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Women in Surgery

Dr Phoebe Chapple was one of 15 Australian female doctors who struggled against existing prejudices of the
armed forces to successfully serve with distinction on the Western Front during the Great War. In 2015 the
role of women in surgery has been under the spotlight with allegations of bullying & harrassment and prejudice in a male dominated profession. Over the next two issues you can read the personal experiences of six
female surgeons at varying levels of seniority and consider if society has changed or remained stagnant.

Editor’s Ramblings
V Muralidharan

Temporal Dyspnoea!!
I am gasping for time

Well, it isn’t every day you wake up and get to coin a
new phrase or expression. The words “I am gasping
for time” essentially sums up an increasing phenomenon I have been feeling in the past few years for
which I hadn’t put together a descriptive term until
recently. Dyspnoea may be defined as awareness
of ones breathing where the effort of breathing increases to the point of becoming noticeable by our
consciousness. So when you are short of time you
get a form of dyspnoea or “Temporal Dyspnoea”. The
phrase doesn’t come up on google or wiki or any of
the online thesauri or dictionaries. There you go, birth
of a new phrase.
We’ve all felt this phenomenon when the number of
things that we need to achieve in a given period of
time is overwhelming and you are honestly unable to
prioritise as they all impact on your life in significant
ways. I often joke about having a great “work-work”
balance and “life” just looks in from the outside but
sometimes it can actually become a reality. In hindsight I first felt this as a surgical intern at the Alfred
Hospital in what was then General Surgery Unit 4
(UGI/HPB) and later the vaunted Vascular Surgery
Unit. Balancing the ward management of 30-40 patients, 6.00am ward rounds, doing all the elective admissions, booking elective theatre (no liaison nurse)
finishing up at 10.00pm or later along with formal unit
ward rounds on Saturday and routine ward rounds on
Sunday, I could only envy my registrar who seemed
to saunter in for the rounds and then spend most of
the time in theatre. Surely life would be much easier
as a registrar. Then I got on to the training program
and realised how wrong I was and that in addition to
the increased responsibility one always ran short of
time to do all that was necessary. Insight was developing but rather embryonic at that stage.
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I forgot about my intern days and looked forward
to being a fellow and then a consultant. Well as a
consultant we have things much easier wouldn’t
we? You just tell the registrar or fellow to do all the
hard work… and so as time moved on it proved me
wrong.
While thinking on how I could build this phenomenon
in to a theme for “Laminas” my thoughts crossed
over to the fairer sex. If we all face such time constraints in the various stages of our lives, how do
women in surgery balance their lives, especially when
pleasantly burdened by bundles of joy? Prompted by
the recent awareness on harassment, bullying and
the media circus on sexual harassment and a timely
suggestion by Nicholas Low, one of our previous coeditors now enjoying SET training in Geelong I decided to ask a number of female surgeons to write
on their experiences.
Suffice to say the response has been phenomenal
and as always I am astounded to see the literary
qualities of our colleagues. From across the Tasman
Elizabeth Dennett, Colorectal Surgeon and current
chair of the Board in General Surgery (BiGS) starts
the ball rolling with Queensland HPB & Liver Transplant Surgeon and deputy chair of the BiGS, Kellee
Slater following on. Representing Victoria we have
Breast Surgeons Caroline Baker and Wanda Stelmach
as well as more recent graduates Christina Foley and
Rhiannon Koirala.
Given the voluminous content, these articles will be
spread across two issues. This issue has clearly been
delayed by a few months and I have no hesitation
in laying the blame for that squarely on “Temporal
Dyspnoea!”
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Training Corner
V Muralidharan

Strategy or Tactics
Strategic Workshop for General Surgery SET

the identification of training issues, changing healthcare needs and sometimes due to political climate
and external pressures.
In February 2015 the Board in General Surgery conducted the first Strategic Workshop to review and
identify issues facing General Surgery training. Five
groups brain stormed on the following topics:
Operative experience & logbook
Assessment & Competency
Structure & Requirements of the training program
Supervisors
Accreditation of Training Posts
Much was achieved by identifying major issues and
four working parties formed to delve in detail in to
the first four areas. The working parties spent most
of the second half of 2015 developing future directions many of which are exciting, evidence based and
should improve surgical training. Particular attention
was placed on minimizing the impact on supervisors
and surgeons in achieving these requirements.
Suffice to say in the coming months and years the
training program should evolve gently towards true
competency based training.
Surgical Training in Australia has progressively undergone changes since its inception mainly for the better. However most surgeons, supervisors and trainees would no doubt remember some decisions that
were controversial at best and potentially disastrous
at worst.
General Surgical training in Australia is currently delivered by GSA and in New Zealand by our counterparts
NZAGS. Changes previously been brought about by
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Pathfinder
Elizabeth Dennett

Kiwi to Kolorectal Surgeon
Chair, Board in General Surgery, RACS

I must admit I was surprised to be asked to contribute something to this volume of Laminas as I am the
sole Kiwi in the midst of some fairly illustrious Australian company. I do believe the driver though was
to gain a wide perspective of how things have been
for female trainees and surgeons over the years in
light of the recent headlines about how difficult it has
been for women due to harassment and bullying.
After high school I travelled and worked for two
years. It was the best thing I could have done as
I didn’t get entry into medical school after year 12.
In addition the medical school I finally went to were
at that time telling female applicants to give serious
consideration to applying as many were trained and
then gave up to have families and it cost the country
a lot of money! It was a seriously archaic attitude that
I paid no attention to as I knew medicine was what I
wanted to do and I knew I wanted to be a surgeon.
When I finally went to University I was prepared to
work and did so well in my first year I applied for
entry into the second year of medicine and was successful.

Born in England, educated around the world, medical school in New Zealand graduating in 1990.
Took sometime out to do research and completed
fellowship in 2000. Undertook post-fellowship
training provided by the Colorectal Surgical Society of Australia (now CSSANZ). Returning to New
Zealand in mid-2003 to a joint appointment with
Capital and Coast District Health Board and the
University of Otago, Wellington as a general and
colorectal surgeon.
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As a 4th year medical student I had 2 five-week
blocks of general surgery – they were fantastic and
it just confirmed I had made the right decision about
surgery. I was fortunate to work with some great
registrars and consultants who were never anything
but supportive. I was never made to feel my choice
was wrong or I wouldn’t succeed in fact my bosses
from this time became mentors, they wrote me references for training and were there again when I applied for colorectal training.
Interestingly though my second year class was the
first time Otago University had an absolute majority
of female medical students, we made up 51% of
Laminas - Austin General Surgery Training Quarterly

the class (now its 60-65%) and yet this figure is not
reflected in how many of us took up surgery.  The
last time I checked (I could be wrong as I don’t know
about those overseas) of 87 females I am the only
one who did surgery (<1% of the class).
I undertook my general surgery training in New Zealand in the 1990s. It was still a time of few female
surgeons – I never met one until I was doing my
research and at a meeting she told us that women
should think seriously before starting a surgical career and definitely shouldn’t do it if they start after
30 .   Of the then 40 trainees in NZ I became the 4th
female. I really didn’t think much about it but clearly
others thought it would be stressful. When I went to
my selection interview I had one of my bosses take
me aside and apologise for what I was about to go
through, as there would be 13 men with me the only
female sitting in the middle of the semi-circle they
would form around me. I think forewarning me was
designed to make me feel less intimidated about the
experience, I really enjoyed it because in those days
it was very free-ranging as anything could be asked
and those that know me know that when given a
chance I will talk. Someone else took my mother
aside and told her she was allowing me to do something that was a man’s job!

When I started my training we could be with one
team for 12 months and this is what happened to
me. Everyone told me the Professor of surgery I was
going to work for was particularly hard on females,
yes he was hard but he did not treat me any differently to the way he treated everyone. He was a hard
man to please, in todays environment he would be
considered a bully but he never made me feel that
the way he treated me was because I was female,
I never felt I had to better than my male colleagues
to be seen as their equal. Now when ever I get a
chance I always catch up with him, he has always
remained interested in my career and has provided
good advice over the years.
My second year though was the first time I came up
against anything you could consider discrimination.
The first instance was when I suddenly found all the
surgeons in the department kept asking me if I had
chosen surgery because I liked to sew when I was
younger. They were serious but after awhile it was
no longer a joke to me, when I started to asking if
they asked the boys the same thing it stopped. The
second was my bosses telling me ‘of course you will
want to do breast surgery’. This was assumed because I was a female.

I went to Timor as civilian surgeon with the NZ army for the last 2 months of my general surgery training
in 2000. First night there crash c-section, my first c-section ever and this is the baby.
Vol 2 Issue 2 August 2015
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Unfortunately the effect was to ensure that I never
considered breast surgery and when I applied for
the colorectal training scheme I said one of my motivations was that I would never have to do another
breast operation (apologies to my breast surgeon colleagues).

At no time in my training was I ever made to feel
being a female was somehow disadvantageous to
me or I had to work harder than my male colleagues.
However, post fellowship I went to Australia on what
was then the CSSA training program and things radically changed.

After two years I took time out to do research, and
all I will say about this as I say to anyone contemplating research – choose your supervisor(s) well. It was
advice I was given but did not understand until it was
too late.

I will not identify the hospital other than to say I have
never been so miserable in my life. It was awful
and when I think about it I still get quite upset. The
unit atmosphere was toxic and I experienced bullying boorish behavior at its worst. The only thing that
got me through were oddly enough the words of U2,
“you know that your time is coming round so don’t
let the bastards grind you down” (Acrobat, 1991).
That became my mantra.

My return to the final years of my training saw me in
Auckland and suddenly there were a lot more female
trainees. Again brilliant bosses, again a Professor of
surgery everyone said was difficult and not supportive of female registrars. Again this was not proven
to be true.
Right up to the end of my training I had had nothing
but support, even when on a whim I asked to go to
East Timor for the last two months of my final year
– it was made easy for me and I wasn’t even in the
army.

The following year was a complete 180 degree
change – I loved it. My bosses asked me why I hadn’t
said anything about the previous year. I couldn’t say
it was because I thought I had anything to lose, I
had my fellowship and I did not plan on staying and
working in Australia. I think what people don’t realize is that when things are bad you start to feel quite
isolated (I know I did) and depressed there seems

Registrar training day August 1998 - Ropes Course: the man in white directing my passage through the
ropes is future college president Ian Civil and then Chair of the NZ national training committee
6
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SRS meeting Leura 1998 - Auckland contigent: Professor Bryan Parry, Professor Ian Bissett, Dr M Bonham, Professor John Windsor and myself. Sure are a lot of Professors at Auckland hospital!
no solution – but I was not going to let the bastards grind me down. I experienced bullying at work this last
year, I am a consultant and it was still difficult but this time I made a complaint.  It was also the reason why
when my registrar told me a trainee was having problems at another hospital I did not hesitate to pick up the
phone and offer support.
Throughout my career my biggest supporter has been a surgeon from Invercargill by the name of Murray
Pfeiffer.   I was a 4th year student with this surgeon way back in 1988 and we are still in contact.   I was
extremely lucky to find a great mentor very early on in my medical career, he has provided advice, support
and references since day one. Even now when we catch up I still get advice and I am always grateful. For
me it was and still is invaluable and I think it is a shame that many trainees do not have similar mentors or
even a mentor at all. You simply cannot under estimate the value of unbiased support from someone who
understands the job.
I have really enjoyed all of my time involved with trainees both at work and on the various committees I have
been involved with.  I know I have broken a few glass ceilings (first female chair NZ national training committee, first female NZ general surgery examiner, first female chair Board in General Surgery) and I am proud
of my achievements but it is not the reason for doing it. I am a believer in ‘if you want to effect change then
you need to get involved’ I also enjoy the collegiality and have made many good friends. I would like to see
more female surgeons getting involved.
I feel I am supposed to finish this with some profound words of wisdom.  I have none.  I for one do not
believe that sexual harassment is a huge problem in surgery but I do know bullying occurs but cannot really
say it is any worse in surgery than in any other profession. It is contextual, I am sure most of us have experienced the odd incidence of the wrong thing being said or done. What we need to stop is the repeated,
persistent bad behavior from a few – both male and female.

Vol 2 Issue 2 August 2015
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Pathfinder
Christina Foley

Women in Surgery
The challenge of work-life balance

I recently chaired a session of the St Vincent’s Surgical Forum titled ‘Women in Surgery and work-life
balance: training, practice models, job sharing and
family’. Listening to the experiences of a couple of
incredible female surgeons who had paved the way
before me and then marvelling at the way a senior
trainee had the drive and determination to juggle the
demands of training with the challenges of starting
a family made me pause and reflect on how I ended
up here myself.
Being a surgeon was not what I had envisioned as
my career path when I entered medical school and it
was even less on my radar when starting my Intern
year. I was the medical student who repeatedly had
to unscrub, pale faced, light-headed and absolutely
mortified. To say that surgery was on the bottom of
my list of possible career preferences would be an
understatement.

Christina is a specialist breast and endocrine surgeon who obtained her FRACS in 2008 having
trained through the Austin Hospital. She completed fellowships in breast and endocrine surgery at
St Vincent’s Hospital, Melbourne, Princess Alexandra Hospital, Brisbane, The Cleveland Clinic, USA
and the John Radcliffe Hospital, Oxford, UK. On
return to Melbourne in 2013 she was appointed as
a consultant breast and endocrine Surgeon at St
Vincent’s Hospital, St Vincent’s BreastScreen and
the Peter MacCallum Cancer Centre.
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A series of chance circumstances meant that I ended up working at the Austin as an Intern, which ultimately led to my now being a surgeon. As part of
my grand plan of becoming a GP I requested a country surgical rotation (where better to get exposed to
bread and butter general surgery?) and was rotated
to the country early in the year.
On my first day as a surgical intern I dutifully arrived
at 7:00am to prepare for the ward round to find the
charge nurse asking me where on earth I had been?
Theatre had been calling and I’d better get there now
as an emergency AAA was starting. From there my
day went down-hill. I had to unscrub 3 times during
the case and was aching everywhere from retracting
with muscles I never knew existed. I recall phoning
home that night distraught and stressing about how
Laminas - Austin General Surgery Training Quarterly

I was going to show my face the next day (with an all
day theatre list scheduled) let alone survive 10 weeks
of surgery!
However, from the next day onwards, things changed
for me. I found myself working for surgeons who
were passionate about surgery and was surrounded
by registrars whose enthusiasm for all things surgical
was infectious. I was encouraged to get involved with
cases in theatre… a little suturing here, a little dissection there and I no longer felt nauseated in theatre –
no more unscrubbing! Not only did I fall in love with
the hands-on aspect of surgery but was also drawn
to the fact that the treatment we provided had an immediately evident impact on a patient. We could remove cancers, cure appendicitis and so much more!
10 weeks later I returned to Melbourne with a signed
application for surgical training and that, as they say,
was that!
I was fortunate to have experienced a fairly smooth
path from internship, to through residency and then
registrar training. The 6 months spent at anatomy
school were a real highlight of residency…if only
those pesky Part I exams hadn’t been looming on the
horizon, it would have been perfect!! I will be forever
appreciative of the fabulous rotations I was given by
the Austin and grateful to each and every surgeon I
worked with along the way.
I have to admit that my being a female surgical trainee was not something that I felt particularly aware
of during my training. In hindsight, and in light of the
recent press surrounding bullying and workplace harassment, I feel extremely fortunate and privileged
to have had the experience in surgical training that
I did have. Perhaps I should be grateful to my mentors and the surgeons that I trained under for the way
they taught and treated me? Perhaps I just should be
grateful to those female surgeons who preceded me
and forged this smooth path that I experienced? And
perhaps I was blind or ignorant to what is nowadays
reported as bullying and harassment? Either way, I
never once felt as if I was treated differently because
I was a female surgical trainee.
Actually, there was one aspect of being a female
trainee that did influence me. My work wardrobe is
very simple to change into and I can change out of
scrubs into work clothes really fast! As many of you
know, locker-room discussions are as important to
surgery as they are in sport. As a resident, I learned
that critical decisions are often made in the informal
“ward-rounds” being held in the change-room preand post-theatre. The only problem was that I wasn’t
Vol 2 Issue 2 August 2015

in the same change room as my consultants or registrars (the vast majority still being male)! So it would
be a constant race to get changed after theatre so I
could catch-up with them (before they seemingly dispersed to all four corners of the hospital) and find out
if we were indeed going to pull-out Mr Smith’s drain
tube, or take Mrs Clarke back to theatre. If not, (with
them being men) they would invariably forget that I
wasn’t there for the discussion and would forget to
tell me!
And yes, there has been one time when being a
female has had a physiological disadvantage. I was
assisting my husband (who happens to be a colorectal surgeon) and had multiple waves of nausea during the case, precipitating me to have to unscrub. (I
thought the days of lightheadedness in theatre were
over with after my internship!) Well, being pregnant
with morning sickness can do it to you! Luckily, the
colorectal fellow who came in to take over from me
kept dutifully “mum” as we hadn’t let the cat out of
the bag at the time.
More seriously though, there are, of course, challenges that come with surgical training. The life of a surgical trainee is pretty intense – there are relatively long
hours such that the job can be physically as well as
intellectually exhausting. There is a constant pressure
to ‘perform’ and be ‘decisive’ when the consequences of a ‘wrong decision’ weighs constantly upon your
mind. These are challenges that all surgical trainees
face, ones that are essential to preparing for life as a
surgeon, not just a female surgeon. As a second year
registrar many of my friends were working part time
and were meeting for a weekly girl’s lunch, which I
never once made. I occasionally thought about how
lovely it would be to join them but in the end it was
simple. I loved surgery and simply couldn’t think of
any other field of medicine that would give me anywhere near the same job satisfaction. Surgery is a
skills-based profession and it requires time on-site
and in theatre to gain adequate experience. It is the
nature of the job and it is tough for everyone.
Finally, I can’t talk about my experiences without
mentioning my family. Surgical training and life as a
surgeon is undoubtedly demanding, with sometimes
inflexible, long hours and high expectations. A supportive and understanding partner is invaluable, as
sacrifices do at times need to be made to your social
life. Of course, it is one thing to sacrifice your own
social life to fulfil a dream of being a surgeon, as well
as getting the immediate professional enjoyment and
sense of achievement associated with the work we
do. It is another thing for your partner to understand
9

this. I am fortunate that he is a surgeon with a very
similar attitude as myself, and we both understood
what was required for our surgical training. We both
wanted to travel and work extensively overseas, and
so we put off having children as well. This worked for
us, but is clearly not for everyone. I take my hat off
to all those who have managed to have a newborn,
work as a registrar with the attendant long hours all
whilst studying for surgical exams. Even with my
hands-on and very supportive husband by my side, I
know I could not have done it.

My goal has been to keep one day a week work-free
so as to spend that day with her and even this has
proven difficult to achieve – but for the most part I’ve
managed … so far. I have chosen to keep most of my
work in the public hospital system where the workload is constant and relatively predictable. I have
been fortunate to work within the private practice of
a senior and experienced surgeon who has enabled
me to gain experience within the private system but
has also been very understanding of the fact that I’ve
been keeping a fairly low profile.

Our daughter is now one and a half years old, and she
brings us more joy than we could ever have hoped
for. Surgical training has held me in good stead for
having a child (at least a baby-come-toddler). Sleepless nights with multiple interruptions is akin to having the pager going off constantly, interaction with
bodily fluids doesn’t put me off, having to drop things
to attend to unforseen emergencies (like not having
anymore biscuits), and breaking bad news (like telling
her there aren’t any more biscuits) all feel strangely
familiar.

To summarise, I feel extremely privileged to have had
the training that I’ve had in surgery. It’s certainly a
long and tough road at times and it’s not for everyone. It is important to embark on a surgical career
with eyes fully open. I feel that a true passion for
surgery is essential; otherwise the struggles along
the way will never feel worth the sacrifice. The rather
sobering statistic is that whilst the intake of females
into surgical training has steadily risen, women still
account for the majority of trainees failing to progress. I’ve read many articles commenting on the
pervasive gender inequality experienced by female
surgeons and surgical trainees. Luckily, either I’ve
been constantly shielded from this, or perhaps, as
mentioned previously, happily unaware. And whilst I
may not necessarily agree with those that feel that
bullying and harassment is endemic throughout surgical training, I think it is important that the College
has taken these allegations seriously and appears
to be taking action to ensure that any such culture
will not continue. This can only be a good thing, and
make what I feel was already a rewarding profession,
even better.

I do find it a continual challenge to find the ‘perfect’
balance between life as a surgeon and being a good
mother. One advantage of having our daughter after completing our fellowship was that I had more
control over how much maternity leave I took and
how much work I went back to. Nevertheless, even
though I took 8 months off (much more than many
of my female colleagues) I still struggled with the return to work and placing our daughter into someone
else’s care.

GSA Trainees Weekend
RACV Torquay, 13 - 15 November 2015
10
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Workshops
V Muralidharan

Surgical Simulation Workshops
The Austin Experience

The one part of surgical training that is supported by
an overwhelming weight of evidence is in value of
simulation in training. Extending from the military experience in all areas on land, air and water to industrial, architectural and emergency services, simulations
in training have become embedded in most aspects
of education and training. Within the realms of medical education simulations have made inroads into not
only undergraduate education and examinations but
also in to sub-specialty surgical training.
Interestingly training in General Surgery within the
field of medicine and learning to drive a motor vehicle
within the community are two areas that have resisted wide spread application of simulations. It would
make much sense for a teenager to train on a simulator and be assessed as being competent before
starting to drive a 1 ton four wheeled metal beast
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that could pose a potential threat to the community.
Similarly all areas of general surgery could benefit
from pre-emptive simulation exercises. Extending
from group simulations to understand team work
and etiquette in theatre to assessing patients in the
emergency department, managing critical events
and of course practicing surgical procedures are all
areas aching for introduction of simulation training.
Some sub-specialties are way ahead of us General
Surgeons. Neuro-surgical trainees are now able to
practice craniotomies on 3D printed replicas of real
patients; ENT trainees are moving from learning to
burr the mastoid on cadaveric bones to 3D printed
models. Cardiac surgery trainees will never place a
suture on a coronary graft until they are assessed on
a beating heart simulation model. Why are we General Surgeons so far behind?
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Bowel Anastomosis Workshop
sponsored by Johnson & Johnson
12
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UGI Anastomosis Workshop
sponsored by Applied Medical
Vol 2 Issue 2 AUG 2015
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There are a number of reasons as to why simulation
training is insisted upon before one starts to drive an
armoured vehicle, mining drills, sail a submarine or
fly an aircraft but not consider it for the family sedan
which can be a potent weapon in the hands of the inexperienced and uninitiated. Chief amongst them is
the numbers game with General Surgery and family
sedans having numbers that outmatch their counterparts.
In General Surgery, at varying frequency, simulation
training rears its head supported by those who are
passionate about it. The initial flurry often disperses
with a whimper as the logistics of providing standardized simulation training across the two nations
to 400+ trainees looms its ugly head. The previous
attempt to impose FLS to all surgical trainees is an
excellent case-in-point. Another issue is that trainees
do gain immersive real life pseudo-simulation while
assisting or operating under supervision by the surgeon. The critical factor is that while most trainees
are learning in real life the surgeons are simultaneously accomplishing their public duties as well.
Simulation programs unfortunately are time and personnel intensive for an entire cohort of people who
all suffer to some degree “Temporal Dyspnoea”!

14

Surgical Simulation Workshops for General Surgery
trainees at Austin was built slowly over a number of
years building on the foundation of surgical workshops supervised by Michael Fink at the RACS skills
center for junior trainees. In 2014 two workshops
supported by industry were conducted on bowel
anastomosis and UGI anastomosis.
This was expanded to five workshops including one
on colonoscopy supported by the State Endoscopy
Training Center. The two workshops from 2014 were
repeated and two more added including an US Workshop and one on Laparoscopic Inguinal Hernia. The
workshops are aimed at Surgical Residents, NONSET Trainees and Junior SET Trainees and the feedback to date has been very positive. The negative
aspect is that a handful of surgeons have to sacrifice
an extra half day of the family time on a Saturday
morning each year.
Paralleling this slow build of workshops the Vic/Tas
Training Committee of the Board in General Surgery
also has developed four advanced surgical workshops for Victorian trainees. These are held at the
RACS Skills Lab and include Laparoscopic Hernia Repair, Laparoscopic Bile Duct Exploration, Abdominal
US and Lap/Robotic Suture Workshops.

Laminas - Austin General Surgery Training Quarterly

One of the key features of the Austin Surgical Workshops is the addition of a satellite station to maximize
the learning potential.
In the case of the Bowel Anastomosis Workshop the
satellite station included Mediquip’s virtual reality
colonoscopy system where trainees could peel away
from the main event to gain some additional and different experience. It was particularly useful for those
who had attended the Colonoscopy Workshop earlier
in the year.
Brendan Murphy, CEO, Austin Health, a passionate
supporter and a prime mover in the establishment
of the Simulation Centre on level 7 was one of our
surprise visitors to the workshop to try out the VR
Colonoscopy Simulator.
In the UGI and Peptic Ulcer workshop the workload was evenly divided between the wet lab open surgery
workshop and the dry lab laparoscopic workshop. The former included learning to perform small bowel anastomosis and repairing perforated peptic ulcers. In the laparoscopic workshop the session started in a fun
mode of laparoscopic exercises which Steven Hornby, the UGI Fellow conducted with aplomb. The competitive exercises led the way to laparoscopic suturing techniques. The satellite station was the Applied Medical’s
Augmented Reality Simulator for more realistic and advanced suture techniques. Given the increasing need
for “smart” teaching and high financial and participant cost of simulation training, small, focused simulation
workshops which target areas of need in the surgical training will likely become an increasingly likely reality.
We hope to stay one step ahead with our simulation workshops as an adjunct to surgical technical training.

Vol 2 Issue 2 August 2015
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Pathfinder
Wanda Stelmach

Certainty!
I knew I was going to be a surgeon!

When I started Medicine in 1978, I was sure of one
thing - I knew I was going to be a surgeon.
Internship started with a surgical rotation to Wangaratta. Like many rural hospital experiences it was
great both clinically and socially. The surgeons were
inclusive and encouraged my participation. My first
skin cancer excision and wound closure was accompanied by a triple instrument count (as for a caesarean section) to the great amusement of the nursing
staff and surgeon! The laughter was friendly and I felt
part of the team - my Certainty was justified.  Back at
the Royal Melbourne Hospital for my second rotation
– Colorectal Surgery – the formal world of a tertiary
institution was much more pronounced.

“You have brains in your head. You have feet in
your shoes. You can steer yourself any direction
you choose.”
Partner, Parent, Carer, Friend, Colleague, Mentor,
Writer, Surgeon - General/Breast; Tutor University
of Melbourne; Deputy-Chair Victorian Regional
Committee; Head General Surgery Unit 2, Chair
NH Breast Group; Clinical Program Director Surgery…and still so much more to do!
“Your mountain is waiting, So... get on your way!”
Oh, The Places You’ll Go!
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Wards were run by the Matron, an imposing figure
(female) with a starched veil on her head billowing
backwards like a spinnaker. Nurses (female) were
uniformed in starched white aprons their heads
adorned with a small white nurse’s veil emblazoned
with one, two or three strips depending on their seniority – all training was hospital-based, university
training did not exist. Matron ran a strict shift where
patients were confined in regimental ranks to their
beds (in female or male 16 bed wards – no mixed
wards). Bathing and toileting were all managed in
bed (bathrooms were few and old fashioned and bed
pans ruled!). Patients knew their place – it was in bed
and no questions were tolerated. Sheets had envelope corners and were duly inspected by Matron to
ensure perfect 90 degree angles. The bottom sheet
had to be drum tight so that Matron could bounce a
20 cent coin off it! During unit ward rounds the Interns wearing white coats – cleaned and starched in
the hospital laundry – waited in the corridor until the
Head Surgeon (male), accompanied surgical
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First Solo Lap Chole with Verass Needle! October 1991 supervised bt Richard Cade
consultants (male) and surgical registrar (male) arrived to do a ward round. Matron supervised the
whole event. Interns were seen and only heard when
spoken to.
Patients were inpatients then. Mastectomy and axillary dissection included a two unit transfusion and a
seven to ten day inpatient stay. Surgical dissection
was with the scalpel blade – diathermy did not exist
and when this new invention finally arrived discussions around the risk of seroma abounded. Cholecystectomy was open and meant a ten day stay.
Fibroadenoma excision required a two- night admission – one night before surgery and one night after.
Femoral fractures were managed in traction with
months of bed rest. Male patients facing this enforced rest were lewd and crude and it took the bravest of nurses (female) to keep them in their place.
Matrons were real ball-busters on the orthopaedic
ward. Political correctness did not exist! But you actually got to know your patients.
Downstairs in the cafeteria the doctors’ dining room
was off limits to all but the doctors. Upstairs in theatre the surgeons’ lounge was off limits to all but
surgeons. Registrars and occasionally interns were
invited into those hallowed rooms to be quizzed by
one of the senior surgeons (male) while the tea ladies (female) fluttered about setting out the surgeon’s
favourite foods. On one occasion, my fellow interns
(male) were asked what their aim in life was (medicine, surgery, emergency medicine...) and having received due encouragement to pursue their dreams
– especially when their dreams were surgical – it was
my turn to respond. I stated my desire to become
Vol 2 Issue 2 August 2015

a surgeon. The responding answer, ‘We will see if
THAT happens’, was like a bucket of ice cold water. It
was my Certainty that allowed me to keep my head
up and look into the eyes of this senior surgeon and
respond - in my mind, of course - ‘I will prove you
wrong.’
Part of proving you were surgical material was the
ability to cope with the hours of work. On-call shifts
of 36, 48 and 96 hours – with fortnight’s totalling 180
hours - were the norm. Resident’s quarters were
there for a reason. When on-call we lived-in, answering our pagers at all hours of the day and night and
continuing the next day and the day after and the day
after. One morning, as I headed for the resident’s
bathroom one of the senior registrars sauntered out
of his bedroom stark naked dragging his towel behind him sleep-walking his way to the showers too
tired to care or to register that he wasn’t at home.
Poor pay and long on-call hours were my introduction
to surgery until the Doctors Strike in the mid-1980s.
From then pay improved dramatically but the hours
did not change. After a shift which started at 0730 on
Saturday morning and finished at 1830 on Tuesday
night, I found myself sitting in my car at the red traffic
lights at Kew Junction with absolutely no memory of
the trip from the car park at Western General Hospital, across the Westgate Bridge to Kew. After another shift which started at 0730 on Saturday morning
and finished at 1830 on Tuesday night at the ARMC,
I was asked to fly with the Liver Team to Newcastle
to a liver retrieval then fly back in Melbourne to assist
in the liver transplant which finished late Wednesday
afternoon. I hadn’t been home for five days and four
nights and I found myself facing a 36 hour on-call
17

Registrar Material BHH Oct 1991

This is the way patients survive - a little prayer

shift so I went to Administration to plead my case.
It was suggested that I continue with my shift and
call if I was having problems. I told the staff member
I was having problems NOW and went home. Certainty was taking a massive beating.

comments that I had not been part of the discussion (in the male change room) were generally disregarded. One day, tired of being actively excluded
from the decision-making process (and taking Certainty along with me for company) I followed the
team into the male change rooms. Silence descended. I invited the team to continue their discussion
and disregard me completely while they changed.
Needless to say I was never excluded from further
patient management discussions again.

Consultants (male) were generally supportive, however, if a weakness was found it was mercilessly attacked, whether you were male or female. One of my
neurosurgery registers, a gentle soul, was the butt of
many comments because of his gentle nature – and
the fact that his eyes were prone to water when under stress and that he wore his biro over his ear – the
consensus among the surgeons was that he would
make a better clerk. Registrars were blamed for many
things out of their control – like the fact that the baker
turned up late with the donuts for the weekly morning meeting. Inevitably the professorial registrar was
the brunt of the disparaging comments suggesting
incompetence. This was followed by a request to see
the Professor in his office to explain your inability to
manage the donut delivery.
Although most surgeons were inclusive there were
some who practiced subtle arts of exclusion. Walking out of theatre to the change rooms, one team
I worked with would discuss the management of
patients prior to the ward round. The majority of the
team (male) would walk into the male change rooms
continuing this discussion. The minority (me – junior registrar) would go to the female change room.
On the ward, the decisions were advertised. When
asked to explain the reasons behind a decision, I was
told that there was no time for further discussions as
these were already thrashed out earlier. My
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Not all victories were so sweet. As an accredited
registrar I was asked to step out of the clinical role
and into a research role when the hospital I worked
at received a substantial grant on the premise that
the son and heir of this money would be able to
continue his surgical training. The year before the
accredited surgical registrar (female) had complied
with this request and had twelve months of minimal research with no results or publications. None
of the other registrars (male) were asked to step
aside. I explained to the professor of surgery that I
didn’t wish to step aside into a role that was not set
up as a true research position and suggested that
the other registrars (male) might be asked to step
into the research role. I did my first accredited surgical registrar year in that hospital but the following
year was not reappointed. A non-accredited registrar year followed at another institution.
It was actually at that same institution that I received
the best moral support a registrar can get. I admitted a terminally ill patient with an inoperable pharyngeal cancer which was eroding into his carotid. His
presenting symptoms were haemoptysis.
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I discussed his admission with his treating surgeon
and his terminal condition was confirmed. The risk of
a massive bleed was also discussed. Treatment was
to be a massive dose of narcotics to help ease his
suffering – palliative care units were a thing of the
future. The surgeon finished his conversation with
me saying ‘after the terminal event, support the family and then ring me any time of day or night to talk
about this terrible death.’ I did ring the surgeon. He
supported me as he had promised.
It was also at this time that I started to consider what
branch of surgery was for me. I enjoyed all my rotations but decided that if I was to combine work and
family, general surgery might be too demanding. I
considered plastic surgery as I enjoyed these rotations. Unfortunately, after two consecutive years of
trying to get onto the program I came to a crossroads - continue battling to get into plastics surgery
or consider other options. It was a far from easy decision. I considered radiology but was put off by the
physics knowledge required. If I had a better crystal
ball I would have seen the growth of interventional
radiology and it would have been cool to have been
at the cutting edge. In the end, I decided to stay with
general surgery and mould my practice to suit my
life choices. What I came to understand is that there
is no first best and second best. You can make all
your choices first best. I stopped thinking of general
surgery as the next best choice and made it my best
choice and have enjoyed the journey since.

Female surgeons were few and far between. The first
female surgeons I met were tough, loud mouthed
smokers. Stocky women with the dress sense of
Miss Marple. Not an image I wished to become myself but I admired their sense of purpose and thefact that their world had been even more male than
mine. Although most of my training was spent with
male registrars, at one institution I was part of a team
where all three surgical registrars were female. We
had great fun informing male patients, who refused
to be seen by the (female) surgical registrar, that they
would need to wait until the next rotation to get a
male surgical registrar. One for the girls!
One of the most enduring memories of my training
years is that surgeons (and everyone else) smoked.
Theatre tea-rooms were hazy with cigarette smoke.
Patients were wheeled out onto the external hospital balcony to get fresh air and sunshine while at
the same time kindly trainee nurses lit cigarettes for
them and ensured an ashtray was close at hand so
as not to litter the balcony with ash. Hospital foyers
were also hazy with cigarette smoke from wheelchair
bound amputees ensuring that the work of the vascular surgeons was far from over. The hospital cafeteria was awash with cigarette smoke. Cigarettes
may have been the height of fashion but they made
me sick!
NY on-call BHH Jan 1989 - What was I wearing?

Surgeons (male) were a world unto themselves. They
could be amazingly supportive but equally they could
be amazingly rude and demeaning. Like the junior
surgeon who asked for instruments only to repetitively yell at the scrub nurse (female) that she had
handed him the wrong f***ing instrument. She finally retaliated. Standing there with her hands on
her hips, she suggested that he pick his own f***ing
instruments. I have never admired anyone as I did
her. Another senior surgeon would often group the
human race into males – whose names he knew –
and females – whose names were generically ‘Dearie’. Being female, even though I was his senior registrar, I was also a ‘Dearie’. He finally remembered
my name when ‘Dearie’ (me) stopped responding to
his request to move a retractor this way or that way
and only responded when he remembered my name.
Examples of these behaviours still continue today albeit more subtle. They are relics of a past where the
surgeon reigned supreme but they are demeaning
and fail to recognise that we are all there to help the
patient. None of us is more superior to another.
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By the time I gained my Fellowship in 1993, rostered
hours were more reasonable mainly because wages
became unsustainable. Smoking was gaining a bad
reputation. Nurses were college trained and unrecognisable without their uniforms. Wards were gender neutral. Gaining entry into RACS training was by
the basic surgical training pathway– an innovation
making a return in 2016! My first appointment to a
public hospital was as an Honorary Surgeon. I was
asked to assist in Urology Outpatients for no pay –
that is the definition of an honorary! I continued in
this position as I built my private practice and finally
was given a theatre list (honorary) to deal with the
long wait patients – all varicose veins. After a year of
urology outpatients and varicose veins I graduated to
haemorrhoids! And a locum surgeon position –that
meant I was paid! Finally, I reached the hallowed position of a visiting medical officer. On one memorable
ward round the new senior registrar (male) asked me
to collect the histories. I am not sure who he thought
I was but his surprise was palpable when he learnt I
was his consultant – old habits die hard.
Many times during my career I have been the only
female trainee or consultant in the room. Mostly,
this was not an issue for me or those I worked with
although I was always under the microscope in the
early days. If I made a point and stuck to it, gossip
had it that I was being bossy and bitchy - male registrars were forthright and assertive. If I was somewhat short in my response after a long shift, I was
PMT - male registrars were tired and overworked.

I learnt not to use any reason for performance issues
that could be ascribed to my being a female. Thinking
back now, the male trainees were under unreasonable pressures as well. They could not show they
were tired. They could not show that they had other
external commitments that waived for their attention. They had to prove they were totally dedicated
to the job with no request to stay back and work
being impossible to comply with. This unrealistic behaviour made them ‘surgeon material’.
Many of my male colleagues married and had children during their training. There were frequent stories of missed milestones and of their partner’s dissatisfaction with their repetitive absences. Although
I also married at the start of my surgical training I put
off having children until the end of my training only
to find that I was unable to conceive. My mother
has always put this down to my career decisions. I
put it down to the fact that you make the best decisions you can at the time and life doesn’t always go
the way you want it. Adoption followed and within
two years the stress of juggling a new child, a new
private practice and a public appointment took its
toll and my husband left (Certainty was taking a battering - I was not Super Woman).
I will always be grateful to my colleagues who were
supportive of my family issues and at no time made
me feel that the problems were a female issue –
they were gender neutral partner and parenting issues.

Wanda at the 2014 Austin Trainees Dinner
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Wanda & Family

My surgical career has taken me through private and public work, teaching at student, resident and registrar
levels and into administration – I never thought that I would join the ‘dark side’ but life’s journey is interesting because of all the surprises it throws up. Among all these experiences my Certainty that I would be a
surgeon has always been my strength, however, we are never alone in our endeavours and one surgeon in
particular made a huge impression on me in my first year as a non-accredited registrar. He has since become
my mentor, colleague and friend.
Late one night, many years ago when I was a junior registrar, while waiting for theatre to start (some things
never change) he talked to me about the joys of being a surgeon and about keeping one’s life in balance - not
forgetting family and friends and most importantly yourself. I have seen over the years how he has been
true to his own advice and how his life as a surgeon, partner, father and friend has worked to make him an
interesting well-rounded and understanding human being.
So, twenty-three years into my career what have I learnt? You will come up against problems – make them a
challenge to conquer. Make your choices your best choice and work on them whole-heartedly. There are still
glass ceilings for women to break but keep in mind that surgeons (male and female) are part of the human
race - they are not stereotypes. They have family commitments - partners, children, parents, and friends.
They have personalities – surgeons are not all bad or all good. They have frailties and are subject to ill-health.
We need to be compassionate and support and mentor each other and the next generations.
Twenty-three years after Fellowship, I am certain that I made the right decision to be a surgeon in spite of all
the challenges; I am happy that I have moulded my career to give me the greatest satisfaction; I am anchored
by what is really important to me - my partner, children, family, friends and myself.
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Hobby & Passion
Thomas Tiang

Rugby
The game they play in heaven

Cricket is a game for gentlemen played by gentlemen,
Soccer is a game for gentlemen played by thugs,
Rugby Union is a game for thugs played by gentlemen

With the Rugby World Cup in full flight, it is an opportune time to write about this beloved game. As
a matter of historical note, the first games of Rugby
were played in Melbourne and the first games of
AFL were actually played in Auckland. Only after T.W.
Willis, MCC club secretary 1857-1858, deemed the
Melbourne grounds too hard for the rugby tackles. A
modified version of the Rugby game was proposed to
keep cricketers fit during winter and hence the birth
of the modern Australian Rules Football game1.
The game of rugby is truly a global game and somewhat gladiatorial. With fifteen of the fittest, strongest
and most skilled athletes from each country pitted
against each other in a battle for the Rugby World
Cup. Whilst New Zealand has performed well on
the world stage, Peter Fitzsimmons, an Australian
former Wallaby and sporting journalist, has noted
the All Blacks seem to peak their performance right
in between World Cups. Thankfully that bogey was
shaken off in 2011, a bit similar to Collingwood and
the Collywobbles.

the upset of the tournament beating the South Africans and Samoans. This all bodes well for the next
World Cup which Japan are hosting.
One of the South African wingers, Bryan Habana has
recently equaled and will probably overtake Jonah
Lomu’s tally this World Cup.
Lomu really broke onto the world stage with his performance at the 1995 World Cup and will go down in
history as one of the greatest wingers of the modern
time. It’s very hard to forget his four-try effort in the
semi-final against England and the steam-rolling of
Mike Catt as he scored that famous try.

Having grown up in New Zealand, it’s almost a rite of
passage to play the game during high school. But you
soon learn that genetics are not on your side, when
as a smaller 15 year old Asian boy, trying to tackle
6ft Tongan boys with tree-trunk thighs and full facial
hair, that self-preservation should take precedence.
Mind you, I only learnt that lesson after three seasons of the game at high school and getting to know
the ins and outs of every scrum, ruck and maul. The
Japanese rugby team, who’s actually coached by the
ex-Wallaby coach Eddie Jones, have shown strategy,
technique and tenacity will beat size having caused
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Not many sports can boast a 6ft5in, 120kg quick,
powerful and agile athlete that can run 100m in 10.8s,
one only has to YouTube him, to see what damage
he could do on the rugby pitch. What’s more impressive is that he achieved all this while being diagnosed
with nephrotic syndrome at the end of that 1995
World Cup Year. Chronic kidney disease really had
taken a toll and by 2004 and Lomu was on dialysis
three times a week. Something that we are familiar
with at the Austin is transplant medicine. Later that
year Lomu received a kidney transplant at Auckland
City Hospital. The transplant surgeons were mindful
of positioning and placed it well up under the costal margin to protect that kidney from the impact of
would-be tacklers for his return.
Sadly, with the toll of the disease, Jonah never
reached the dizzying heights at the start of his career and we will never know what a fully fit Jonah for
the duration of his playing days could have actually
achieved.
There are several famous rugby playing doctors and
I’ll name three here in chronological order.
David Kirk, the inaugural Rugby World Cup winning
captain of the All Blacks in 1987.  Dr. Kirk graduated
from the University of Otago in 1985 and was awarded a Rhodes Scholarship that year. He departed from
clinical medicine and went on to become a prominent
businessman and political adviser.

William Campbell is a current Vascular Surgeon
at the Epworth Hospital and the Alfred. Mr. Campbell graduated from the University of Queensland in
1985.  He famously, as vice captain of the Wallabies,
ended his rugby career at 29 to further his medical
studies and focus on his growing family. The same
year the Wallabies went on to beat the All Blacks in
the Semi Final Cup and England 12-6 in the final of
the 1991 Rugby World with Mr. Campbell sitting his
Surgical Primary exams the day after2.
Finally Jamie Roberts, the current Welsh inside
centre/2nd Five Eighth, graduated from Cardiff University School of Medicine in 2013 after 8 years of
study. Roberts is also a patron for the anti-smoking
pressure group and charity ASH Wales.
I still play touch rugby when I can get away from the
hospital in our summer touch league and try and relive some glory days of my youth. There’s not many
better feelings than putting your teammate in a big
gap with an inside pass or be on the receiving end of
a cut-out pass and scoring a try in the corner, all be it
at a lower and slower pace of years gone by.
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Lomu on the rampage.
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