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To my peers,

Welcome to the second edition of the sixty-sixth volume of Innominate.  

I am very  excited to share this issue with you. Innominate is an incredible part of SUMS. It 
showcases the depth, intelligence and variety of the SMP and this edition is a perfect example of 
that. 

Please take your time to peruse this issue and appreciate the talent of your peers. This edition asks 
some confronting, difficult questions - I encourage you to engage with them.  Perhaps it will even 
inspire you to write a piece for your own.

It has been a pleasure to edit such creative and challenging work. I look forward to bringing you 
more in 2016. 

All the best,

Victoria Cook 

A letter from the Director. 

#InnominateMe
Third year students on elective, kindly remember to take 
many happy-snaps and tag them #InnominateMe to win the              
inaugural #InnominateMe competition. Prizes to be announced 
soon! 
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Photography. 
The first year of medical school in pictures by Ben Walters. 
Read into the visual metaphors as you will. 
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Converting a Glance 

Ritu Chaurasia on grappling with
atrocities beyond our scope of                

understanding, and why it’s so easy          
to do nothing at all. 

Classic Sydney traffic had me sitting in a pretty much stationary car waiting to turn onto Broad-
way.  Nothing out of the ordinary - broken radio, lots of traffic, overcast Spring morning, some protest hap-
pening on the pavement at Victoria Park. On my initial glance I could hardly make out any of the words on the 
busy protest banners. If it hadn’t been for my friend asking me to read it out, it wouldn’t have even crossed my 
mind to take a second look.

‘Stop harvesting organs of Falun Gong practitioners in China’. 

Wikipedia managed to explain to us in that short car ride that Falun Gong was a somewhat newly emerging 
religious practice, similar to Buddhism, that the government saw as a threat to their concept of Chinese nation-
alism. As a result, those practicing the Falun Gong faith were being imprisoned in ‘re-education labour camps’, 
and had been for some 15 years now. It was alleged that doctors, backed by the Chinese government, were tak-
ing the organs of these Falun Gong practitioners, against their will, for use in the public healthcare system. 

Of course the story extends much further in detail and complexity than my three sentence explanation. But I’m 
sure for most of us, this brief description alone is enough to elicit feelings of outrage, disbelief, and a recogni-
tion of how obviously unjust this organ harvesting is. The very term ‘organ harvesting’ degrades the value of 
these people’s bodies to the status of a farmable product. Being in the medical profession, we are afforded this 
right, to cause grevious bodily harm with the consent of 
our patient or their families. But, in the context of organ 
harvesting, this privilege is grossly abused. It is esti-
mated that as many as 60,000 Falun Gong prisoners of 
sound mind and good health have been killed to fuel the 
flourishing organ transplant industry in China. 

So there it was, evidence of a massive human rights 
violation in today’s world, standing right there on 
that Broadway corner. On any given day, that corner 
would have people trying to garner support for their 
cause - whether it be the persecution of Falun Gong, or 
donating to the UNHCR to support children in refu-
gee camps. We are presented with worthy charities and 
heart-wrenching stories all of the time, but what is it 
that makes us stop? Why do we choose to help some, 
and not others? 

First off, one needs to have access to understanding the 
cause. Falun Gong protest banners are packed with slogans, many not in English. Their information booklets 
are written in the style of Chinese administration propaganda, as a rebuttal to similar publications (of the op-
posite side of the argument) by their government. Their demonstrations in countries outside China are usually 
silent as they practice their faith on streetsides. In the Western world these things are all very foreign to us and 
hence easily ignored. It takes a lot of effort to pause and read through such dense material to understand what 
these protestors are all about. 

By chance, I and some friends were invited to a documentary viewing on the very topic of organ harvesting of 
the Falun Gong a few months later. The details of the issue were presented in a format more familiar to me - 
an American man telling the story with interviews of people involved, facts and statistics. I needed a different 
format to be able to understand the gravity of the problem. Studies of social psychology have shown that we un-

‘The allegations of organ 
harvesting were on such a 

grand scale that I felt 
disempowered to do any-

thing to help, and thus felt 
guilty for even knowing 

about it at all.’

Source: Simon Pollock http://gtvone.com/blog/2012/07/14/peaceful-protest-melbourne-falun-gong-ccp



consciously trust people who look similar to us, and that we are also more likely to empathise with people who 
look like us or with whom we have a common cultural background. I am ashamed that it took me a second look 
to really undestand this tragedy, and I tried to comprehend how this problem made me feel. 

It was something so atrocious that it sickened me to think about. When a story is so utterly unbelievable, this 
unbelievability jeopardises the potential of the story to build traction with supporters. One simply cannot em-
pathise with its horror, despite the fact that it may very well be true. There are many global issues that elicit such 
feelings and remain widely unspoken about. The child sex trade, animal cruelty, genital mutilation: all of these 
are difficult to speak about because they are such uncomfortable, inhumane issues. The media knows this as well. 
Consumers don’t relate to inhuman stories, especially chronic ones, so stories such as these don’t get covered. 

The allegations of organ harvesting were on such a grand scale that I felt disempowered to do anything to help, 
and thus felt guilty for even knowing about it at all. That sense of disempowerment is also an inmportant fac-
tor in choosing to support a cause. While we all know the mantra ‘knowledge is power’, and being informed is 
important. But, when a social justice issue is an ocean away in a country as impenetrable as China, options for 
an ordinary person to make change are diminished. However, when there’s an old clothes donation bin for the 
homeless at the end of the street, we have no issue with supporting a charity like the Red Cross. Both are worthy 
causes, but only one presents itself with an easy way to help that suits our lifestyle. 

Perhaps we’re all a little lazy. Perhaps we need to be spoon fed information in a format that we’re used to, with 
just the right level of detail to evoke just the right amount of empathy in order to take notice.

 Perhaps when all other aspects of our privlidged lives are relatively easy, we expect routes to support a cause or a 
social justice issue to be easy as well. I know these notions don’t apply to everyone, but they do provide an inter-
esting snapshot of our behavioural psychology. 

It may be that we allow ourselves to ignore a worthy cause not because we are insensitive or do not care, but      
because we are somewhat subconsciously influenced by factors that actually have little to do with the cause’s  
worthiness - for example its understandability, relatability and our empowerment to act. 

Recognition of these factors is not only important for us in order to try and make a more concerted effort when 
deciding to support a cause, but also for champions of causes to be more effective in motivating supporters.

I don’t pretend to know what the answer to the organ harvesting crisis of the Falun Gong in China is, but upon 
the reflection of this piece, maybe next time, a drive by a street side protest will stir up a little more than a quick 
glance.

You can read more about the persecution of the Falun Gong at www.stoporganharvesting.org, and 
www.hardtobelievemovie.co m.

Second Year Seating Plan.
By Anonymous. 
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Concientious Objection. 

Responding to recent policy debates at AMSA, Josh 
Turner asks when is it right for a doctor to refuse to 

provide the accepted standard of care? 

The right to conscientious objection, for ‘a doctor (to) refuse to provide, or 
participate in, a legally-recognised treatment or procedure because it conflicts with his or her own 
personal beliefs and values’ (AMA 2013), has become an increasingly high-profile issue in discus-
sions of current medical ethics and practice. 

Contemporary debate is particularly centred around the provision of reproductive health services, 
particularly abortion and contraception, and to a lesser extent the question of doctor-assisted eutha-
nasia and HPV vaccinations for young girls. Reflecting this debate, the recent AMSA summit saw 
some representatives proposing a repeal of the current Conscientious Objection and Access to Care 
Policy adopted in 2013 in favour of a new Conscientious Objection Policy.

The changes in the proposed new policy centred on the ‘conventional compromise’ present in current 
AMSA policy that  seeks to maintain a balance between a practitioner’s individual moral integrity 
and their professional obligation. Under the conventional compromise, a practitioner can refuse to 
provide a medical service they morally object to only when the following three conditions have been 
fulfilled:

1. The physician/pharmacist informs the patient/customer about the service/product if it is medically 
relevant to their medical condition;
2. The physician/pharmacist refers the patient/customer to another professional willing and able to 
provide the service/product;
3. The referral does not impose an unreasonable burden on the patient/customer.

The rejected revision to AMSA policy sought to reduce the first and remove the second (and there-
fore arguably also the third) requirements of the conventional compromise by only requiring practi-
tioners to inform the patients of their objection to the procedure and that this procedure can ac-
cessed elsewhere. The crucial point of difference was that medical practitioners would no longer be 
required to organise a specific referral for the objectionable procedure. 

Proponents of the revision argued that it would better allow doctors to practice within their own 
moral framework will bringing policy more into line with the AMA which considers providing a 
referral to be indirectly participating in the medical 
service and therefore an objectionable practice.

Those arguing against the revision considered refusing 
to directly refer to be incompatible with the professional 
obligations of medical practitioners and the presenta-
tion of an almost complete policy reversal as a ‘minor’ 
change. Following debate the motion was voted down 
by a clear majority.

While I personally support AMSA’s rejection of the 
proposed policy, I’d like to consider what is meant by 
‘conscientious objection’, the ethical and moral claims 
that underlie it and how these claims underpin the argu-
ments of both sides of the debate. 

The question now     
becomes, by what 

means are we to       
decide whose 

conscience takes 
precedence? 



Most current conscientious objection policies mirror the one given at the opening of this article while 
also requiring that they are based not on “self-interest or discrimination” but  on “sincerely held beliefs 
and moral concerns”. This definition has a few possible points of contention. What constitutes a sincere-
ly held belief or moral concerns? Do all the beliefs and moral concerns held by different individuals have 
equal validity as legitimate grounds for conscientious objection? And if not, who defines what is and 
isn’t a legitimate belief?

Firstly, lets consider what constitutes a ‘sincerely held belief or moral concern’.  At it’s heart, conscien-
tious objection is the claim of a medical practitioner to refuse practices that are legally and professional 
accepted through an appeal to dictates of her own conscience. But what is the epistemic status of these 
moral judgments? While many religious traditions consider conscience as the personal revelation or 
interpretation of a divine law, the vehement disagreement even within religions makes a claim to truth 
for the moral claims of conscience problematic at best. A similar problem is apparent for those with a 
secular basis to their morality.

If a claim to (in)action based on conscience cannot be justified by a claim to truth, it perhaps can be 
justified within the context of an individual’s moral integrity (Brock 2008). Moral integrity is behaving 
in line with the deeply held moral judgments of our conscience and therefore defines the moral core of 
our character. The maintenance of moral integrity centres our status as a moral person, and providing a 
basis for mutual respect between individuals. Crucially this is due to the value of moral integrity itself, 
not any claim to the rightness of the morally guided actions themselves. This understanding of moral 
action gives us a clear insight into the basis of difference over conscientious objection. However the 
construction of an individual’s morality is necessarily contingent on her history, identities, beliefs and so 
on, and this allows for the same action to be seen as morally necessary by one individual and repugnant 
by another. 

The question now becomes, by what means are we to decide whose conscience takes precedence? In the 
context of conscientious objection, this can be seen as judgment between the dictates of a practitioner’s 
individual conscience and the ‘professional conscience’ placed on her through the legal and social 
obligations of medical professionals. At a professional level, the AMA and other medical professional 
bodies have been given a monopoly on the provision of healthcare. Entailed in this monopoly is the 
legal responsibility to provide adequate and appropriate healthcare that is in the patient’s best interests, 
fulfilling a citizen’s legal right to access medical treatments that are held to be beneficial. Therefore if 
moral objections by physicians to certain medical practices impede this professional obligation, as in the 
case in some countries with highly religious populations, the allowance of conscientious objection could 
be seen to disregard the ethical obligation of the profession. 

This potential for this reduction in healthcare in the context of reproductive health is recognised in the 
General Recommendations for Article 12 of the UN Convention on the Elimination on all forms of Dis-
crimination Against Women (CEDAW). It is discriminatory for a State party to refuse to legally provide 
for the performance of certain reproductive health services for women. For instance, if health service 
providers refuse to perform such services based on conscientious objection, measures should be intro-
duced to ensure that women are referred to alternative health providers.

It is possible that this potential conflict between conscientious objection without required referral and 
access to health services was also recognised by the authors of the rejected AMSA policy, who removed 
‘Access to Care’ from the policy title, as well no longer calling for our Government to uphold the rights 
of patients by ensuring doctors do not impede their access to treatment they choose.

So does an individual practitioner have a right to claim their individual conscience as justified determi-
nant of their professional actions? Possibly, but for this to be acceptable there must be an agreed upon 
process within which reasons are offered and considered for the justification to action, and this process 
must be likely to achieve the desired outcomes. Savulescu (2006) argues that individual conscience has a 
limited place in medical practice. He outlines three determinates of medical care, namely the law, the just 
distribution of finite resources, and the patient’s informed desires. For him, the inefficiency, inequality 
and inconsistency in medical service provision that is possible, and often present, due to conscientious 
objection risk being incompatible with the need to provide quality and effective medicine. While a few 
isolated conscientious objectors would have no discernible impact on healthcare provision, a larger num-
ber would and therefore be morally unconscionable. Following this I would argue that for conscientious 
objection, the desired outcome must always remain the capacity of us as medical professionals to provide 
adequate, accessible and equal healthcare to those who seek it and have only us to rely on.

Applying this position to the suggested changes in AMSA policy, to remove the requirement for a direct 
referral is to risk a patient not receiving timely and appropriate healthcare, and is to place the practi-
tioners moral conscience above her professional one. As medical professionals I believe that we do have 
an ethical right to conscientiously object to practice we find morally objectionable on grounds of the pa-
tient’s best medical interest. While this could theoretically be at odds with legal practices and professional 
opinion, there must be scope for an individual practitioner to resist practices that are harmful or unethi-
cal, as has indeed happened under certain regimes in the past. However the practice of no-referral consci-
entious objection is to risk placing the individual conscience of medical professionals above the provision 
of care to patients. 

Whenever possible individual values of medical professionals, whether religious or secular, should be 
respected, however not at the risk of reduced provision of healthcare services to our patients. The primary 
place for the individual values held by doctors and other professionals is at the professional level of policy 
and best practice discussions, not at the level of individual discretion. 
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Zuriyat Zasmin Iqbal

Poems. 
 

Tea for Two 
He dies in the night. 
I know.
 I sign him off:
 pretty signature, pretty date. 
And then I come home and shower and sleep 
because life must go on.

He comes in the night. 
Wakes me from my fitful doze. Asks for some 
coffee 
and maybe a bite or three. 
I humour this ghost: tea for two, since I  have 
a shift tomorrow too. And some biscuits. 
He dips them into his tea. 
I do too. 

We chat. He asks how he died. 
I tell him. All fancy words
 he doesn’t get, then in layman’s terms 
and he nods, and thinks, and nods again 
and drains his cup half-full.
I wonder why he’s here; 
he’s not the first I’ve seen, and signed
nor the last I guess 
but across me he sits 
and we talk until my pager calls 
and then he smiles and leaves. 

At the hospital again 
I check. Part of me wonders 
if that guest of mine was real
 but no. His body is still there, 
waiting for the burial services, 
or the family. I don’t know. 
It’s my job to sign, not to say. 

When I get home later, that evening, 
I wonder who the other cup was really for. 
One cup is empty. Another full 
and I can’t remember if,
the night before, 
I’d drunk my tea.

It is Not Only Hope 
with Feathers
Opportunities are these things with feathers 
flying,
never on their perch in in the soul,
always singing songs without directing words: 
sweet songs
over a strange sea, keeping warm: 
little licks of flames that don’t call, 
just blow in all directions 
like a storm.

The chill is always far abreast
from the soul: 
these opportunities
like crumbs on a breeze
never stopping; 
one day they will pass again
by me. 
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In 2012 Med Revue as described as worse than cancer. I can honestly say that 
Pulse Fiction was better than sex. How do I know? I came three times. For those of you who speculate about my 
sex life I hope you assume that means the revue was pretty fucking good. It was.

Whilst the title can be described as a little unimaginative given the vast potential for medical puns,  Med Revue 
2015 was, hands down, the best of the season. This goes beyond the top notch writing though, there is a unique 
atmosphere to med revue, I think at least, due to the fact it never takes itself too seriously. No one is trying to 
climb the uni theatre ladder, building a CV for their comedy career, no sycophants vying for an executive posi-
tion the following year. This is a first and last shot affair, its mission - to have fun or die trying. The sheer energy 
of the show was so god damn obvious and was the key to making the production so enjoyable to watch.  

My sincere congratulations on mastering one of hardest facets of revue comedy: physicality and commitment. 
From a self-lubricating doctor and his snorkel to subconscious stethoscope hijacking, the cast needed no lines 
to own the stage. It pleased me to no end when the SUPRA reviewer psychoanalysed a sketch comprising an old 
woman yelling ‘West’ to the brink of orgasm, invoking inequities and social divides, when I have it on record 
from the great Nelson himself that no one knew what that sketch was about. Pure commitment.

Med Revue 2015: Pulse Fiction. 
Full of hilarity and heart.  
Nick Barry reviews for Innominate, because no one else would let him.

The musical numbers that this show had to offer were on point and even emotionally charged. “Ill get a song out 
of you” was the most original take on the rather over used Mulan number I have come across. It was a beautiful 
synthesis of comedic lyrics, talented vocals and combative choreography. A holy trinity rarely achieved by re-
vues in any song number and certainly a gem in the 2015 season. Whilst ‘Bacteria’ wasn’t laugh out loud funny, 
a flourishing of marimba and flamenco guitar added depth that was utterly stunning. Admittedly there was a 
snigger or two every time “We’re inside you” repeated, but I swear embattled doctor fraught with the realisation 
that these bacteria are in him too *snigger* broke my heart. 

The band was just something else. I wish I had a dollar for every time someone in the audience during interval 
blurted “How can you even lead a band with a bassoon.” I hope they got a satisfactory answer. And then band 
director fucked his bassoon. Stick that in your pipe and bang it. 

I have to say though, the show was incessant with its medical based humour. Whilst nothing was entirely in-
accessible, all non medical related sketches were highly refreshing but too far and few between. I found “Blank 
Space”, hearing (med) students whingeing about exams (the RSA) stereotypical and cliché especially when sur-
rounded by evidence they could do better. Whilst technically brilliant, it lacked that enthusiasm and flair, which 
pulsed (no pun intended (ok it was intended)) through phenomenal numbers like “Talk Dirty To Me” and “The 
Sound of Sirens”. 

It was a great pleasure watching the show evolve over three nights. How do you accidentally drop a baby? We 
went from a dramatic pause followed by some sort of ritualistic act of macerating Baby Born upon yonder stage, 
to the audience audibly flinching when the edible bub slipped ever so accidentally from mum’s hands. The mys-
tifyingly monolithic tampon that graced the first night’s bows turned out to be a gargantuan spliff that missed 
his cue. Where’s the penis? I mean Wally. No idea maybe he’s behind the penis. Oh now look its doing a backflip. 
Even after three nights I still couldn’t find the cock - I MEAN WALLY. SH*T.

The success of this revue is sensational. I am so sick of the bad rep that med revue once attracted. Thank you so 
much for being funny without being offensive. Bonus marks for taking the piss out of medical school whilst still 
getting laughs from your non medical audience. Your in-house humour was in top form. Regardless of whether 
or not I get it. I actually feel internally awkward for the rest of the audience when an in joke is bandied about in a 
revue sketch. I’ve seen obscure jokes about orthopaedic surgeons and Nepean students in med revue before and 
it just makes me cringe. So thank you for steering clear of that too. 

Thanks to all of this the 2015 Med Revue felt professional and it was evident that a lot of thought went into its 
creation. There are always technical faults, lines that didn’t work and a sketch order that may be controversial but 
there was nothing careless about this show. 

I couldn’t be prouder about what you guys have achieved and I am so elated we passed the torch to you. This 
show has been amazing, is amazing and will continue to be so. Welcome to the golden age of the Medicine Re-
vue. 

Incredible. Inconceivably fantastic. Only two groups of people remain in this world now. Those who ask them-
selves “Why didn’t I go to Med Revue 2015?” and those who ask:

“What even is. A cumraptor?”
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Ending Twelve

Victoria Cook on why it’s (over)time to decriminalise abortion in NSW. 

When asked why his newly announced cabinet was fifty percent female, newly elected Canadian Prime Minister 
Justin Trudeau, replied curtly ‘Because its 2015.’  In three words, with all the charm and flippancy that comes 
from being the (despicably) handsome and treasured son of a political dynasty, Trudeau said it all. 

He said what we all want to say in the debates we are still having, the fights we are still fighting and the progress 
yet to make- its 2015, I’m not going to argue anymore, I’m not going to convince you. Its 2015. I shouldn’t have 
to.

This is how I feel when I talk about decriminalizing abortion. This isn’t an ideological debate. The debate has 
been had here and its been won. A full 87% of NSW supports a women’s right to decisions over her own body. 
What is more, decriminalizing abortion isn’t based in changing the current legal status quo; case law allows legal 
abortions in NSW.  Yet, a law written in 19th century Victorian England, before women had the right to vote, still 
remains in our lawbooks.

As much as case law renders it almost legally irrelevant, the retention of Division 12 in the criminal code has 
huge ramifications for equal access to abortion, regardless of economic status, or location. Abortions in NSW are 
only provided at private clinics, only six of which exist in the state of NSW all in metropolitan or coastal centers. 
They are costly, and for rural women, they are far. It has ramifications for medical professionals offering, and 
providing abortions, especially in emergencies, or late term pregnancies, where legal precedent is unclear, and 
liability is murky. Finally, it preserves stigma, it promotes uncertainty and it engenders fear- and all this at a time 
where women are already making tough, scary decisions about their lives. 

The ACT, Victoria and Tasmania already decriminalised abortion in 2002, 2008 and 2013, its time NSW did the 
same. 

So in 2015, when a bill was put to the Legeslative Assembly to remove ‘the crime’ of abortion from the criminal 
code, I am too tired to argue why it is needed. But I will, because in 2015 a woman’s choices about her body are 
still regulated by others than herself. Because a conservative, majority male parliament will not pass this bill 
without significant external pressure. And, because doctors in NSW are deterred from providing abortions under 
the fear of legal prosecution, and those who do, risk just that. 

Use #end12. visit the FB page or email your local State MP to help NSW decriminalise abortion. 

NSW Crimes Act 1900, 
Division 12: Sections 82, 83, 84.

In NSW abortion is contained in sections 82, 83 and 84 of the NSW 
Crimes Act, with penalties of up to 10 years imprisonment for women, 
doctors and anyone who assists:

Section 82.  Whosoever, being a woman with child, unlawfully administers 
to herself any drug or noxious thing; or unlawfully uses any instrument to 
procure her miscarriage, shall be liable to penal servitude for ten years.

Section 83. Whosoever unlawfully administers to, or causes to be taken 
by, any woman, whether with child or not, any drug or noxious thing; or 
unlawfully uses any instrument or other means, with intent in such cases 
to procure her miscarriage, shall be liable to penal servitude for ten years.

Section 84. Whosoever unlawfully supplies or procures any drug or nox-
ious thing, or any instrument or thing whatsoever, knowing that the same 
is intended to be unlawfully used with intent to procure the miscarriage of 
any woman whether with child or not, shall be liable to penal servitude for 
life.

**The Crimes Act specifies that abortion is a crime only if it is performed 
unlawfully. However, it does not define when an abortion would be con-
sidered lawful or unlawful.
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Lady Doctors.

Josephine de Costa and 
Victoria Cook 

on women in medicine.  

I started studying medicine almost a year ago now, and it’s been a year full of 
scandals and questions about what it is to be a woman in medicine today. Five weeks into my degree a highly 
respected Sydney vascular surgeon Professor Gabrielle McMullin told an audience that, in terms of their career 
prospects, female surgical trainees were better off to simply comply with sexual advances by their teachers rather 
than call such behaviour out and risk the future of their careers. The comment, as intended, provoked outrage. 
Yet, as stories of sexual harasment from victims and bystanders filtered out, it became clear that this intentionally 
inflammatory statment was so damning because it was true. 

The resultant Royal Australian College of Surgeons (RACS) inquiry found, worryingly, that half of all trainees, 
fellows, and international medical graduates reported being subject to discrimination (most often on the basis of 
race or gender), bullying, and sexual harassment. Although these three issues should be considered  
 separately, together they present a broad trend that shows how the hierarchical nature of medicine, and surgery 
in particular, is reluctant to let anyone “different” (i.e. who don’t look like they do) in to the club.

It is important to acknowledge that this culture begins on day one of medical school. Female medical students 
expressing interest in specialties such as surgery are consistently asked how they will have a family and reminded 
that it will be ‘hard for them.’ People, with the best intentions, remind them of the ‘boys club’ culture, and a who 
you know not what you know mentality, which inadvertantly excludes women. Whilst intending to warn women 
about areas of medicine that are percieved as ‘unwelcoming’ to them-  these comments also tacitly accept and 
perpetuate the status quo.  

If you ask your female peers they will tell you that at some point or other they have been mistaken for a nurse or-
referred to, by patients, as a ‘lady doctor.’ As trivial as this may seem- its a pertinent reminder that gender norms 
are still deeply persistent and overt today. This also contributes to a pattern of lower confidence, and a desire to 
‘prove themselves’, because society still doesn’t accept them as the traditional holder of the role. 

In contrast, male students aren’t encouraged to think seriously about children, or how they will manage their    
parental responsibilities with the demands of an intensive medical career. And although they may be reminded 
that some specialities are competitive, this difficulty is linked to skill, knowledge and commitment, rather than a 
non-modifiable factor like gender.

Although these are issues we must discuss- we have plenty of reason to be positive. As the SUMS representative 
for gender equity, and as a member of Level Medicine (an organisation dedicated to changing the conversation 
about gender in medicine), I’ve been lucky enough to talk to many amazing women (and men) doctors who are 
working for change. Campaigns like the #ilooklikeasurgeon hashtag, have connected women surgeons across the 
world unlike ever before, and reminded us that this isn’t a problem that Australia faces alone. Leading female 
surgeons openly support discussions about women in medicine and RACS is working hard to undertake practi-
cal measures to improve harassment and discrimination in surgery.

At the student level, our generation must be bold in demanding gender equality in the medical profession, in line 
with the values we have been brought up to expect. We have made huge advances but there is work to do yet. 
No one benefits from a system that limits the full participation of men or women in any aspect of their lives, 
whether that be at work or at home. I really believe that Sydney Medical School students should be at the fore-
front of a seismic shift in medical culture that ends an unconcious pattern of bias against female doctors. It is 
up to our generation to demand a system that rewards knowledge, skill and hardwork, regardless of gender. 
Medicine still has a gender problem to reckon with, but this generation is in a position to take a proactive lead in 
ending gender inequality- and this starts at medical school. 
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Please knock before entering.

Josh Druery on what it really means to seek asylum in
Australia. 

‘But for the life of 
me, I could not tell 

you where the 
Front Door was. 

So I found out.’

It’s the 22nd of August, 2012 and Leigh Sales is grilling Opposition Leader Tony Abbott and his 
ears on ABC’s 7:30 program.

Leigh: “Do you accept that it’s legal to come to Australia to seek asylum by any means - boat, plane - that it is 
actually legal to seek asylum?”

Tony: “I think that people should come to Australia through the front door, not through the back door. If people 
want a migration outcome, they should go through the migration channels.”

For years now, “coming through the Back Door” has been used as a euphemism for asylum seekers desperate-
ly trying to arrive in Australia. It conjures up images of Afghanis and Iraqis deceiving the West by tearing up 
passports, of people-smugglers sneaking Rohingyas into Australia under the noses of border patrol, of Syrians 
pouring into our country like a plague. This rhetoric has been used to justify a bipartisan policy to turn back 
boats and detain refugees in detention centres. But for the life of me, I could not tell you where the Front Door 
was. So I found out.

Under international law, the 1951 Refugee Convention was, and is, the central legal document on which we rely 
when defining the rights of refugees. It also defines exactly what is meant by a refugee:
“A refugee is defined as an individual who, owing to a well-founded fear of being persecuted for reasons of race, 
religion, nationality, membership of a particular social group or political opinion, is outside the country of his 
nationality, and is unable to, or owing to such fear, is unwilling to avail himself of the protection of that country.”

It’s key to distinguish a refugee from a migrant or an asylum seeker. While a migrant may move countries to 
improve the future prospects for themselves and their families, that person is not fleeing for their life or freedom. 
An asylum seeker is anyone seeking international protection who has not yet been confirmed as a refugee.

Asylum seekers have certain rights set out in this convention, the most important being that they may not be 
penalised based on their mode of entry into a country. Whether they have valid visas, identification documents 
or nothing at all is completely irrelevant under international law. This means that a country that’s a signatory to 
the Refugee Convention, such as Australia, cannot ever consider asylum seekers “illegal” in the first place; this 
language is a misnomer that has surfaced out of confusing and incorrect political soundbites. 

The Refugee Council of Australia has said that:
“It is not a crime to enter Australia without authorisation for the purpose of seeking asylum. Asylum seekers do 
not break any Australian laws simply by arriving on boats or without authorisation [...]Australian and interna-
tional law make these allowances because it is not always safe or even possible for asylum seekers to obtain travel 
documents or travel through authorised channels.”

Despite this, Australia does have multiple categories of asylum seekers and 
distinguishes between those arriving in Australia with visas via plane and 
those arriving without visas via boat. I spoke to a lawyer who has worked 
with asylum seekers for over 10 years, leading the pro bono refugee prac-
tice at his firm. He explained that Australia classifies refugees based on 
their mode of entry, time of entry and the location in which they arrived 
and that there are at least a dozen different classifications.
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In the eyes of Australian politicians, asylum seekers should ideally be applying for resettlement 
offshore. This asylum route is through the UNHCR (United Nations High Commissioner for Refu-
gees), a dramatically underfunded UN body that has the daunting task of distinguishing true ref-
ugees from would-be migrants. After refugee status is confirmed, these refugees must then live in 
large camps without the ability to work or build a future while waiting for countries to accept them 
into resettlement programs. This waiting period can be ten years or more. Considering that there are 
19.5 million refugees in the world when compared to the number of places available for resettlement 
through the UNHCR program (13,750 in Australia, 66,200 in America- and these two countries 
offer the most places of any other in the world), it is very likely that the majority of people living in 
the UNHCR camps in the current circumstances will never be resettled. No-one can guarantee that 
these camps are safe places to live and refugees within them have experienced violence in the past. 
This is the Front Door.

In light of this, it’s is no wonder then that refugees risk their lives to sail to Australian soil. Under 
international law any country that is a signatory to the Refugee Convention must offer protection 
to asylum seekers that travel to their country. Thus far, Australia has given its very best effort to 
turn away boats before they reach the country’s territorial waters in order to avoid having to pro-
cess these people at all. I cannot describe this strategy as anything less than cowardly and heinous. 
What’s worse is that the overwhelming majority (96-100%) of “boat people” are true refugees enti-
tled to asylum but only 20-30% of those travelling by plane can be considered as such. It seems quite 
clear to me that Australian politicians and the media are focusing their efforts on the wrong group 
of people.

There is, however, another aspect to boat turn-backs. A few years ago the Government had two 
pathways for refugees: the first the UNHCR Resettlement Program, the second a refugee program 
composed of any “boat people” or Irregular Maritime Arrivals that arrived throughout the year. 
Australia would accept their annual cap of refugees from the UNHCR program and also accepted 
any asylum seekers that arrived by boat for processing and protection visas4 (which would require 
their own article). Recently, though, Australian refugee law has merged the two categories so that 
any Irregular Maritime Arrivals would be “jumping the queue” and taking the place of a refugee that 
was “going through the Front Door” by waiting for their entire lives in a UNHCR camp. For this 
reason Australia has refused to process them onshore and has instead sent these arrivals to Manus 
Island or Nauru. Offshore detention is the “protection” that the Australian Government, as a signa-
tory of the Refugee Convention, is obliged to give these people. Arriving in this manner is the Back 
Door, a door that by international law is recognised as the only reasonable way of seeking asylum 
from any particular country.

Turning back boats and restricting asylum seekers to offshore detention is against the spirit of the 
Refugee Convention. The actions of the Australian Government and the words we’ve been taught to 
use when discussing this issue dehumanises the most desperate and vulnerable people on our plan-
et, people that are seeking our help. There are 2628 children that live in Australian detention centres  
despite the recent Forgotten Children’s Report stressing that this detention breaches international 
laws to which Australia is a signatory. An estimated 50% of asylum seekers on Manus Island and 
Nauru suffer from “significant depression, stress or anxiety”. There are numerous reports of the rape 
of refugees within Nauru’s detention centre6, refugees on Manus Island have died in riots and from 
inadequate medical care, and numerous refugees in detention centres both on and offshore have 
committed suicide. This cannot possibly be described as “protection”.

As a future medical professional, I believe in equality of health, equality of opportunity and the responsibility of 
health practitioners to give patients the highest level of care possible. This has been our pledge to humankind 
since the Hippocratic Oath was first taken over two-thousand years ago. The Australian Government has sought 
to obviate this obligation with the introduction of the Border Force Act, threatening to imprison any doctors, 
nurses, teachers or other professionals for two years if they release information about Australian detention cen-
tres. That includes information about the health of detained refugees even when a person’s life depends on it.

In the coming years doctors will prove to hold a strong place in this discussion. Only a few days before writing 
this article, doctors from Melbourne’s Royal Children Hospital refused to discharge children back into deten-
tion for fear of conditions that would compromise their health and wellbeing. Those that work in health have 
the privilege of being considered a voice of moral reason within the wider community and I think we all have a 
moral imperative to give our strength to that voice.

While Prime Ministers have come and gone as through a revolving door, the ideas of the Front Door and the 
Back Door still remain. Our politicians continue to demonise refugees as an “other”, a threat, fear-mongering for 
political gain. I hope that this writing might help to dispel some of the myths and legends, rehumanise a stale, 
semantical debate and demonstrate that Australia makes it very hard for refugees to find any doors into the 
country at all.



What happens when 90 budding medical student leaders converge 
on the nation’s capital?   That’s right, Australia miraculously gets a new Prime 
Minister in one night! What a time to be in Canberra!  

 Australian Medical Students Association (AMSA) held the annual National 
Leadership Development Seminar (NLDS) over 12-16th wSeptember. 
This year’s theme was ‘Power of a voice’, with a major focus on advocacy. 
AMSA represents the voices of 17 000 medical students in Australia, and 
delegates at NLDS were able to tap into this power when speaking with their MPs on issues such as the number 
of medical training positions, student mental health, and fee deregulation. 

Through attending NLDS, I learned what it means to be an active and conscientious citizen and I hope that I will 
be able to advocate for my patients, my community, and the welfare of others through my position as a doctor in 
the future. NLDS was a fantastic opportunity to upskill in many areas including team performance management, 
public speaking, and wielding  the  power  of  media.  

We  took  leadership  tips  from  Prof.  Brian  Owler,  President  of  the  Australian  Medical Association, Laura 
John, the 2014 Australian Youth Representative to the United Nations, and Prof. Patrick McGorry AO, leader in 
Youth Mental Health.

 On the topic of leadership, we saw our new Prime Minister in action during Question Time. Then again, I’m not 
sure that Question Time gives us good insight into the kind of leaders we should aspire to be, as the questions 
don’t get answered and nobody is really listening because they are too busy flinging scorching insults across the 
floor. It’s a wonder they don’t all rush to the burns unit at Concord Hospital straight after.   

We were given the unique opportunity to emulate this scenario during the NLDS debate in Old Parliament 
House on issues such  as  whether  internship  should  be  merit  based,  and  whether  fee  deregulation  will  im-
prove  the  quality  of  medical education.

During the five days, we worked in groups to develop projects that we can implement in each of our medical 
schools. My group worked on refugee health so keep an eye out for exciting initiatives in this space! AMSA 
knows how to throw parties and it was the social aspect of NLDS that really made it memorable. 

Highlights include belting out Tay Tay tunes on karaoke night, and the choco-
late fondue fountain at the final cocktail night. My favourite part of  NLDS  was  
meeting  other  medical  students  from  around  Australia  who  are  active  in  
their  medical  schools  and communities,  and sharing  our  experiences  and  
dreams  about  making the  world  a  better  place. I  didn’t  know  what to expect 
when I applied for NLDS, and I ended up having the best time. I would strongly 
encourage more Sydney University students to apply next year because it is an 
amazing learning and networking experience for personal growth, and it is valu-
able for medical societies as we take these skills back to our local level. 

Mandy Wang reports on her week 
at NLDS. 

Backpage book review. 

Being Mortal is the newest installment of Atul Gawande’s insightful, perspective-changing meditations on med-
icine. Gawande, in his effortlessly readable style, will challenge your understanding of what it means to grow old 
and die in a modern medical system. This book is a must read for anyone medically-minded or not, and asks us 
to consider what really matters as we age? Gawande refuses to pander to any squemishness about our mortal-
ity. We will die, but before that, most of us will become frail, we will lose our physical or our mental faculties, 
or both- and eventually, we will lose our independence. Gawande’s unwavering gaze frankly appraises the best 
and the worst aspects of ageing in the 21st century, and, surprisingly, finds paths to optimism and meaning in 
our   inevitable decline. Gawande is a rare indivdiual who possesses the capacity to see the complete picture, 
and his books don’t only point out flaws, they suggest solutions too. If you enjoy Being Mortal, don’t stop there;         
Complications, Checklist and Better are all worth your (precious) time. 
Read him, he will make you a better doctor. VC. 



 

Thank you to those who contributed words and 
pictures, Innominate wouldn’t have been possible 

without your help.

Write for us. Did you enjoy reading this 
issue of Innominate? Its only as good as its        
contributors- so if you have something to say, 
something to show, something to question- do it 
here.  Send your work, at any time, to
publications@sydneymedsoc.org.au  We can’t 
wait to read it! 
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