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What is 
THE MEDIC?
THE MEDIC is a community driven publication that aims 
to inform and engage medical students of UTAS. The key 
word here is ‘community driven.’ This means that abso-
lutely everybody is encouraged to contribute. We are par-
ticularly excited to facilitate open conversations on topics 
like culture in medicine, med-school tips, global health, 
politics, Fashion Around the Hosp’, as well as keeping 
you up to date with all our events and opportunities!

It won’t be all serious nor will it be all #YOLO. It’ll be what 
we make it and that’s really exciting. Article submissions, 
comments and feedbacks are all very welcome at pub-
lication@tumss.org.au - please don’t be discouraged if 
you’ve never written anything before. (We bet you’ve at 
least published a FB status that’s gotten more than a few 
‘likes’.) We’re all ears at THE MEDIC and we’re happy to 
help. 

Gab Dejanipont (MED V)
Publication Officer

facebook.com/

TUMSS.MedSoc
tumss.org.au
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Sexism in Medicine 
“it’s biology”

Unless you’ve been under a rock, 
you’ve probably heard about the 
damning accusations of sexism and 
sexual assault in medicine. When I 
entered med school 5 years ago I 
genuinely believed that I was going 
into one of the most equal profes-
sions in terms of gender. Women 
make up roughly 50% of medical 
graduates after all. Yet in first year I 
distinctly recall being informed, by a 
fellow student (not even a crusty old 
backwards consultant) that women 
shouldn’t be allowed into medical 
school. Because we all have kids, 
and only work part time, so it’s a 
waste of a medical education. 

Read: I was a waste of a medical 
education.

Several other women I have spoken 
to had similar experiences, future 
colleagues, telling them that women 
shouldn’t be here. Because biology.

Because obviously every woman 
wants to have children, only wants to 
work part time, and must be primarily 
responsible for child rearing in their 
relationship (because biology). 

I would hope that in this day and age 

we can all see how insulting it is to 
suggest that fathers aren’t important 
to children’s upbringing, or that men 
don’t want to be involved in child 
rearing. It is insulting to suggest 
women who go back to full time work 
are missing the best years of a child 
life (but their fathers aren’t). And it’s 
insulting to be asked how you pos-
sibly manage work and a family (yet 
men are never asked the same). 

In retrospect I can laugh now, (het-
erosexual middle class white cis 
males who can’t understand how 
anybody could possibly view the 
world differently are exactly what 
modern medicine needs more of!)

But, lets entertain for a hot second 
the idea that women might be less 
ambitious than their male counter-
parts (I know oestrogen sure makes 
me hate money and power). A survey 
in 2013 found that in academia at 
least, men and women are equally 
engaged in their work and had similar 
leadership aspirations (Pololi et al. 
2013). It also found that medical 
schools failed to create and sustain 
an environment where women feel 
fully accepted and supported to 
succeed (Pololi et al. 2013). And this 
not a new idea, when organizations 
such as medical institutions revolve 
primarily around men’s needs and 
expectations, women are going to be 

left behind (Ely & Meyerson 2000).

And in the ever debated surgery? 
Although anecdotally some would 
argue that female surgeons tend to 
choose their families over careers, 
the actual science has shown that 
women are just as eager as men to 
assume leadership positions, are 
equally qualified for these positions, 
and are as good as men at leader-
ship tasks (Zhuge et al. 2011). These 
studies also show female surgeons 
receive lower salaries than their male 
counterparts and are more vulner-
able to discrimination, both obvious 
and covert (Zhuge et al. 2011). So, 
why would women as smart as we 
are, choose that kind of lifestyle for 
ourselves? 

As it stands, medical institutions has 
been largely created by men, for 
men (Ely & Meyerson 2000). Yes, 
women are entering medical schools 
in greater numbers, but just like in 
big business they are just not filter-
ing through to the top. In Australia 
in 2009, there were 35.7% female 
doctors but only 25.4% were spe-
cialists (Galley & Colvin 2013). Even 
in Iceland (which is considered one 
of the most gender equal country in 
the world) there are still fewer female 
than male medical professors (Galley 
& Colvin 2013). And in research 
(where publication rates can make 
or break careers) men publish more 
papers than women in all areas of 
science (Galley & Colvin 2013). 

It is very disillusioning when highly 
successful and accomplished women 
have lower self-efficacy about their 
careers than similarly successful men 
(Kaatz & Carnes 2014). But if you 
rarely see other women in the highest 
positions, you will have less self-con-
fidence about your own career devel-
opment. And if you encounter nega-
tive responses to women in positions 
of authority, and negative responses 
to self-promotion by women (but not 
self-promotion by men) you will begin 
to internalise these messages (Kaatz 
& Carnes 2014). 

Let’s take surgery again for exam-
ple: in a survey of female students, 
they felt they were unable to see or 
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identify with other women in surgery 
(Hill & Vaughan 2013). They were 
told repeatedly about all the chal-
lenges to being a female surgeon, 
and felt they lacked participation 
experiences (Hill & Vaughan 2013). 
Therefore they struggled to imagine 
a future in which they could become 
successful as surgeons, and many 
of the female students surveyed had 
decided against surgical careers 
(while the male students did not) (Hill 
& Vaughan 2013). 

But hey, at least we are safer than we 
ever were before right? Well, while it 
is difficult to find the stats on sexual 
assault within medical workplaces 
(for obvious reasons) I found some 
other interesting studies. When Shri-
er et al. looked at 136 pairs of phy-
sician-mothers and daughters; they 
found the daughters reported higher 
rates of harassment by patients 
(where as their mothers experienced 
harassment from their colleagues)
(Shrier et al. 2007). Similarly, results 
of a study in 2013 suggested that 
a substantial proportion (54.5%) of 
female GPs working in Australia will 
experience sexual harassment by 
patients during their career (and are 
likely to have to change their style 
of practice as a result) (Bratuskins, 
McGarry & Wilkinson 2013). 

Policies and numbers alone cannot 
achieve equity in the workforce. Al-
though sometimes subtle, and gener-
ally unintended, entrenched cultural 
stereotypes about men and women 
can result in the systematic disad-
vantage of women as they strive to 
gain equality, or worse, put them at 
risk of harassment and even assault 
(Kaatz & Carnes 2014). 

So, as a student, what can 
you do? 
Due to popular demand, the UTAS 
Women’s Collective will be opening a 
School of Medicine branch. The first 
meeting will be April 14th 5.30pm at 
the Brunswick. All feminist identifying 
students studying in a health related 
degree are welcome. Or join the de-
bate online at facebook.com/groups/
UTASWomensCollective

Monica Poziemski (Med V) 
Year 5 Student Rep

Despite the fact that through our 
medical degree we as students 
are being cultured and primed into 
professional adults with responsibil-
ity, we can still indulge and lavish in 
childish activities. 

This is exactly what happened at the 
Launceston Clinical School (LCS) in 
week preceding Easter... The Easter 
Bunny, with a little convincing from 
the Bollywood Night crew, decided to 
make a visit to LCS, all in the name 
of supporting the Offspring Project, 

which is a charity in India assisting 
women who have suffered from hu-
man trafficking. 

The Easter Bunny made not one, but 
two visits to the school, one for each 
year group. Both hunts were a raving 
success with many sweet tooths 
content by the event. Hopefully next 
year will see the return of the Easter 
Bunny to LCS.

Sally Perks (Med V)

< References for this article can be found here: drive.google.com/
open?id=0B3Jn2qH6--K7bkduX25hWW1HcW8&authuser=1
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Fancy a trip back to high school any-
one? Just hearing those two words 
triggers a visceral reaction in many 
of us.  I mean sure, what we wouldn’t 
give for mid-afternoon finishes and 
subjects like home ec. to be an as-
sessable part of our current curricu-
lum, but, I’m sure you’ll agree, those 
awkward years of transition into the 
adult world are probably best left be-
hind us. Despite this, there must be 
something funny in that Launceston 
smog, because when a group of fifth 
years were asked to conduct a series 
of health related sessions at Exeter 
High, we said yes!

Now for those of you out there 
thinking ‘I’m still young, I know how 
this high school thing works; I can do 
cool-teacher’, I hate to break it to you 
but you are not as cool as you think 
you are and to a group of 13-16 year 
olds, you may as well be eighty.  Of 
course, it’s only with the benefit of 
hindsight that we can tell you all this 
and so it was with a safe level of ig-
norance that we channelled our inner 

teen and prepared our first session 
centred around resilience and coping 
strategies. 

Not the most scientific, black and 
white subject I hear you say. Nev-
ertheless, with the students divided 
into grade groups we tackled is-
sues like risk taking behaviours and 
dealing with stress.  While some of 
us preached about resilience and led 
discussion around coping strategies, 
others got an opportunity to demon-
strate such skills amidst adolescent 
chaos, sexual innuendo and airborne 
furniture (yes chairs were thrown.)  
Either way we all emerged, alive - 
bonus, with some great feedback and 
a refined sense of direction for our 
future sessions.

In the next few weeks we moved on 
to topics more suited to our profes-
sion including body systems (yes, we 
did play organ bingo,) CPR, first aid 
and even a “party-safe” station. 

All jokes aside, these sessions 

caused us to realise: 

1. We aren’t as young as we think 
we are, in fact in school terms we are 
“old”
2. Connecting with teenagers isn’t 
something that’s inherent
3. It’s important for us to learn how 
to communicate with them to deliver 
important health messages
4. Assume nothing … They are al-
ready doing more than you think
5. Socio-economic status and health 
literacy aren’t just boring concepts 
we are forced to learn in third year, 
they are truly the most important 
thing in public health
6. Teaching health literacy is an im-
portant part of medical education and 
one we should become good at

In the meantime, though, we will be 
sticking to hospital-based, non-ado-
lescent patients and things that we 
know.

Sophie Otlowski & Hayley Collis
Med V
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Dr Karen Hitchcock wrote a moving 
piece in the latest Quarterly Essay 
entitled ‘Dear Life: On Caring for the 
Elderly’ outlining society’s treatment 
of the elderly and death through 
a series of case studies from her 
work.  Some elderly patients we see 
are treated as having little to offer, 
resulting in them  feeling a burden on 
the health system, on their families, 
and on society.  Have you heard an 
elderly patient apologise for taking up 
a bed in a hospital?  Or say that they 
wished they could just die, so their 
family no longer needed to suffer 
through their illness? I know I have 
heard both.  As medical students, we 
can help alleviate some of their suf-
fering by taking the time to listen, and 
then advocate for these patients.

Ask any medical student that classic 
question: “So, why did you choose 
medicine?”  We have all heard it 
more times than we can count, and 
the cliché-sounding answer is (more 
often than not) because we want to 
help people.  It’s shocking to see 
how fast that altruism can fall by the 
wayside after a long ward round, and 
more cups of coffee in your system 
than hours of sleep the previous 
night.  We are the future leaders of 
healthcare, and the advocates for 
patients.  We can begin that patient 
advocacy and leadership now.

A classmate recently commented, 
“I don’t really like dealing with old 
patients.” It came out that she was 
afraid of their loss of control over 
their lives, their minds, their bowels...
she saw them as a reminder of the 
decrepit person she might one day 
become.  Throughout our discussion, 
the elderly were treated as a single 
homogenous group, and I think this 
is part of the problem we face.  Dr 
Hitchcock’s essay says, “if you are 
old and in hospital, you can be one of 
three things: cute, difficult, or mute.”  
The smiling, agreeable elderly patient 
is cute, described as we would “a 
baby or a kitten”; the difficult patients 
are those who “respond as one 

Leading with Compassion
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should when a 25-year-old speaks to 
you as if you are three”; and the mute 
patients make up the rest. 

It is critical that we as medical 
students take a step back when we 
hear people being described this 
way, and remember that the person 
being discussed is first and foremost 
an individual – to someone, they are 
a mother, or a grandfather, or some-
one’s wife, with lived experience. 
They are someone who is more than 
likely willing to share their story and 
engage if they are given more time 
than it takes to look at an observation 
chart and ask about any pain they 
have on the morning ward round.  
Because of their life experiences, 
patients’ issues and goals in hospital 
may be different from the medical 
team’s, but there is limited opportuni-
ty for this to come to light.

Similarly, as Dr Hitchcock points out 
in criticism of ubiquitous advanced 
care directives, what the elderly 
gentleman in bed 13 wants for his 
long-term care this admission may 
not be the same as what he himself 
said he wanted the last time he came 
to hospital. Doctors are encouraged 
to rationalise medical interventions 
according to a perception of medical 
futility or quality of life.  How can we 
presume to judge someone else’s 
“quality of life”?  An elderly patient in 
a hospital gown, confused, agitated 
and incontinent due to urosepsis and 
delirium, may yesterday have been 
caring for his frail wife, and may next 
week be back chairing his local com-
mittee, or finishing his novel.

Before my gran died, she suffered 
from a long cognitive decline due to 
Alzheimer’s.  There was no doubt in 
her children’s mind that she – a once 
high-functioning, intelligent wom-
an – would have hated to imagine 
herself as she was in her final year 
of life, unable to recognise her family 
or friends.  But the cognitive decline 
was slow, and even until the end, 
she retained a sense of humour and 

seemed to find some pleasure in 
her interactions with others.  At what 
point could we say that her life was 
no longer of value? Cases like this 
are discussed in Dr Hitchcock’s es-
say, and while we might fear seeing 
ourselves as becoming decrepit, or 
incontinent, or cognitively impaired to 
the point that we wouldn’t want to live 
like that, the stepwise loss of func-
tion means that we can acclimatise 
to the changes, and may continue 
to enjoy life, as Gran certainly did.  
Perhaps we need to recognise that 
our lives all follow a trajectory: if we 
are fortunate we will grow old, we will 
likely get sick, and we will eventually 
die.  Rather than running from such 
thoughts, if we can recognise some-
thing of ourselves in the patients we 
treat, we may be better placed to 
bring compassion and respect to our 
elders, letting them know that they 
are valued.

Medical students have more oppor-
tunity than registrars or junior doctors 
to talk to patients about their circum-
stances and concerns beyond just 
their medical treatment, because we 
can spend more time with individual 
patients.  It is usually through these 
dialogues that patients’ concerns that 
they are “taking up” hospital beds, 
and “burdening” society come out.  
In these conversations we have the 
opportunity to reassure them that 
they have just as much right to good 
healthcare as anyone else.  If we 
take the time, we will learn something 
about what is important to them, 
and can take the lead in succinctly 
explaining to our teams issues the 
patient has that they might have 
missed.  These conversations with 
also provide valuable teaching to us.  
While medical school teaches a lot 
about disease processes, and phar-
macological mechanisms of action, 
it is the discussions with patients in 
the clinical setting that will teach us 
about the extraordinary lives and 
values of our patients: this will enable 
us to adapt our treatments to better 
meet the needs of the patient, not 

just in prolonging life, but in recognis-
ing what is most important in life.

If we can be cognisant now of the im-
portance of understanding the com-
plexities and individual differences of 
our elderly patients, it will undoubt-
edly improve the relationships we 
forge in caring for our own patients 
in the coming years.  We can start to 
change a culture, to pause, and won-
der whether the “cute” patient really 
is just agreeing for the sake of agree-
ing, or whether further conversation 
is needed.  You only need look at 
how stressed and overworked interns 
and residents can get to recognise 
that for us, now is the time to get into 
the habit of looking more deeply into 
what is driving that “cute”, “mute”, or 
“difficult” patient.

Leadership comes in many forms, 
and we can each develop our own 
ways as doctors to advocate for 
patients and health issues.  In her 
essay ‘Dear Life’, Dr Hitchcock has 
demonstrated leadership through 
stimulating discussion around ageism 
in medicine and society – she has 
asked difficult questions about what 
we can do to aid engagement with 
elderly patients, without having all 
of the answers.  In writing this, I 
am hoping to encourage you to try 
and find some of the answers for 
yourselves.  Take the time to go 
and talk to the next patient you hear 
described as “difficult” or “cute”, and 
make your own assessment.  Try to 
break the stereotyping, and bring 
more compassion and humanity to 
the team’s discussions.

The Quarterly Essay ‘Dear Life: On 
Caring for the Elderly’, by Dr Karen 
Hitchcock is available online at www.
quarterlyessay.com, or in paperback.

Jack Lego (Med IV)
TUMSS AMA Rep

Leading with Compassion
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If you’ve ever seen these words 
staring back at you, I’m sorry for what 
you’re going/have gone through. My 
heart skips a beat every time I see 
it. Those seconds before the screen 
loads seem like forever. I’ve failed, 
and I’ve had to sit supps. I vividly re-
member this crushing tightness in my 
chest and I think that is what failure 
really is: a tied up little angry knot 
that suffocates you. A lot of us have 
just had our midyear exams and I’ve 
been asked how I deal with failure. 
Usually, my immediate response is 
to make a joke about it. I’d talk about 
failure through sarcastic retorts or 
cheesy quotes because I didn’t know 
how to face the discomfort. But I 
really want to talk to you about failure 
because I don’t feel like I had enough 
information when I had to deal with it, 
and I don’t want that for you. 

Failure is a tied up little angry knot, 
and sometimes you need to shake it 
apart to look at all the little threads. 
This applies to all kind of failures, but 
for the moment we’re focusing on the 
exam kind. The first things to shake 
apart here are the things that were 
in/out of your control. In this sce-
nario, you were facing a paper with 
random questions (picked by people 
who have never met you). Or maybe 
you were faced with 20-odd people 
in 6-12 rooms. All of them looking 
at you and deciding whether you’d 
pass or failed based on a whole set 
of criteria, and more. Maybe it was a 
hot day. Maybe your face reminded 
the examiner of someone they don’t 
like. Maybe the student before you 
had left a fart behind. Bad moods, 
times of day, stale coffee, the order 
of things – all of this was out of your 
control. Now, what was in your con-

trol?  Your knowledge, your clothing, 
your level of practice, even your anx-
iety level – all these things were in 
your control at some point. This can 
bring out feelings of regret but that 
force of regret cannot be applied to 
the past, only to the future – where 
you’ll do it better next time. 

The second things to shake apart 
are the Feels. They are normal, and 
you’re going to have to ride them 
out. The Feels come in various 
forms and sizes, and the tricky thing 
about these Feels is that they’re 
going to ask to borrow some words 
and shove it up to your brain-part. 
For example, Anger might use words 
like “F**k you, you stupid mother-
f**kerr! I worked my butt off studying 
for that exam! You and your stuck up 
institution can go f**k yourself!” Or 
Shame, who might use words like 
“I’m not good enough to be a part of 
this world. This is further proof that 
I’m worthless. I’m a disappointment 
to my family and friends. They’re 
better off without me.” There might 
be Sadness: “I tried, but my dream 
will never come true. This disap-
pointing reality crushes my stomach. 
I just want to be included.” Or maybe 
Jealousy which might say “I can’t 
believe they passed her and not me. 
I worked way harder than she did. All 
my friends are going to be together 
and I’m going to be left behind.” 

Now, I want to acknowledge that 
these feelings are real and they’re 
normal, but sometimes the words 
they use are not in line with reality. 
In the beginning, when the Feels 
are too big, you might have let them 
out in ways other than thinking. For 
example, with anger, you could beat 

the sh*t out of something that won’t 
hit you back, like a little brother an 
actual punching bag. Or you could 
scream your lungs into a pillow. With 
sadness: cry, but cry like you mean 
it. Really let it soak into your carpet. 
You did lose something and there’s 
grief in that. But this isn’t the end of 
the road, and your family and friends 
aren’t going to leave you. Rather than 
saying “It was meant to be.” I want 
to say “It just is.” The universe is not 
conspiring against you. This is now 
your starting point. It’s time to figure 
out what you’re going to do next and 
how you’re going to do it differently. 

Lastly, I want to say something 
weird. Failing is kind of awesome. It 
means you’re playing with your upper 
limit – and now you get to break that 
limit. A lot of people don’t reach their 
limit at all. They’re playing it safe. 
I’d respect you much more if you’ve 
tried and failed and tried again, as to 
you having never experienced failure 
and overcoming it. Those are just 
some thoughts, and I hope they help. 
Failure is a part of life, and it’s okay 
to fail because it means you’re trying 
and you’re pushing yourself. How do 
YOU deal with your failures and your 
Feels?
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1) Listen to what a patient 
tells you.  Be attentive!!! What 
might not seem too important to a 
doctor is often very important to a 
patient.

2) Never give up trying to get 
answers to a patient’s symp-
toms even if the common tests 
fail to find something.  The problem 
doesn’t go away just because there’s 
nothing showing up in a scan or 
blood test.

3) Take the time to see a 
patient to discuss results.  If 
nothing else it reassures the patient 
that you are being pro-active.

4) Don’t assume the symp-
toms are text book cases.  
Sometimes you might have to think 
outside the square and look for a 
cause that is far from obvious.  There 
may not be one thing causing symp-
toms but as in my case there were 
three problems at once with similar 
symptoms.

5) Never make a patient feel 
as though they are a nuisance 
or that their problem is insignificant. 
The patient wouldn’t visit you if it 
wasn’t important to them.

6) Be aware of a patient’s 
mental health particularly in 
chronic disease sufferers.  Their jour-
ney is often a long hard battle and 
can become a serious mental issue.  
The patient may not know they have 
a problem or may not be willing to 
ask for help.  Sometimes a doctor 
raising the subject opens the door to 
discussion.  Mental health is crucial 
for physical healing.

7) Show compassion and have a 
caring attitude.

8) Be passionate about what you 
do and enjoy what you do.

9) Have a plan in place to fol-
low up on patients, in particular 
chronic disease sufferers to make 
sure their medications and any other 
necessary care  are adjusted correct-
ly otherwise they may not be 100% 
for months until the next scheduled 
visit. They may be hesitant to ask 
for advice or unaware they need 
medications adjusted, thus suffering 
unnecessarily.

10) Don’t be afraid to ask your 
patient questions, research or 
seek advice from colleagues 
to get the answers you need to treat 
your patient.  Remember two heads 
are better than one and the person 
that benefits the most is the patient 
and in return you may gain some 
valuable knowledge.

Throughout my medical degree I’ve had opportunities to listen to the stories of many individuals. One of the most valu-
able things a patient can do is to open up and tell you about their illness. They are trusting that you will listen to their 
narratives with respect and non-judgemental ears. Some days, it may be easy to slip into routine and see a patient on 
the wards as “just another one,” to be treated and sent home. However, the reality of good patient care extends well 
beyond the consultation or diagnosis. Here are a few wise words a patient wanted to share with you on how we as 
medical students can improve a patient’s experience with a health care professional. 

Candace Tran
Med V - LCS
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If you’re considering GP, why not try 
these SAQs:

1) What is the difference between 
bulk billing and private billing, and 
when would you want to do each?

2) What are the 13 different practice 
incentive programs and how do you 
distribute the income from these 
among practice staff?

3) How does a sole trader, part-
nership or associateship model of 
practice ownership affect tax liability, 
profit sharing and decision making?

If your answer to these questions 
was: “I don’t really care, I’m just 
doing medicine to help people \/poke 
people with sharp objects” then you 
probably need a practice manager. 
What’s that? Glad you asked. 

A couple of weeks ago, about 20 of 
us from 3rd to 5th  year actually got 
around to reading our webmail and 
applied to go along to the Go Rural 
GP taster weekend. Set at the pictur-
esque/fancy Freycinet lodge, it’s an 
initiative run by Health Recruitment 
Plus, the state’s rural health work-
force agency (basically they try to 
encourage GPs to work in Tassie). 

The all-expenses-paid weekend 
focuses on the practicalities of run-
ning a general practice, with a few 

sessions run by the likable practice 
manager Gary Smith.  He manages 
a big practice in Sydney’s west, and 
talked about what practice managers 
do (there were pie charts involved). 
He also talked about how practices 
are financed, how government policy 
affects what GPs can do, how to get 
into the GP training pathway, where 
you can work as a GP registrar, how 
much you make as a GP registrar, 
and how much you can make as a 
big shot GP. This is all stuff which 
medical students have little expo-
sure to in our lecture theatres, so it’s 
interesting! 

On the second day we were prom-
ised practice scenarios, run by GPTT. 
We were visited by some actors and 
GPs from the east coast who ran 
four OSCE style scenarios. We had 
to discuss contraception with a well 

meaning naturopath, deal with a 
mother with post-partum psychosis, 
a boyfriend trying to conceal his STI 
from his girlfriend/practice reception-
ist, and manage a case of cocaine 
induced STEMI. These scenarios 
challenged all students but sent 
everyone away with a little more ap-
preciation for the complexity of rural 
general practice. We also had the 
chance to swap stories and network 
with some of the GPs, which is great 
if you’ve got a GP rotation there or if 
you’re considering an elective.

As for the practicalities, Freycinet 
lodge is lovely. Meals and accom-
modation are all free, and are top 
notch. I could easily get used to the 
lunch rolls with camembert cheese 
and smoked salmon, but that sort of 
lifestyle is at least a few more years 
away so we’ve got to take advantage 
of it when we can. You also get a 
good amount of free time in the after-
noon, so go for a walk and feel the 
sand of wineglass bay beneath your 
toes. You do have to make your own 
way there, but it’s a pretty drive and 
carpooling is a good way to develop 
friendships (just try not to run over 
any of the local fauna - my bad).

By the way, if you want to know the 
answer to the above questions, I’m 
not going to tell you (and it’s not 
just because I can’t remember the 
answers). You’ll have to come along 
next year and find out for yourself, 
and you’ll get a nice little holiday 
thrown in too. 

Declan Sharp & Chantelle Ferreira 
Med V - LCS

Go Rural GP taster weekend
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RUSTICA is the rural health society 
run by UTAS health science stu-
dents. Its main aims are to encour-
age students to work in rural areas 
after they graduate and to promote 
students from rural backgrounds to 
pursue studies in health science, 
particularly as students from rural 
backgrounds are more likely to work 
in rural areas once they graduate. 
Practising in a rural area provides 
different challenges from working in 
a city environment. These can be 
different (and often fewer) resourc-
es, less specialist care and a wider 
variety of presentations but it also 
includes a closer community, an 
increase in doctors’ skills set and 
flexibility in managing patients care 

with the resources available. RUS-
TICA aims to help prepare students 
for this, and encourages students to 
take on these challenges and hope-
fully provide them with opportunities 
to see the benefits of working in rural 
areas. 

RUSTICA provides many opportu-
nities to be involved in rural health, 
including community visits and 
scholarships to attend rural health 
conferences. They’re also well known 
for their skills sessions which give 
students a chance to brush up on 
clinical skills before the year starts, 
as well as giving teaching opportu-
nities to older students. Our most 
recent event was a trip to Sheffield 

District High where 4th and 5th year 
students ran workshops for the Year 
8 students, which included blood 
pressure, bandaging and plastering. 
Our upcoming events include anoth-
er skills session in Hobart, further 
school visits and hosting a rural 
students visit to Menzies, an oppor-
tunity to travel to Victoria to be part 
of the Indigenous Festival and great 
networking opportunities at our Rural 
Networking Dinner in August. 

Madeline Comfort (Med IV)
RUSTICA Media Representative
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Most of you may have heard of the 
recent debate in Tasmanian Parlia-
ment regarding the Tobacco Free 
Generation Bill. Everything started 
in August 2012 when the Legislative 
Council resolved in the affirmative 
a motion supporting the creation of 
a tobacco-free generation (TFG) of 
children born this century in Tasma-
nia, as well as progressively reducing 
the availability of tobacco products in 
Tasmania. Then in 2014, The Public 
Health Amendment (Tobacco-Free 
Generation) Bill 2014 was devised 
and developed to implement the mo-
tion passed by the Legislative Coun-
cil in 2012. It is a Private Members 
Bill devised by Independent Member 
Ivan Dean. 

Tobacco products and anti-smoking 
legislation are defined and contained 
within the Public Health Act 1997, 
thereby ensuring that oversight and 
enforcement is provided for in one 
Act under the auspices of the Direc-
tor of Public Health, who has a wide 
range of powers. This Bill is just one 
of many measures undertaken to 
reduce smoking rates in Tasmania, 
which are outlined in the Tobacco 
Action Plan 2011-2015 and the Year 
4 Report, available from the Depart-
ment of Health and Human Services 
(DHHS) on their website. The To-

bacco-Free Generation proposal is 
incorporated in the Tobacco Action 
Plan Year 4 Report.

The Bill WILL:
- Prevent the sale of tobacco prod-
ucts to persons born since the year 
2000, that is, members of the tobac-
co-free generation.

- Prevent the supply of tobacco 
products by licensed tobacco sellers, 
or their agents, to members of the 
tobacco-free generation.

- Provide that members of the to-
bacco-free generation must not give 
false identification to tobacco sellers 
and there would be a penalty for 
doing so.

- NOT prevent members of the to-
bacco-free generation from smoking, 
or attempting to purchase tobacco 
products. Members of the tobac-
co-free generation would not incur 
any penalties for smoking.

- NOT prevent friends and family 
from giving tobacco products, such 
as cigarettes, to members of the to-
bacco-free generation, however, they 
must not SELL tobacco products to 
the tobacco-free generation.

- NOT prevent “botting” of cigarettes 
by members of the tobacco-free 
generation. They would be able 
to acquire cigarettes from another 
person other than a retailer or agent 
and would not incur any penalties for 
doing so.

The Bill:
- Provides for a review of the legis-
lation, which must then be tabled in 
Parliament, when the tobacco-free 
generation reach the age of 21 years, 
in 2021;

- Provides for another review of the 
legislation when the tobacco-free 
generation reach the age of 25 years, 
in 2025 ; and

- Provides that the reviews of the leg-
islation be conducted by the Director 
of Public Health, who can recom-
mend amendments to improve the 
legislation so that it is more effective 
and efficient.

This Bill does not create an overnight 
ban on sales of tobacco products. In 
effect the Public Health Amendment 
(Tobacco-Free Generation) Bill 2014 
gradually raises the age for tobacco 
products to be sold to a person from 
18 years to 21 years, then again to 
25 years. The age of 25 years has 
been chosen as that is the age at 
which, according to currently avail-
able research, the young person’s 
brain and ability to make decisions, 
reaches maturity.
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The past few months have been 
really quite an experience for me. Ev-
erything started off in November last 
year when Dr. Cooling was looking 
for someone who was willing to head 
to Singapore for a 1 month intern-
ship with Prof Koong of the National 
University of Singapore (NUS). Prof 
Koong is the founder of the Tobac-
co Free Generation movement in 
Singapore and he has been working 
on it since 2011. While I was there, 
I attended the meetings he had with 
his team of NUS students regarding 
the Youth Summits they organise to 
promote TFG. The Youth Summits 
have been extremely successful and 
they have reached out to more than 
50 primary and secondary schools 
across Singapore. During my intern-
ship, I also had the honour to partic-
ipate in the script writing process for 
a promotional video he was going to 
film for TFG and I had the opportu-
nity to design a workbook activity for 
primary school students in Singapore 
that promotes TFG.

In March this year, I participated in 
my first ever international academic 
conference – World Conference on 
Tobacco or Health (WCTOH) as part 
of the TFG team. WCTOH is the 
premier international conference on 
tobacco control. It is held once every 
3 years, and it attracts thousands of 
academic and health professionals, 
non-governmental organisations and 
public officials from more than 100 
countries. WCTOH 2015 was held in 
Abu Dhabi and the theme was “To-
bacco and Non-Communicable Dis-
eases”. The TFG team consisted of 
the Singapore, Scotland and Tasma-
nian chapters, with Dr. Adrian Reyn-
olds and I making up the Tasmanian 
contingent. At the conference, I had 
the honour of speaking at a sym-
posium organized by Prof Koong 
as part of the TFG team as well as 
speaking at the Youth Conference 
plenary. I talked about the TFG Bill 
that was being debated in Tasmania 
as well as what medical students in 
UTAS plan to do in terms of outreach 
to schools across Tasmania.

TFG and Tasmania garnered a lot of 
attention from everyone at the con-
ference. The highlight was when Dr. 

Margaret Chan, the Director-General 
of WHO officially gave her endorse-
ment to TFG during the opening 
plenary.  I also had the privilege to 
speak with many of the visionaries 
in tobacco control such as Richard 
Daynard and Harry Lando who were 
very supportive of TFG and keen to 
see TFG succeed in Tasmania. Many 
of the youths were also very keen 
on starting similar TFG campaigns 
in their country and we exchanged 
ideas about how to do so. We have 
had interest from countries such 
as Sweden, Indonesia, Ghana and 
many more. As part of the TFG team, 
I also had the opportunity to talk to 
big philanthropists such as Bill Gates 
Foundation and Princess Dina of Jor-
dan who were very receptive to the 
TFG idea. I was also asked by the 
organizing committee to speak at the 
ending ceremony but sadly, I had to 
reject them as I was flying off on the 
last day of the conference. 

How can you be involved?

After the parliamentary debate on 
24th March, a vote on the proposal 
has been delayed with the bill now to 
be considered by a Legislative Coun-
cil committee. I am deeply saddened 
by this. At the conference, there was 
a lot of debate on plain packaging 
and what is the next big step after 
plain packaging for tobacco con-
trol. The answer to that is TFG and 
many people have come up to me to 
express support for the TFG Bill and 
their admiration for Tasmania’s lead-
ers for their courage and foresight in 
protecting the young. Many of them 
are envious at the possibility that 
Tasmania will be the first jurisdiction 
in the world to implement TFG and 
possibly the first in the world to finally 

achieve an endgame to tobacco 
control. Richard Daynard, a tobacco 
control expert said that if Tasmania is 
the first in the world to do so, many 
more countries will follow suit.

However, this does not mean that we 
should give up. In fact, we should be 
more determined to work harder to 
counteract the efforts of the tobacco 
industry. You can help by educating 
your friends and family members 
about the TFG Bill and how it pro-
tects the younger generation. We will 
need as much support as possible 
for the TFG Bill to pass. This is also 
where the TFG/Triple A program 
comes in. TFG/Triple A Program is a 
new community engagement initia-
tive in which year 3 and 4 medical 
students will go out to high schools 
across Tasmania to teach the youths 
about asthma and the importance of 
lung health and how the TFG Bill can 
help protect their generation. We aim 
to build a ground up movement and 
we want the youths themselves to 
say that they do not want to smoke. 
We want their voices to be heard by 
everyone, including the politicians 
and the tobacco industry that they 
are the millennium generation and 
that they are the TOBACCO FREE 
GENERATION.   

For more information about the TFG 
Bill, TFG/Triple A program or how you 
can be involved in the TFG move-
ment, please contact Edward Lim at 
vkelim@utas.edu.au

Edward Lim Vern Khan
Med IV - LCS
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WARNING
There have been reports that this 
July over SEVENTY UTas Convicts 
are conspiring their escape from the 
solitary confinement of Hollydene 
House. In their secret laboratory 
located in the Convict ruins beneath 
Menzies, the only sounds that can be 
heard are the frantic rustle of cos-
tume fabric, the occasional scream 
of a sewing needle stick injury, and 
the disturbing squelch coming from 
a drum labelled “the ‘erfect batch of 
body ‘aint”. With only two months 
until they plan to journey across Bass 
Strait to represent Van Diemen’s 
Land at this year’s AMSA National 
Convention, the excitement builds: 
clinics finish early so that rangers can 
get to the gym and have their bodies 
in top shape for the tug o’ war, before 
doing some last-minute medical bed-
time reading in preparation to take 
out the Emergency Medical Chal-
lenge. However this enthusiasm does 
come at a cost; there have been 
various concerns from Dr Assen-
heimer that the first years have been 
omitting the letter between O and Q 
on their midsemester exams.

Needless to say, the City of Mel-
bourne will not know what hit them 
when over 2000 of Australia’s most 
eager, enthusiastic and engaged 
medical students arrive at their 
doorstep. With Convention Convict 
numbers not this high since the days 
of Head Two Tassie (1997), Tempta-
tion Island (2004) and Into the Wild 
(2010), things are looking ‘ositive for 
Tasmania’s future involvement with 
AMSA Convention (Hobart 2017?)!

National Leadership Develop-
ment Seminar
Applications for this year’s National 
Leadership Development Seminar 
open on the 26th of April. NLDS 
is the premier academic event run 
by AMSA, aiming to challenge and 
develop the leadership in some of 
Australia’s brightest young minds. 
The conference will be held later this 
year in Canberra between the 12th 
and 16th of September.

Global Health Conference
Registration for this year’s Global 
Health Conference is approaching 
with tickets going on sale from May 
20! This year’s GHC held between 
the 26th and 30th of August in Perth 
is set to be a cracker! Everything 
you need to know about GHC this 
year can be found on their website: 
ghc2015.amsa.org.au!

As always, if you have any questions 
about AMSA or how to get involved, 
please get in contact with Mason 
Habel or myself.

David Titchen (Med IV)
AMSA Rep
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1. Don’t give anyone rea-
sons to pick on you. It might 
seem obvious but being on time 
and well-dressed make a difference. 
Even if your registrars aren’t usually 
on time. Give a good first impression 
and let confirmation bias work for 
you. 

2. Be enthusiastic. This is 
pretty self-explanatory but hard to 
remember when you’re overworked 
or bored. If you can’t muster up any 
enthusiasm then try talking to pa-
tients beforehand, or check on their 
files and results. Give yourself a 
sense of ownership for the case. If all 
else fails, there’s always coffee in the 
break room.

3. Take care of yourself. 
You might think you’re on the bot-
tom of the food chain but no one is 
actually going to eat you. It’s okay to 
politely excuse yourself to the bath-
room, get some fresh air or a very 
quick coffee – especially if you’re 
about to pass out. 

4. Be assertive. People appre-
ciate it when you can confidently ex-
plain what you’re doing and why. You 
can also volunteer answers in ward 
rounds if you know them. (But always 

give the person to whom the question 
is asked a chance to answer first!) 
Tread the line between assertive-
ness and cockiness carefully, unless 
you’re on Ortho of course. 

5. Be prepared. Assertiveness 
is best when accompanied by some 
knowledge. This means read up on 
your patients and your subspecialties 
beforehand. 

6. Problem solve. Avoid 
approaching your clinical supervisor 
saying you can’t do X because of 
Y. Think about how you can work 
around Y. If your patients don’t know 
their medications, don’t just tell your 
registrar “I couldn’t get the Hx.” Look 
for other source of information. Ask 
the patient who their GP/pharmacist 
is. Then you can ask your registrar if 
you could give the GP a call. If you 
don’t know a how to suture, don’t just 
say you can’t do it. Ask if you can be 
taught to do it. 

7. Be friendly with sup-
port staff. This includes the 
nurse, ward clerk, and everybody re-
ally. Introduce yourself and learn their 
names. Smile! Ask them if you’re in 
the way of their work before they tell 
you. This will make a huge difference 

to your time on the wards. 

8. Ask questions. This demon-
strates interest and an eagerness to 
learn. And don’t limit your questions 
to the doctors. Ask support staff 
about procedures and how things 
work on the ward. This’ll help you 
not looking like a lost student. Also 
recognise when it’s a bad time for 
questions and save them for later. 

9. Use the opportunity. 
When someone asks if you would do 
something clinical – always say YES. 
If you don’t know how to do it – ask 
to be taught. You’re there to learn so 
practise taking history taking, exam-
ination, procedural skills, clerking 
and oral presentation. And if you’re 
not immediately offered something to 
do – ask.

10. Don’t be stupid. You will 
never get kicked out of medical 
school for not showing up to one 
day of placement, BUT you can get 
kicked out for showing up to place-
ment hungover or drunk. Don’t be 
stupid.

Gab Dejanipont (Med V)
TUMSS Publications Officer 
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Relay for life is the 24 hour relay (or 
only 20 hours if you’re feeling a little 
bit lazy and are at the Hobart event) 
raising funds for the cancer council. 
This year TUMSS once again had a 
Launceston team but also took part 
in the Hobart event for the first time.

We had bake stalls in both Hobart 
and Launceston, and along with 
donations, raised $1099.05! 

The Launceston event was over 21st 
and 22nd of March and saw the 4th 
and 5th years brave the chill at St 
Leonards sports ground to complete 
24hrs of laps with the team complet-
ing well over 100kms. Luckily there 
was no rain, but we nearly lost our 
team tent after it blew away but was 
rescued by our neighbouring kilted 
Scottish team. It did however suffer a 
few broken poles so we may have to 
find a new one for next year. 

Hobart’s relay was the following 
weekend (but unlike Launceston only 
ran for 20hrs) and saw medlets from 
all years doing laps at the domain. 
Our team baton was a set of scrubs 
and a stethoscope making us all look 
very doctor like, though Darth Vader 

and his storm troopers probably beat 
us in the costume department! 

Both events started with a survivors’ 
lap, where cancer survivors and their 
carers opened the relay by walking 
the first lap while being cheered on 
by everyone at the event. There was 
live entertainment throughout both 
days to keep people moving round 
the track. During the evening there 
was a candlelit ceremony, where 
people were able to light candles to 
remember those they’ve lost to can-
cer and to support those living with 
the disease. The relays ended with 
the closing ceremony where all mem-
bers from teams did their final lap 
together carrying their team banners 
and batons. 

A massive thank you to everyone 
who gave their time (especially 
those who covered the 3am shifts!), 
baked or bought from our cake stalls 
and donated to our team. A special 
thanks to Sally Perks for organising 
our Launceston team. Hopefully we’ll 
see you all again next year!

Madeline Comfort (Med IV)
TUMSS Philanthropy Officer

Want to make an impact during your 
time at med school? 

But seriously, we know that a lot of 
people enter medicine with dreams of 
becoming an MSF doctor, or working 
with the UN to address global health 
inequalities -- or maybe just a vague 
inkling they want to help those less 
fortunate. 

That’s where we come in. IMPACT, 
as UTAS’s AMSA-endorsed Glob-
al Health Group, exists to connect 
UTAS medlets with the world of 
Global Health. We are all about 
helping you reconnect with some of 
the reasons that made you choose 
medicine, and opening your eyes to 
new possibilities. And if private jet 
ownership really is your endgame, 
we also throw great parties (for great 
causes).

We can’t do this alone - so we work 
with a range of organisations and 
other med socs, including TUMSS, 
Doctors for the Environment Aus-
tralia, ISSUE, the Red Cross, and 
the AMSA Global Health National 
Executive.

Who are these AMSA Global Health 
people, we hear you ask? These 
guys are a super passionate bunch 
of med students who are committed 
to bringing amazing global health 
projects to med schools across the 
country. They run lots of impressive 
projects and advocacy campaigns, a 
Global Health Conference (GHC) and 
even have their own journal, Vector.  
Our role at IMPACT is to keep UTAS 
medlets in the loop, and bring excit-
ing national projects such as Code 
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Green and Crossing Borders For 
Health to Tassie, as well as planning 
and running our own independent 
events, in line with the interests of 
the good people of UTAS.

There are two main arms to IMPACT: 
Academic, headed by Academic 
Officer Eliza Nolan, and Social, with 
Saranga Jinadasa at the helm. Our 
other exec members are Keira Nair 
(VP/ Sponsorship), Rebecca Kelly 
(AMSA Global Health rep), Oliv-
ia Chung (Treasurer/ Secretary), 
Natasha Abeysekera (Environmental 
Officer) and Linden Scholles (Promo-
tions).

IMPACT Academic 2015

IMPACT’s academic program aims 
to offer medlets an opportunity to 
look beyond the medical curriculum 
and engage with their passion for 
global health. Are you interested in 
environmental health? Refugee and 
asylum seeker health?  Working in 
conflict zones? Are you into infec-
tious disease control or tackling the 
rise of non-communicable diseases? 
No matter where your global health 
interests lie, IMPACT’s academic 
program has something for you. 

Some dates for your calendar:
Sat 2nd May - International 
Humanitarian Law workshop. 
Want to know what it’s really like to 
work in a conflict zone? IMPACT 
teams up with the Red Cross to bring 

you a workshop packed with stories 
from the field, and vital information 
about International Humanitarian Law 
- and what it really means for medical 
professionals.
Tue 19th May - 
Electives Night. 
This evening is an absolute must for 
anyone embarking on a medical elec-
tive in the next few years (that’s most 
of you!). Come along and be inspired 
by stories of medical electives from 
across the globe (and score some 
free dinner while you’re at it!)

Keep your eye out for:
The IMPACT Lunchtime Lec-
ture Series is back this year - keep 
an eye on your emails for more 
details! Look forward to some amaz-
ing speakers to keep you inspired 
throughout the year! Already lined 
up: an insight into working in war-torn 
Sudan, the health impacts of climate 
change, and refugee mental health.

IMPACT Social 2015

We understand that Medicine is a 
very intense degree. Sometimes we 
all need some light-hearted moments 
in order to let our hair down and have 
a little fun with the people around us. 
IMPACT has always provided ample 
opportunities to socialise, all while 
still supporting a variety of amazing 
causes (i.e. party in the name of 
charity!). Well, this year is no differ-
ent. We hope to throw some epic 
parties that will knock your socks off! 

We’re off to a great start with Quiz 
Night being a raging success, raising 
$2700 for the Sudan Medical Relief 
Project!

Some dates for your calendar:
Sunday 26th April - 
IMPACT+DEA bushwalk
We team up with Doctors for the 
Environmnent Australia to bring you a 
half-day walk featuring beautiful wa-
terfalls and the chance to chat with 
doctors and med students interested 
in protecting human health and the 
environment.
Saturday 26th October - 
Red Party
The biggest IMPACT party of the 
year! Red Party is back with a bang 
this year, once again promising a 
good time socialising with medlets 
and non-medlets and at the same 
time raising awareness and funds for 
HIV/AIDS. So come along and enjoy 
one last hurrah before knuckling 
down to study for exams!

And be sure to keep your green 
thumbs out for all the tree-rific events 
IMPACT Enviro has been cooking up 
in the greenhouse!’

Also coming up:
The ISSUE/ IMPACT Benefit is 
back: we’ll have some top-notch local 
bands playing great music in order to 
raise funds for rural healthcare proj-
ects in East Africa! Watch this space!

So, how does one get involved 
with IMPACT? Firstly, come to our 
events. If you’re super keen, we’d 
love to have you on a subcommittee 
- chat to an exec member or email 
impact.utas@gmail.com to find out 
more.

makeanimpact.org.au
facebook.com/impactUTas

Lydia Birch (Med IV)
President of IMPACT

Eliza Nolan & Saranga Jinadasa
(Med IV)
IMPACT Co-Academic Officers
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Congratulation to Declan Sharp!, who has showed an 
extraordinary effort with his photo. Lookout for your 

free hoodie in mail. Thank you to everybody who has 
sent in their photos, and the others who ‘agreed’ to 

have their photos taken at uni. You all look fabulous. 
As a token of appreciation, we’ll organise to send the 

TUMSS bottle opener out to all of you.  XX
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upcoming events


