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RUBY KWONG GREAT BRITAIN

#INNOMINATEME
Last year saw the inaugural #innominateme competition, where Stage 3 
students could submit photos from their electives to keep in touch over 
Term F and to share with all years the experiences available on Elective. 
It was great to see this continue for 2015, with submissions from all over 
the world. Thanks to all those who submitted, and for the 2016 cohort we 
encourage you to do the same over the coming summer.

#southstack #lighthouse #holyhead 
#NorthWales #Scotland #Glasgow 
#wildlife #city #castle 
#liverpool #countryside #london

To my peers,

Welcome to the first edition of the sixty-sixth volume of Innominate. This 
year heralds the coming of an all new publications team; I gladly introduce 
Daniel Dutkiewicz, Aneka Larsen and Andrea Ho as my Assistant Directors 
of Publications. It is difficult to follow in the footsteps of Andrew Mamo and 
his teams over the past four years but we will do our utmost to maintain 
the high standard Innominate reached under his guidance.

The most crucial component of the magazine is the pieces in it - we could 
have the best publications team in the world putting the magazine together 
but it would mean nothing without your opinions, stories, poetry and art. 
Thanks go to all of those who submitted for this issue; it has been especially 
good to see the keenness of Stage 1 and 2 students to contribute and I 
hope this trend continues over the next few years. You will only have to 
deal with one more call for submissions for me this year; I wholeheartedly 
encourage those who have considered writing in the past to do so.

Thank you for your ongoing support of the magazine and the Publications 
Team. My new directors are excited to share the magazine with you, and 
it will be your support of them and future teams that will keep Innominate 
the high-quality publication it has become.

Take a break from studies and have a read. This edition is particularly  good; 
I guarantee it. 

James

A LETTER 
FROM THE  
DIRECTOR 

JAMES BERGFIELD
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SAM JAENSCH VANUATU

D'ARCY FERRIS-BAXTER
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HUME FISHER
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#gettingcaughtintherain  
#NYC #lovinnewyorkcity  
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#budapest #hungary #easterneurope 

#architecture #design 

#elegance #gold #favourite 
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AFRICA HARRIET  CATERSON EUROPE

JAMES BLAIR
ANOTHER BEACH

#INNOMINATEME

TOM LANG THE AMERICAS

#mardigras #nola  
#neworleans #mogulsarentsobad 
#45degreesissteep #letitSNOW 

#tanzania #ngorongoro #serengeti 
#safari #moshi #tembo #zanzibar  
#roofofafrica #kilimanjaro 
#rome #gladiator #london #snow #stpauls 

#hertford #oxford #radcliffe 

Thanks to all those who contributed 
photos from the 2015 Innominate team
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It was 10 years after reading ‘Harry Potter and 
the Philosophers Stone’ that I realized Diagon Al-
ley, when jammed together, read as ‘Diagonally’. I 
knew immediately that this was an embarrassing 
oversight. 

Although more subtle, in medicine, and in particu-
lar in medical histories, we are wired to make simi-
lar oversights everyday. When a piece of informa-
tion doesn’t fit our schema for the disease being 
interrogated, we often overlook it in favor of ‘high 
yield’ information, or simply don’t ask.  In many 
ways this is a good thing. In fact, concise, tar-
geted, and thorough histories are what we strive 
for in medical school, even if the concept seems 
self-defeating. However, occasionally we are led 
to undervalue risk factors in our clinical histories. 
Sometimes our schema is wrong – and it is here 
that our calculated oversights can let us down.

The reason I bring this up goes back to cardiol-
ogy block. I was struck by how depression was 
underestimated in the cardiac history, and under-
diagnosed in this group of patients. It is some-
thing that is easy to ignore, especially if a patient 
already has the classical triad of high blood pres-
sure, high cholesterol, and diabetes. It is also easy 
to ignore because it is not often conceptualized 
as part of the traditional cardiac inquiry. 

Yet we are taught that there is a strong level of 
evidence that people with depression are more 
likely to develop some form of cardiac dysfunc-
tion compared to non-depressed people (on the 
order of 2-4 times), independent of lifestyle, cho-
lesterol, inflammation and other risk factors (Ji-
ang, Krishnan et al. 2002, Nicholson, Kuper et 
al. 2006, Janszky, Ahlbom et al. 2007), and that 
more severe depression exaggerates the risk
. 

We also know that people with cardiac dysfunc-
tion and co-morbid depression, including depres-
sion that develops during treatment, have worse 
outcomes – independent of other risk factors. This 
includes a 3 times increased risk of any cardiac 
event compared to non-depressed patients (Ru-
disch and Nemeroff 2003) and a more than two 
fold increased risk of death following any acute 
coronary syndrome within 7 years (Glassman, Big-
ger et al. 2009), with similar numbers for conges-
tive heart failure (Jiang, Alexander et al. 2001). So 
people with baseline depression are independent-
ly more likely to have cardiac dysfunction, and 
once established are more likely to have serious 
morbidity and mortality related to it. This is not 
to mention that this group are less adherent to 
medication (DiMatteo, Lepper et al. 2000, Gehi, 
Haas et al. 2005) and are more likely to smoke. 

So if we are being serious about risk factors (as 
we should be!) we should also be aware that de-
pression is a big ticket item when thinking about 
the heart – for aetiology, prognosis, and in shap-
ing management. 

It can be awkward to bring up depressive symp-
toms and major depressive disorder, especially as 
a student. There is no way around it. You have to 
be sensitive, but not patronizing, and use the right 
words, maybe lean in a little, but not too much, 
use that open body language you read about 
once, but don’t be so open that they can see the 
sweat under your arms. But I think making the ef-
fort to ask early on is valuable for three reasons. 

It is best practice. It is the best interest of the pa-
tient. And when your Registrar wants to know if 
their patient has depressive symptoms because it 
changes the clinical picture, you won’t be embar-
rassed because you didn’t realize it was “Diago-
nAlley”, because you asked!

HEAVY HEARTS
Overlooking depression in the cardiovascular history

Dan Felix

    DiMatteo, M. R., et al. (2000). “Depression is a risk factor for noncompliance with medical treatment: meta-analysis of the ef-
fects of anxiety and depression on patient adherence.” Archives of internal medicine 160(14): 2101-2107.
    Gehi, A., et al. (2005). “Depression and medication adherence in outpatients with coronary heart disease: findings from the 
Heart and Soul Study.” Archives of internal medicine 165(21): 2508-2513.
    Glassman, A. H., et al. (2009). “Psychiatric characteristics associated with long-term mortality among 361 patients having an 
acute coronary syndrome and major depression: seven-year follow-up of SADHART participants.” Archives of general psychiatry 
66(9): 1022-1029.
    Janszky, I., et al. (2007). “Hospitalization for depression is associated with an increased risk for myocardial infarction not ex-
plained by lifestyle, lipids, coagulation, and inflammation: the SHEEP Study.” Biological psychiatry 62(1): 25-32.
    Jiang, W., et al. (2001). “Relationship of depression to increased risk of mortality and rehospitalization in patients with conges-
tive heart failure.” Archives of internal medicine 161(15): 1849-1856.
    Jiang, W., et al. (2002). “Depression and heart disease.” CNS drugs 16(2): 111-127.
    Nicholson, A., et al. (2006). “Depression as an aetiologic and prognostic factor in coronary heart disease: a meta-analysis of 
6362 events among 146 538 participants in 54 observational studies.” European Heart Journal 27(23): 2763-2774.
    Rudisch, B. and C. B. Nemeroff (2003). “Epidemiology of comorbid coronary artery disease and depression.” Biological psy-
chiatry 54(3): 227-240.

S A I L I N G 

Jacob looked out the window at the harbour. 
He saw sailboats drifting past. Then back to 
his patient. He was also looking out the win-
dow. Jacob wondered what he saw. He won-
dered what it would be like to crawl into Alex 
through his ear, to slip past his tympanic mem-
brane and dance down the cochlear branch of 
his eighth cranial nerve, plucking the dendrites 
like strings on a harp as he went. What would 
it be like to sit between the synapses of a psy-
chotic man and then peer through his thala-
mus into his frontal lobe and watch the light 
show. 

It would probably be a fuckload more interest-
ing than talking to him, because Alex wasn’t 
making much sense today. Indistinguishable 
from yesterday really. And the day before. And 
the day before. 

Apparently he had been a clever boy. His par-
ents hoped he would be a doctor some day. 
Like them. But what was he now? 

“Lets start with A,” Jacob said to himself. 
“What is Alex’s A-ppearance today?”

Appearance: young Caucasian male, casually 
dressed in board shorts, singlet and thongs. 
Clean nails. No obvious cuts or abrasions. 
Appropriate for setting.

by Django Nathan

Behaviour: Pensive. Quiet. Decreased eye con-
tact. Decreased hand movements. Decreased 
facial expression. No involuntary movements.

Conversation: Decreased rate, normal volume, 
lacking tone. 

Mood...
“Alex, how are you feeling today?” asked Ja-
cob, with as much sincerity and concern as he 
could muster for his last patient of the day. 
“Happy.” Replied Alex. 

Happy. 

wrote Jacob. 

Affect: Decreased. Incongruent with mood. 
Non labile.

Thought content...
“What have you been thinking about today, 
Alex?” Jacob asked.
“Death,” said Alex, moving his face just 
enough to shape the word.
“Who’s death, Alex?”
“Mine”
“Anyone else’s?”
“My family. And my friends”
“Why are you thinking about their death, 
Alex?”
“Because it’ll happen.”
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“I see...” said Jacob. 
“No you don’t,” said Alex.
Jacob was quiet for a moment and wrote:

Preoccupied with thoughts of death, primar-
ily his own but also of those of his family and 
friends. 

“Have you had any thoughts of harming your-
self, Alex?” asked Jacob monotonously. Jacob 
was watching the boats outside the window 
and wondered where they were going. He 
hoped it was somewhere nice. 
“No” said Alex. 
“Any thoughts of killing yourself today, Alex?” 
“Yes”. He replied, monotonously. 
Jacob paused and looked from the boats to 
Alex. Then asked curiously;
“Don’t you think it would hurt to kill your-
self?”
“No,” replied Alex in the same tone as before. 
“Do you have a plan?”
“Not today”
“Ok.” said the doctor calmly. 
“How about thoughts of harming others?”
“No” replied Alex again.
“Thoughts of killing others?”
“No” replied Alex again. 

Jacob wrote his notes

Some suicidal ideation 

Thought form...

Poverty of thought. No tangentiality, flight of 
ideas, circumstantiality or thought blocking. 

Cognition...
“Alex. Do you think you could remember 
three words for me? They are “brown”, “shirt” 
and “honesty”. What were they?”
“Brown, shirt and honesty”.

“Ok. Very good. Now I’m going to ask you to 
say the months of the year backwards, start-
ing with December.”

“December, November... October.... 

Alex closed his eyes and tried to think.
.....
August.....
....
....
....
....

Jacob collected his things and opened the 
door to the ward. It was getting late and time 
to drive home. It looked like a storm was com-
ing in over the harbour, and Jacob didn’t want 
to get caught in the rain again. 

On his way out he bumped into a colleague, 
Tom.
“How you doing Jacob? Looks like a storm is 
coming in over the harbour!” said Tom with a 
smile, and gave Jacob a friendly slap on the 
shoulder. 
“Yeah” said Jacob, monotonously.
“Long day man? You look beat!”
“Yeah” said Jacob. 
“Well go home and get some rest buddy. 
Fresh start tomorrow.”
“Yeah” said Jacob. He mustered a smile for 
Tom as he opened the door into the drizzle 
and headed over to his car. 

Alex and Jacob didn’t see each other the next 
day. 

For the intern and three psychiatric 

registrars who died in twenty fifteen

“I can’t remember the others. Sorry doctor.” 
“That’s ok Alex, “ said Jacob. He managed to 
summon an endearing smile onto his face. “Do 
you remember the three words I asked you to 
remember earlier?
“I’m sorry doctor. I don’t recall.” 
“One was a piece of clothing.”
“I’m sorry doctor. I don’t recall,” said Alex 
again. 
“That’s ok,” said Jacob. 
And he wrote:

Decreased concentration and short term 
memory

in his notes.

Perception...

“Do you see things that other people don’t 
see Alex?”
“I don’t know what other people see.”
“Yes, I guess none of us know what other 
people see. But I mean, do you see anything 
supernatural or unusual?” asked Jacob. 
“I see Christine.”
“And she was your girlfriend, wasn’t she?” 
asked Jacob. He was watching the boats 
again in the harbour. But there weren’t as 
many. It was getting cloudy. “She died a long 
time ago, didn’t she?” 
“Yes” said Alex. 
“Is she in the room with us now?”
“Yes” said Alex.
“Do you speak to her?”
“Yes” said Alex.
“Why?” asked the doctor. 
“She made me happy.”

And he wrote in his notes:

Engaging with hallucination of deceased ex-
girlfriend.

Insight 
Jacob thought about this one for a minute. 
He reflected on the conversation he had been 
having with Alex that afternoon and wrote;

None.

Judgement: Poor. Likely to commit suicide if 
discharged from hospital. 

“Ok Alex, I wont bother you with any more 
questions today. Maybe we’ll talk again to-
morrow?”
“Maybe,” Alex replied. 
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Let’s Talk About HIV
 Continuing the discussion about HIV/AIDS across the globe
 Kate Haysom • Joshua Druery • Nathalie Rasko • Mandy Wang

As medical students, and members of the wid-
er community, we are aware of the widespread 
implications of the HIV epidemic, and its abil-
ity to incite fear. We also know that receiving 
a diagnosis of HIV is no longer a death sen-
tence if you have access to antiretroviral ther-
apy, which is improving all the time in terms 
of efficacy and fewer side effects. The fight 
against HIV in Australia is generally considered 
a success story. Yet, the rates of HIV infection 
in Australia continue to be significant enough 
to warrant concern, and have actually been in-
creasing since the late 1990s. Given it’s mode 
of transmission and the extent of misconcep-
tions, the importance of promoting aware-
ness and education in the community cannot 
be stressed enough – both to prevent further 
transmission and protect those who have been 
infected already. 

The stigma attached to HIV has always been 
present, since the dawn of the epidemic in the 
1980s. When HIV first emerged, public health 
strategies consisted of scare tactics and not 
much more. Public health promotions such as 
the infamous Grim Reaper ad (seriously – look 
it up if you haven’t seen it), propagated fear, 
mistrust and stigmatisation, particularly of mi-
nority groups struck hardest by the epidemic. 

Clearly, we have come a long way from this 
destructive approach to communicable dis-
eases, but there is still a lot to do in fighting 
the stigma and promoting safe practices to 
reduce transmission, particularly in high-risk 
communities such as Indigenous Australians, 
migrants, homosexual males and intravenous 
drug users. Some interesting strategies have 
emerged more recently, including the Austrian 
men’s magazine, Vangardist, which printed an 
edition in May 2015 using the blood of three 
HIV-positive volunteers.  

When living and studying within a developed 
country, it can be easy to forget about the 35 
million people around the world living with 
HIV today. 95% of those people are living in 
low- and middle-income countries, and most 
of them do not have access to education, ad-
equate testing, or antiretroviral treatment. Ac-
cess to antiretrovirals is vital not only to im-
prove the longevity and quality of life of those 
already infected, but also to reduce transmis-
sion, particularly from mothers to children. 
Globally, 330,000 babies acquire HIV during 
childbirth, and even more are exposed during 
breastfeeding. In most, cases these lifesaving 
drugs are not reaching the people who need 
them most. 

New HIV infections can be prevented very suc-
cessfully by education. Yet, telling people to 
use condoms and practice safe sex isn’t as ef-
fective as one would hope. Denialism seems to 
play a large role in propagating HIV through-
out sub-Saharan Africa. Infamously, the Mbe-
ki administration of South Africa in the early 
2000s denied the existence of HIV, and instead 
claimed that malnutrition, poverty and the an-
tiretrovirals themselves were the direct causes 
of HIV and AIDs. Citizens were told to eat garlic 
and beetroot to treat their HIV and the supply 
of antiretrovirals was blocked, leading to the 
early and preventable deaths of over 330,000 
South Africans. This was an international trag-
edy, and a stark reminder of how important it 
is to get the truth about HIV out there.  

HIV is a leading cause of mortality around the 
world. Indeed, one of the United Nation’s Mil-
lennium Goals was the universal treatment 
and prevention of HIV and AIDs. Combating 
HIV clearly requires ongoing international aid 
and research efforts, resources, financial sup-
port, healthcare system stability and educa-

tion. Some students at Sydney Medical School 
wanted to help to break the cycle of unaware-
ness and contribute to the efforts of others 
fighting HIV in Australia and overseas

In 2015, GlobalHOME planned a ‘Red Week’, 
to raise both funds and awareness for HIV and 
AIDs. The week started off on 16 June with a 
seminar entitled ‘the global response to HIV: 
where are we now?’, featuring 3 speakers who 
work at the frontline of the HIV epidemic do-
mestically and internationally. The middle of 
the week was marked by a Red Bake Sale, 
with delicious treats featuring a splash of red. 
The week concluded with a combined Stage 1 
and 2 Block Party, planned in conjunction with 
SUMS. Most importantly, all of the funds raised 
throughout the week were committed to the 
Global AIDS Interfaith Alliance (GAIA). 

GAIA was founded in 2000 and focuses on 
empowering communities, raising the status 
of women and building healthcare capacity 
in Malawi, one of the poorest nations in the 
world. Malawi is a country located in sub-Sa-
haran Africa, in the epicentre of the global HIV 
epidemic. Over 10% of its population is living 
with HIV, as compared to the global prevalence 
of 1.8%. Of the 16 million people living in Ma-
lawi, 1 million of these are orphaned children 
– the majority of these losing their parents to 
HIV & AIDS. By using a grassroots, community-
based approach with the help of local commu-
nity leaders, GAIA connects the 80% of Mala-
wians living in rural and remote communities 
and provides HIV testing, family planning and 
education about HIV prevention. They also 
manage the Nursing Scholarship Fund, used to 
train and employ local Malawian women who 
then provide aid to orphans and the ill, help 
prevent new infections and empower mem-
bers of their community living with HIV.

We hope that students will continue to fight the 
stigma surrounding HIV, educate themselves 
and others with the facts, and ultimately seek 
to use their medical knowledge to improve the 
lives of others around the world.
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SIMPIC Thailand 2015
Mandy Wang

‘You are the World Health Organisation. There 
has been an outbreak of disease in the town, 
Simpicity. Hundreds of patients are stream-
ing in to hospitals with shortness of breath, 
productive cough and fever, abdominal pain, 
headache, skin ulcers. The fatality rate is 100 
and climbing.  We have no idea where this 
is coming from and what to do. The country 
is at crisis point after recently experiencing 
devastating flash flooding and landslides. 
You must investigate the outbreak to identify 
the organism and establish a plan of disease 
control. You are permitted to visit the follow-
ing areas; hospital, police station, butcher, 
grocery store, coffee shop, construction site 
and builders' living areas. You have one hour, 
starting from now.’*

This was just one of the elaborate activities at 
the 4th Siriraj International Medical Microbiolo-
gy, Parasitology and Immunology Competition 
(SIMPIC) in Bangkok between 30th January 
to 2nd February 2015. A team of four Sydney 
Medical School Students, Mandy Wang, Andy 
Wallace, Namraj Goire, and Mia Rudakova, 
were chosen to represent Sydney University, 
competing with 35 other teams from medical 
schools around the region in a gruelling 1st and 
2nd round. The team did a fantastic job in the 

competition which included laboratory exami-
nations, multiple choice questions and short 
answer quizzes before losing out to last year’s 
competition winners from Universitas Gadjah 
Mada for a place in the semi-finals. Andy fin-
ished the competition with a Silver Medal for 
achieving one of the highest individual scores 
in the 1st round.

“The academic standard of expertise was al-
most intimidatingly sophisticated at times, 
which allowed students to display the full 
breadth of their knowledge. As a team we were 
proud to reach the second round, and felt that 
we were able to demonstrate our own consid-
erable knowledge.” – Andrew

SIMPIC was more than just a competition. 
Aside from the microbiology, the itinerary was 
packed with activities to showcase Thailand’s 
rich cultural heritage from the touching Thai 
performance in the opening ceremony to vis-
iting Wat Po temple and Museum Siam. We 
dined at restaurants by the magnificent Chao 
Phraya river, and had buffet style dinner from 
a replica of ‘street food’ stalls served by lo-
cal chefs. Determined to provide a two-way 
cultural exchange, Mandy and Andy received 

a crowd of attention when serving ‘national 
food’ at the farewell party as they spread the 
joy of vegemite on crackers.

SIMPIC exceeded all expectations. From Day 1 
everyone was welcomed to Thailand, ‘the land 
of smiles’, by the friendly students of Mahi-
dol University and by Day 4, it was difficult to 
leave. 

‘There is something special about finding com-
mon ground with people who grew up in dra-
matically different environments. We often 
think it’s difficult to study all the nerves and 
fossae and muscles in anatomy, but these stu-
dents have to learn medicine in both their na-
tive language and English. We definitely have 
it much easier! It was fantastic to establish 
these friendships because in one way or an-
other, they are our future colleagues in this in-
terconnected world.’ - Mandy

The participation of this team was made pos-
sible with the generous support of the Marie 
Bashir Institute for Infectious Diseases and Bi-
osecurity at the University of Sydney, and the 
hosting institution, Faculty of Medicine Siriraj 
Hospital, Mahidol University. 

If you think that infectious diseases and im-
munology is the most exciting part of medi-
cine and want to meet other people around 
the world who are of the same opinion, then 
SIMPIC is for you. Keep an eye out for applica-
tions for SIMPIC 2016. Perhaps next year the 
Sydney Uni team can be better prepared and 
come home with the prize!

*Wondering what this outbreak could be? 
It was revealed that the landslides exposed 
people of the fictional Simpicity to the Gram-
negative soil bacteria Burkholderia pseudo-
mallei, causing meliodosis, a disease of main-
ly tropical locations, particularly in Southeast 
Asia and northern Australia.
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MIND SPLIT
    CHristian      katsikaros

“Darren, are you coming? Darren?” 
Once again, called out of bed. 

It’s getting colder now and it really 
Messes with my body.

“Darren, where are you?” Wait, 
I’m on my way, don’t rush me! 
I swear these friends never stop 
Disturbing me in my slumber - 

Not that I sleep much anymore, 
They’re always waking me up. 

It’s always the same, 
“Darren get up, Darren get up 

We’re all waiting for you”, they’ll say. 
But I get all dressed up and head out of the house,  

And they’re already gone.

“Darren we need to go, right now!” 
Do we? Really? 

“Yes, Darren, really!” 
Where are we even going? 

“Darren, they’re in the hallway! Darren, hurry up! 
You’re a goner if they get to your room!” 

Oh… shit… they’re back. 
I can’t say anymore – are you one of them? 

I just need to get out. 
Out of bed, out the window, and out of here…

I’m free, 
They can’t touch me on the street. 

Thank God I have real friends 
That look out for me. 

They’ve got my back… 
… 
… 

Where’d they go?

When I used to go to uni in the city, I would walk 
past a man who sat on the corner of two of the 
busiest roads in Sydney. I must have walked 
past him dozens of times barely registering 
his presence. He looked, to my eyes, like every 
other homeless person on the streets of this 
city - rough beard, a worn sort of face and a 
cardboard sign. He seemed to be there most 
of the time. A complete stranger.

When did he start to draw my attention? I don’t 
remember. But after a few weeks, I found myself 
expecting to see him, a point of tired, waiting 
stillness in the crowd, a rock in a sea of bustling 
humanity. I wondered how long he would sit 
there, and what he did in the rain. And not 
only was I becoming more aware of him, I was 
beginning to become increasingly, painfully 
conscious of myself and my relationship with 
this person who was a stranger, yet weirdly not 
quite a stranger. I think most city-dwellers have 
struggled at some point with this universally 
awkward situation: Do I have a responsibility to 
read his cardboard sign and to reach into my 
pocket? I felt confusedly embarrassed about 
how comfortable, clean and purposeful my life 
was and how little he seemed to have, and my 
inaction made me uncomfortable. What do 
people like him think of people like me?

So sometimes I would give him a dollar. But 
that did not silence the demons. What was I 
achieving? Have I done enough? What if I’m 
feeding a drug habit? Is this a genuine act or am 
I just doing this to feel good? The impersonal 
nature of the act distressed me particularly.  A 
dollar coin is a small thing, but not only that, it 
is a cold, hard, mass-produced thing, a piece 
of commercial metal with no soul and nothing 
to say. What could it possibly mean in the 
long-term for this human being, even if he was 
asking for it?

My walks to class would turn into almost 
comically torturous reflections on my guilty 
privilege and the broken nature of the welfare 
system and on human nature and every 
other possible musing I could have about 
the situation. Then I would reflect on how 
much energy I was spending thinking without 
achieving anything, and the woeful irony would 
drive me well nearly insane. 

I think that more than anything drove me to do 
something about it.

“Hello.”

I had been inexplicably nervous about that one 
word, but here it was. He looked up, squinting a 
little. I had an apple in my hand. It was small and 
round and made me feel exceptionally naïve, 
like a kid in breeches from an old storybook 
approaching a teacher with a piece of fruit.

“Excuse me, but do you find it disrespectful 
when people give you food?’

The words came stammering out, stupidly 
and silly, but I wasn’t laughing. I needed to 
know. I had never initiated conversation with 
a homeless person. I actually didn’t know what 
his response would be. 

“No.” He had a gruff voice and blue eyes.

“Oh. Here you go then.”

He reached out and took the thing from my 
hand. It was the beginning.

“What’s your name?” I said. 

“Phil.* What’s yours?”

I told him my name. He was stretching his neck 
to look up at me, so I crouched down beside 
him. I felt rather self-conscious, but not in 
such a bad way. I realised as I huddled with 
him that I had joined his point of stillness in 
the movement of the crowd, a nucleus of 
conversation rooted still and low to that street 
corner as the city bustled around us high 
above. I felt an odd sense of cosiness.  

We chatted for a minute or so until the 
pedestrian lights turned green. I don’t 
remember the details of that conversation. But 
I remember that it felt tremendously important, 
and that later that day I felt the need to write 
down everything I could remember about Phil 
in my otherwise mostly unused diary. Now 
that we had spoken, we were friends. It had to 
me the gravity of a pledge. Now that we were 
friends, he was no longer nobody to me, but 

STRANGERS STREETON 
THE

NICOLE NAHM
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somebody.  I promised myself I wouldn’t forget 
him. It was queer and childish, but that did 
not bother me. Children are better at making 
friends, and I find it worth learning from them. 

From then on the spell had been broken. I took 
my little vow to heart. Each day I would stand 
on the near side of the road and look for Phil, 
and when my eye would catch him I would 
feel a surprisingly warm thrill of recognition. 
Usually I’d have a piece of fruit or a coin to 
give him, like the tiny ceremonial offerings of 
a bluebird. Upon nervous questioning, he told 
me about his quest for accommodation, and 
his so far unhelpful appointments with a social 
worker. But mostly we talked about other 
things, and like a bird I began to gather tiny 
gem-like tidbits about his life and loves: about 
his daughter, a high school teacher; his city-
worker buddy who would sometimes takes 
him out to dinner; and the fact that he liked 
watermelon and preferred Pink Lady apples to 
Royal Gala. He too began to ask me questions, 
gruff and laconic as he was, like how my day 
at uni had been, and what I had learnt about in 
class that day, and how was dinner with your 
friend last week? Often we would simply sit in 
silence together, as the pedestrian light would 
go from red, to green, to red, to green again. 

Here’s the thing: I was painstakingly aware 
that I was coming into our conversations from 
a place of bias, prejudice, socioeconomic 
difference, ignorance, and mixed intentions. I 
feared being presumptuous, of being intrusive 
and paternalistic, of subconsciously pursuing 
some kind of social agenda, of exacerbating a 
system. Basically, I feared very much all these 
filters and perspectives which are a burden 
of being an adult member of society. They 
constantly create a smokescreen between 
ourselves and meaningful interaction with 
others. That’s probably why I preferred to 
characterise myself as a child, and to see Phil 
also as a kind of child, and to quickly define it 
as a friendship between equals, like the fox and 
the little prince in Saint Antoine d’Éxupery’s 
famous story. “It is the time you spent on your 
rose that makes your rose so important,” says 
the fox. It is an idealistic place of level ground 
and innocence that I believed for a long time 
could not really exist in society; I have since 
turned my view on that and believe it is possible 
to attain, so long as we are willing to approach 
each other as children.

And as children, as equals, my goal was not 
to come roaring into his life with solutions and 
interventions to his financial situation. I bought 
Phil a handful of few pies and hot chocolates 
over the years but I haven’t done much more 

for him. I didn’t contact his social worker or 
sort out his living situation. One day the stars 
aligned and he found accommodation, but I had 
nothing to do with that. The truth is, once I had 
said hello, it was like a contract had been torn 
up, the contract that dictates how one stranger 
in particular socio-economic circumstances 
should behave towards another stranger in 
different socio-economic circumstances (a 
contract which, incidentally, nobody agrees 
on anyway). In its place were the sweeter and 
simpler dictates of friendship, which does not 
see such differences. Friends look out for one 
another, offer each other a hand, and enjoy 
each other’s company. Friends stop to say 
hi. Most importantly, friends act out of love, 
not an abstracted sense of moral obligation. 
And when friends do put themselves on the 
line for each other, it’s not madness. There is 
no tortured analysis of economic systems or 
calculations of benefit and loss to society as a 
whole. It is simply friendship.

Since meeting Phil, I have garnered the courage 
and confidence to talk to many more people 
on the streets. I am frequently driven by my 
own ignorance. I do care about homelessness, 
and I want to do good, but how can I profess 
to care about an issue when I have barely met 
any of the individuals affected by it? There are 
a few experiences I will never forget. I saw an 
Aboriginal lady crouched on a major city street 
one afternoon with her head almost down in 
her lap asking for money. I have never seen 
anyone look so defeated. 

I wondered what to do for a moment, then 
walked over and crouched down beside her. 

“Hi there, are you okay?”

She turned her face to me. 

“You’re the first person who’s looked at me all 
day.”

And then she told me she was so depressed 
she wanted to kill herself.

It felt like there was a cold wind.

I said something like “that’s horrible. Do you 
want a hug?” She did want a hug. 

We hugged.

I asked her what her name was.

“Miranda.”

I told her mine.

I think I asked her a bit about why she was 
feeling so down, and what her access to 
healthcare was like, and whether she had family 
in the area. She told me she had depression. 
I left for class, thinking about her, and how 
devastatingly lonely she must be. 

I have stumbled across her several times since. 
She was much better on the later occasions, 
though I’m unaware of the state of her 
underlying condition. We have chatted and 
talked about paintings and her love of Johnny 
Farnham songs as she let me listen to her old 
handheld radio. She showed me a bracelet with 
the words of her favourite psalm engraved on 
it. She, too, miraculously did end up finding 
accommodation, and invited me to her place 
to have dinner. I have not been, but her offer 
deeply touched me.

I am not a very political person, and what I 
have not emerged from these experiences 
with is a passionate political argument about 
how society should go about eradicating 
homelessness. I am choosing not to include 
statistics about homelessness here, nor is my 
little spiel meant to offer a heart-on-sleeve 
political solution to what is an extremely 
complex social and economic issue. These are 
important discussions to have, but, I repeat, I 
don’t have the faintest technical understanding 
of politics and nothing I want to contribute on 
that front.

This, then, is more an article about friendship. 
About how I learnt to approach friendship with 
strangers, and the possibility and necessity of 
unjudging, unburdened connection between 
people across political and societal divides. 
And unjudging is a key word. I knew in all 
these exchanges that any kind of judgement 
was out of the question. To ask whether 
someone deserves friendship or help to me 
is an irrelevant question. Did Phil use the 
money I gave him on cigarettes or alcohol? I 
don’t know, he did smoke. Did he ever lie to 
me? No clue, though I give him the benefit 
of the doubt. Is he responsible for his current 
situation? I have no idea. To some degree, 
probably yes, in that we all make choices in life. 
Is he a good person? That is a vexed question 
for everybody. It is also a question I do not 
ask. Now, importantly: “Was I wasting my 
time and money on this person and situation, 
when I could have been using my resources 
elsewhere?” My answer to that, resoundingly, 
is no. I may not have changed him in any visible 
way, but was I intending to? I believe that the 
good effects of unflinching love run deep. I 
know many will disagree with me here. My 
point of view is largely rooted in my faith, and 

this isn’t the article for that discussion. But I 
am speaking to a group of future doctors, and I 
think I can appeal to the fact that we are basing 
our careers on the unconditional attempt to do 
good for the strangers in our care. “Ask about 
the patient’s past moral character” is and 
never will be a part of the DRSABCD protocol. 
We listen and we treat, no matter who is 
before us. We are often asked to consider the 
importance of committing to our personal 
values in our professional lives; this raises to 
me the question of how much we commit to 
our professional values of undiscriminating 
care and support outside of hospital, in our 
personal encounters with strangers, where we 
are not extending professional help, but more 
vulnerably, our friendship and our very selves. 
It is a daunting challenge, and I still consider 
that first, seemingly trivial hello to that 
bearded stranger one of the biggest leaps of 
faith I have ever taken, a leap over a mountain 
of self-doubt and intellectualisation. 

But once that leap is been accomplished, in 
any new relationship, I find that something 
mysterious falls into place and it becomes 
quite simple. What is difficult, you see, is 
to help somebody about whom you know 
nothing, relying on abstract ethical principles 
and the vague proddings of ideology or 
conscience to force you into acts of goodness. 
What is difficult is to summon the will to try 
and improve the situation of somebody who 
means nothing personal to you, whose current 
contact with you will be obliterated from your 
memory the moment they leave your sight. 
What is difficult is to care for a stranger. But 
it is all too natural and meaningful to help a 
friend. In fact, it is a joy.

As for Phil, on my last day at that uni in the city, 
I told him that I probably wouldn’t see in him 
in a while. “I’ll miss you,” he said, clasping my 
hand, “and if you ever see me around… don’t 
be a stranger!”

*Real names changed in this article, but events 
are true.
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Medicine has always been a profession of 
“gunners”, a group of individuals who are 
independent and driven, who have chosen a 
life that will confront and challenge them every 
single day. This is true of men and women in 
medicine. But, it also may be a reason why 
feminism struggles to be seen as relevant.  To 
all males reading this, keep reading. This is 
about how our generation of medical students, 
gender irrelevant, can help change something 
for the better in an industry we are fiercely 
proud to be a part of. 

Feminism is a response to a society historically 
dominated by men. This is fact. It is concerned 
with addressing the forces, some conscious 
and others unconscious, that are stacked 
against women succeeding and thriving in our 
modern world. 

And although many big battles have been won 
in Australia; the vote, protection from rape in 
marriage, a female Prime Minister, there are 
many ways in which feminism is still extremely 
relevant. Violence against women and the pay 
gap are just the most salient ways gender 
inequality can still be seen in our society. 

It is also, unfortunately, still extremely relevant 
in medicine. 

For a driven, independent, and fortunate 
women, such as myself and my female peers, 
feminism offers a particular conundrum. How 
do we discuss and support feminism, and 
recognize it as ever-relevant factor in the 
lives of women without seeing all of our own 
successes and failures through its lens?  

Such a paradox is seen in powerful, successful 
women like Julie Bishop, who refuse to identify 
with feminism, for fear it can take away what 
they have achieved.  Julie Bishop chooses not 
to call herself a feminist as a way of refusing 
to see her success based on her gender, but in 
doing so she dismisses sexism as a factor still 
powerfully affecting women in Australia and 
the world.   

It is difficult to reconcile our fiercely individual 
selves, with a broader social movement 
recognizing that, despite all our gains, women 
are still facing gender-based adversity today. 

Recent news has brought to light some of 
the hidden realities of gender inequality still 
present in medicine. I’m sure you haven’t 
missed it. And, although we are talking about an 
unfortunate minority of the medical profession, 
it is important that we all take notice. 

As a student and a future junior doctor, the 
story of a surgical trainee who’s career has been 
all but destroyed by sexual harassment, and 
the response of prominent women in the field, 
really shook me. This was a concrete example 
of something I could directly confront in my 
career. It has forced me to consider how would 
I deal with it. Although amongst friends I have 
joked of some cunning anti-sexual harassment 
strategies, including self-spread rumours of 
hideous venereal disease, this is an issue that 
is impossible to brush off.

On one hand there is the option to speak up 
and call out sexism or sexual harassment. But 
then I must consider that even after winning 
her sexual harassment suit, that brave surgical 
trainee has since failed to get work in a public 
hospital in Australia. On the other hand there 
is the option of just  “complying with the 
request” as, with alarming honesty, Dr McMullin 
revealed is still the “safest thing to do in terms 
of your career”, leaving me with an extremely 
confronting scenario. 

Essentially, to accept the reality of unwanted 
sexual advances, or to throw away a career I 
had dreamt of and worked towards for years. 
This choice seems absurd as I write it. 

What I see as one of the reasons that sexism, 
or sexual harassment is still silently swept 
under the carpet in medicine has a lot to do 
with the people we are and the profession we 
have chosen. This sentiment is reflected in 
McMullin’s comments. 

Doctors face adversity everyday. It is a 
competitive industry, where we are constantly 
driven to be better. We work harder, study 
more, stay later in order to better our peers 
and eventually be the best doctors that we can 
be. 

So when a particular adversity, such as sexism 
or sexual harassment faces us- would we 
put our heads down and deal with it how we 
always have? Work harder, be the best, until no 
one can ignore you. 

And yes, this may work. Women in medicine 
find incredible success, and so they should. 
But this strategy allows archaic behavior to 
persist, and will prevent the medical profession 
making the changes it needs to ensure that 
none of the women in this years cohort of 
medical students are ever confronted with this 
hideous scenario. 

For males and females of our generation of 
medical students, the discussion needs to be 
had and had openly.  It is about accepting that 
feminism still plays a role in our greater society, 
and that confronting sexual harassment and 
sexism is something we must all be a part of. 

For women, it is reconciling two perspectives – 
to take on our own adversities and challenges 
and overcome them as the capable, intelligent 
women we are- whilst allowing ourselves to 
see the bigger picture we play in promoting 
gender inequality in our profession and our 
society. 

For once in Medicine, speaking out about 
sexism and not suffering in silence, as our 
stoic-selves do, is the way that real strength 
can and must be shown. 

FEMINISM IN MEDICINE
What Dr McMullin really revealed about Feminism in Medicine, and why 
she is wrong...

By Victoria Cook

MANDUS’s inaugural Women in Medicine & Surgery night is an exciting event for students to hear 
from some incredibly inspirational women about their careers, insights into the role that gender 
has played in their careers, and any tips they have for young doctors. 

The event, chaired by Professor Gabrielle Casper, will consist of 15 minute speeches by all of our 
speakers, followed by 45 minutes of an open discussion forum with our panel of speakers. All 
students (male or female) are invited to attend, as well as students from other universities.

Speakers include:
Professor Gabrielle Casper: Past President of Medical Women’s International Association 
(MWIA); Head of OBGYN, UNDA; Chairman of the NSW State Committee of RANZCOG.
Dean Christine Bennett AO : Professor and Dean, School of Medicine, UNDA; specialist paediatrician; 
Research Australia Chair
Dr Gabrielle McMullin: Vascular surgeon; Author: Pathways to Gender Equality - The Role of Merit 
and Quotas
Dr Sharon Miskell: Director of Medical Services, Royal North Shore Hospital
Dr Nikki Stamp: Cardiothoracic surgeon

UNDS Darlinghurst, Level 2 Lecture Theatre. 6 pm, 16 July
http://tinyurl.com/UNDWIM
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All around the world, healthcare systems are 
faced with a shortage of donated organs, 
which unfortunately cannot meet the high 
and increasing demand for organ transplants. 
From kidneys to livers to corneas, individuals 
can spend years waiting for a much-needed 
organ or tissue donor to transform, and indeed 
save, their lives. Across the world, a common 
theme prevails where demand outstrips supply 
resulting in a disparity between the number of 
organ donors and the number of individuals on 
waiting lists. In actuality, strict waiting list cri-
teria means that there are even more unlisted 
individuals out there who have been deemed 
as either too healthy or too unwell to receive 
organ transplantation, despite a desperate 
need for one. But when there is a finite number 
of organ donors and an increasing number of 
people in need of a transplant, how do we im-
prove rates of organ donation?

First of all, some statistics. Less than 1% of 
people who die in hospital do so in the circum-
stances where they can become an organ do-
nor. Many more have the potential to donate 
tissue, as the circumstances for doing so are 
less limited. In Australia, between the years 
2009 to 2014, there has been a 53% increase 
in the number of organ donors (387 compared 
to 247) and a 38% increase in the number of 
transplant recipients (1,117 compared to 808). 
In any given month, there are approximately 
1,600 Australians on the transplant waiting 
list. One organ and tissue donor can poten-
tially transform the lives of ten or more people 
(not to mention the lives of their families and 
friends).

The rise in organ donor numbers described 
above has coincided with a few important 
events. The increase has occurred since the 
DonateLife Network was established in 2009 
under the Organ and Tissue Authority (Aus-
tralian Government), to improve donation 

and transplantation outcomes across Austra-
lia, particularly by educating the public about 
the need for families to discuss and know the 
donation decisions of each other. Donation af-
ter circulatory death has also become a more 
widespread pathway to organ donation, in 
addition to brain death. The increase in dona-
tion rates highlights the importance of educa-
tion and awareness in a system such as ours in 
Australia, but there are still large waiting lists 
where sadly people die waiting for a life-sav-
ing transplant. Note  that increases in donor 
numbers mean very little unless there are also 
improvements in the healthcare system itself, 
in terms of organ retrieval protocols, coordi-
nation between hospital departments (often 
interstate) and appropriate recipient selection.

Australia has an opt-in system for organ dona-
tion. This means that if you decide to become 
an organ and tissue donor, you need to register 
that decision on the Australian Organ Donor 
Register (AODR) and, most importantly, dis-
cuss the decision with your loved ones. Even 
if you are registered, your family will be asked 
about your most recent wishes and it is ulti-
mately up to them to decide. Families almost 
always say yes to donation proceeding and it is 
very rare for families to object if the deceased 
had registered. The bottom line is that, if your 
family knows your organ and tissue donation 
decision then they are more likely to accept 
and support that decision. Your family will also 
be asked to provide vital health information, so 
you need to prepare your family so that they 
are comfortable being part of the process.  

Last year I was introduced to the concept of 
‘replaceability’. This concept means that the 
direct work that each of us will do as doctors in 
the future will contribute little in terms of how 
many lives we will personally save. There will 
always be more doctors with the same train-
ing.

There will always be other healthcare staff. The 
system will take care of it. On average, there 
will be very few moments in our careers at 
which our own unique expertise and approach 
will truly save a life. This concept is commonly 
used to argue that financial donations made 
by doctors to charities will have a greater im-
pact than their direct work. I believe that this 
is also very relevant to organ and tissue do-
nation; organ and tissue donation gives every 
single person across Australia the potential to 
save many lives one day. Every single organ 
and tissue donor is irreplaceable. Let’s make 
that opportunity count. 

DonateLife Week 2015

The Sydney University Surgical Society (SUSS) has been awarded a Community Awareness Grant 
by the Organ and Tissue Authority to promote organ and tissue donation during DonateLife 
Week 2015. DonateLife Week will be from 2-9 August – add it to your diary!

SUSS is planning a number of events at the University of Sydney including: 
• A DonateLife Stall on Eastern Ave to promote awareness 
• A DonateLife BBQ to interact 
• A Transplant Symposium to educate 
• A Campaign at Ralph’s Café to spread the word
• A Social Media Campaign to engage 

Keep an eye out for these events later in the year, and contact us if you would like to get in-
volved! We will be in need of volunteers, particularly at the stall.

For more information about DonateLife: www.donatelife.gov.au 
For more information about SUSS: www.surgsoc.org.au    

donatelife2015
How having one conversation could save lives

Nathalie Rasko
SUSS President 
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ANTI-VACCINE-NATION
Joshua Druery

The Federal Government’s new “No Jab, No 
Pay” policy has reignited the vaccination de-
bate in Australia. Under this proposed plan 
conscientious objectors to vaccines would 
miss out on up to $15,000 of benefits per child. 
Among all of the discussion surrounding this 
new campaign, which has bipartisan support 
within parliament, I find it difficult not to won-
der how effective this plan would really be. 
Two main factors influencing whether or not a 
family vaccinates their children are access and 
acceptance, the ability to reach medical care 
easily and a parent’s confidence and trust that 
vaccines are the best course of action for their 
children. This policy addresses neither of them.

An obvious example of access relates to Indig-
enous Australians in regional and remote com-
munities. Legislation that threatens to take 
away child welfare payments and compromise 
the financial security of a family that chooses 
not to vaccinate their children does nothing to 
make medical care easier to get to or easier 
to pay for. As it is, Indigenous Australians have 
historical reasons to distrust the Federal Gov-
ernment. Moreover, the lowest rates of vacci-
nation in Sydney are among those living in the 
wealthiest suburbs - North Sydney and Mos-
man. The acceptance of the scientific evidence 
of vaccines in these areas is unlikely to change 
with a financial penalty. Simply put, this dis-
incentive is regressive, targeting those with 
lesser means.

So what do we do? We know that vaccines 
work.  We know that the myths anti-vaxxers use 
have been repeatedly discredited. We know 
Thimersol, the mercury-containing chemical 
present in some vaccines, has been removed 
from all scheduled vaccines and remains only 
in the optional seasonal flu vaccine. We know 
that the chance of having a complication from 
a disease that vaccines protect us against is far 
more likely than having an adverse reaction to 
a vaccine. We know that vaccines don’t cause 
autism and this myth in particular has been 
disproven with a significant number of stud-
ies. Wakefield’s original 1998 article construct-
ing a link between autism and MMR vaccines 
has been proved as fraudulent, discredited and 
subsequently retracted from The Lancet. Un-
fortunately, the influence of this misinforma-
tion is still felt among skeptical parents.

But we also know that these facts aren’t ammu-
nition against anti-vaccination. A study pub-
lished in Pediatrics (Effective Messages in Vac-
cine Promotion: A Randomized Trial. Nyhan, 
Reifler, et al. 2014.) showed that when parents 
were given evidence about the effectiveness 
and importance of vaccines, having been pro-
vided images of children with measles, mumps 
and rubella as part of this information, their 
beliefs about the hazards of vaccines actually 
increased. This adverse reaction (no pun in-
tended) remained true when a separate group 
of parents were given only facts disproving the 
link between vaccines and autism.

The message we are given from this is both 
valuable and astounding - this great vaccina-
tion debate cannot be won on scientific logic 
alone.

An aspect of medicine I’ve always found odd 
is the lack of continuity of patient care. Doc-
tors rarely follow up on patients that have 
walked out their door and I’m sure many read-
ers can relate to the five-minute, $250 special-
ist consultation. What medicine does not give 
young parents is exactly what anti-vaxxers are 
so good at - a continuous support network. 
The online presence of the anti- vaccination 
community is deafening, providing a constant 
stream of information to new, unsure parents 
along with a large group of people with whom 
to talk, share information, swap stories and 
collect advice. The medical community sim-
ply isn’t matching it. Instead the response has 
been to back a policy based on negatives, re-
moving support from families and providing 
no alternative support in return. Is this the best 
way we can build up our communities?

At this point I’d like to mention a second study 
from Ph.D candidate Michael LaCour. One 
of his recent persuasion field experiments 
showed that when a straight political canvasser 
and a gay political canvasser had a conversa-
tion with voters encouraging them to support 
gay marriage they initially had similar influ-
ence. However, at three-week, six-week and 
nine-month follow-ups only the influence of 
the gay canvassers remained. This experiment 
was repeated with women who previously had 
abortions discussing their experiences with 
pro-lifers. A somewhat obscure example but it 
demonstrates another powerful tool for teach-
ing - the lived experience is seen as invaluable 
and is much more persuasive than any type of 
evidence.

While anecdotal evidence doesn’t hold up in 
scientific fields it is often necessary to create a 
convincing argument. That’s why motivation-
al speakers are motivational. That’s why TED 
talks exist. Parents can listen to facts given to 
them by their doctors but really internalise the 
horror stories they hear of toddlers contract-
ing whooping cough. This is the link between 
care and community that isn’t being filled.

The medical community needs to be less 
medical and more community when it comes 
to vaccination. Organisations like Voices for 
Vaccines are already implementing this sort of 
framework, encouraging past anti-vaxxers to 
speak about their experiences with other par-
ents. By sharing their stories a new group has 
already begun to develop, a pro-vax commu-
nity that provides many of the same supports 
that the anti-vax community can. dvelop, a 
pro-vax community that provides many of the 
same supports that the anti-vax community can.
As doctors our role in this national and interna-
tional debate is not so clear cut. In many ways 
the people who give the shots know best how 
to call the shots when it comes to convincing a 
parent to do the right thing for their child and 
the children around them. Doctors, though, are 
simply incapable of doing this job alone and 
as future practitioners we need to involve our 
own communities in order to affect change. By 
knowing how to speak to parents and know-
ing where to point parents we can, hopefully, 
change this debate for the better. More of us 
need to speak about, write books about, blog 
about and advocate for vaccination. More of 
us will need to tell stories to educate parents 
and be personal about the way we practice. 
The stories and experiences we share are as 
important and influential to our patients as our 
knowledge.
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The first in a three part series; Nic Halliwell, a 
final year student reflects on his path through 
medicine and tries to share some wisdom to 
help the years to come.

As I hopefully come to the end of my degree, 
I am amazed at how quickly time has gone.  
What happened to all that time?  One event 
that stays in my mind (mainly because I am 
still editing the bloody DVD, that should be 
released by/at graduation ball) is Med Revue.  
As you progress through the medical degree, 
the importance of the first year RSA and 
anatomy spot tests fade into insignificance but 
the impact of Med Revue remains.  

The revue tradition, I speculate, began as a 
way to brag to common people that med 
students really can do anything.  I can think of 
one famous medical student that went on from 
revues to achieve fame with the likes of  “The 
Castle” and “Frontline” –Rob Stitch.  But apart 
from that I think the main aim of the event 
is to impress potential partners in the crowd 
or possibly standing next to you in the well-
regarded nude scene.  So for my first reflection 
for the year I wish to look at five reasons why 
you should get involved with the Med Revue.  

1.  It is a once in a lifetime opportunity.  To 
quote the esteemed poet Eminem “you get 
one shot, one opportunity.”  Med Revue is 

historically limited to first years.  A cohort who 
already spend a ridiculous amount of time with 
each other, get to spend a little bit more time 
together with a little bit of stress. The result 
is hopefully the forging of friendships that will 
last the test of time.  It also gives you a chance 
to talk to each other about something other 
than medicine.   

2.  It provides excellent small talk for years to 
come.  Throughout Stage 3 you are placed with 
a group of junior doctors who don’t really want 
to answer med question after med question.  
The problem is that you need them on your side 
so you know where the team has disappeared 
to at any given moment.  What better way to 
win them over than sharing memories about 
med revue?  Talking about med revue is a great 
point of nostalgia.  Conversation topics galore!     

3.  It will make you more confident.  After first 
year, the opportunity to stand in front of an 
audience of hundreds and perform will not exist 
for the vast majority of the students.  There is 
no doubt that either doing this for the first time 
or the last of a string of school performances 
will no doubt increase your ability to ‘act’ your 
way through any OSCE or consultant grilling 
session.  If you have never performed before in 
front of a live audience I strongly recommend 
the benefit of this.  

MEDREVUE
Nic halliwell 

4.  It will make you more empathetic. If 
you simply do not have the gumption for 
performance then even getting involved 
behind the scenes will have a huge benefit.  
Tom Melhuish (another final year med student, 
renowned for his connection to evidence 
based medicine) once told me that studies had 
shown that doctors that read more fiction are 
more empathetic.  I can only extrapolate that 
being able to write fiction is going to make you 
an even more empathetic doctor.  

5.  It will make you less likely to be sued.  A 
consultant told me that if you are able to make 
a patient laugh you are less likely to be sued.  I 

think the crucial part is that if the patient has 
to laugh, attempting a joke will most likely 
have the opposite effect.  So it is best to try out 
those lines in an atmosphere unlikely to lead to 
litigation. Why not try and write a scene and 
make it happen?  

I think if you speak to the previous years they 
will all agree, that while it may take a bit of 
your time, getting involved in Med Revue is 
definitely worth it.  And while each year the 
Med Revue seems to be getting better and 
better, at the end of the day the end result is 
not the point but the awesome journey.   Break 
a leg and I look forward to seeing the show!
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1.1 - Introduction 
Anki is a spaced repetition program designed 
for learning languages but can be applied to 
anything. It has been used with great success 
for memorising almost anything. There are a 
few caveats before you read the below review.

- It does not replacing learning or understand-
ing, only use it for information you already un-
derstand conceptually.

- It should only be used for facts, simple infor-
mation or snippets of bigger ideas. This is what 
makes it so good for medicine. 

- It should not be your only method of study – 
it should be an adjunct to big-picture learning 
and practical learning. 

- It automates a large amount of your study and 
can lead you to feeling you do not really know 
very much (but trust me, you will and do)

- Simplicity is key – this is a flash card program 
that relies on simple cards for knowledge to be 
taken in.

Firstly, go to http://ankisrs.net and download 
your computer’s client.

1.2 – Organisation and Setup 
• Make two decks; Year One, Year Two 
• Make one deck for each Block (Foundation -> 
Oncology) - my image does not have a founda-
tion block. 
• Drag and drop them into their respective 
years 
• Make an additional deck for Anatomy, Re-
search Methods/EBM 
• Under Anatomy – split it into Spot Test 1 and 
Spot Test 2

Med Anki Guide v1
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• Now Click the Settings (to the right of the 
deck) -> Options (in the dropdown menu)
• At the top it will say “Options group:” and 
there is another spanner – click the spanner 
and click ‘Add’ and name it ‘Medicine’
• Then click the spanner again and click ‘Set 
for all sub-decks’
• Change the order to ‘Show new cards in 
random order’
• Make the new cards/day to 40 or 50 (much 
more than this and you are either (a) making 
too many cards or (b) trying to do too much 
at once
• Leave the graduating interval, easy interval 
and starting easy as they are. 
• Deselect the ‘Bury related new cards until 
the next day’
• Under Reviews – change the max reviews to 
9999/day
• Change easy bonus to 125% and maximum 
interval to 365 days.
• Deselect ‘bury related cards until the next 
day’
• Click OK
• For Med Year 2 – click the spanner -> op-
tions -> change the option group to Medicine.

Settings are now done.

2.1 - How to write basic cards 
Click on the relevant deck, click ‘Add’. This is 
your flash-card creation scene. Front = what 
you see, Back = answer, Tags = see 2.03.  

I use the following card design, you can do 
whatever you feel is best but ensure it is simple. 

Main subject matter first, bolded - this is so 
when you see a card, you train yourself to think 
of that subject matter before reading other 
elements of the question. This should create 
better links:

In the first question, you think “clinical problem 
> anaemia > PNH” whereas in the second ques-
tion you think PNH -> clinical problem -> other 
than anaemia and so your thinking is ordered 
in the same way you would see this in a hos-
pital setting (“Doctor, someone has PNH, what 
do we need to be worried about?”)

The secondary subject matter should be sepa-
rated by a semi-colon and bolded then a simple 
question or statement following (as below). 

Sometimes you cannot have a perfect ques-
tion setup and that is fine:

2.11 - Writing Answers 
• Alphabetic for lists.  
• No more than 5 items for lists (unless no 
other option) 
• Images where possible.  
• Add tags.  
• Simplicity is key 
• No more than one concept (two if simple 
things) e.g. do not combine mechanism with 
clinical use with absorption or other elements.

2.12 - Examples of basic cards

2.21 - How to write cloze deletion cards 
• Change note-type to Cloze deletion. 
• Write a sentence, facts or mechanisms (I 
mainly use cloze for facts or complicated 
lists). 
• Select the part you wish to de-identify (hide 
when you see the card) and click the […] or 
push Ctrl+C (example below)

2.22 - You can make multiple Clozes for one 
card (example below)
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- (Hotkey = 2) Hard: You remembered it but it 
took a while or was difficult – this decreases 
the % of time extended till you see it again (as 
a default, the time till you see a card again is 
250% or 2.5x the current days (so 4 days, 10 
days, 25 days, etc.). If you hit hard, it drops the 
% more and more (so 250 to 225 to 200, etc.)

- (Hotkey = 3/spacebar) Good: this is what you 
should do every time – the aim of the system is 
to use good for every card that you remember 
straight away as it will remind you in the exact 
amount of time you need. 

- (Hotkey = 4) Easy: this should almost never 
be used as it extends the % of time till you see 
the card again and tends to make them not 
be seen for too long and therefore there is a 
greater chance you forget them in the future.  

3.2 – Custom Studying 
So you have been making your cards and 
studying them every day but you have an 
exam coming up in a week and want to do 
some more study using your flash-cards. This 
is where Anki really shines.

Click into a deck to study (e.g. Foundation) 
and at the bottom you will see ‘Options’ and 
‘Custom Studying’ – click Custom Studying. 

A variety of options will come up – I tend to 
do ‘Review forgotten cards’ and do the last 
30 days or I study by card-state and I will 
review all ‘Pharmacology’ or all ‘Physiology’ at 
once and I can just review those. 

This allows you to target-study. 

Things to look into once you have the basics.

• Image Occlusion 

• Sharing Decks 

• Mobile App

In this card, I have a table that has testing done 
for bleeding - under each title there are the 
causes of that test result. The {{c1::}} is what 
will be hidden from view and because there is 
c1, c2 and c3 then there are 3 cards from this 
one note. They appear as below:

2.3 - Tagging Cards 
At the bottom of the ‘Add card’ screen you 
will see an area for ‘Tags’. This is not so 
important at the start but more so when it 
comes to selective studying. I have organised 
my tags as follows. 

Pathology, Pharmacology, Physiology, Patho-
physiology, EBM, Histopathology, Diagnostic 
(incl. imaging), Embryology, Anatomy, Proce-
dural, Surgical, Definitions, ECG, Lifestyle, Epi-
demiology

Every time I make a card, I add a simple tag – 
the purpose of this will be explained later.

3.1 - Studying
This is probably the most important segment 
to this guide. You must do all due cards ev-
ery day. This is pretty much the one advantage 
of Anki, it automates your entire fact-based 
study. You open it in the morning, do the cards 
due, close it. You are done. 

If you miss more than one or two days then 
your due cards begin to stack up and the en-
tire purpose of spaced repetition is lost.  

When you answer a card, you will see you can 
select the difficulty of the card as follows:

- (Hotkey = 1) Again <1 minute: you forgot the 
card/did not know it and therefore it will ap-
pear again

CALL FOR  
SUBMISSIONS

Thanks again to all those who submitted pieces for 
this issue of Innominate. The Innominate team are 
always keen for more submissions, so remember; 
if you have a piece of art, writing or photography 
always feel free to send it in to publications@
sydneymedsoc.org.au. Until next issue,

The Publications Team
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* Subject to the terms and conditions and eligibility requirements of the Student Indemnity Policy

The MDA National Group is made up of MDA National Limited ABN 67 055 801 771 and MDA National Insurance Pty Ltd (MDA National Insurance) ABN 56 058 271 417 Licence No. 238073. Insurance products are underwritten by MDA National Insurance. 
before making a decision to buy or hold any products issued by MDA National Insurance, please consider your personal circumstances and read the Product Disclosure Statement and Policy wording available at www.mdanational.com.au. STU221 

Apply online and get instant confirmation or call 1800 011 255 today!

Support
from day one

Choosing a Medical Defence Organisation that best fits you is important to ensure support 
and expert medico-legal advice during clinical placements, electives and career transitions. 

 ✔ Free student Membership & medical indemnity policy* 

 ✔ Free Student eNews subscription

 ✔ Free subscription for The Electives Network

 ✔ Free networking opportunities & events

 ✔ Doctors for doctors since 1925
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