are dermatological diseases – which we got nowhere near – psychological diseases, mental health diseases 

and childhood diseases. It is a huge problem. They have guidelines but the fact is that many of these poor people 

have little chance to read all the longwinded guidelines, let alone observe and implement them. How do we get 

past that, when we write guidelines that are 40 pages long? The International Diabetes Federation guidelines make 

up a booklet of about 80 to 100 pages. If we could give them one page on something, they might just read it. As for 

getting as far as implementing it, we have a hell of a problem.

Within special fields, it is hard enough. If you are talking about cardiologists implementing the messages of 

cardiological research or cancer specialists or oncologists, it is hard enough to get good observation and compliance 

with recommendations within those fields but, in general practice, it’s a hell of a problem. As researchers, we have 

to do a bit more research on what would help translation and how to do it, because it is plain that just putting 

guidelines out does not work. We need interactive programs with the health practitioners.

I think the age of IT is one of the things which can really help us – people have talked about that already – because 

we can probably reach directly to the patient. One thing that is most effective is a patient asking their doctor about 

this or that bit of information. It may be a recommendation about how you should treat hypertension or diabetes or 

whether or not you should have a certain screening program. To have the patient asking the doctor about it is a very 

powerful way of getting implementation.

So I think information technology has a huge role to play in helping us, not just as researchers, but with the 

implementation of the fruits of research with information and communication. Probably electronic decision support 

systems for doctors and patients will need to be very different. But, if you want to do something about inactivity or 

activity in the general population or nutrition, the internet and IT give us an enormously powerful tool which wasn’t 

around 10 or 15 years ago. Probably over the next decade we will have to learn how to use that. 

Data linkage: I completely agree that that is terribly important. As Bruce Armstrong said, we are starting to get to 

the point where we have sufficiently good databases we can access and link. There are things like that ‘45 and Up’ 

cohort study in New South Wales, which is now linked to databases in New South Wales hospitals and at Medicare 

and with the Pharmaceutical Benefits Scheme. That will enable us to do things that this cohort study could not 

have done 10 years ago.

Another aspect of education which I think the Academy is on and which is really worthwhile thinking about, 

is schools. If we want the public to be well informed, there is nothing better than starting at school. I think the 

Academy has a very active program of taking science into schools, and maybe health science and prevention and so 

on could be an important specific element of that program which the Academy is running.

There are a few take-home messages that I got out of today. Number one is that we are all mutants – I loved that – 

and our cells are mutating away at a very fast rate. Thank God that it doesn’t happen all at once in the whole body. 

The second thing I got from Chris Goodnow is that Darwin got it wrong: it’s not selection of the fittest but selection 

of the fattest. That was wonderful. There is no evidence that there has ever been selection for being thinner. All the 

genetic selection models seem to have been for those with good flesh on them.

While talking about that, I loved some of the eating messages. Number one is to eat more broccoli; just remember 

that. Buy broccoli on the way home tonight. Number two is the Mediterranean diet – and I loved it when Kerin O’Dea 

talked about this. She said that you can stay fat, provided that your fat is in the right place. I am going to keep eating 

Mediterranean and stay nice and fat.
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The screening side: interesting discussion and brought out by a number of groups – the importance of good 

evidence before implementing a screening program.  Some have been incredibly valuable and others wasted a large 

amount of resources and some have actually done harm.  That needs to be well considered.

The mental health group talked about the importance of more science and technology to help inform mental health. 

I think we need more scientific technologies – as I have spoken already – to bridge into translation.

One of the problems with indigenous health – and I am very pleased that we gave that a good focus – is that we’re 

not quite as good at knowing what to do. We know there is a gap between evidence and practice in the broad 

populations of the world. The gap in indigenous health is partly there because of lack of resources and attention; but 

it is also there because we don’t know what the strategy ought to be to deal with implementing the fruits of research 

in disadvantaged groups. I suspect that it is not the same as dealing with it in the broader situation (where we are 

bad enough) in the general population. Maybe we need more evidence about what works well in different social 

situations, in which we have disadvantaged indigenous people in urban situations and in rural situations. Quite 

different strategies are needed in different situations.

I liked two or three of the specific recommendations. For example, that we ought to make sure that we have a 

five-yearly national health survey and that maybe we need a CDC [Centre for Disease Control]. They were two 

very specific things that came up in different parts of the day. Also, there was this business about biobanks and 

biorepositories. We have a huge number of biobanks and tissue banks across the country, which are, as someone 

said, ‘small, disjointed and not linked’. It is a challenge to get an effective set of samples which have sufficient 

commonality of data. Whether it is a breast tissue bank, a blood bank, a brain bank or whatever, the different 

elements can be combined into something meaningful. We had a working group on clinical research in Australia that 

reported to the NHMRC and it suggested that the NHMRC should take the leadership role – maybe the Academy or 

the NHMRC – in doing something to put these biobanks together.

Let me just finish by saying that I think it is an important agenda for Australia and for our government in difficult 

economic times. I hope that maybe the Academy can work with government to help to make sure that prevention 

does not fall off the radar. There are so many priorities that the government must address. The current state of the 

world’s economy and the budgets, let alone the Commonwealth–state set-up that we have in our country, leads 

me to think that maybe two years ago was a more propitious time, when the economy seemed to be booming. So 

maybe there is a real challenge for the Academy to get this on the agenda and keep it on the agenda. I hope, Kurt, 

that you and the Academy will pursue it relentlessly on our behalf. Thank you.

Professor Mike Daube
Deputy chair, Preventative Health Taskforce

Thank you.

I would also like to acknowledge the traditional owners of the land. 

It is a privilege to follow all these terrific speakers and then John Chalmers’ summary.

I am very appreciative to the Academy for setting up this meeting. As Kurt pointed out, even despite the hard 

economic times, the timing for this meeting is immaculate in that the work of the Preventative Health Taskforce is 

now well under way. 

(If any of you want to know – and I have been asked this, I think, more than anything else about our work – why there 

is that extra syllable in ‘preventative’, the answer is that it was in a speech of the Prime Minister’s before the election. 

So that’s it. Okay? No more debate. It is ‘preventative’.)
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There is a real opportunity to contribute to our work and strategies now and later. If it occurs to you that you have 

any thought or comment that you should have said or what the French call ‘l’esprit d’escalier’  – the thing you think 

about as you are going up the stairs at night – don’t just sit on it; let us know about it.

You have had all the sessions and the summaries and then John’s terrific review, so I am not going to review the 

whole process again. I will just make 10 points.

First, Ian Hickie was a bit disappointed that mental health was not one of our first three areas; he was a bit dispirited 

about that – I wouldn’t say that he was depressed, because that is his area. Graham Brown also made the point that 

infectious disease should be up there; he made that point with equal passion, because as he noted there are some 

lower hanging fruits to be picked from that tree – things that can be done. 

But we had to start somewhere and the government asked us to look first at chronic diseases – in particular, at 

obesity, tobacco and alcohol. So that was our remit for the first report, and you can’t do everything straight away. But 

that is just a starting point. One of the things that we need to know from you is what we should do next. So, when 

you are writing to us or making comments and so on – and plenty of you know members of the taskforce individually 

as well as through the formal processes – please let us know what you think should be our next set of priorities. We 

need that information from you.

The next point I want to make is about the context of prevention. Graham asked me in one session what percentage 

of the prevention budget should go to global health, and it was a very fair question. There is another context though, 

which is that prevention currently gets about two per cent of national health spend. The prime minister described 

that at the 2020 Summit as crazy. Indeed, that is based on a generous definition of prevention; it even includes some 

alcohol treatment and prevention. So what does that mean? It means that McDonald’s in Australia spends each year 

on advertising alone as much as the federal government spends on all its public education programs – everything. 

It means that junk food and alcohol companies spend more on advertising their products than NHMRC does on all 

prevention research in this country. So I just want to make the point that there is a context about prevention funding. 

We need to be pressing for more support for prevention, and I will come back to that later.

My third point is that I want to refer you to an American writer on drug issues, Mark Warden, who has written about 

‘popular and unpopular prevention’. Popular prevention is the stuff that looks attractive. It is the kinds of programs 

that sound good but don’t actually achieve anything. It is the sort of thing that is often attractive, frankly, to 

politicians because it makes it look as though they are doing something, but it can be very short term and doesn’t 

achieve anything in the longer run. 

My favourite example of this is with tobacco. Richard Doll used to tell the story that, at the very first meeting he went 

to that the British Government had organised in the early 1950s to consider what should be done about tobacco, 

there were two gentlemen at the back of the room who said, ‘What you need is school education on tobacco’ – and, 

indeed for years we have heard people saying, ‘What we need is school education on tobacco.’ The two gentlemen 

at the back of the room were representatives of tobacco companies. The reality is, at its harshest, that there is no 

evidence from anywhere that school education on tobacco does very much. But it is popular; it is soft, particularly 

when done in isolation.

So this isn’t a tirade against all school health programs, as I think some of them are genuinely really important, but 

I do want to make the point that unpopular prevention is the hard stuff. It means taking on commercial interests. 

It means spending money. It means confronting inconvenient issues such as climate change. It means recognising 

that there are still some fundamental issues in indigenous health that we haven’t even properly recognised as a 

community, not the least in that responsibility rests so far beyond health. 

It is greatly to the credit of the government that, in picking people for the prevention taskforce, they included 

people like Rob Moodie, myself and others who don’t actually like soft options; and they made us an independent 
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group, so we report independently to the minister. And in this context, as well as the work you do, I want to caution 

about relying on population prevention and to argue that unpopular prevention is where quite a lot of our effort 

needs to go.

My fourth point is that there will always be opposition to prevention. 

There is opposition from colleagues who feel threatened. One of my favourite slides – you’re lucky that you’re not 

seeing them all – is an old picture of the first four French heart transplant patients at a reunion – and three of them 

are smoking. 

There is philosophical opposition. In 1851, London’s Times ran an editorial that said, ‘We prefer to take our chances of 

cholera and the rest than to be bullied into health by Mr Snow…every man is entitled to his own dung heap’.

So there is philosophical opposition. We get it even now; we get people who talk about the ‘nanny state’. If you 

actually look back to the nanny state, it was invented by a British politician, Iain McLeod. Iain McLeod was the health 

minister who, in 1954, smoked his way through a press conference about the dangers of smoking and died tragically 

young of heart disease. But we get clichés like the ‘nanny state’ thrown up at us. There is what you might describe as 

opposition which, in Peter Draper’s wonderful phrase, ‘is no longer pollution of the drinking water but pollution of 

the thinking water’.

There is commercial opposition – tobacco, alcohol and other industries. When you see any of that, you just need to 

ask yourself about something called the ‘scream test’: if they are screaming about it that is all the evidence you need 

that it is going to have an impact. 

My fifth point is that prevention can take time. Some of you may know I have spent a lot of my time working on 

tobacco, so I will remind you that it was as long ago as in 1950, that we had Doll and Hill and Wynder and Graham 

publishing their seminal papers. Then we had the first major reports from the Royal College of Physicians of London 

and the US Surgeon General in the early 1960s; I have been in tobacco for 35 years. Most of the time we have had 

people telling us we were failures – ‘You’ve failed; people are still smoking’, and so on. Suddenly, we are a success story. 

We just have to recognise that, in prevention, very often overnight success takes time and we have to stay with it.

For my sixth point, I was going to make some comments about our perceptions of evidence. But there has just 

been some discussion on that issue, so I will leave it, other than maybe to say that we can’t wait forever for perfect 

evidence for prevention; it is just not there. I do not know if you are familiar with a book by WH Cornford called 

Microcosmographia Academica, which was published in 1908; it’s a wonderful read – a guide for academic politicians, 

but equally valuable as a textbook for bureaucrats. Cornford describes there ‘the principle of the dangerous 

precedent’, with which all bureaucrats are familiar. This reads:

Every public action which is not customary, either is wrong, or if it is right, is a dangerous precedent. It follows that 

nothing should ever be done for the first time.

The demands for evidence for prevention are often much greater than for all kinds of other interventions. But this 

does not help prevention in the real world of policy – as some of those who call for ever more evidence either know 

or should know. 

If we had waited for evidence that advertising bans, public education, health warnings or others measures to reduce 

smoking, those ad bans, education and warnings would never have happened. We used all kinds of other evidence, 

not least the industry’s own material, and they did happen. Frankly, I don’t think we should be waiting so long for 

that kind of evidence again with cognate issues like tobacco and junk food.

I am especially delighted by this initiative of the Academy because it does seek to bring fresh thinking to prevention. 

Prevention is far too important to be left to those of us in public health. It needs all health disciplines, but it needs 

more. I think that again – as Graham Brown and various others have pointed out during the day – we need to 
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engage with much wider disciplines. It terrifies me as the father and the son-in-law of engineers to say that we 

should engage with engineers, but we should – with other scientists, social scientists, and so on. I think it is crucially 

important that people outside just the direct public health area are getting involved. So I do hope that this is just 

very much the start of the Academy’s foray into prevention and that will broaden out into those other disciplines 

that you represent.

From the perspective of the prevention taskforce – this is my seventh point, so there are only another three to 

go – there is a pragmatic issue. We have an initial three-year life span. We have to develop a national preventative 

health strategy. We have produced a discussion paper, and one or two people have asked me where they can gain 

access to it. It is at www.preventivehealth.org.au. What we have to come up with next is not just recommendations. 

You could wallpaper any number of rooms with the recommendations that are around. We have to come up with 

a strategy. So we need to be very specific – not just broad recommendations, but what should be done in a year, 

in two years, in three years and in five years. Frankly, I think that is about as far as the political horizon will make it 

sensible for us to go. We need to develop a strategy and we also need to indicate how then governments and others 

can be judged: ‘If this is the strategy, how are we going to score them against that strategy so that the community 

can see whether they have succeeded or failed?’ So we need to look at what can be done by a wide range of groups, 

not just health departments and others but all those across government and people well outside the health arena 

and into the community.

So, as I have said, I would ask you to look at our website and, as individuals or through your organisations and 

departments, to make submissions. They do not need to be long; but, if you don’t tell us, we may never know. A few 

people have come up to me today and said, ‘I think you should look at this and I think you should look at that.’ I have 

tried to be blotting paper, but I’m not going to remember it all. It doesn’t need to be a long submission but, if you do 

not tell us what we should be thinking about, whether now or the future, we will not know about it. So please do let 

us know. Do not feel limited; refer to the discussion paper. But, if you think there are other areas or overarching issues 

that we should also be looking at, from indigenous disadvantage – which we have tried to cover in our three themes 

– to climate change, please tell us.

My eighth point is the concern that prevention can be competitive. I will just say very, very briefly here that in 

prevention, as in other areas, we should not be looking at ‘either/or’ approaches. Prevention is not about covering 

this issue or that – but not both. It is not doing this or that – but not both. We should be looking at a range of issues 

and not competing amongst ourselves. 

My ninth point is that many years ago Francis Crew, who was then professor of public health at the Edinburgh 

University, wrote, ‘The House of Commons is the pharmacy of preventative medicine.’ We know a lot of what needs to 

be done. The challenge is that a lot of it does require action at the political level – and that includes making happen 

some of the research that you want to happen and having it funded, getting it supported. But I want to emphasise 

that we know a lot of what needs to be done – we need your help, as we need the help of all those concerned for the 

public good – to make it happen.

That takes me to my tenth and final point. Here, in a sense, I want to take off my prevention taskforce hat and speak 

from a personal perspective. Prevention is not just about ideas and recommendations; it is about implementation. 

Change only happens if somebody somewhere presses for it. Prevention needs advocacy. Prevention isn’t 

immediately top of mind for politicians. As Phil Kuchel said, I used to run a state health department, which is where 

all the grey hair came from. I can remember innumerable late-night and early-morning phone calls from premiers 

and health ministers about crises. Some were really catastrophic, such as the Bali bombings. But it was usually issues 

like waiting lists, emergency departments, and secure mental health beds; important, but almost invariably not 
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overnight urgent. Nonetheless, that is what I would get the calls about. I cannot remember one late-night call from a 

panicked politician about why we hadn’t prevented something. 

So, if you want to see action, I think there is a role for pretty much everyone here in some form of advocacy for 

prevention. That doesn’t mean that everybody goes around waving flags. But, whether it is developing policy, 

determining targets, working as individuals, working through organisations or sometimes even taking a public role, 

there is something that we can all do.

There was a paper that some of you may have seen quite recently in the American Journal of Public Health called 

‘Researchers and policymakers: travellers in parallel universes’. That may be a bit harsh, but it makes an important 

point: we do now know a lot about how to influence policymakers. There is big literature out there about it, there 

are plenty of areas where we have actually succeeded and there are people here who are pretty good at it. You are 

influential; as you are now, you are influential and politicians will listen to you. 

John Chalmers rightly made the point that early- and mid-career research is often the time when researchers have 

the passion and whatever else it takes to make things happen. Bruce Armstrong has just gone, so I can point out that, 

as an activist, he was incredibly active on tobacco control 20 or 30 years ago – or a bit more – when he was an early- 

and mid-career researcher. Very often that is the time when people can help and can push to make things happen. 

But, of course, you can keep going right through your career (as Bruce has done).

The observation I want to make here is that, for those of you who do feel that something should be happening – 

whether in one of the areas that we are working in or an area of your own – there is a responsibility not just to hope 

that somebody else will do something about it but either to get involved yourself or to find the people who will get 

involved and play an active role.

Finally, back to my prevention taskforce hat. On behalf of the taskforce, I thank the Academy very sincerely for 

taking on prevention and I thank you all for your ideas and contributions. We have heard some terrific discussions 

and some terrific ideas. We look forward to receiving the outcomes of the meeting and to further input. As various 

people have pointed out, this Academy has the status that makes it influential, whether with governments or in 

bringing together other disparate groups together from different backgrounds, so it really is important that you 

have taken this area on. But, as I have said, I also hope that all of you as individuals will let us know what you think 

and will then advocate for it. 

Times are hard and who knows where global economic catastrophes are going to take us. But, even despite all 

of that, I genuinely believe that, with a prime minister and a health minister who genuinely understand and are 

concerned about prevention, there is still a once in a generation opportunity to get some traction for prevention. If 

we are going to make that happen, we will certainly need all your ideas and support. Thank you.
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Some conclusions and recommendations

The Think Tank discussions identified a number of gaps in knowledge and proposed some strategies in order 

that science and technology can continue to contribute in addressing the preventative health challenges arising 

in the health areas under consideration. Moreover, because of the commonality of risk factors across diseases 

the discussion recognised that a number of the proposed strategies are also relevant to other areas identified as 

national health priorities. 

A number of conclusions arise from the Think Tank discussions presented in this report. The main findings are that:

1.    �The obesity epidemic in Australia presents enormous public health challenges in the prevention of higher 

mortality and morbidity through cardiovascular disease, type 2 diabetes and some cancers. The complexity of 

the obesity problem is further exacerbated by major health inequities which exist not only between indigenous 

and non-indigenous Australians but also between advantaged and disadvantaged communities and other 

minority groups.

2.    �There are gaps in monitoring disease and risk factor trends, and a number of speakers called for regular national 

health surveys to address this problem. For example, on the topic of genes and the environment, Australia has 

never undertaken a long term cohort study to compare the health of people from disadvantaged communities 

with those from rural communities or affluent urban communities. Such a cradle-to-grave study would monitor 

on a national basis not only the people who get sick but also the people who stay healthy. It would help 

determine predisposition to chronic debilitating disease.

3.    �The crucial role of genetics to get to the underlying causes of disease was acknowledged. For example, rapid 

genomic analysis has been a critical tool for unravelling the complex epidemiology of emerging infections 

such as SARS or epidemic influenza. However, statistical associations such as between genetic mutations and 

particular phenotypes in disease, of themselves, would not generally provide the clarity required, such as 

determining the biological pathways involved. A number of speakers reiterated that solutions are more likely 

if there was greater collaboration between fields. Thus, for example, while the process of carcinogenesis is 

accepted to be the accumulations of heritable changes in cells over time, increasingly we are becoming aware 

of the influence of epigenetic changes. These do not affect the gene’s DNA sequence but change the expression 

of the gene in other ways, thereby influencing a wide variety of human diseases, only one of which is cancer. 

These epigenetic events are potentially reversible and thus amenable to an intervention. However, an integrated 

approach with other disciplines such as biochemistry, physiology and cell biology is required. Engagement with 

other scientists should also include social scientists.

4.    �In terms of infectious diseases, new ones are emerging, old diseases are re-emerging, antibiotic resistance is a 

major problem, and new modes of transmission are being identified. A challenge for the Think Tank participants 

was to ‘prepare for the unexpected’. But there are enormous problems in relations and communications 

between the Commonwealth, the states, the care givers, laboratories and the lay public that need further 

resolution. Better links between human and veterinary medicine, and better global connections for exchange of 

surveillance data are required. The challenge was to find a funding mechanism for a long term perspective with 

the breadth required in interdisciplinary research.

5.    �The further development of risk algorithms that combine biomolecular, environmental, demographic 

and clinical data presents one of the greatest opportunities for scientific and technological advances in 

cancer prevention. Mental health is another area, with the discussion calling for a translation of some of the 
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approaches from other disorders, for example, algorithms for risk prediction which are routine in cardiovascular 

disease, to be explored in cognitive disorders. The challenge, once again, would be to create a training and 

research funding environment which would allow researchers to tackle health problems from all angles. New 

technologies also need significant backup, for example support from bioinformaticians who are themselves 

trained, or who can communicate with scientists trained, in human genetics and microbial genetics to make 

sense of all the data emerging from high throughput studies.

6.    �It was also recognised that there are significant barriers to the integration of researchers. Not only are there 

considerable reporting requirements, but compliance issues and ethical applications also require streamlining. 

One suggestion proposed to achieve integration was to establish an institute akin to an ‘Australian Centre 

for Disease Control’ that forms a national data repository and provides analysis of this data at a national level. 

Improved linkages between funding agencies, state or federal, and between ARC and NHMRC are required, to 

ensure genuine cross-disciplinary research.

7.    �The discussion groups unanimously called for linking data bases for research and patient care. The overall 

goal is to integrate systems biology and basic science research with national databases (cohort studies, 

health information, tissue banks, mouse strains, microarray and genomics information) and to implement a 

national strategy to monitor the databases and make them accessible to researchers. For example, with mental 

health and gene-environment interactions there are enormous amounts of data available in Australia (eg the 

Queensland twin registries and the Victorian Adolescent Health Cohort Study), but they are not linked. Linkage 

would be of benefit in identifying risks and trajectories of a number of illnesses. Part of the problem is also to do 

with complex IT infrastructures. Improving the technology to facilitate linkage with routine data sources such as 

Medicare and Pharmaceutical Benefits Scheme data, as well as national mortality and morbidity registers, would 

assist greatly.

8.    �One example of a data linkage platform of the type that was discussed and seen to be a high priority of all 

groups, is BioGrid (See Box 1) which is used by scientists to enhance and accelerate their research work. 

Clinicians use it to improve their clinical decision making, and the overall quality of healthcare.

        �The infrastructure of BioGrid Australia enables discovery research to be accessible via the web with security, 

intellectual property and privacy addressed. It provides life sciences researchers with the ability to link data 

across all states regardless of their existing linkage and research platforms. It provides a virtual repository that 

links participating teaching hospitals and research centres in Australia and overseas. 

Box 1

The BioGRID platform for data linkage

BioGrid (formerly Bio21 Molecular Medicine Informatics Model) is a platform for linking data in real time 

which includes dates of diagnosis, clinical symptoms, pathology, radiology reports, and availability of a 

biospecimen sample, genomic data, MRI images, treatments (drug therapy, radiotherapy and surgical 

status) in a privacy protected way for authorised users. It allows life science research teams to access and 

share genetic and clinical research data across multiple organisations by allowing computers containing 

research and clinical data to be linked together in an ethically approved, secure and controlled way, using 

the world wide web.

How it works

�Source databases from various institutes are extracted, transformed and loaded every night to their •	

respective Local Research Repositories (LRRs).
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9.    �The use of improved biomarkers was another common theme of the discussions. For example, in infectious 

disease, developing ways of improving rapid testing and point of care testing using biomarkers is very 

important. Biological markers also have utility for cancer prevention but there also needs to be statistical 

validation of biomarkers, which is still in its infancy. A question for mental health was how genome-wide 

associations could be linked with particular biomarkers. These could be valuable not only in understanding the 

pathophysiology of mental disorders and predicting prognosis and response to treatment, but also in assisting 

early detection of illness in high risk patients. Again, appropriate funding allocations and collaboration with 

other areas is absolutely vital. 

10.  �After the Preventative Health Taskforce presents its phase 1 report in June 2009 – which will focus on obesity, 

tobacco and alcohol – other areas need to be determined for adoption in its next phase. Three possibilities 

raised in discussions were child health, mental health and infectious disease. For example, mental health related 

disability is not only a significant cost, but it is also a large generic term (akin to saying ‘physical health’) which 

covers so many things that there is a need for clarification on a number of levels, such as associated stigma, 

public policy and science areas. 

11.  �Screening for certain diseases was also discussed and some of the risk factors identified, with more work 

required (eg screening for psychosis). Discussions highlighted the importance of good evidence before 

�LRRs are linked to the Federated Data Integrator (FDI) using virtual private networks (VPN). The FDI is an •	

integrator for accessing data and metadata across physical boundaries.

�Authorised researchers are able to query and analyse the data via the FDI using SAS enterprise guide – a •	

querying and analysis software.

�The data is available to the user via a certified secure internet connection once permission has been •	

obtained. Information is de-identified and given a unique subject identifier (USI). The FDI does not 

store data.

What the system facilitates

Data mining – looking at patterns and exceptions•	

Data analysis – associations between genetic, clinical and over time•	

Evaluation of clinical services•	

Quality and audit reports of clinical treatment.•	

Some of the outcomes

�BioGrid is helping clinicians in colorectal cancer research. Analysis of lymph node yield, quality of care for •	

population groups, the analysis of co-morbidities such as the effect of diabetes on cancer outcome and 

new biomarkers have been examined. 

�In epilepsy research, a genetic predictor of drug response has been developed, by analysing associations •	

between individual patients, their diagnosis, their response to therapy, and their genetic polymorphisms. 

This helps predict seizure control in newly treated patients.

For further information: Marienne Hibbert [Marienne.Hibbert@biogrid.org.au]

www.biogrid.org.au/pages/index.php

http://au.youtube.com/watch?v=9US57ZhGxeo
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implementing a screening program. While some screening programs have been incredibly valuable, others 

have wasted a large amount of resources and some have led to over diagnosis and, unfortunately, caused harm. 

Screening data also needs to be linked, wherever it is performed across a range of information systems.

12.  �While we have a large number of biobanks and tissue banks, they tend to be disparate and not linked. It will be 

a challenge to get an effective set of samples which have sufficient commonality of data. It was also suggested 

that perhaps the NHMRC should take a leadership role in putting these biobanks together.

13.  �Finally, significant discussion centred on the need to translate research into clinical practice, where currently 

there is a huge gap between evidence and practice. It is not enough to produce the evidence; translating it 

into practice requires more research on effective means of translation. It is a different sort of research and just 

putting out guidelines doesn’t work. What are needed are interactive programs with health practitioners, and 

here information technology has a huge role to play in implementing the fruits of research.

Recommendations

1.    �Undertake a national health survey every five years to enable disease and risk factor trends to be analysed and 

monitored. Australia is currently behind some poorer developing countries in collecting this type of data.

2.    �Following the Preventative Health Taskforce’s phase 1 report in June 2009 – which will focus on obesity, 

tobacco and alcohol – other areas which might be adopted for its next phase include child health, mental 

health and infectious disease. There should be strong overlaps between these new initiatives and the earlier 

work of the Taskforce. 

3.    �While acknowledging potential barriers such as complex IT infrastructures and privacy considerations, 

hospital and institutional data bases should increasingly be linked and data sets integrated, to assist 

researchers in identifying health risks. In turn, these data sets could be linked with Medicare and 

Pharmaceutical Benefits Scheme data as well as national mortality and morbidity registers. Universal 

patient identifiers and increased attention to support hospital-based researchers should be recognised as 

critical to successful outcomes. Governments should adopt and support a culture of integrating research 

to improve current and future outcomes.

4.    �Establish a national biological repository of tissue samples with prior consent of patients to enable future 

research applications. While there are many biobanks and tissue banks in Australia, these are generally small, 

under-resourced and not well linked to each other. The NHMRC might take a leadership role in fostering 

development of such a national repository.

5.    �Improve linkages between funding bodies – such as the ARC and NHMRC – to facilitate the integration of human 

health and relevant animal studies.

6.    �Reduce excessive reporting requirements beyond those expressed in the NHMRC National Statement on Ethical 

Conduct in Human Research (2007), and multiple ethical clearances, which together act as significant barriers 

both to research programs and the integration of researchers into multi-centre, multidisciplinary teams. 

7.    �Strengthen and expand the role of the National Preventative Health Taskforce by requiring inputs and 

accountability from a range of relevant federal and state agencies, including those responsible for water, food 

and the environment, that are essential for a holistic approach to public health. Such strategies need to address 

gaps in the treatment of disadvantaged, indigenous Australians and other minority groups. This will necessitate 

broad investment in education – such as in cancer predisposition and healthy lifestyle choices – at every level, 

and funding preventative strategies that not only have a strong evidence base but are also likely to impact on a 

broad range of physical and mental health outcomes.
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Case studies

Cancer case study: The 45 and Up Study

The 45 and Up Study is a large-scale, population level cohort study of men and women aged 45 and over across New 

South Wales. It is led by a novel collaboration of public health researchers and NSW universities, and government 

and non-government agencies. The researchers are applying existing and emerging population health research 

technologies to study the risk factors for cancer and other health outcomes including the use of health services. The 

study provides the opportunity for world class innovation in science and technology, by making available data and 

biological samples from 250,000 individuals to approved medical researchers across a range of scientific disciplines.

After commencing in 2005, the study has now recruited 255,000 people, a few more than its target. In partnership 

with Medicare Australia, people eligible to be participants received a letter of invitation and a questionnaire by mail. 

The study also recruited participants via its website and is using the internet, whenever possible, to maintain contact 

with participants and minimise losses to follow-up.

Participants have provided epidemiological risk factor data on key carcinogenic exposures and behaviours and 

given consent for the collection of a blood sample, and to link their study data with routine administrative and 

other health datasets. When collection of blood samples begins, the accumulating biorepository will enable the 

accelerated identification of biomarkers for cancer and precancerous lesions. Participants will also be sent a follow-

up questionnaire every five years to ascertain self-reported incident illnesses and current health status, to update 

exposure data and to gather new exposure data.

In parallel, the Centre for Health Record Linkage has been developed to facilitate high quality linkage of data sets for 

approved medical research. Data linkage will be utilised by the study to ascertain, in an unbiased and cost-efficient 

manner, the key health outcomes such as cancer diagnoses, deaths, access to services including cancer screening 

services, as well as the use of pharmaceutical agents.

Sophisticated information technology is being sourced and developed by study staff to enable the assembly, analysis 

and distribution of data whilst protecting the privacy of the participants. High-level scientific and technological 

expertise will be applied to synthesise the acquired knowledge into cancer prevention and early detection strategies. 

This study is a unique example of a multidisciplinary collaborative resource with the potential to produce findings of 

national and international importance.

Cancer case study: Primary breast cancer prevention in high-risk women

Tamoxifen, a selective estrogen receptor modulator (SERM), is a pharmacological agent originally developed for the 

treatment of estrogen-receptor (ER) positive breast cancer. It works by blocking estrogen-mediated breast cancer 

growth and development. In conjunction with surgery it improves outcome from the primary cancer and it decreases 

the risk of a subsequent primary contralateral breast cancer by up to 50 per cent.

Observation of this preventive effect against contralateral breast cancer, and a growing understanding of 

the mechanism of action of estrogen in breast carcinogenesis, led to studies of the tamoxifen’s efficacy as a 

chemopreventive agent for breast cancer. Several large-scale randomised clinical trials have definitively shown that 

tamoxifen reduces the risk of ER-positive breast cancer in women at high risk of breast cancer. The use of tamoxifen 

for five years reduced the incidence of primary breast cancer by 38 per cent, and recent long-term data indicates that 

the preventive effects persist for up to 10 years.
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However, in addition to these chemopreventive effects, tamoxifen increases the risk of endometrial cancer, 

cardiovascular events, and menopausal symptoms in postmenopausal women during the active treatment period. 

These findings led to the evaluation of a related SERM, raloxifene, and current data suggests that this agent may 

offer the same chemopreventive benefits without the adverse effects. Clinical trials are continuing with the aim 

of identifying the most effective agent, or combinations of agents, for specific subgroups of high-risk women. 

The current primary prevention strategy is tamoxifen for premenopausal women, and tamoxifen or raloxifene for 

postmenopausal women. Risk algorithms have been developed to quantify the benefit of chemoprevention for 

an individual woman, and biological and other characteristics will continue to be added to this profiling to better 

characterise women who will benefit the most from intervention.

SERMs also have primary prevention effects for another hormone dependent disease in postmenopausal women, 

osteoporosis. For this disease, the target population is postmenopausal women in general, and a reduced incidence 

of breast cancer is a beneficial side effect.

SERMS are a non-surgical primary prevention option for women at high risk of estrogen-dependent breast cancer. 

Ongoing research is expected to lead to the development of new 

SERMS optimised for the prevention of breast cancer, osteoporosis and possibly lipid-related cardiovascular disease.



140  Appendix A Early-mid career participants

Appendix A Early-mid career participants

Dr Murray Adams
Senior Lecturer, Course Coordinator Bachelor of Biomedical Science School of Human Life Sciences,  
University of Tasmania, Hobart

Murray has held appointments at Curtin University of Technology and the University of Tasmania, establishing productive 
research programs at both institutions whilst undertaking significant teaching and administrative duties. He has published 
19 peer reviewed journal articles and contributed to numerous faculty and school committees. He is also a council member 
and director of the Australasian Society of Thrombosis and Haemostasis and is a current member of the Royal College of 
Pathologists of Australasia Haematology Quality Assurance Programs.

Murray has research interests in thrombosis and haemostasis, as well as autoimmune and cardiovascular diseases. 
The latter, in particular, impact significantly on patient morbidity and mortality in Australia and other western 
societies. The costs related to the diagnosis, treatment, education and prevention of cardiovascular disease are 
already a significant burden on health care budgets, and are predicted to increase in the next 20 to 30 years.  

Dr Hilary Bambrick
Senior Lecturer, Population Health, School of Medicine University of Western Sydney; Visiting Fellow, National Centre for 
Epidemiology and Population Health Australian National University; and Research Fellow, Australia Institute

Hilary has degrees in science and arts from the Australian National University and a Graduate Certificate in Higher 
Education. Her PhD (2003) explored child growth and diabetes in an indigenous community. She has published widely on 
public health, environment and policy, and led the health assessment for the Garnaut Climate Change Review.

Hilary is an environmental epidemiologist whose research addresses three key areas: climate change and variability; 
Australia’s ageing population; and public health policy implications. Her research on climate change includes 
modelling likely health impacts, in particular, bacterial gastroenteritis, asthma, heat deaths, Ross River virus and 
dengue. She is involved in a qualitative CSIRO funded study of how heat affects the daily lives of people living in 
western Sydney, and part of a national network bid. Hilary is also a collaborator on the 45 and Up cohort study of 
250,000 people aged over 45 in New South Wales, and an investigator on an NHMRC award examining the social and 
environmental determinants of ‘healthy ageing’ to improve quality of life and reduce health service use.

Associate Professor Alex Barratt 
School of Public Health, The University of Sydney

Alex is a co-director of the Centre for Medical Psychology and Evidence-based Decision Making. The centre’s mission is to 
support excellent research across the interface of psychology, medicine and public health. Alex has been a contributing 
member of the Evidence-Based Medicine Working Group, based at McMaster University in Canada for over 10 years. She has 
contributed to text books and papers on how to practice and teach evidence-based medicine. Alex has won the Eureka Prize 
twice (2006 and 2007) for radio series on health care broadcast ABC Radio National’s The Health Report. The series were 
Cancer Screening (first broadcast in 2005) and Facing the Evidence (first broadcast in 2006).

Alex’s research has focused on cancer screening. She led the group which published the first model of outcomes of 
mammography screening for Australian women, providing information for policy makers, doctors and women to 
make informed choices about mammography screening. These data have been used to develop decision aids for 
Australian women aged 70 years and 40 years, both of which have been tested in randomised controlled trials. The 
National Breast Screen Initiative of Canada has developed decision aids for Canadian women based on the same 
model, and the New Zealand Department of Health is now developing similar decision aids using the model. She 
has also worked for the US National Cancer Institute on thyroid cancer screening and has participated in projects on 
bowel, cervical and prostate cancer screening.  

Dr Luke Bereznicki
Lecturer, School of Pharmacy, University of Tasmania, Hobart

Luke graduated in 2002 from the Tasmanian School of Pharmacy with first class honours and in 2003 was an inaugural 
recipient of a National Institute of Clinical Studies PhD Scholarship. His research program focused on the implementation 
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of strategies to improve the quality use of anticoagulants in hospital and community settings. In 2006 he was named the 
National Prescribing Service Quality Use of Medicine student of the year and received the National Pearcey Young Achiever 
Award for innovative and pioneering achievement in information technology. 

Luke’s research in anticoagulation management is internationally recognised and is currently being implemented 
to provide a unique, community-based, pharmacist-led service for all Australians. He is the chief investigator on 
two national Department of Health and Ageing funded projects on the anticoagulant warfarin. These projects build 
on his previous research conducted in hospital and primary care, related to the use of point-of-care monitoring in 
Australia, warfarin initiation in hospitals, post-hospital discharge services and self-monitoring of warfarin therapy. As 
a component of these projects he developed and launched a web site (www.anticoagulation.com.au) to provide free 
educational materials to consumers and health care professionals regarding warfarin therapy. 

Dr Anita van den Biggelaar
Research Fellow, Telethon Institute for Child Health Research, University of Western Australia, Perth 

Anita trained and registered as an immunologist and epidemiologist in the Netherlands where she received her MSc (1997) 
and PhD (2002) from Leiden University. After a two year postdoctoral position there, she joined the Institute of Child Health 
Research in Perth in 2005. In 2006 Anita received a NHMRC R Douglas Wright Biomedical Career Development Award. She 
has also published 17 peer reviewed papers, one review and two book chapters. 

Anita has a longstanding interest in immuno-epidemiological studies in developing world populations, including 
projects in Indonesia, Gabon, Ghana and Papua New Guinea. Her experience with (cellular) immunology is broad, as 
she has worked on helminth and pneumococcal infections, vaccine responses, early immune maturation and old-age 
diseases, including dementia. This broad knowledge has been driven by her interest to understand how host factors 
(genetics/environment) modulate immune responses in early life, influence susceptibility to infectious diseases, and 
trade-off with chronic disease in later life. With this ‘life span’ framework in mind, Anita is developing her research 
program around early age events by studying host factors that influence early immune function and maturation in 
infants in the developing world. 

Dr Glen Boyle
Senior Research Officer, Drug Discovery Group, Queensland Institute of Medical Research, Brisbane

Glen currently holds two NHMRC project grants as a chief investigator on the elucidation of novel pathways in the 
formation of skin cancer and melanoma. He has recently identified a novel marker and potential target for treatment.

The major focus of Glen’s research is unravelling the molecular development of melanoma, head and neck and 
cutaneous squamous cell carcinoma and ovarian cancer, as well as the differential responses of normal and tumour 
cells to relevant carcinogens (ultra-violet radiation) and drugs (histone deacetylase inhibitors). The incidence of 
malignant melanoma has increased dramatically over the past four decades. Metastatic melanoma is associated with 
poor prognosis, as the current treatments do not have a significant impact on prolonging survival or decreasing 
mortality. Using gene expression profiling technology, Glen and his colleagues recently identified a macrophage 
inhibitory cytokine (MIC-1) that is highly expressed in melanoma cells. The marker is suitable for development as a 
serum diagnostic and a possible target for the treatment of metastatic melanoma. 

Dr Billie Bonevski
Senior Research Academic, Centre for Health Research and Psycho-oncology, Sydney 

Since completing her PhD in behavioural science in medicine in 1995, Billie has published preventative health research 
papers in peer reviewed journals, including Preventive Medicine, and American Journal of Public Health. Despite a career 
break between 2001 and 2006, Billie has attracted external funding, including three NHMRC grants. 

Billie is a behavioural scientist with extensive research experience in preventative care, health behaviour change 
and evidence-based practice. She is currently managing a portfolio of research projects in the focus areas of social 
equity in cancer prevention and vitamin D and skin cancer risk communication. Her past research activities have 
been diverse, focusing on topics such as introducing innovative computer technology to encourage preventive care 
in general practice, encouraging breast and cervical cancer screening in rural and remote regions, and developing 
community-based strategies to reduce alcohol-related harm. 



142  Appendix A Early-mid career participants

Professor Alan Cass
Co-Director, Cardiovascular and Renal Divisions, The George Institute for International Health, Sydney

Alan trained as a specialist physician, in public health and health policy. He has worked as a kidney diseases specialist 
physician, epidemiologist, and health services researcher. From 1998 to 2002, he undertook research into Aboriginal health 
and worked as a clinician in the Northern Territory. In 2003, he was awarded an Australian Harkness Fellow in Health Policy 
at Harvard University where he examined access to, and quality of, renal care in Australia, New Zealand, Canada, and the 
United States. Alan received the 2002 Wyeth Award for the best research paper published in Medical Journal of Australia. He 
is also is professor of indigenous health and co-director of the Poche Centre for Indigenous Health at Sydney University.

Alan undertakes collaborative research in Aboriginal health, multi-centre clinical trials, large-scale meta-analyses, 
studies of the economic burden of chronic disease and cost-effectiveness of screening and early intervention. Alan 
regularly acts as a consultant for state and federal governments to develop strategies for chronic disease prevention 
and management. He recently led the team working with Queensland Health to develop the Queensland Statewide 
Renal Health Services Plan 2008–17. Through the Kanyini Vascular Collaboration, he is now working to develop, 
implement and evaluate strategies to improve health outcomes for indigenous Australians with chronic kidney 
disease, diabetes and cardiovascular disease.

Dr Nicolas Cherbuin
Postdoctoral Research Fellow, Centre for Mental Health Research, Australian National University, Canberra

After practicing intensive care nursing in Switzerland, Germany and Australia, Nicolas completed a PhD in psychology in 
2006. As a member of the Dementia Collaborative Research Centres he is involved in systematic reviews of risk factors for 
dementia, such as alcohol, obesity and exercise. At the end of 2008 he will take up an NHMRC training fellowship. 

During the past several years, Nicolas has been funded by the Centre for Mental Health Research and Alzheimer 
Australia to research the risk and protective factors (health, lifestyle, socio-demographic, genetic and personality) 
of cognitive ageing and dementia. This has been undertaken in the context of one of the largest epidemiological 
studies of mental health and ageing in Australia, with a particular focus on brain changes detectable on brain 
imaging. He is also involved in identifying cognitive and brain changes associated with diabetes and their 
interaction with depression.

Dr Ben Coghlan
Senior Fellow, Centre for International Health, the Macfarlane Burnet Institute for Medical Research and Public Health, 
Melbourne 

Ben completed medical studies at the University of Melbourne, an MPH&TM at James Cook University, and a MAppEpid at 
Australian National University. He is currently finishing specialty training in public health medicine. Ben has worked across 
the Asia–Pacific region and in Africa since 2002, initially as a clinician in southern Sudan and more recently as a consultant 
epidemiologist. He was also co-convenor of the Special Interest Group in International Health for the Public Health 
Association of Australia in 2005 and 2006; a core member of the War and Civil Conflict Expert Group for the Global Burden 
of Diseases, Injuries, and Risk Factors Study; and a member of the WHO Global Outbreak Alert and Response Network. Ben 
is also an honorary senior lecturer with the Department of Epidemiology and Preventive Medicine at Monash University.

His current interests include: epidemiology and health information systems, with applied and operational research in 
resource poor settings; public health and nutrition in disaster affected and refugee populations; and communicable 
disease control and mortality/morbidity/ behavioural surveillance of communicable diseases, particularly for HIV/
AIDS and emerging infectious diseases. 

Dr Jeffrey S Cohn
Leader, Nutrition and Metabolism Group, Heart Research Institute; and Associate Professor, Faculty of Medicine, 
University of Sydney

Jeffrey obtained a degree in science at the University of Sydney and a PhD from the Baker Medical Research Institute at 
Monash University. From 1986 to 1988, he was a postdoctoral fellow in the Lipid Metabolism Laboratory at the Human 
Nutrition Research Center on Aging at Tufts University in Boston. He joined the Heart Research Institute in 2005, having 
spent 12 years in Canada as senior scientist at the Clinical Research Institute of Montreal.



Appendix A Early-mid career participants  143

Jeffrey’s research has focused on the structure and function of pro- and anti-atherogenic lipoproteins, on their 
metabolism in health and disease, and on their modification by diet and drug treatment. He is a leading expert in 
the role of postprandial lipoproteins and triglyceride-rich remnants in the aetiology of coronary artery disease. As 
leader of the Nutrition and Metabolism Group he is interested in the role of phospholipids and dietary flavonoids in 
the onset and development of atherosclerosis. His research aims to establish whether these food components can be 
used as dietary supplements or nutraceuticals to treat or prevent coronary artery disease.

Professor Jens Coorssen 
Foundation Chair, Molecular Physiology, School of Medicine, University of Western Sydney

Jens obtained his PhD from McMaster University in Canada 15 years ago. His career has included a two year fellowship at 
the National Institutes of Health, Bethesda, and a string of awards, including the Canadian Governor General’s gold medal. 
He arrived in Australia early in 2008 from the University of Calgary to take up his appointment at the new medical school at 
the University of Western Sydney. 

Jens major research contributions have been in unravelling the mysteries of the process by which the neurosynaptic 
vesicles fuse with neural cell membranes to exocytose their contents – a process that is central to activities in vesicle 
transport inside as well as at the exterior of all cells. His other major interest is to work with clinicians in a range 
of disciplines to use proteomics and functional genomics to uncover markers of disease that can be used either 
diagnostically or to better understand pathogenesis.

Dr Benjamin Cowie
Consultant Physician, Victorian Infectious Diseases Service, Royal Melbourne Hospital; and Medical Epidemiologist, 
Victorian Infectious Diseases Reference Laboratory, Melbourne 

Benjamin has peer reviewed publications in the areas of viral hepatitis and infectious disease epidemiology and has 
written chapters for national guidelines on the management of viral hepatitis. Benjamin has also developed and delivered 
educational programs in viral hepatitis for general practitioners and other health care workers, and was recently elected to 
the board of the Australasian Society for HIV Medicine. 

Benjamin has a particular clinical interest in viral hepatitis: research interests include infectious disease epidemiology 
and public health. He is completing his doctoral thesis through the University of Melbourne using novel techniques 
to investigate the epidemiology of hepatitis B virus infection in Australia.  

Dr Shona Crabb
Senior Research Officer, Department of Psychology, University of Adelaide 

Shona completed her PhD, a discursive analysis of accounts of breast cancer screening, risk and prevention, in the School 
of Psychology at the University of Adelaide. She has subsequently researched and published in critical health psychology, 
particularly focused on public representations and understandings of genes, cancer and risk. She has also researched topics 
relevant to mental health and supervised projects concerned with representations of obesity, diabetes, abortion/ RU486, 
skin cancer and the HPV vaccination.  

Shona’s research is informed by critical and qualitative approaches to analysis in psychology. She has been concerned 
with examining representations of health risk and prevention in contemporary Australian society, to assess the ways 
in which they may shape individuals’ behaviour. For example, her PhD research was concerned with examining the 
ways in which accounts of breast cancer screening, risk and prevention (in the contexts of media reports, health 
promotional material and women’s focus group talk) function to normalise or resist particular health practices. This 
approach has since been applied to accounts of genetics, childhood obesity, tanning and skin cancer, and the HPV 
vaccination for cervical cancer. 

Dr Jeffrey Craig
Group Leader, Developmental Epigenetics Laboratory, Murdoch Children’s Research Institute, Melbourne

Jeff completed his PhD in Edinburgh in 1995 and since that time has received numerous scientific awards including an 
Eppendorf Award in 2006 for the Young Australian Researcher of the year. He has made a significant contribution to our 
understanding of chromosome function and epigenetic regulation and has published in prestigious scientific journals such 
as PloS Genetics, Nature Genetics and Cell. Jeff is an NHMRC RD Wright Career Development Fellow at Murdoch Children’s 
Research Institute.
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Jeff’s research on focuses on fetal development, mental health and cancer, and is largely collaboration-based. 
Epigenetics is the study of the factors that influence gene expression that are added to DNA without changing its 
primary sequence. Epigenetic marks provide a ‘memory’ of gene activity when cells divide, can be directly influenced 
by the environment and are reversible. It is emerging that environmental-induced changes in epigenetic marks in 
utero can ‘program’ the future health of an individual. Aided by rapidly advancing technology, epigenetics should play 
a role in preventative health and early detection of disease.

Dr Catherine Day
Associate Dean, Research School of Medical Sciences, University of Otago, New Zealand

Catherine has worked at several universities including as a research scientist at Massey University from 1998 to 2000 and 
postdoctoral fellow at Massey University and University of California, Berkeley, from 1993 to 1995. She has also been 
recipient of a number of prestigious awards, including the Rowheath Award/Carl Smith Medal from Otago University, 
International Union of Biochemistry and Molecular Biology Travel Fellowship, Massey University PE Biosystems Research 
Prize and the Foundation for Research Science and Technology Repatriation Fellowship. 

Catherine has expertise in many aspects of protein characterisation including binding and structural studies. Her 
group has focused on analysis of proteins that have key roles in regulating apoptosis (programmed cell death), 
and have solved the structures of protein complexes and characterised the nature of the interactions. The goal of 
these studies is to better understand pathways that lead to cancer so that improved therapeutic compounds can be 
developed. Catherine has also had a lead role in acquiring several major items of equipment and has helped establish 
a core facility for proteome analysis within the Biochemistry Department. 

Dr Mark Douglas 
Senior Lecturer, Hepatology and Virology, Westmead Millenium Institute and University of Sydney

Mark is an infectious diseases physician undertaking research into the basic pathogenesis of hepatitis C virus. He completed 
his PhD on herpes simplex virus type 1 in 2004 at the University of Sydney, before moving to the UK to commence his 
postdoctoral work on hepatitis C virus. He is a NHMRC CJ Martin Postdoctoral Fellow, and recently returned from the 
Medical Research Council Virology Unit in Glasgow to continue his research in Australia.

Mark’s research aims to understand how hepatitis C virus induces the metabolic syndrome in many infected 
patients. His research is cross-disciplinary, combining infectious diseases, metabolic syndrome and hepatology. He 
has experience with many research technologies, including proteomics, genomics, bioinformatics and cell biology. 
He has previously worked on herpes simplex virus and West Nile virus, a vector-borne flavivirus. He has worked for 
many years in the public hospital system, justice health (prisons), rural and remote areas of New South Wales and the 
Northern Territory and in indigenous health. He has clinical experience of most infectious diseases, including viral 
hepatitis, HIV/AIDS, tuberculosis, water- and vector-borne illnesses, rheumatic heart disease, and emerging infections 
such as multi-resistant organisms.  

Professor Jenny Doust  
Professor, Faculty of Health Sciences and Medicine, Bond University, Queensland

Jenny has worked and trained as a general practitioner, clinical epidemiologist and economist. Since graduating in 
medicine, she has worked in positions that combine her interests in these three areas. She is a member of the Royal 
Australian College of General Practitioners National Research Committee, the economic sub-committee of the 
Pharmaceutical Benefits Advisory Committee, the Cochrane Collaboration working group on systematic reviews of 
diagnostic test accuracy, and chair of the Royal Australian College of General Practitioners working group for the 
curriculum review of chronic conditions. 

Jenny’s main research areas of interest are diagnosis, screening and evidence-based practice in clinical practice. From 
2001 to 2006 she had nine ISI listed publications, including publications in the journals British Medical Journal and 
Archives of Internal Medicine. Her current funded projects include the implementation of absolute risk assessment in 
the prevention of ischaemic heart disease in general practice and provision of secondary cardiac preventive care in 
Australian general practice. 
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Professor Sandra Eades 
Head, Indigenous Maternal and Child Health Research Program, Baker IDI Heart and Diabetes Institute

Sandra completed a medical degree at the University of Newcastle and a PhD at the University of Western Australia, 
becoming Australia’s first indigenous medical graduate to receive a PhD. Sandra was head of the Sax Institute Aboriginal 
health research program from 2004 to 2008 and is the lead chief investigator on a capacity building grant in indigenous 
health which focuses on intervention research in indigenous primary health care research settings. Sandra helped establish 
a cohort study of urban indigenous children recruited through primary health care services. She also collaborated on 
projects including Aboriginal patterns of cancer care, resiliency in relation to HIV and sexual health among indigenous 
adolescents, and cardiac and renal disease risk and prevention in primary health care. Sandra has contributed to the 
NHMRC in the area of indigenous health and public health over many years.

Sandra’s PhD explored causal pathways to poor birth outcomes and significant illness in the first year of life among a 
birth cohort of urban indigenous infants. This work highlighted the interaction of social and environmental influences 
with basic biological exposures to impair fetal growth in utero. Sandra conducted a randomised controlled trial of 
a culturally-specific intensive smoking intervention for pregnant indigenous women over five years from 2005 to 
2009. She has a broader interest in tobacco control in indigenous communities in Australia and internationally. She is 
increasingly interested in the exposure of indigenous infants to hyperglycaemic states in pregnancy and suboptimal 
infant nutrition and their relationship to later elevated risk of childhood obesity and type 2 diabetes. Studies will 
be established to explore risk pathways and to develop and test public health and health service interventions to 
attenuate risk.  

Dr Carolyn (Raina) Elley
Senior Lecturer, Department of General Practice and Primary Health Care, Faculty of Medical and Health Sciences, 
University of Auckland 

Raina graduated with MBChB in 1990 from the University of Auckland. She practiced as a rural general practitioner in 
Waikato, New Zealand, from 1994 to 2002, completing her FRNZCGP in 1998. She was awarded a Heart Foundation 
Research Fellowship from 1999 to 2002 and completed a PhD in 2004. She was senior lecturer at the University of Otago 
from 2004 to 2006, and the University of Auckland from 2006 to 2008, continuing part-time clinical practice.  

Raina’s research is on disease prevention, early detection and management, particularly in the areas of cardiovascular 
disease and diabetes. She has conducted several randomised controlled trials of physical activity and dietary 
interventions. Raina also works in the area of risk prediction and management. She leads the Diabetes Cohort Study 
comprising 81,000 people with diabetes from primary health care throughout New Zealand. The study has identified 
management trends and areas in need of improvement. Using unique identifiers, the study also links primary care 
data on all individuals to cardiovascular, renal and other outcomes through national hospital and mortality records, 
allowing accurate risk prediction equation derivation. 

Dr Adam Elshaug
Hanson Institute Research Fellow, Adelaide Health Technology Assessment; and Lecturer, Discipline of Public Health, 
University of Adelaide 

Adam holds several degrees, including a PhD in health services and policy research. During his studies he also held 
a part-time position as a senior technical and scientific officer in medicine at the Queen Elizabeth Hospital in South 
Australia. In this role he was confronted with illness profiles characterised by multiple co-existing morbidities. This led to 
his postgraduate studies which involved the analyses of complex disease aetiologies and the need for evidence-based 
pathways of care. 

Adam teaches undergraduate and postgraduate public health and researches the translation of evidence (health 
care effectiveness and cost-effectiveness) into policy and practice. He has written extensively on the subject and 
presented at a number of conferences and health organisations throughout Australasia, Europe and Canada. He is 
currently in the Adelaide Health Technology Assessment, which identifies, collates, appraises and synthesises all forms 
of evidence on different health interventions, including screening programs, surgical procedures, diagnostic tests, 
staging tests, use of different medical devices, and primary prevention programs. 
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Dr Anselm Enders 
Group Leader, Ramaciotti Immunisation Genomics Laboratory, John Curtin School of Medical Research,  
Australian National University, Canberra 

Anselm grew up in Germany and studied medicine at Freiburg University, Germany, from 1995 to 2003. He first came 
to Australia in 2001, spending one year at the Walter and Eliza Hall Institute of Medical Research in Melbourne. After 
graduation he worked for two years in the Children’s Hospital of Freiburg University and in 2005 moved to the John Curtin 
School of Medical Research (JCSMR) in Canberra as a postdoctoral fellow. From 2008 Anselm has been group leader of the 
Ramaciotti Immunisation Genomics Laboratory. 

During his time in the Children’s Hospital in Freiburg, Anselm treated patients with disorders of the immune system 
and ran a laboratory for the early diagnosis of patients with severe immunodeficiencies and immune dysregulation. 
At JCSMR he is leading a genome-wide screen to identify novel genes that control the immune response to 
immunisations. This is funded by a major initiative award from the Ramaciotti Foundation.

Dr Clara Gaff
Research Fellow, Murdoch Childrens Research Institute, and Associate Professor, University of Melbourne

Clara completed a PhD in molecular genetics at the Walter and Eliza Hall Institute of Medical Research and later trained as 
a genetic counsellor. She has extensive clinical experience in prenatal, paediatric and adult genetics and specialised skills 
in genetic counselling for cancer predisposition syndromes. Clara has further developed her health service research and 
evaluation skills by completing three years in a clinical-academic-research position at Cardiff University. She is currently 
honorary secretary of the Human Genetics Society of Australasia.  

Clara’s research is on the integration of genetic information and new genetic technologies into preventative health 
care practice. This comprises two elements: 1) determining how genetic risk information can be communicated 
effectively to people and assessing the impact of this information, including participation in risk reducing strategies; 
and 2) research on the ethical and practical considerations of implementation of genetic testing into routine 
practice, including health professional education strategies. Clara’s work focuses on cancer but she is also developing 
analogous research in Type 2 diabetes. 

Professor Christian Gericke
Chair in Public Health Policy and Director, Centre for Health Services Research, University of Adelaide 

Christian holds degrees in medicine and science, including an MD from the Free University of Berlin and a DSc from the 
Berlin University of Technology. Currently he is co-director of the Australian Institute of Health Policy Studies. He has also 
acted as adviser to the German Agency for Technical Cooperation, the European Commission, Organisation for Economic 
Co-operation and Development, WHO and the World Bank. 

Christian’s areas of expertise and research interests are in international health systems and policies, health care 
management, health services research, and the economic evaluation of health interventions. In 2007 and 2008 he 
directed research projects in Australia, Brazil, China, the Federated States of Micronesia, Germany, Peru, Poland, 
Switzerland, Thailand and Vietnam. His infectious disease research experience includes the economic evaluation 
alongside a randomised controlled trial on HIV/AIDS, tuberculosis treatment in Vietnam (with Oxford University/
Wellcome Trust funding), and bioethics research on neglected tropical diseases. Chronic disease interests are in 
cardiovascular and neurological diseases and the economics of obesity prevention. 

Dr Kylie Gorringe
Senior Research Officer, Cancer Genetics Laboratory Research Division, Peter MacCallum Cancer Centre, Melbourne

Kylie did her BSc and MSc degrees at the University of Auckland, New Zealand, and was awarded a PhD from the University 
of Cambridge, UK, in 2001. She moved to Australia as a postdoctoral researcher at the Peter MacCallum Cancer Centre 
(PMCC), and then at James Cook University, Townsville. Kylie moved back to the PMCC in 2006 and is now a senior 
postdoctoral researcher. She serves on the PMCC bioinformatics core and microarray core committees.

Kylie’s past research has included: analysis of paternity and detection of inherited muscular dystrophy genes; 
inherited predisposition to gastric cancer and to breast cancer; the role of genetic instability in breast and ovarian 
cancer and breast cancer cytogenetics; the role of genetic instability in predisposition to cytogenetic birth defects; 



Appendix A Early-mid career participants  147

and integration of genomic and expression changes in gastric cancer using microarray analysis. Currently she is 
investigating somatic genomic changes in ovarian cancer using high-resolution SNP mapping arrays. The aim of 
her research is to identify novel gene candidates that may be relevant for tumour initiation and progression, early 
detection, prognosis and treatment of ovarian cancer.

Dr Paul Gregorevic 
Head, Laboratory for Muscle Research and Therapeutics Development, Baker IDI Heart and Diabetes Institute

After completing his PhD in 2001 Paul studied muscle pathology, identifying potential to ameliorate the pathology of 
muscular dystrophies via manipulation of IGF-I, and elucidated the development of contractile properties of individual 
skeletal muscle fibres of disparate phenotype during regeneration. As a postdoctoral researcher at the University of 
Washington he worked on gene therapy approaches for the treatment of Duchenne muscular dystrophy. Later he began 
using vector-based gene transfer to pursue the processes controlling muscle adaptation in greater detail. In 2008 he took up 
an appointment at The Baker Heart Research Institute as director of the Recombinant Viral Vector Production Facility with 
the support of a Pfizer Australia Senior Research Fellowship.

Paul’s two principal interests are: 1) understanding the cellular mechanisms that influence skeletal muscle adaptation 
in health and disease, and 2) developing preventative and therapeutic interventions to reduce the incidence 
and severity of muscle-related diseases in our communities. He employs recombinant viral vectors designed and 
manufactured ‘in-house’ as a means to selectively modulate gene expression in mouse models and to interrogate the 
cellular mechanisms controlling muscle adaptation in vivo. He hopes to establish novel intervention strategies to halt 
or reverse the progression of life-threatening symptoms of muscle-related disease. The use of viral vectors to study 
muscle adaptation also represents an exciting model system in which to pursue fundamental questions of cellular 
adaptation central to cell biology.  

Dr Larisa Haupt 
Postdoctoral Research Fellow, Griffith Institute of Health and Medical Research, Griffith University

Larisa completed a Postgraduate Diploma of Clinical Biochemistry in 1992 and a PhD in 1998 on the role of matrix 
metalloproteinases in breast cancer. From 1999 to 2001 she was a postdoctoral fellow at the University of California, San 
Francisco. She helped to the elucidate the p16 and cytokeratin profile associated with epithelial cells that have escaped 
replicative senescence, and showed the genomic instability of primary human mammary epithelial cells. Larisa worked 
at the Institute of Molecular and Cell Biology from 2004 to 2008 on the interaction of glycosaminoglycans with fibroblast 
growth factor 2 in osteoprogenitor cells; established the expression of the fibroblast growth factor receptors during the 
osteogenic differentiation of murine embryonic stem cells; and determined that a homogenous heparan sulfate mediates in 
vitro osteogenesis of the murine pre-osteoblasts MC3T3-S14 cells.

Markers currently used in breast cancer studies aid in selecting subjects at high risk of developing the inherited form 
of the disease, assessing prognosis, guiding therapy and monitoring patients with diagnosed disease. Currently, 
however, no biochemical or genetic markers exist that can be used to screen and diagnose for disease onset and 
potential expansion. The cancer stem cell hypothesis states that tumours arise from cells with the ability to self-
renew and differentiate into multiple cell types, and that these cells persist in tumours as a distinct population that 
likely causes disease relapse. A better understanding of the complex interaction between epithelial cells and those 
embedded in the surrounding support matrix is critical for determining aspects of tumour initiation and progression 
and to design therapeutic strategies.  

Dr Andrew Hayen
Senior Lecturer, Screening and Test Evaluation Program, School of Public Health, University of Sydney

Andrew holds a master of biostatistics and a PhD in mathematical statistics. He has previously worked in the fields of 
injury prevention. 

Andrew’s research interests are in the fields of screening, diagnostic test evaluation and monitoring, and in the use 
and development of epidemiological and statistical methods in these areas. He is currently looking at the design and 
analysis of diagnostic test studies, examining the relationship between chronic kidney disease and cancer, developing 
decision aids for cancer screening, and monitoring chronic disease.



148  Appendix A Early-mid career participants

Dr Harriet Hiscock
Paediatrician and Postdoctoral Research Fellow, Murdoch Childrens Research Institute and Royal Children’s Hospital, 
Melbourne 

Harriet completed her MD in 2003 and has since led two population-based randomised controlled trials, aiming to reduce 
child mental health problems and maternal postnatal depression. Her major new endeavour is the Australian Paediatrician 
Research Network, which has 350 national members and will support systematic prevention and health services research 
in secondary care. In April this year, Harriet co-led a systematic review of early prevention/intervention programs for child 
social, emotional and behavioural problems for the Victorian Department of Human Services. This review identified 55 
programs, some of which may be suitable for Australia. 

Harriet’s research focuses on prevention and early intervention for common, high impact child health problems 
including mental health, sleep, and obesity. She has a firm understanding of what can and cannot work ‘on the 
ground’ for children’s health services in Australia. The Government of Victoria has funded a state-wide roll-out of her 
infant sleep program to prevent postnatal depression, while the New Zealand government has purchased and is 
currently rolling-out Harriet’s parenting program designed to prevent child mental health problems.  

Dr Kirsten Howard
Senior Lecturer, Health Economics, School of Public Health, University of Sydney

Kirsten has a PhD in health economics, a masters degree in health economics, public health and biopharmaceuticals, and 
an undergraduate background in clinical pharmacology. She is a member of the Screening and Test Evaluation Program 
(STEP) Grant and conducts technology assessments for the Australian Medical Services Advisory Committee. She has also 
been a member of the economic sub-committee of the Pharmaceutical Benefits Advisory Committee since 2005.

Much of Kirsten’s past and ongoing research falls in the areas of cancer and chronic kidney disease (CKD), mainly 
relating to screening and prevention. She has published research in both of these clinical areas, including economic 
evaluations of screening and diagnostic tests, in the general and CKD populations, and also in the areas of utility 
based quality of life and patient and community preferences. Via the STEP program, she maintains an active research 
profile in this area, particularly in the area of the assessment of benefit/harm trade-offs in breast, cervical and prostate 
cancer screening. In addition, she has been involved in a number of policy relevant reports on the economic impact 
of end-stage kidney disease.

Dr Jason Howitt
Senior Research Officer, Brain Development Laboratory, Howard Florey Institute, University of Melbourne

Jason completed his PhD in biochemistry in 2000 and moved to Brookhaven National Laboratory in New York, where he 
worked on viral–host interactions in humans. He then moved to Imperial College London, where he studied the interactions 
between neuronal guidance proteins. He has continued in neuroscience and was awarded a Howard Florey Fellowship to 
return to Australia in 2005. 

His primary research background is in protein interactions that result in cellular changes, such as the migration or 
survival of cells under stress. Over the past five years he has focused on neuroscience – in particular, neurons within 
the cortex of the brain – and is currently investigating a protein (Ndfip1) that prevents neuronal death after injury 
such as stroke or trauma. This protein acts to distinguish proteins that need to be degraded for cells to survive. The 
aim is to limit the damage that occurs after the initial trauma to improve the mental health outcome of patients who 
have had brain injury.

Dr Gavin Huttley
Head, Computational Genomics Laboratory, John Curtin School of Medical Research, Australian National University, 
Canberra 

Gavin obtained a science degree from Macquarie University, a PhD in molecular population genetics from the University 
of California, Riverside, and did postdoctoral research in the Laboratory of Genomic Diversity, National Cancer Institute, 
USA. He is a recipient of the Howard Florey Young Investigator award. His research seeks to apply evolutionary principles to 
biomedical problems.

Gavin’s work has helped to establish the importance of human genetic variation in restricting infection by HIV, and 
was the first to show the value of using the imprint of adaptive evolution in the genome in mapping the genetic 
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basis of human variation. This fundamental aspect of the architecture of genome diversity is now the cornerstone of 
understanding how genome variation underpins human diversity in health and disease. In a series of more recent 
papers Gavin has developed novel theory, statistical modelling approaches, and has coordinated an international 
effort to develop a software platform for integrated genomic analysis.

Dr Dragan Ilic 
Senior Lecturer, Evidence Based Clinical Practice (EBCP), Monash Institute of Health Services Research,  
Monash University 

Dragan was awarded his PhD in 2007. His thesis examined decision making in prostrate cancer screening, exploring patient 
knowledge, attitudes, education strategies and screening practices. This work produced seven peer reviewed articles and his 
current research builds on this work and interest in evidence-based decision making in men’s health. He is responsible for 
overseeing the EBCP education unit of the Monash University MBBS degree.

Dragan’s research to date has focused on exploring the link between patient education and use of evidence-based 
recommendations in decision making within the clinical field of prostate cancer. He has explored how patients 
and health professionals access and utilise evidence to inform decision making about screening and treatment for 
prostate cancer. 

Dr Erica James
Senior Research Academic, Centre for Health Research and Psycho-oncology (CHeRP), Cancer Council NSW and 
University of Newcastle

After completing an undergraduate degree in exercise science, postgraduate qualifications in health promotion and a PhD in 
behavioural epidemiology, Erica was appointed as a lecturer in public health in 1998. She completed a Master of Business and 
made senior lecturer in 2004. In 2007 she took up her current appointment as a senior research academic at CHeRP. Erica has 
published extensively and supervised postgraduate students. 

Erica currently holds a research-only academic appointment where she leads a stream of research exploring 
physical activity and nutrition as they relate to cancer prevention and control. Her work includes both descriptive 
and intervention research, from primary prevention and screening, through to tertiary prevention and cancer 
survivorship. Some of her current projects include a population-based cohort of cancer survivors, analysis of the 
45 and Up cohort regarding lifestyle behaviours, intervention work in the area of physical activity promotion and 
promotion of healthy eating.

Dr Tim Karl
Senior Research Officer, Schizophrenia Research Institute and Prince of Wales Medical Research Institute, Sydney

After completing his PhD in 2003, Tim worked for the Schizophrenia Research Institute and the Garvan Institute of Medical 
Research. He has produced 19 peer reviewed papers and has attended 22 national and international conferences and 
symposia, as well as giving seminars at several national institutes. Tim has received funding from the NHMRC, the Clive and 
Vera Ramaciotti Foundation, the Ian Potter Foundation, the Rebecca L Cooper Medical Research Foundation and the Bill 
Ritchie Family, as well as international funding from National Alliance for Research on Schizophrenia and Depression and 
the German Research Foundation.

Tim’s research focuses on the behavioural and neurophysiological phenotyping of genetic and environmental animal 
models for schizophrenia with a particular interest on the interactions between genes and environment. His team 
focuses on the impact drugs of abuse (amphetamine and cannabis) might have on animal models with a genetic 
predisposition for schizophrenia due to a mutation in neuregulin 1. Part of their research is the establishment of 
new strategies for a systematic, comprehensive, and multi-tiered behavioural phenotyping of laboratory animals by 
developing specific behavioural animal models for mental disorders such as schizophrenia. 

Associate Professor Anthony Kelleher
Head, Immunovirology and Pathogenesis Program, National Centre in HIV Epidemiology and Clinical Research, 
University of New South Wales, Sydney

Anthony is an associate professor of medicine at the University of New South Wales and group head of the Immunovirology 
and Pathogenesis Program of the National Centre in HIV and Epidemiology Clinical Research. He is an NHMRC Practitioner 
Fellow. He is also a clinical immunologist and immunopathologist at Saint Vincent’s Hospital in Sydney.
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Anthony’s main research interests are the control of HIV infection by T-cell responses and the induction of viral 
latency by siRNAs. His team compares the interaction between virus and the immune system in treated and 
untreated individuals with HIV-infection, in an attempt to define protective immune responses, with the objective of 
applying these observations to rational treatment and vaccine design. His group has started an exciting project on 
transcriptional gene silencing of HIV-1 by siRNAs, and has developed new methodologies for describing regulatory 
T-cells and antigen-specific cells.  

Dr Andrew Kemp 
NHMRC Postdoctoral Fellow, The Brain Dynamics Centre, Westmead Millennium Institute and Western Clinical School, 
University of Sydney

Andrew is an NHMRC Postdoctoral Fellow and was promoted in recognition of his research achievements, teaching 
activities and service to the university. He heads the Depression Research Group, with multiple collaborators from other 
academic institutions and general practice, with access to new facilities, including two psychophysiological and cognitive 
testing laboratories. He also has access to a new 3T magnetic resonance imaging (MRI) scanner located at the MRI suite in 
Westmead Hospital.

Andrew seeks to clarify depression heterogeneity and identify clinical, psychometric, neurogenetic and neuroimaging 
markers of depression and predictors of antidepressant response. Andrew and his collaborators have obtained an 
ARC linkage grant to clarify gene-brain-behaviour markers that best capture emotional instability versus resilience, 
a crucial step towards the development of new tools and strategies for early intervention and ultimately prevention 
of major mental illnesses including depression. His research activities may provide evidence-based markers relating 
not only to the major mental illnesses but also to subthreshold conditions associated with high prevalence rates and 
significant impairment in psychosocial function.  

Associate Professor Natkunam Ketheesan
Leader, Infectious Diseases and Immunopathogenesis Research Group, James Cook University, Townsville 

Following graduation from medical school, Natkunam practiced clinical medicine for a brief period. After completing his 
research degrees at the University of Leeds he worked as a postdoctoral fellow, and in Australia held postdoctoral positions 
in the Universities of Western Australia and Queensland. He joined James Cook University in 2000 and established a 
research group devoted to investigating host–pathogen interactions in tropical infectious diseases including rheumatic 
heart disease (RHD), melioidosis and Q fever.

Natkunam’s research focuses on three major infectious diseases that have global implications and have special 
significance in tropical and regional Australia, particularly within indigenous communities. His group has developed 
models to investigate immune mechanisms involved in the development of RHD, which are useful in testing vaccine 
and treatment strategies. The group has also identified cardiac myosin peptides that could be used to monitor 
effectiveness of therapy and the extent of myocardial damage. His work on melioidosis has enabled the team to 
concentrate on developing biomarkers required for diagnosis, monitoring the specific immune status and post 
discharge management of patients. 

Dr Ecosse Lamoureux 
Senior Research Fellow, Centre for Eye Research Australia, University of Melbourne

Ecosse completed his undergraduate studies at Deakin University in 1992. His postgraduate qualifications (Graduate 
Diploma, Master of Applied Science and PhD), also from Deakin, were in the areas of public health and physiology. 
Ecosse has published nearly 50 peer reviewed papers, most of which are in high ranking ophthalmic journals. 
He currently supervises two PhD research students and is a regular reviewer for the highest ranking journals in 
ophthalmology and optometry.  

Ecosse heads the Health Services Research Unit at the Centre for Eye Research Australia. Research is focused on the 
understanding of the epidemiology, causes and impact of major vision loss and eye diseases. A substantial amount of 
the unit’s work is associated with public health and translational research and focuses on participation in daily living, 
impact of vision impairment, rehabilitation and quality of life in vision-impaired individuals. Ecosse currently leads 
two multidisciplinary and diabetic retinopathy (DR)-related investigations: 1) evaluating a novel and proactive DR 
screening strategy in people with diabetes; and 2) evaluation of a trial to improve control of glucose, blood pressure 
and lipids in people with diabetes and DR.  
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Associate Professor Marissa Lassere					   
Faculty of Medicine, University of New South Wales, and Conjoint Associate Professor, St George Clinical School, Sydney

Marissa is a rheumatologist with both in- and out-patient responsibilities. She is a clinical epidemiologist with expertise in: 
biostatistics and qualitative research in health informatics and technology; clinical/tissue databases; quality and safety in 
chronic disease; and the validation of biomarkers as surrogate endpoints. She has published 107 papers in peer reviewed 
journals and has attracted research funding from NHMRC and the Australian Government Department of Health and 
Ageing in the past five years. 

Marissa’s cross-disciplinary experience in statistics, medicine, information technology and epidemiology has enabled 
her to develop several innovative projects with international significance. In 2006 she developed a health survey of 
drug toxicity/tolerability to standardise how adverse events are ascertained, reported, weighted and aggregated. 
In 2007 she undertook a 3-arm 4-year 1000-patient pragmatic randomised controlled trial of two patient held 
portable health files; including a shared electronic personal health file held on a USB drive. Outcomes are reduced 
hospitalisations and mortality in people over 60 years old with chronic disease. More recently, she has worked on 
developing levels of evidence schema for surrogate therapeutics. 

Ms Liana Leach
Centre for Mental Health Research (CMHR), Australian National University, Canberra 

Liana is a PhD scholar at the CMHR who will submit her thesis in December 2008. In the last three years, she has published 
eight peer reviewed research publications, four as first author. She has also been the recipient of several awards including 
the Korten Award 2007, awarded for the most outstanding publication by a doctoral student at the CMHR, and an NHMRC 
Public Health Postgraduate Research Scholarship.

Liana’s research examines gender differences in risk factors for the development of depressive and anxiety symptoms 
across the adult lifespan. Using a range of theoretical models, she has examined genetic, biological, psychological and 
social risk factors that shape the development of affective and anxiety disorders in men and women. The disability 
burden produced by the prevalence of depressive and anxiety disorders in the community provides a compelling 
incentive to design effective prevention strategies. Identifying risk factors for psychopathology is a fundamental 
element in the design of any prevention strategy.

Professor Cheok (Soon) Lee 
Foundation Chair, School of Medicine, University of Western Sydney (UWS) 

Soon took up the Foundation Chair of Pathology at UWS in 2008, having previously been clinical professor of pathology at 
the University of Sydney. He is also a committed teacher at both undergraduate and postgraduate level.

Soon’s interests are in molecular mechanisms of cancer development and progression, especially cancers of breast, 
prostate, gastrointestinal tract and skin. He shares in two very large NHMRC program grants and has published over 
100 peer reviewed papers in a short career. He is also editor-in-chief of the journal Pathology.  

Dr Paul Lewandowski
Senior Lecturer, School of Medicine, Deakin University, Geelong

Paul’s PhD investigated the role of diet and hepatic fat metabolism and gene expression in the development of obesity and 
diabetes. He then moved to a postdoctoral position in industry where he used proteomics to investigate the use of dietary 
supplements to modulate the ageing process, before taking up an academic position at Victoria University. His main 
research focus there was in the area of nutrigenomics. He has recently established a research team at the Deakin Medical 
School, where he is conducting a number of research projects, including an investigation of the development and treatment 
of the metabolic syndrome.

Paul’s recent research combined genomics, clinical biochemistry and a cultural competent approach to screen and 
treat the metabolic syndrome in an at-risk group of Australians, Pakistani migrants. The presence of single nucleotide 
polymorphisms was linked to components of metabolic syndrome. Despite a strong genetic predisposition, it was 
possible to successfully treat these individuals from a closed immigrant group with unique religious and cultural 
practices, using a culturally appropriate diet and lifestyle program. 
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Dr Mu Li 
Senior Lecturer, School of Public Health, University of Sydney

Originally a medical practitioner from China, Mu came to Australia for further clinical training before commencing a PhD at 
the University of Sydney. She is a board member of the International Council for Control of Iodine Deficiency Disorders and 
deputy regional coordinator for the Asia–Pacific Region.

Mu’s major research interests are micronutrient deficiency related conditions, particularly iodine deficiency disorders 
(IDD), and over-nutrition. Her research activities include assessing the problem internationally and in Australia, and 
researching various intervention strategies. In a recent project she was to administer iodine oil capsules to all women 
of childbearing age and infants less than two years old in Tibet to prevent IDD. Iodine deficiency is re-emerging in 
Australia, which could impair mental function, including compromised learning abilities and behaviour problems, and 
delay physical development in children.  

Associate Professor J Alejandro López
Laboratory Head, Queensland Institute of Medical Research, Griffith University 

Since training in medicine, Alejandro has focused on cellular immunology and cancer therapy. His research is represented 
in 60 peer reviewed articles and two current international patents. He has supervised a number of postgraduate students 
and has received extensive national and international funding from WHO, Welcome Trust, Pharma, Roche and NHMRC. 
Alejandro has been a member of the board of directors of the Australian Society for Medical Research and the Australasian 
Society for Immunology, and on grant review panels of the NHMRC and Leukaemia Foundation.

The work of Alejandro’s group sits in the confluence of two areas of research: the development of cell-based 
therapies and the study of cancer stem cells. They have studied dendritic cells (DC) and have disclosed key defects 
in the function of DC in cancer which could be modulated in the improvement of DC-based therapies. Indeed, they 
achieved an unprecedented 15 per cent complete clinical remission in two clinical trials completed in patients with 
metastatic melanoma. Similar results were obtained in prostate cancer and glioblastoma. Harnessing of this potential 
and that of other immunotherapies in the future is a promising area of research.

Dr Eugen Mattes 
Neuro-epidemiologist and General Practitioner, Telethon Institute for Child Health Research (TICHR),  
University of Western Australia, Perth

Eugen was the inaugural recipient of the NHMRC General Practice Fellowship with a postdoctoral position from 2004 to 
2006 in psychiatric and neuro-epidemiology at the Mailman School of Public Health at Columbia University, New York. He 
was the first non-US citizen accepted to affiliate with the prestigious Robert Wood Johnson Health and Society Scholars 
Program at Columbia. Current appointments or roles include: research fellow and co-chair of Developmental Neurosciences 
at TICHR; chair of the Mental Health Group of the Western Australian Pregnancy Cohort (Raine) Study; co-chief investigator 
of the Peel Child Health Study; and member of the Western Australian Neurosciences board.

Eugen’s research focuses on: 1) identifying social, physical and biological exposures in pregnancy and early life, and 
their influence on trajectories of childhood behavioural and cognitive problems, adolescent psychopathology, drug 
taking and sexual behaviour; 2) maternal mental health, stress and HPA function in pregnancy and their influence 
on intrauterine growth, uteroplacental function, perinatal immunity and the shaping of behavioural and cognitive 
profiles into adolescence; and 3) genetic and epigenetic epidemiology of adolescent depression and cardiovascular 
risk profiles. 

Dr Emma McBryde 
Physician, Department of Medicine, University of Melbourne and Royal Melbourne Hospital

Emma is an infectious diseases physician, having gained an MBBS in 1994, FRACP in 2003 and PhD in 2006. Her research 
interests are in infectious diseases modelling, focusing initially on hospital acquired infection but in more recent times 
examining community transmission of infections such as SARS and influenza. She also has skills in Bayesian modelling and 
biostatistics and is the head of epidemiology at the Victorian Infectious Diseases Service. 

Emma is in a unique bridging position, working within a hospital, in the Department of Human Services infectious 
diseases (IDEAS) unit, and the University of Melbourne. She has lectured on and researched infectious diseases 
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modelling with the School of Population Health. Current projects include using network modelling to predict the 
impact of ‘conscientious objectors’ to vaccination on herd immunity, and assessing the risk of resurgent tuberculosis 
transmission within Australia and evaluating prevention strategies. She has collaborated with the School of 
Population Health on modelling pandemic influenza. 

Dr James McCarthy 
Associate Professor, Queensland Institute of Medical Research, University of Queensland, Brisbane

James graduated in medicine from the University of Melbourne in 1984. He then did clinical training in internal medicine 
and specialist training in infectious diseases in Melbourne, Perth, the UK and USA, gaining his Fellowship of the Royal 
Australasian College of Physicians in 1993. He has five years of laboratory training in the Laboratory of Parasitic Diseases 
at the National Institutes of Health, Bethesda, USA. In 1997, he took a post in the Department of Medicine at the University 
of Western Australia. In 2001 he accepted a joint appointment at the Queensland Institute for Medical Research at the 
University of Queensland, and the Department of Infectious Diseases at the Royal Brisbane and Women’s Hospital. He has 
NHMRC project grant support, an NHMRC Practitioner Fellowship, a Queensland Government Smart State Fellowship, and 
grant support from the US National Institutes of Health, WHO and the Gates Foundation.

James is interested in improving the diagnosis of parasitic diseases and detection of drug resistance in parasites. 
Current ‘rapid diagnostic tests’ for malaria have significant drawbacks and research is needed to improve them. 
With grant support from WHO and FIND, a Gates Foundation affiliate, James is working with collaborators from the 
Australian Army Malaria Institute to improve malaria diagnostics. The success of mass drug administration programs 
for reduction of morbidity due to soil transmitted helminths is threatened by the potential of drug resistance to these 
parasites. He is working on bioassays and molecular tests to detect drug-resistant phenotypes and genotypes. He is 
involved in three malaria vaccines entering phase 1 clinical trial and a Group A streptococcus vaccine that will be first 
used in human clinical trials in 2009.  

Dr James McCaw
Postdoctoral Research Fellow, Vaccine and Immunisation Research Group, Melbourne School of Population Health, 
University of Melbourne 

James is a theoretical physicist who moved into the field of mathematical modelling of infectious diseases in 2005. He 
obtained his PhD from the University of Melbourne in 2004, on the classification of solutions to periodically perturbed 
quantum mechanical systems. He has experience in the mathematical fields of spectral analysis and number theory. 

James is interested in communicable diseases. He has a particular interest in influenza, with projects investigating 
pandemic preparedness, what we can learn from historical data sources, how antiviral-drug resistance may spread 
through society and how to best deploy antivirals in the case of a limited supply. He also has an interest in within-the-
human-host models of viral growth to investigate how drug resistance may develop and possible ways to minimise 
such development. For vaccine preventable diseases such as measles and pertussis, James is investigating how 
network-epidemiology models and models that account for changing demographic patterns (household size and 
structure) may help to better understand the epidemiology of the diseases and inform vaccine policy. 

Dr Alexander McLellan
Director, Flow Cytometry Facility, University of Otago, New Zealand

Alexander leads a research group studying the interaction of pathogens and cancer with the body’s immune system. He 
has authored 37 peer reviewed papers in international journals and has contributed to several book chapters. He has been 
director of the Flow Cytometry Facility and scientific advisor for the University of Otago Animal Ethics Committee since 
2004. This year he received the Early Career Award for Distinction in Research.

Alexander’s group is studying the interaction of microbial products with dendritic cells (DC) to optimise tumour 
immunotherapy against tumours such as sarcomas and melanomas. They have recently demonstrated a clear role 
for endogenous natural killer cells in directing the T-cell mediated immune response against melanoma during 
DC-mediated tumour immunotherapy. They have also developed tools to study the expression and immunogenicity 
of latency antigens and reactivation molecules in a mouse model of tuberculosis. A major objective is to use these 
proteins to develop diagnostics and vaccines. The group also has an interest in proteomics and have recently 
developed a sensitive, non-invasive test for kidney inflammation.
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Dr Jodie McVernon
Senior Research Fellow and Program Leader, Vaccine and Immunisation Research Group, Murdoch Childrens Research 
Institute; and Melbourne School of Population Health, University of Melbourne

Jodie trained in paediatrics in Melbourne before commencing her PhD in 2002 at the University of Oxford and Health 
Protection Agency, London. The work investigated an increase in invasive Haemophilus influenzae type b (Hib) infections, 
using both standard epidemiologic analyses and dynamic mathematical models. In 2005 she commenced a NHMRC 
Postdoctoral Fellowship at the Melbourne School of Population Health. 

Jodie’s research bridges several disciplines to consider the impact of immunisation and other preventive measures 
to limit the spread of infection in populations. She has been involved in conveying findings of epidemiologic 
and modelling studies to health policy makers in the UK, resulting in changes to the routine Hib immunisation 
schedule. Since returning to Australia she and others have undertaken modelling projects that have helped to 
inform the 2006 and 2008 versions of the Australian Health Management Plan for Pandemic Influenza. More recent 
interests include the influence of social and demographic processes on infection transmission and the likely success 
of public health interventions.

Dr George Mellick 
Associate Professor, School of Biomolecular and Physical Sciences, Eskitis Institute for Cell and Molecular Therapies, 
Griffith University

George is a clinical neuroscientist who received a PhD in 1996 from the University of Queensland and with further training 
at the Karolinska Institute in Sweden. He is now head of the Clinical Neuroscience Program at the Eskitis Institute. George 
has devoted his research career to studying all aspects of neurological disease with an emphasis on the cause and 
treatments for parkinsonism, and has published over 60 peer reviewed research papers. He is a past president of Parkinson’s 
Queensland Incorporated and has served on the experts advisory panel for Parkinson’s Australia. George also has a major 
interest in tertiary teaching and postgraduate student supervision.

George is the lead investigator for the Australian Parkinson’s Project, funded by the NHMRC, to investigate genetic 
and environmental risk factors for Parkinson’s disease. His group is one of the most productive Parkinson’s disease 
genetic epidemiology groups in Australia. He has a special interest in complex disease genetics, epistasis and 
gene–environment interactions. More recently his work has moved into using bioinformatics to further explore these 
areas of interest.  

Dr Elizabeth Milne 
Senior Research Fellow, Telethon Institute for Child Health Research, University of Western Australia, Perth

Elizabeth started in epidemiological research in 1994, with the coordination of an Australian Government-funded study 
of drug caused morbidity and mortality in Australia. In 1996 she was awarded a Master of Public Health and was awarded 
a PhD in 2001 for her work involving the epidemiological design and analysis of a sun-protection intervention trial. She 
was a team investigator on an NHMRC Capacity Building Grant in Population Health from 2002 to 2007, and established 
a comprehensive program of childhood cancer epidemiology at the Telethon Institute for Child Health Research. She is 
supported by an NHMRC Career Development Award and a CCWA Research Fellowship.

Elizabeth leads the childhood cancer epidemiology program at the Telethon Institute for Child Health Research. This 
involves scientific management of national and international multi-centre studies into the genetic and environmental 
causes of childhood cancers. She also leads data-linkage studies of fetal growth and childhood cancers, and a study 
of DNA damage in children and its association with nutrient intake. Her research employs a variety of scientific 
methods and technologies to identify the causes of childhood cancers, with a view to providing the evidence base for 
preventive efforts.  

Dr Angela Morgan 
Postdoctoral Research Fellow, Murdoch Children’s Research Institute, University of Melbourne

Angela completed her PhD at the University of Queensland in 2003 and then took up a postdoctoral position at the Institute 
of Child Health University College London from 2004 to 2006. Here she gained invaluable trans-disciplinary training in 
cognitive neuroscience, genetic linkage studies, and magnetic resonance imaging data analysis, enabling development of 
her own research program on genes, brain and behaviour in childhood communication disorder. In 2006 she returned to 
Australia to take up a NHMRC Postdoctoral Fellowship at the Murdoch Children’s Research Institute. In the five years post-
PhD she has published over 40 articles and book chapters and has obtained competitive research funding.
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Angela’s research is focused on early screening and diagnosis of early childhood communication disorder, which 
affects one in seven Australians and is a major public health issue. Early detection is critical for timely application 
of interventions to prevent persistence of disorders and optimise patient outcomes. Angela’s work uses innovative 
neuroimaging techniques to identify neural biomarkers associated with communication disorders that could be used 
for earlier detection of these problems. The aetiology for communication disorder is complex, likely involving genes, 
neurology and the environment.  

Dr Tricia Nagel 
Head, Healing and Resilience Division, Menzies School of Health Research, Casuarina, Northern Territory

Tricia’s career is characterised by commitment to improving rural and indigenous mental health services. As director 
of psychiatry from 1998 to 2002 she had key roles in the Northern Territory (NT) Youth Suicide Prevention strategy and 
Emotional and Social Wellbeing Strategy development. She has been director of the NT Royal Australian and New Zealand 
College of Psychiatrists (RANZCP) postgraduate training program (1997 to 2000), and coordinator of Flinders and James 
Cook University medical education programs since 1998. As chief investigator of the NT Australian Integrated Mental 
Health Initiative (AIMhi), Tricia has made a significant contribution to indigenous mental health research and was awarded 
the RANZCP Rural Research award and the Mental Health Services Gold Award for rural services in 2007.

The AIMhi NT project has trialed assessment and treatment tools integrating mental health with substance misuse 
and chronic disease. The research team has delivered training to primary care, substance use, chronic disease 
and mental health service providers which is highly valued by clinicians. AIMhi NT care planning tools have been 
showcased as a best practice model on the Australian Network for Promotion, Prevention and Early Intervention for 
Mental Health website since 2005.  

Ms Alison Neil 
Centre for Mental Health Research, Australian National University, Canberra

Alison will submit her PhD in e-mental health in December, 2008. Her PhD involves an evaluation of the effectiveness of 
a web-based automated cognitive-behaviour therapy program (MoodGYM) in reducing the symptoms of anxiety and 
depression in a school-based adolescent population.

As part of her PhD, Alison co-ordinated the YouthMood Project (evaluation of MoodGYM in 30 schools) and 
conducted three systematic reviews of the prevention and early intervention literature for anxiety and depression. 
She has a keen interest in the content and implementation of mental health prevention and early intervention 
programs for children and adolescents. Alison is also keen to investigate the role of technology in improving access 
and encouraging help seeking.  

Dr Dale R Nyholt 
Senior Research Fellow, Genetic Epidemiology Laboratory, Queensland Institute of Medical Research, Brisbane

After the completion of his PhD on the genetics of migraine in 1999, Dale worked in the Laboratory of Statistical Genetics 
at The Rockefeller University, USA. In 2001 he joined the Queensland Institute of Medical Research Genetic Epidemiology 
Laboratory as a research officer. He currently holds an NHMRC Postdoctoral (RD Wright) Career Development Award.

Dale’s primary research goals are to understand and identify the genetic influences underlying common complex 
human disorders. For example, his recent results confirm the previously reported co-morbidity between migraine 
and endometriosis and indicate that common genetic influences completely explain their co-occurrence. It indicates 
that the presence of migraine should be investigated in women with endometriosis and vice versa, to enhance the 
physical health and emotional well-being of many women. Also, the causes of the wide variability in therapeutic 
effects and adverse events of drug treatments remain largely unexplained. Advances in the genetics of human traits, 
including identification of genetic biomarkers will offer better rationales for scientific enquiry.  

Associate Professor Anushka Patel 
Director, Cardiovascular Division, George Institute for International Health, University of Sydney

Anushka is involved in the design and conduct of large-scale clinical and public health research for the prevention of 
vascular diseases. She leads a large program of research that focuses on developing and evaluating novel strategies 
to improve the identification and management of cardiovascular risk in individuals and in populations. She is also a 
consultant cardiologist at the Royal Prince Alfred Hospital, Sydney.
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Anushka and her group have developed a novel electronic decision support tool to facilitate comprehensive 
assessment and management of vascular risk in primary health care. Although many treatments are clearly 
beneficial for the prevention of cardiovascular events, particularly among those at greatest risk, a large ‘evidence–
practice gap’ persists in this area. Implementation is thus the major challenge and an interdisciplinary approach 
is the likely key to success. The tool uniquely harmonises all current professional and prescribing guidelines into a 
single algorithm; provides real-time interactive implementation through commonly-used electronic health record 
software; and provides tailored treatment recommendations. Preliminary data indicate the validity of the tool and 
acceptability by users.  

Dr Christine Paul 
Senior Research Academic, Centre for Health Research and Psycho-oncology (CHeRP), University of Newcastle

Chris completed her PhD in 1994 on cost-effective strategies for developing health education materials. From 1994 to 1999 
she focused on family commitments. In 1999 Chris returned to CHeRP, focusing on cancer prevention research. In 2004 
she was awarded the National Heart Foundation Rudolf Gerstl Research Award. Achievements include 43 peer reviewed 
publications, 44 conference presentations and significant funding.

Since completing her PhD, Chris’s work has focused on cancer prevention, particularly the dissemination and 
adoption of effective behaviour change strategies. She has done a number of population based surveys including 
a series of studies exploring cancer-related and tobacco-related perceptions and practices. Chris has been closely 
involved with the joint CHeRP/Cancer Council NSW biannual NSW Community Smoking Survey which monitors 
smoking-related perceptions and behaviours and the Tackling Tobacco strategy. She is coordinating two randomised 
controlled trials of the telemarketing of telephone support for smokers (with CHeRP) and strategies for increasing 
screening among colorectal cancer patients and their first degree relatives.  

Dr Olivier Piguet 
Research Fellow, Prince of Wales Medical Research Institute, Sydney

Olivier has a master’s degree in clinical neuropsychology from the Melbourne University in 1992 and a PhD in psychology 
from Sydney University in 2001. In 2003, he was awarded an NHMRC Neil Hamilton Fairley Postdoctoral Fellowship and, 
in 2008 received an NHMRC Career Development Award Fellowship (Clinical). Olivier has attracted research funding from 
Alzheimers Australia, Australian Association of Gerontology, Brain Foundation and the NHMRC. He has published 25 
refereed articles and two book chapters.

Olivier’s research focuses on cognitive ageing and its biological correlates. It integrates behavioural, neuroimaging 
and postmortem data methodologies. Current investigations include memory and emotion processing dysfunctions 
in early frontotemporal dementia and Alzheimer’s disease, with the view to understand their impact on carers 
and determine their associated brain changes. The long-term goal of this research program is to identify clinical 
biomarkers of the common dementia syndromes, and to contribute to comprehensive models of disease 
presentation and disease progression. Currently, a proportion of dementia patients are incorrectly diagnosed. Early 
and accurate diagnosis of affected individuals will improve management and treatment interventions, as these 
become available, and will ultimately contribute to disease prevention.  

Associate Professor Graham Robertson 
Cancer Pharmacology Unit, Faculty of Medicine, University of Sydney

Graham holds a PhD in molecular virology from Macquarie University. He undertook postdoctoral training at Oxford 
University and the University of Sydney, where he established a transgenic mouse facility to investigate epigenetic effects on 
transgene silencing. As a senior scientist at the Storr Liver Unit, Westmead Millennium Institute, he worked on the regulation 
of liver genes involved in drug clearance and mouse models of liver disease. In 2005 he moved to the ANZAC Research 
Institute, Concord Repatriation General Hospital to set up the Cancer Pharmacology Unit.

Graham’s primary area of research is the impact of tumour-derived factors on drug clearance as the cause of variable 
response and toxicity to chemotherapy. He makes use of mouse tumour models to understand the molecular links 
between cytokine signalling cascades and the nuclear receptors that regulate CYPs and drug transporters in the 
liver and other organs. He is also interested in cancer cachexia syndrome. A focus of this work is the role of nuclear 
receptors and other regulators on carbohydrate and lipid metabolism and how inflammatory cytokines interfere with 
their action in maintaining normal energy balance.  
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Associate Professor Katherine Samaras 
Associate Professor and Head, Diabetes and Obesity Research Program, Garvan Institute of Medical Research, Sydney

Katherine is a senior staff specialist in endocrinology, St Vincent’s Hospital. Katherine researches the pathogenesis of 
diabetes and obesity, with over 60 scientific papers. Her expertise is recognised by invitations to international meetings, 
chapters and reviews in peer reviewed journals and treatment guidelines for the Australian Government and Australian 
Diabetes Society. Katherine was visiting scientist at the School of Population Genetics, Harvard School of Public Health and 
research fellow at St Thomas’ Hospital London. She was chair of the Specialist Advisory Committee in Endocrinology and 
serves the NHMRC and a number of other bodies involved in medical research.

For the last 12 years, Katherine has worked on the genetic and environmental contributions to obesity, diabetes and 
the metabolic syndrome. She has examined how obesity induces metabolic disturbances and increased risk for type 
2 diabetes mellitus and cardiovascular disease, and how environmental factors such as nutrition and physical activity 
modulate risk. More recently, she has focused on the mechanisms by which weight reduction ameliorates diabetes 
and metabolic disease, particularly the role of inflammation. Katherine’s strengths are in policy and education, with 
experience in advanced training of medical specialists and the development of curricula of training and treatment 
guidelines. Her involvement in clinical practice provides valuable ‘real world’ insights.  

Dr Maria Schache 
Research Fellow, Centre for Eye Research Australia, University of Melbourne

Maria works in the field of medical genetics with an emphasis on identification of genetic factors that underlie eye 
conditions such as short-sightedness (myopia). Maria completed a PhD project using genetic linkage to identify genes that 
predispose an individual to develop hearing loss. She has also completed a postdoctoral project studying gene expression 
changes that influence the development of diabetic nephropathy using bioinformatics and micro arrays.

Maria has extensive experience in genetic linkage, association, genome-wide association and gene expression studies 
and how these methodologies can be used to identify genetic factors that predispose and individual to disease.  

Dr Patrick Schaeffer 
Lecturer, School of Pharmacy and Molecular Science, James Cook University, Townsville

In 1994 Patrick obtained a DEA in molecular and supramolecular chemistry from University Louis Pasteur, France. In 1998, 
after being awarded his PhD in chemistry by the University Basel, Switzerland, he joined the protein chemistry group at the 
Australian National University (ANU), Canberra. Patrick returned to Switzerland in 2000 and then went back to the ANU in 
2002. He became a research fellow in 2004 and lecturer in organic chemistry at the Department of Chemistry in 2006. In 
2007 he was appointed lecturer in biochemistry and molecular biology at James Cook University, where he established the 
Supramolecular Biology Group.

Since 1998, Patrick has focused on the study of biomolecular interactions, in particular those controlling the 
mechanisms of DNA replication. Recent highlights of this research were published in Cell and Nature Structural and 
Molecular Biology. Patrick was part of the team that explained the polarity of DNA replication termination in E. coli. 
This work is at the centre of an NHMRC funded project to develop ultrasensitive diagnostics for the early detection 
of cancer and infectious diseases. This project and the development of new molecular tools for the screening of 
candidate drugs have become major research foci in Patrick’s lab.  

Dr Oliver Sieber 
Postdoctoral Fellow, Ludwig Institute for Cancer Research, Royal Melbourne Hospital

Oliver is lead scientist at the Ludwig Colon Cancer Initiative (LCCI) laboratory. Previously he was a postdoctoral researcher 
at the University of Oxford and Cancer Research, UK. In his present role he is responsible for guiding the ongoing laboratory 
research of the LCCI group which aims to identify biomarkers for colorectal cancer presenting features, outcome, drug 
response and toxicity.

Oliver’s research interest is colorectal cancer genetics and biology. His current work focuses on the identification of 
predictive and prognostic biomarkers for colorectal cancer to improve outcomes for patients by guiding treatment 
selection. Mutations, DNA methylation and gene expression changes are being investigated as potential biomarkers.  
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Dr Louise Signal 
Director, Health Promotion and Policy Research Unit, University of Otago, New Zealand

Louise is a social scientist with a PhD in community health from the University of Toronto. She has extensive experience in 
preventative health both in academia and government, including senior advisor (health promotion) in the New Zealand 
Ministry of Health. She took up an academic career in 2000 and has led and participated in research, advice to government 
and community service in a wide range of areas.

Louise’s research focuses on: the prevention of heart disease, diabetes and cancer through the promotion of healthy 
eating and healthy action (particularly amongst children); tackling inequalities in health, particularly inequalities 
endured by Māori; and institutional change to address racism. She currently co-leads Health Research Council funded 
research on interventions to enhance food security and physical activity and is part of the team evaluating the 
government’s comprehensive strategy on Healthy Eating, Healthy Action. Louise recently led the writing of a Health 
Equity Assessment Guide to assist the health sector to consider equity issues in all of its initiatives.  

Dr Gurmeet Singh 
Program Manager, Menzies School of Health Research, Casuarina, Northern Territory

Gurmeet is a pediatrician by training with an interest in early life factors as they influence later health and disease. She 
has recently completed a PhD entitled Early antecedents of chronic disease in aboriginal children and adults. She has a 
Masters in Public Health and Tropical Medicine and a strong interest in preventative aspects of health, both at an individual 
as well as at a systems level.

Gurmeet has been involved with three major studies at Menzies: the Aboriginal Birth Cohort Study, the Tiwi Renal 
Study and the Diet and Dialysis Study. The first two focus on life course events, in particular early life factors that 
may influence later chronic disease, which is present in epidemic proportions in some aboriginal communities. The 
Aboriginal Birth Cohort Study is a longitudinal study which assesses a broad range of health parameters on the 
participants at approximately 5-yearly intervals. The Diet and Dialysis Study is an innovative clinical trial seeking to 
assess the protective cardiovascular potential of a modified Mediterranean diet in patients on haemodialysis.  

Associate Professor Sue Skull 
Principal Research Fellow, Menzies School of Health Research, Casuarina, Northern Territory

Sue primarily works in vaccination research and building public health research capacity. She is a clinical epidemiologist, 
paediatrician and public health physician with a background in developing and undertaking epidemiological 
research programs in clinical and public health domains, and a member of the Australian Technical Advisory Group on 
Immunisation. Her research has been of strategic importance with respect to national priority areas including indigenous 
child health, refugee health, and health in the elderly, and has impacted on service planning and policy.

Sue’s previous research relates to building the evidence base for improving preventive health interventions. Her 
postdoctoral fellowship focuses on optimising prevention and policy for vaccine-preventable diseases in indigenous 
Australians. She is developing a partnership with the Northern Territory Centre for Disease Control to build research 
capacity for interventions aiming to improve immunisation timeliness and coverage among indigenous and hard-
to-reach groups. She is also interested in novel approaches to infant and maternal vaccination to improve protection 
against vaccine-preventable diseases in early life.  

Dr Stuart Smith 
Senior Research Officer, Prince of Wales Medical Research Institute, Sydney

Stuart completed a PhD in experimental psychology at Macquarie University in 2000, and a postdoctoral fellowship at 
NASA’s Ames Research Center from 2000 to 2002. After holding academic positions at Trinity College Dublin from 2002 to 
2005 and University College Dublin from 2005 to 2007, he returned to Australia to take up his current role at the Prince of 
Wales Medical Research Institute. Stuart is funded by an NHMRC Career Development Award and is interested in developing 
technologies to facilitate independent living in older adults and those with functional disability.

Stuart is primarily interested in the cognitive and multi-sensory determinants of postural instability and falls in older 
adults and in the development of appropriate technologies to monitor change in these variables. The aim of this 
development work is to deliver home-based solutions for monitoring the fall risk of older adults. The work derives 
from his involvement in a large collaborative project for development of technologies to facilitate independent living 
in older adults. It is proposed that the technology can be applied across the functional spectrum.  
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Associate Professor Melissa Southey 
Principal Research Fellow, Department of Pathology, University of Melbourne

Melissa is a molecular geneticist with a background in molecular pathology and genetic epidemiology. She is a NHMRC 
Senior Research Fellow, a fellow of the Human Genetics Society of Australasia and is co-chair of the Breast Cancer Family 
Registry (National Cancer Institute, USA). She has a network of international collaborators and has collected and developed 
the biological resources associated with several large epidemiological studies including the Australian Breast Cancer Family 
Study and the Melbourne Collaborative Cohort Study.

Melissa’s population-based studies of the genetic epidemiology of breast, pediatric, prostate and colorectal cancer, 
have shown that all these cancers are extremely heterogeneous. Even for those arising in the context of family 
clusters of breast and/or colorectal cancer, only a small proportion can be explained by what is currently known about 
‘cancer genes’. Her work is describing subgroups of cancer (with a focus on breast cancer) in international, solidly 
designed, population-based and multiple-case family studies. Melissa’s research effort is now culminating in a unique 
opportunity to examine the relationship between the molecular genetics, molecular pathology, histopathology, 
epidemiology and clinical outcomes of these cancers.  

Dr Helen Stain 
Senior Lecturer, Centre for Rural and Remote Mental Health, University of Newcastle

Helen completed her PhD in 2003 and is a committee member of the Australasian Society for Psychiatric Research, the 
Psychological Society Rural and Remote Interest Group, and expert consultant for the Aboriginal Health and Medical 
Research Council Ethics Committee. She is also a grant review panel member for NHMRC and Australian Rotary Health 
Research Fund; an affiliated scientist with the Schizophrenia Research Institute; and an invited member of key youth mental 
health organisations such as NSW Promotion, Prevention and Early Intervention Committee.

Helen is developing a program of research in child and youth mental health, and is currently chief investigator on 
two NHMRC funded grants. One of these is a randomised controlled trial for cognitive behaviour therapy aimed to 
prevent the onset of psychosis in young people (DEPTh project). Her interest in early intervention and prevention is 
complemented by experience in child and youth research and clinical services, consultation with aboriginal groups 
for population health research and research in collaboration with rural communities.  

Dr Mark Stoové 
Head, HIV and Sexually Transmitted Infections Research Program, Centre for Population Health, Burnet Institute, 
Melbourne

Mark has research interests in HIV and sexually transmitted infections (STIs) risk behaviours. He has a background in 
epidemiology and biostatistics and additional interests in drug and alcohol research, blood borne virus transmission, 
the long-term health outcomes of injecting drug users and record linkage methodologies. Mark is currently coordinating 
several research projects.

Mark’s current work estimating the prevalence of unrecognised HIV infection in gay communities adopts, for 
the first time in Australia, community-based collection of oral fluid specimens and will develop a novel in-house 
method for testing of these samples. Early viremia following seroconversion means that unrecognised HIV infection 
plays a potentially important role in HIV epidemiology. This research will provide new insights into the predictors 
of unrecognised infection. His upcoming work on HIV and STI co-infection will help quantify the contribution of 
symptomatic STIs on HIV transmission. Mark’s previous work measuring hepatitis C virus (HCV) risk will couple 
with current work with post-release prisoners to provide insights into the potential for prisons to be a vector in the 
community transmission of HCV.  

Dr Jackie Street 
Lecturer, Discipline of Public Health, School of Population Health and Clinical Practice, University of Adelaide

Jackie has a PhD from the University of London, a BSc from the University of Reading and Graduate Diploma in Primary 
Health Care from Flinders University. She has researched lipid biochemistry and new-born screening for inborn errors 
of metabolism while working in the USA, UK and Australia. Jackie changed career direction to qualitative public health 
research in 2005 after seeing the value of public health initiatives while working in Papua New Guinea.

Jackie brings a trans-disciplinary approach to research with expertise in biomedicine, public health and ethics. She 
has an interest in stakeholder involvement in decision-making: an area where community acceptance of policy and 
practice is essential for effective preventative health management, but one which is frequently neglected in policy 
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development and implementation. She is also interested in ethical issues in health policy, practice and research. 
Jackie has published a review of the ethics of genomic screening, but is also interested in the ethics of infectious 
disease management.  

Dr Alex Swarbrick 
Group Leader, Cancer Research Program, Garvan Institute of Medical Research, Sydney

After receiving his PhD from the University of New South Wales in 2003, Alex undertook postdoctoral studies in the 
laboratory of Nobel Laureate J Michael Bishop at the University of California, San Francisco. In 2007 he returned to the 
Garvan Institute to establish his research group.

Alex’s research focuses on the molecular mediators of cancer pathobiology. These mediators include classical 
genes as well as more recently discovered microRNAs. The common theme in his research is an investigation of the 
genetic pathways allowing cancers to acquire the characteristics of stem cells – that is, to be immortal and avoid 
specialisation or differentiation. His research centres on breast cancer and neuroblastoma, a childhood malignancy 
with poor outcomes. The deregulation of stem cell pathways in cancer may be an important component in the 
development of cancer and in programs aimed at its prevention.  

Associate Professor Gilda Tachedjian 
Burnet Principal Fellow, Centre for Virology, Burnet Institute, Melbourne

Gilda completed her PhD in the Department of Microbiology at Monash University in 1997. She was awarded a NHMRC CJ 
Martin Fellowship in 1997, which enabled her to go to Columbia University in New York. In 2002 Gilda was recruited to the 
Burnet Institute and in 2003 was awarded a NHMRC RD Wright Career Development Award. In 2008 she was appointed 
honorary associate professor at the Department of Microbiology, Monash University. She served on the NHMRC Group 
Review Panel (microbiology discipline) in 2006 and 2007, and was the Victorian convenor for Australian Society for Medical 
Research (ASMR) Medical Research Week in 2005 and served on the ASMR national committee from 2005 to 2007.

As a virologist, Gilda’s area of expertise includes study of the basic replication strategy of human immunodeficiency 
virus (HIV) in the host cell to identify novel drug targets, the study of drug resistant strains of HIV, and the 
development of topical vaginal microbicides to prevent the sexual transmission of HIV. Her laboratory collaborates 
with Starpharma Pty Ltd in the development of a topical gel containing a dendrimer-based inhibitor that blocks viral 
entry, which is in phase I clinical trials.

Dr Colleen Thomas 
Senior Research Officer, Howard Florey Institute, University of Melbourne

Since completing her PhD studies in neural control of the heart, Colleen has continued to examine cardiovascular function 
in the context of whole (and where possible) conscious, unstressed animals, both in normal and disease states. Her interest 
in the impairment of the cardiovascular system and thirst with ageing has led to key research observations. Most recently 
Colleen has been working with collaborators to develop a novel therapeutic agent to treat myocardial ischaemia and 
reperfusion injury.

Colleen has made a substantial contribution to original lines of research focusing on the contributions of humoral 
factors (renal and cardiac) to cardiovascular function. As a biomedical research scientist working to reduce mortality 
from coronary artery disease, her contribution to society is made after disease has manifested and is symptomatic. 
She would also like to pursue how early detection of common chronic cardiovascular diseases could be improved.  

Dr Rogan Tinsley 
Research Officer, Howard Florey Institute, University of Melbourne

Rogan was born in Papua New Guinea in 1976, moved to Australia at the age of four, and grew up in Adelaide. He started 
a Bachelor of Chemical Engineering degree, but transferred to biotechnology after discovering biological science at 
university. After completing his PhD thesis on spinal cord injury and repair at Flinders University, he worked in Sweden for 
three years, studying neural stem cells, before returning to Australia where he has been at the Howard Florey Institute for 
the past three years.

Rogan’s research focuses on the normal and pathological interactions of key proteins in Parkinson’s disease. In 
particular, he is interested in the cellular functions of alpha-synuclein. He has also used a knock-out mouse model to 
examine how combinations of genetic and environment factors can contribute to disease. He is currently working 
with collaborators to develop a blood test to aid in the diagnosis and management of Parkinson’s.  
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Dr Michael Valenzuela 
Research Fellow in Regenerative Neuroscience, University of New South Wales; and the Neuropsychiatric Institute, 
Prince of Wales Hospital, Sydney

Michael has a science degree from the University of New South Wales, and an MBBS and PhD from the University of Sydney.

Michael has made research, professional and community contributions in striving to establish ‘complex mental 
activity’ as a key modifiable risk factor for the prevention of dementia. These efforts have culminated in the award of 
a grant by the NHMRC as one of four principal investigators overseeing the Study of Mental Activity and Resistance 
Training (SMART) trial. This trial will definitively address the question of whether the combination of cognitive and 
physical exercise can prevent development of dementia and cognitive decline in at-risk older individuals, and will also 
provide an opportunity to reveal potential underlying mechanisms through the use of longitudinal neuroimaging.  

Associate Professor Bill Warren 
Group Head, Comparative Genomics Centre, James Cook University, Townsville

Bill is a biology graduate of Melbourne University. He did a PhD at the Australian National University and postdoctoral work 
at the Maryland Biotechnology Institute, USA. From 1995 to 2002 he was a senior research officer at the Peter MacCallum 
Cancer Institute. In 2002, he became a senior lecturer at James Cook University, teaching genetics and cancer genetics in 
the medical program. He has received research grants from the ARC, Queensland Cancer Fund and the March of Dimes 
Birth Defects Foundation. In 2006 he was promoted to associate professor and received a Carrick Institute citation for 
outstanding contributions to student learning.

Warren is a geneticist and cell biologist who conducts medically-oriented genetic, molecular and cell biology research 
using the Drosophila model system. His research focuses on cell cycle regulation, mechanisms of DNA repair, and the 
molecular basis of chromosome instability in cancer.  

Dr Allison Waters
Senior Lecturer, Griffith Institute of Health and Medical Research, Griffith University

Allison was a post doctoral researcher at University of California, Los Angeles, coordinating three large National Institute of 
Medical Health studies: 1) a multi-site study of risk markers for emotional disorders in adolescence; 2) physiological markers 
of risk for anxiety disorders in children; and 3) fear-enhanced startle in irritable bowel syndrome. In addition to undertaking 
clinical, teaching and supervisory activities, she is a clinical psychologist with 28 papers either published or in-press, and 
has had several invitations to present at international conferences.

Allison’s research has shown that anxious children display aberrant cognitive and physiological reactivity during 
threatening situations, providing critical information about the processes underlying anxiety disorders that manifest 
during development. Allison has experience in how anxious children disproportionately allocate visual attention 
to a range of emotional stimuli, not just threatening ones; appraise ambiguous events as threatening; and display 
increased startle eye blink reflexes and skin conductance responses during safe experimental phases. She provides 
insight into the effects of parental influence or temperament on children who are at risk for anxiety disorders. She is 
well-placed to contribute to discussions on screening and early diagnosis as well as environmental contributors to 
disorders which represent a significant burden on the health care system and can dramatically affect future health, 
interpersonal relationships and vocational achievement.

Dr Robyn Whittaker 
Public Health Physician and Program Leader, Clinical Trials Research Unit, University of Auckland, New Zealand

The goal of Robyn’s current work is to develop and evaluate innovative technologies to provide preventive health programs. 
Prior to this, Robyn worked in several clinical and public health positions including: Auckland Public Health Service; the 
National Screening Unit, as a member of the team that implemented the national Breast Screening Programme; and 
Waitemata District Health Board, planning and implementing a Cardiovascular Disease Prevention Programme.

Robyn’s interests are in using communications technologies to deliver population health programs to large, 
geographically disparate populations. She is principal investigator on two world-leading multimedia mobile phone 
programs being tested in large randomised controlled trials funded by the Health Research Council and Ministry of 
Health: STUB IT uses role modelling via video messages to help people stop smoking; ADAPT teaches behavioural 
techniques to prevent depression in adolescents via multimedia messages. She is an investigator on several smoking 
cessation studies including a UK trial of the successful text message program, STOMP.  
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Dr Rohan Williams 
NHMRC Research Fellow and Group Leader, John Curtin School of Medical Research, Australian National University, 
Canberra

Rohan studied physics at the University of Technology Sydney and then worked in gastrointestinal physiology for eight 
years at St George Hospital Clinical School, gaining a PhD from the University of New South Wales in 2003. He has worked in 
functional genomics, mammalian genetics and systems biology since 2002, funded by a NHMRC Peter Doherty Fellowship 
from 2004 onwards, and in 2007 commenced as a group leader at the John Curtin School of Medical Research.

Rohan is a computational biologist working at the interface between genetics, genomics and human disease. 
Building on his earlier postdoctoral work on how genetic variation influences gene expression, his group is studying 
the nature of inter-individual variation in genome-wide molecular traits, including epigenome phenomena. Given 
the increasing amount of data available on genetic variation in human populations, understanding inter-individual 
variation will play a central role in the emerging field of personalised health care. Rohan has recently co-authored an 
article outlining how information about genetic variation may be incorporated in biomarker discovery projects.  

Dr Lisa Wood 
Research Fellow, School of Medicine and Public Health, University of Newcastle

Lisa leads a research team investigating the relationship between nutritional status, obesity and inflammation in 
chronic disease. She was awarded a 2008 NSW Young Tall Poppy award and the 2007 NSW Office for Science and Medical 
Research Postdoctoral Award for Excellence in Medical Research. Lisa is a national council member for the Nutrition 
Society of Australia, chair of the Nutrition Society of Australia (NSA, Newcastle), chair of local organising committee for 
2009 NSA conference, and in September 2008 represented Australia at the Capacity Building and Leadership Development 
Workshop in Seoul.

Lisa’s research explores the contribution of systemic inflammation to the development of various chronic 
inflammatory diseases, which often coexist in an individual. She has been using short-term dietary challenges to 
investigate the role of various nutrients and dietary patterns on inflammatory responses. She is also investigating 
the role of obesity and smoking in driving inflammation and disease onset and progression. Another aspect of Lisa’s 
research is the investigation of how dietary intervention can complement pharmacological approaches to reducing 
inflammation, in particular statins.  

Dr Naomi Wray 
Head, Genetic Epidemiology Group, Queensland Institute of Medical Research, Brisbane

Naomi’s PhD and early research career focused on quantitative and population genetics with applications in livestock. Her 
interests turned to human disease when she worked on clustering of childhood leukaemia cases throughout Europe. After 
family career breaks she re-established her research career in psychiatric genetics, working on the design and analysis of 
association studies and linkage analysis at the University of Edinburgh. In July 2005 she joined the Queensland Institute of 
Medical Research where she leads the anxiety and depression studies of the Genetic Epidemiology Group.

Naomi’s current research has two main themes. Firstly, through the Australian Twin Registry, her group has identified 
over a 1000 cases of major depression or anxiety disorders which are at low risk of depression or anxiety. These 
samples were used for numerous gene studies, for a genotype and stressful life-events study, and as a replication 
sample in the first genome-wide association study of major depression. The second main theme of her research is 
predicting genetic risk to disease from genome-wide association data.  

Associate Professor Alistair Young 
Director, Biomedical Imaging Research Unit, Faculty of Medical and Health Sciences, University of Auckland

Alistair has degrees in engineering science and a PhD in medical imaging. He leads a multidisciplinary research team 
providing a range of microscopy and other imaging facilities for research and teaching. He is also research manager of the 
Centre for Advanced Magnetic Resonance Imaging, at the University of Auckland and principal investigator of the Cardiac 
Atlas Project. The latter is a world wide effort to establish a research database containing many thousands of human 
cardiac MRI examinations, funded by the USA National Institutes of Health.
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Alistair seeks to apply techniques of bioinformatics and physiomics to detect and characterise the early onset 
of disease. The Cardiac Atlas Project will establish a research database of asymptomatic people and people with 
heart disease, and develop a computational atlas of the heart for probabilistic characterisation of heart function in 
health and disease. Many thousands of cases will provide statistical models of regional heart function and structure, 
complementing existing computational brain atlases. Software developed by Alistair’s team has been licensed by 
Siemens Medical Systems for inclusion in commercial heart analysis solutions.  
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