
LAMINAS
Laminis Acutis et Acutior Mentes

Austin General Surgery Training Newsletter    Volume 3 Issue 2 - August 2016

Entry to General Surgery SET 2017
Congratulations to Ben Birch, Suellyn Centauri and Carlos Cabalag who were accepted in to General Surgery SET. It is a great effort 
with only 18 positions available for 2017 between the eight trainng hubs in Victoria. 

SEAMS likeE-learning
Training Corner, Page 5

The Incredible Journey
What does the 1963 Walt Disney children’s classic have to do 
with surgical training at Austin? Find out!
Editorial, Page 4; Pathfinder, Pages 6, 18, 22 and 28!

Demise of the Web Site
Breaking News, Page 3



Laminas - Austin General Surgery Training Quarterly2   

Disclaimer: The written content and photographs of the articles are 
the intellectual property of individual authors. The articles, wholly or 
in part may not be reproduced without the express permission of the 
authors If such a request is required the editorial team will oblige by 
communicating with the relevant authors.

The opinions voiced within the content are those of the individual 
authors and may not reflect the opinion of the editorial team of Lami-
nas, Austin Health or The University of Melbourne Department of 
Surgery.

While most images used are obtained from private sources, mostly 
the authors, on occasion some images may be sourced from the 
public domain on the internet. No challenge is intended to the intel-
lectual property of the owners of such images.

Laminas is a not-for-profit endeavour aimed at fostering and support-
ing a community of General Surgery trainees based at the Austin 
Training Hub.

Welcome to Laminas

Welcome to “Laminas”, the Austin General Surgery Training 
E-Zine. This is primarily aimed at supporting the General Sur-
gery training program based at the Austin Hospital Training 
Hub in Melbourne in the State of Victoria, Australia. Laminas 
is a quarterly E-Zine dedicated to supporting the General Sur-
gery training program and building a community of trainees 
and surgeons.

The Austin Hospital is one of eight General Surgery training 
hubs in Victoria. The program at present includes 23 accred-
ited and 24 non accredited training posts spread across two 
metropolitan (Austin Health & Northern Health), three Vic-
torian regional (Bendigo, Echuca & Sale) and four Interstate 
(Alice Springs, Burnie, Hobart & Launceston) hospitals.  With 
a total of 47 trainees rotating to various hospitals the E-Zine 
was created as a vehicle to share training information as well 
as develop a community of trainees and trainers. 

The name Laminas simply translates to “Blade” and what 
better description than to use the business end of the one 
instrument that surgeons are universally associated with, the 
scalpel. The more astute amongst our readers will note the 
motto on the cover page “Laminis Acutis et Acutior Mentes”. 
Roughly translating to “Sharp Blades & Sharper Minds” it 
is a reference to the modern surgeon who has to wield not 
only his scalpel but also the nine core competencies with 
consummate ease.
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BREAKING NEWS
Demise of the Department of Surgery Web Site

Many of you may be aware of the changes in the Uni-
versity of Melbourne over the past few years, especially 
the fusion of all departments of surgery in to one large 
entity (Austin, St Vincent’s, RMH, ENT, Ophthalmology, 
Paediatric Surgery etc.). Although initially envisioned to 
allow each site to retain their site specific and unique 
websites the powers that be have gone with a single 
amalgamated site. The previous site has been decom-
missioned which means you can no longer download 
the education, research and Laminas booklets from the 
web.

Discussions are underway and alternate options being 
explored. A solution will be in place shortly and details 
forthcoming in the next issue of Laminas. 



Editor’s Ramblings

V Muralidharan 
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In 1963 Walt Disney released a film called “The In-
credible Journey” based on a novel of the same name 
by Sheila Burnford. The film follows the adventure of 
three pets, Luath the Labrador Retriever, Bodger the 
Bull Terrier, and Tao the Siamese cat, as they journey 
250 miles through the Canadian wilderness to return 
to their home. It was a live action movie narrated by 
Rex Allen. There was a remake in 1993 called Home-
ward Bound: The Incredible Journey with the then 
fashionable trend towards using voice-overs for the 
animals by famous actors. In true Hollywood style a 
follow up was released in 1996 Homeward Bound: 
Lost in San Fransisco.

Many of our readership who have become used to 
the Editor’s Ramblings these past years may well be 
concerned about the editor flirting with the lunatic 
fringe and possibly regressing in to childhood fanta-
sies. However, as always there is more beneath the 
surface than meets the eye. My reference is to the 
age old classic released in 1963 where the three pets 
undertake the arduous trek of 250 miles of Canadian 
wilderness battling the forests, rapidly flowing rivers, 
hunters, mountain lions, lack of food and general dis-
covery of life forms not seen before by them. 

Incredibly (pun intended) the three animals display 
a level of camaraderie, team work, communications 
and collaboration (.....you see where I’m going with 
the reference to the nine core competencies) that 
would put any human work force to shame. Their 
singular vision and strength of purpose towards an 
unwavering desire to get home is inspirational even 
if it were children’s fiction made live by the magic of 
Walt Disney. I would heartily encourage those of you 
who have young children to have a family evening 
and watch this old classic.

Moving from our canine and feline stars we don’t 
have to look too far to realise that there are incredible 
journeys all around us. The great endeavour that is 
surgical training starting from entry through training 
and completion and then the true journey of becom-
ing an accomplished clinician is in itself a truly amaz-
ing journey for all of us. The dedication, sacrifice and 
commitment needed to achieve this is rarely fully 
understood by the general community. Yet amongst 
this unique band of people who ultimately practice 
as surgeons there are those who have truly under-
taken an exceptional course fraught with obstacles 
that many of us may not even realise existed.

This issue highlights three such surgeons and their 
travels in their own words. Yahya Al Habbal describes 
his experience from Iraq to Australia and through the 
Austin Non accredited and then accredited programs 
to graduate as a surgeon in 2016. From the South-
ern hemisphere Marcos Perini details the to and fro 
movement between Brazil and Australia through the 
IMG pathway to end up in the HPB unit at Austin. Da-
vid Goh takes an inspirational detour to complete not 
one but two separate fellowships in general surgery 
and vascular surgery. 

In this issue we also have the first article in Laminas 
by a physician. We invited non-other than the CEO 
of Austin Dr Brendan Murphy to share his thoughts 
on surgical education as well as his own incredible 
journey towards becoming the Nations’ Chief Medi-
cal officer, no mean achievement in itself.

Finally Laminas itself has changed in its layout in the 
front pages to appear less like a newsletter and more 
like the magazine it has evolved to be.

An Incredible Journey!!  

Reflecting on our our travels through life
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Just two decades ago surgeons and trainees were 
using 35mm slide projectors to deliver their presen-
tations at meeting and conferences. The biggest 
technological advances were the use of circular 
carousels, using two projectors simultaneously and 
infra-red remote controls! Then there was a sudden 
Coup d’état by digital software as Microsoft’s Pow-
erPoint software rapidly made redundant an entire 
generation of photographers, photo labs and hospital 
Audio-Visual departments. Following a brief fightback 
by Lotus’ (not the car manufacturer) Freelance Graph-
ics MS PowerPoint became the all-pervasive jugger-
naut we see today.

Simultaneously delivery of education evolved to 
maximise the burgeoning World Wide Web and other 
digital resources and thus was born the concept of 
Electronic Learning which built on the foundation cre-
ated by the availability of digital educational resourc-
es at the tip of one’s fingers. Now we are assaulted 
by words such as Live casts, Podcasts, Webcasts, 
online forums, online discussion boards, Webinars 
teleconferencing, video conferencing, Skype, Face-
Time, Face Book, Twitter, Instagram, Google Hang-
out, Google Board Room, Electronic patient records, 
online radiology and pathology reporting, digital pa-
tient records, E-Zines, E-Books, Audio Books and so 
on and so forth demonstrating the complete domi-
nance of digital media over our lives. The RACS and 
GSA have not been slow to capitalise on this and 
it’s worth casting our thoughts to how we have em-
braced these options and why.

With the demise of the much maligned general sur-
gery specialty specific SSE exam GSA was required 
by RACS to find a replacement with summative as-
sessments. Thus was borne the Surgical Education

and Assessment Modules (SEAM). This comprises 
eight modules all of which have now been released. 
The online platform includes study content, refer-
ences and a practice test of 20 questions. The par-
ticipant is then required to sit a formal summative 
assessment of 20 multi choice questions of which 
one has to score 80% to pass. This allows trainees 
to learn and sit the exam at their own pace and time, 
all of which need to be complete by the end of SET3. 
RACS has also embraced the environment with wide 
variety of modules for trainees, IMGs and fellows.

The most recent of these is the Operating with Re-
sect module that is compulsory for all fellows to com-
plete by the end of 2017. All new trainees would also 
need to complete them prior to entry to SET. Having 
completed the module I must confess it is an exem-
plary example of an effective E-learning module. It is 
very well designed to engage the user and promote 
the requisite message effectively.

The question however remains on their efficacy. Al-
though there is increasing published evidence to sup-
port the efficacy of E-learning modules in terms of 
knowledge and skills transfer there is little evidence 
to demonstrate behavioural change nor patient out-
comes. A timely review by Sinclair et al1 is well 
worth reading as they demonstrate that improved 
knowledge, attitudes and self-efficacy have not been 
shown to translate in to actual behavioural change 
mostly due to the study design. In the environment 
of rapid proliferation of E-learning it is now more im-
portant than ever to begin evaluation of these mod-
ules by objective assessment of their efficacy, name-
ly behavioural change and clinical outcomes.

REFERENCE: 1. Sinclair PM, Kable A, Levett-Jones T, Booth D. The effec-
tiveness of Internet-based e-learning on clinician behaviour and patient 
outcomes: A systematic review. Int J Nurs Stud. 2016 May;57:70-81

SEAMs like E-Learning   
Online Electronic Learning Modules are here to stay



Pathfinder

Yahya Al Habbal
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“Pack your luggage, we are leaving tonight.”

I still remember my father’s phone call that night 
when we decided to leave Mosul, in Iraq around the 
end of 2004, leaving everything behind.

I grew up in a typical Middle Eastern family. My 
grandfather,a doctor, was originally from Lebanon, 
migrated to Iraq in the 1940s. My father was born 
and raised in Iraq. He is also a doctor graduated from 
Mosul Medical School. 

I had always lived in Mosul ever since I was born 
there. I have three brothers and two sisters. As a 
family, we have been through good and bad times. 
Starting with Iraq-Iran war, then Kuwait war, to the 
Economic Sanctions against Iraq ending in the Ameri-
can invasion in 2003. Yes, they were all difficult years. 
Having some very good times and some bad times, 
the situation was more or less “survivable” before 
the American invasion.

As I mentioned, through all these hardship years, 
we never thought seriously about leaving the coun-
try. Whenever we asked my father “why don’t we 
get out”? the immediate response would be “why 
would you leave? Where would you go?” My father 
always kept reminding us that whatever you do, you 
still owed your country and that you cannot pay back 
its favours showered upon you. We had a nice house 
and a small farm on the city’s Northern outskirts.

Mosul, the second largest city in Iraq
Mosul is the second largest city in Iraq, with a popu-
lation of around 2.5 million citizens. It has the usual 
Middle Eastern weather. Hot summers of up to 50°C 
and cold (sometimes snowy) winters that get as 

The (not very) Silky Road  

From Mosul to Melbourne

Yahya Al Habbal graduated from the University of 
Mosul, Iraq in 2002. After his early residency years 
in Iraq he moved to Dubai in 2005 and then to the 
UK. In 2008 he moved to the Austin Hospital as 
an unaccredited registrar, entering SET training in 
2012 and successfully completing FRACS in 2015.  
He is at present the General Surgery Fellow at Box 
Hill Hospital.



Map of northern Iraq with Mosul, Dohuk and Baghdad marked by green circles. Sceneic countryside from one of 
the main roads leading to Mosul. 
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low as to -10°C. It is in the North of Iraq, mainly in-
habited by Arabs, with minority of Kurds. The city lies 
on the banks of Tigris River, one of the two big rivers 
in Mesopotamia the other being the river Euphrates. 
There is a major hospital on either side of the river. It 
was very close to the medical school that I attended. 
Lots of parks and dams surround the city. Some of 
the most beautiful locations in the city were taken by 
the government as Presidential Houses. As we speak 
now, Mosul is under ISIS control unfortunately.

College Years (1996-2002)
I started my medical school in 1996 in the College 
of Medicine, University of Mosul, Iraq. It was one of 
the esteemed medical schools in the Middle East. I 
finished my MBChB degree in 2002. 

During these years, one of the major problems that 
we were facing was accessing new scientific sourc-
es (literature, books, lectures…etc). Remember that 
Iraq was under Economic Sanctions which meant 
even access to medical books and other materials 
were really difficult. Writing notes and photocopying 
was the only way to survive. One thing that we were 
not short of at all times were cadavers. Hence our 
anatomy classes and tutorials were one of the best 
amongst other medical schools in the region, sad but 
true!

The highlight of my college years was one day when 
I was asked to give a lecture on Updates on pre-ec-
lampsia and pregnancy induced hypertension. I was 
so frustrated that I could not get any new materials 
as all the books were from the 1980s. So I was argu-
ing with the subject tutor that it is inappropriate to 
ask us about updates when we did not even have

access to basics! The discussion quickly escalated to 
an argument where I was criticizing the department 
head and the dean of the college for being “a bit of 
a slack” in getting us access to the internet or ad-
vanced printed materials. To my surprise, the dean 
and department head were just behind me listening 
to the whole argument. They approached me saying 
“you are really angry Yahya!” I apologised, profusely, 
by saying it is frustrating that access to essential ma-
terials was restricted on us. Escaped without deten-
tion! Phew!

I was lucky during these years because I was well 
supported by my family, but still needed to work part 
time in the summer holidays for some extra income. 
I used to travel to the Kurdish controlled areas where 
there were some UN offices and help them install 
new computers.

After the war with Kuwait in 1990, the Kurds had 
some form of independence, where they had an in-
ternationally protected areas with (No Fly Zone) cov-
erage. These areas had lots of International charity 
organizations and UN offices. I used to go to a city 
called Duhok, which is 60 km to the North of Mosul. 
That was a real fun job. But to get out of Mosul to 
the Kurdish controlled areas was not easy. The trip 
might have included a ride in a lorry at times! But 
who cares, I was young and free! (See map)

These trips actually opened a lot of new horizons for 
me. I met new friends, I had help in getting medi-
cal materials from foreign doctors, I even received a 
whole CD-ROM encyclopaedia on the human body, 
radiological and applied anatomy. I brought them 
back to Mosul where I had a big CD library for



Clockwise from top left: 1. A small dam near Duhok; 2. One of Saddam Hussein’s houses later opened to the public. 
3. In the hospital doing night duty. Note the Bailey and Love on my right and a Short Wave radio on my left! 4. Snow 
near Mosul. Yeah I liked my car!
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friends to borrow. I came to know what the internet 
was, email and satellite receivers! All these things 
where either restricted by UN as Iraq was under 
sanctions, or by the Iraqi government which was 
very strict in controlling any materials or broadcasting 
streamed in the country. It was a very biased media. 
Two TV channels only. Three local radio stations. Sev-
eral blocked TV and radio stations! The other place 
where we could hear what was happening around 
the world was the “Short Wave (SW)” on the radio.
So these trips to the Northern Kurdish controlled 
areas were an eye-opener for me as Kurdistan was 
not under any Sanctions and they had their own laws 
and rules regarding media, being in the internation-
ally protected zone.

I finished college in 2002 and started my internship 
in Mosul. Now, it was time to apply my knowledge 
into practice!

Internship Years
This step was one of the most difficult steps in my 
career. Applying knowledge to practice. Bring it on! 

A patient in ED with abdominal pain needing a CT 
scan. I ask my registrar, Ahmad, for a CT scan and he 
laughs at me! CT scans should be reserved for head 
injuries and other very sophisticated diagnoses, he 
said. Not just “abdominal pain”. He asks me whether 
the patient needs an operation or not based on clini-
cal grounds? I say no. But then I need to put them on 
appropriate antibiotics, right? He says there are not 
many options anyways. Only few available. 

Soon I started to realise that the knowledge that we 
were learning is very different from practice. That 
meant one thing: decision making here was pret-
ty much based on clinical grounds. Investigations 
should be reserved for really complex cases.



Clockwise from top left: 1. What we left behind - View of our farm near Mosul; 2. Another view of the same farm 3. 
Scenic banks of the river Tigris 4. A park near Mosul – called Bazwaya
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The Sanctions were really fierce at some points in my practice, Ahmad tells me, that at some point there 
was only Panadol and Penicillin in the hospital! He says we are now lucky we have at least five more forms 
of antibiotics and pain killers! The shortage of supplies applied to everything: syringes, cannulas, chest tubes, 
Foley catheters, suture materials and so on. I remember using a large NGT instead of a chest tube connect-
ing it to a homemade underwater seal created by my nurse, Jalal. 

Things were getting better after the (Oil for food Program “OIP”), where UN started selling Iraq some food 
and essential equipment. We had quite few patients with right iliac fossa pain. Many of them would end up 
having an operation (open appendicectomy). We used to get anything between 5-10 appendixes every day. 

I remember seeing a patient with possible appendicitis. I called Ahmad, and he tells me take the patient to 
theatre, I am on my way. Indeed, Ahmad shows up and shows me how he would be doing an appendicec-
tomy procedure. So you will be doing the next one, he says. I said yes of course, I will be delighted to do so. 
After couple of hours, I call him for the same procedure, he says yes, you will be doing it, and I said yes but 
when would you be coming? He laughs and says if you are stuck, call me again. So that was my first inde-
pendent appendicectomy, on day one of my internship! Her name was Shamsa. She did recover very well, 
though, and went home the very next day. We were trained to do lots of surgical procedures (traches, chest 
tubes, venous cut downs…etc).

But there was a catch here. See, interns, residents and registrars, had to keep some suture materials and 
other consumables (handy) if we wanted to operate. As the hospital had limited resources, we would go the 
black market and buy these sutures and cannulas to give them to our patients for free. There were some pa-
tients who could afford buying these consumables but the majority could not. We had a common fund from 
junior doctors to buy these things. I remember handing a huge stock of fine suture materials and cannulas 
to my succeeding interns.



Below: Views from the doctor’s residence in Mosul (Left) and from Kurdistan in Northern Iraq (Right)
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Challenges during Internship and Residency 
Years
In addition to working with limited resources in aus-
tere circumstances, we had quite few challenges to 
deal with. Interns and residents were basically living 
in hospital accommodations. That was an advantage 
and disadvantage to us. It was good to have free 
food and a nice apartment on the side of the river 
and live with your mates all the times. Electricity was 
available in the hospital 24/7 while the rest of town 
suffered quite regular electricity shortages. Having 
an air-conditioner in the grilling summer of 50°C is 
a bliss! Being on site when a disaster strikes which 
were quite frequent was really handy for doctors 
whom were on duty. 

The disadvantage, on the other hand, was that social 
life outside hospital was a bit limited. We were suffer-
ing from exhaustion quite frequently. And after a year 
or so living together and working together, you get 
sick of your mates! (Actually this one is not true).

From the financial point of view, you had to have 
some form of income outside what you get from the 
hospital. Just to make things simple to understand, 
we used to get about two dollars per month as a sal-
ary. Yes, two dollars only. It might be enough in Iraq 
for a meal or two, a taxi trip or two and that is it. Most 
interns and residents including myself had some sup-
port from their families. Others had other jobs to do.

I got married in my first year of internship. And we 
had Zak, my first son, when I was in my second year 
of internship (yes, we did two internship years). I had 
to be innovative to get some extra cash! In addition 
to my work in the hospital I was privately assisting 
in some operations. But that was not enough to sup 
port my small family. In Iraq at that time, satellite re-
ceivers were forbidden and severe punishment was 
imposed on people who possessed them. As I had

few friends in the northern Kurdish controlled area, I 
could bring a small satellite receiver that I could hide 
inside my desktop PC. The dish itself was manufac-
tured by one of my cousins in Mosul. 

Finally, I had access to satellite TV channels with 
lots of programs and documentaries not available in 
town! We were recording TV shows, mainly cartoons 
and other documentaries (no 18+ stuff, ok?), make 
multiple copies of them and send them to the market 
through an intermediary to sell them for a very good 
price! My wife helped me record these programs if I 
was on duty or not available. We would take the dish 
out in the evening and put it on the roof top, and take 
it down in the morning before the sun rises. Patrol-
ling choppers could see them and report us! The fine 
was initially 500$ then and there (a huge amount), 
confiscation of the equipment, and six months in jail! 
But who cared! We were young and the world be-
longed to us! As you see, when there is a will, there 
is a way!

The Invasion (April 2003)
I still remember that night. I was the overnight intern 
doing paediatric surgery. We were all following the 
news on TV and radio. We all had mixed feelings. We 
wanted the fierce regime to end but were not happy 
to see foreign forces dwell our streets. The inevitable 
happened. Before the US army entered the city, ma-
jority of the Iraqi forces left their locations including 
the small platoon protecting our hospital and looters 
flooded from outside the city. The hospital adminis-
tration and almost all the staff were in attendance. 
Then the American soldiers were showing up. First 
wave was around 2 am. I still remember this young 
Iraq soldier coming to the hospital at 6 am to do his 
morning shift, as part of the hospital protecting unit. 
He came with his military dress and weapon, have 
been asleep and not listened to the news. I took him 
aside and calmly told him that the game was



Clockwise from top left: 1. US armour in town; 2. One of the first US Choppers in the sky 3. Myself with With Jeton 
and Victor, doctors from the US army (PS Have no idea who’s this young child and why is he here)! 4. US ground unit 
at the hospital
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over and helped the young chap to get some civilian clothes so that he could go back to his family. There 
were couple of days of looting and stealing. The US army did very little to stop it indeed. Finally, people from 
different suburbs formed checkpoints and squads to protect the city and establishments. I also remember 
couple of very courageous random people climbing on the roof of our emergency department and threaten 
anyone who wanted to loot the hospital. They maintained the integrity of the hospital.

After the Invasion (2003-2004)
What happened after the invasion was like trying to fix a broken car by hitting it with a baseball bat! Yes, we 
gradually had new technologies including internet, mobile phones, computers and new books. but the chaos 
was slowly getting worse. 

The US army base near the hospital offered help a couple of times but didn’t offer anything substantial. In 
hospitals we were still short of everything. A couple of young American doctors (Jeton and Victor) visited 
the hospital to give a Basic Trauma Life Support course (BTLS). You could see that these young soldiers and 
doctors want to help, but they had their hands tied because of bureaucracy. Salaries were increased, hence 
there was a lot of money in the markets. The management of the post invasion era was bad on multiple levels 
leading to the chaos which is still happening till this very day.

I had a new job at the hospital now in mid 2004 as a surgical trainee and junior member of the teaching 
staff at the College of Medicine. My first year’s rotations were cardiothoracic and vascular surgery (CTVS). 
Of course I performed my first independent thoracotomy after few weeks. Lots of gun shots and hydatid 
disease meant there would be at least two thoracotomies per day.



Huddersfield, UK (background); With Zeena and Zac in Dubai Inset left) and Mr Aldoori in Huddersfield (Inset right)
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One day, he called me saying that we have to leave that night. I was surprised by this decision. Later on he 
told me that he received a call threatening him of taking one of his sons as a hostage if he would not pay 
certain amount of money. That was the moment when he realised that we should all leave. And we did. That 
was in November 2004. That night was my worst night ever. We were stopped at the Iraq-Syrian border by 
the US army. They would not allow anybody out till morning. We had Zak (and now Zeena who was only a 
few months old) in a car in the cruel desert with temperature down to Zero! In the morning, we were allowed 
entrance to Syria. Again mixed feelings! All the bitterness of leaving your country and memories behind, but 
the warmth of feeling safe.

Working in Dubai and UK (2005-2008)
During the next few weeks in Syria, I found a job as an emergency resident in a surgical hospital in Dubai. I 
relocated with my family to Dubai. My father found a job and relocated to Qatar.

My job as an emergency resident slowly got extended to a part time surgical resident job. I was very happy 
and felt lucky. Living and working in Dubai was awesome. Nothing like working in Iraq. Everything was easily 
accessible. Good salary. Excellent life style.

I used to participate in several activities outside the hospital. Once I was part of the medical team helping 
one of the international Car Rally in the desert of the empty quarter. Had the chance to be in a chopper to 
survey the competitors for any accidents or dehydration. Lots of parks and malls. Kids loved it.

The only problem was training. There were no proper training programs. You can stay as a resident for life! 
I didn’t like that. Hence I was travelling to UK quite frequently to do the PLAB exam and the surgical exam 
(MRCS) which I finished in November 2006. I worked for couple of months in UK (Burnley and Huddersfield) 
but the new EU legislations at that time (which will be invalid after Brexit) meant that I could not work in UK 
unless I had a British or EU nationality. These rules were introduced in 2006 as part of what was called Mod-
ernising Medical Careers MMC. I went back to Dubai and started looking for a job outside UK. 

At that time, I had already applied for immigration to Canada. I had my Canadian licence exam. But again in 
Canada, I could not work unless I was a resident. The immigration process took longer than I expected. I was 
really feeling impatient at this point.
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New Life in Australia (Feb 2008 to date)
I wasn’t thinking of Australia as a possible place to 
settle in till I spoke to Ricardo. Ricardo is a very good 
friend whom I worked with. He had left Dubai to set-
tle in Australia around the end of 2006. He gave me 
some advice and really encouraged me to apply to 
jobs in Australia. I Googled “job in Australia” and one 
of the first jobs on the list was the Austin Health Sur-
gical Registrar job. Had no idea what Austin hospital 
was. I applied for that job and had an interview via 
telephone at 3 am Dubai local time. I remember that I 
was really sleepy during that interview as I was in the 
hospital doing a 24 hours shift! I remember asking 
over the phone “Is the Austin a teaching hospital?” 
One of the very polite members on the interview 
panel said “Yes, we are one of the biggest teaching 
hospitals in Victoria and are affiliated with the Univer-
sity of Melbourne, you can check that online”. I felt 
her thinking “duh, of course we are a teaching hospi-
tal”. My wife Rana, has always been very supportive 
of my decisions asked me this time are you sure you 
want to do that? Reluctantly, I said yes. Few days 
after that I was on an errand to sell my car and other 
furniture and fly to Melbourne to start night duties. 

I arrived in Melbourne in February 2008 with my wife 
Rana, and my two kids Zak and Zeena. I started my 
first duty immediately. And very quickly felt like being 
at home. Warm environment and excellent teaching 
attitude, this is exactly what I wanted. I stayed with 
the Austin for four years as an unaccredited registrar 
and in the meantime sorted out my immigration ap-
plication and full registration process to be eligible to 
apply to the SET program. I worked in almost

every single hospital and rotation belonging to the 
Austin hub. That was really useful. With the huge 
support from the Department of Surgery, I got on 
the program in 2012. The Austin also helped me in 
bypassing SET 1 and directly go to SET 2 and finish 
my training in 2015. That was a huge sigh of relief. I 
could not have done it with out the help of my fam-
ily first, and the Austin second. Needless to say, The 
Northern Hospital surgical rotations were amongst 
the best rotations. I learned a lot from working there. 
Really helpful consultant and excellent teaching at-
titude. My study group included Marcos Perini, Law-
rence Lau, Ravish Jootun and Krinal Mori. Again 
these guys were really helpful to make the journey 
of exam preparation and undertaking possible. Now I 
am a general surgical fellow at Eastern Health.

Bumpy Ride
I believe every one of us has his own special story 
which might well include more surprises and chal-
lenges than anybody can imagine. My trip from Mo-
sul to Box Hill carried me through a number of ups 
and downs. I met many of friends and good people. 
Also had some examples of people that I don’t want 
to be like.

I keep telling myself that I am very lucky! I had quite 
an extensive experience in operating before leaving 
Iraq, safely left a war zone with a family and finished 
surgical training in the world’s most livable city!  There 
were people helping me in every step and would 
never forget them. And I would definitely never for-
get the endless support from my wife, Rana.



Workshops

V Muralidharan
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Most of our readership would be aware of the simu-
lation workshops being held at Austin for our train-
ees. These are aimed mainly at PGY 2-3, NSET and 
junior SET trainees. What you may not be aware of is 
the Vic/Tas Training Committee of the Board in Gen-
eral Surgery established a subcommittee to develop 
simulation training in late 2014. As a result there have 
been a number of advanced simulation workshops 
conducted for general surgery SET trainees in 2015 
and 2016. The three workshops are as follows:

Laparoscopic Groin Hernia Workshop• 
Laparoscopic Bile Duct Exploration Workshop• 
Laparoscopic Intra-corporeal Suture Workshop• 

Chaired by Kate Martin the sub-committee has grad-
ually developed the required pre-learning material, 
faculty of enthusiastic trainers and the support of in-
dustry sponsors which allows these to be provided 
to our trainees at no cost.

The best workshop so far was the Bile Duct Explora-
tion workshop conducted in July 2016. Les Nathanson 
once again was kind enough to attend to help sup-
port the local faculty. The workshop was broken in to 
two with 18 trainees attending the morning session 
and another 18 attending the afternoon session. At 
midday a didactic session was held including both 
groups allowing us to accept 36 trainees on the one 
day. 

Looking forward to 2017 the subcommittee has 
kindly agreed to open the three sessions out to all 
general surgery trainees in Australia for the next two 
years. We hope to commence collecting data which 
will include previous experience and log book details 
of subsequent procedures done during their training. 
This may potentially pave the way for integration of 
standardized simulation workshops as part of the 
general surgery curriculum in the future.

Surgical Simulation Workshops 

Vic / Tas Training Committee Workshops for SET Trainees



Laparoscopic hernia repair workshop 
sponsored by Covidien and Storz.
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Bileduct Exploration Workshop sponsored 
by Applied Medical, Cook and Storz.
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Intracorporeal Suture Workshop  
sponsored by Johnson & Johnson, 
Mediquip and Device Technologies
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Pathfinder

David Goh 
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David Goh, Austin general surgery trainee from 
2009 to 2012. Austin vascular surgery trainee 
2016. Melbourne born and bred, with some time 
spent dabbling in the warmer weather of Sydney. I 
completed my medical degree in 2005, and did my 
internship in 2006 at Westmead Hospital. Surgery 
has taught me to be organized and time efficient! 
So in my spare time I jog, walk the dog, cycle and 
do my best to be a good husband! My interests 
include fast cars, Swiss watches, amateur photog-
raphy, and trying to maintain some level of fitness! 
Surgical training has done its best to disperse 
those hobbies but I make time to ensure a healthy 
balance of work and play. I am currently in my final 
year of vascular training and looking forward to the 
next chapter! 

You know it’s time to bite the bullet and settle down 
when you’ve seen your medical students become 
your interns, then go on to become fellow registrars, 
and then become your senior colleagues. You can’t be 
a registrar forever. But as they say, with age comes 
wisdom. Would I have done anything differently in 
my quest to become a surgeon? Definitely not.  

“Why would you put yourself through this?” or “I 
can’t believe you are doing it all over again…!” were 
common questions and statements I came across 
when I decided to pursue Vascular Surgery training, 
after having spent five years completing my General 
Surgery training. Some may say crazy, some may say 
naïve. I like to think of it as gaining my surgical ma-
turity. 

I always knew I wanted to do surgery, there was no 
question about it. When the applications came out 
for the first ever SET program, I had only done surgi-
cal terms in general surgery and neurosurgery as a 
junior. The neurosurgery term was not what I would 
call a great introduction to the world of surgery – I 
was on a busy unit with many patients, and I was 
the only junior with no chance to go to theatre. Many 
decisions had to be made at intern level. How times 
have changed. The general surgery terms, as always, 
were much more involved and I was able to get to 
theatre, experience surgery, and be a part of the 
operations. I was sold, or so I thought. I applied for 
general surgery, and thanks to the large intake in the 
first year of SET, I got a position in Victoria in my third 
year. 

I initially spent a year in Geelong as a SET 1 as part of 
the St Vincent’s hub, and then transferred to the Aus-
tin hub from SET 2 onwards. Throughout my time at 

The Longest Journey
Why settle for one fellowship when you can do two?



HPBT unit circa 2011, some old familiar faces at a place I don’t recall 
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he Austin I spent time at The Northern, Burnie, Shep-
parton, Bendigo, and of course, the Austin. I’m not 
sure how, but I managed to evade Alice – although I 
hear it is a lovely place!

In May 2012, I was successful in earning the coveted 
red tie in Auckland. One other Austin General Sur-
gical alumni was there with me holding the Austin 
flag proud across the Tasman. Two from two. And the 
added bonus of doing the exam early was that we 
could gloat back to the trainees that were yet to sit. 
Life was (is) beautiful. For a few weeks I didn’t have 
a care in the world – work continued and weekends 
were there to be enjoyed, rather than being spent in 
the library. But I knew at some point the inevitable 
question was going to rear its ugly head – “What am 
I going to do next?”

With General Surgical training being so diverse, I nev-
er felt completely enamoured or drawn to a specific 
general sub specialty. I loved the idea of being an old 
school general general surgeon but I soon realized 
that would not land me a job in a tertiary metropolitan 
hospital in the city. That was important not only for 
myself, but more importantly for my wife (at that time 
girlfriend) and that meant further subspecialty train-
ing in one of the general subspecialties. Post exams 
I was on the breast unit, and was yet to do colorec-
tal at The Northern as my final swan song. General 
post fellowship subspecialty training programs were 
usually two years duration with a variable lead-time 
of one to two years before commencing accredited 
training – let’s say a total of three years minimum. I 
knew colorectal wasn’t for me, and breast, despite its 
enviable after-hours involvement, didn’t come with

enough thrills to make me love it. One of the ben-
efits of the General program at the Austin was the 
opportunity to spend six months as a vascular regis-
trar. I enjoyed the term and always thought it was a 
great, technically challenging specialty with a fantas-
tic group of surgeons on the unit.

The seed had been planted in my mind – and I made 
enquiries with the head of vascular at the Austin, 
who also happened to be the chair of the board of 
vascular surgery at the time. Being in the final stages 
of general, he told me to get my general ticket, as 
that would put me in an enviable position as a vas-
cular trainee. Being a completely separate specialty 
unfortunately meant re-applying for vascular training 
and starting again in SET 2. Gone were the days of 
post general vascular fellowships. So it was a toss 
up between three years in a general subspecialty 
doing something I liked but didn’t love versus four 
years in vascular SET training which included a set 
of specialty exams, being a lowly registrar again, and 
to top it all off, one big fat hurdle to cross at the end 
– another fellowship exam.  The choice was clear. I 
applied, was successful, and for the first time after 
the exam I had a clear pathway with a defined end 
point. To throw another spanner in the works, ironi-
cally I would be heading to Auckland, of all places, for 
my first year of vascular training.

In my final six months of general with the exam un-
der my belt, I was cut loose at The Northern Hospital 
colorectal unit with some fairly autonomous general 
general operating. Under the guidance of some well-
loved fellows from the Austin General Surgery alum-
ni, I had an abundance of cutting and was, so to
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speak, let loose. In the final stages of the year, I did 
my last ever open hernia and lap chole as a general 
trainee, put a ring on my now wife, rented out my 
house, gave my car away, shed a tear, and crossed 
the Tasman to Auckland. It turns out that I was not 
alone in my quest for more punishment as I discov-
ered that the other vascular trainee in Auckland work-
ing with me was another General FRACS from Syd-
ney. I had nothing but good memories in Auckland 
thus far so I knew it would be a good year. The major-
ity of people who have ever gone away for a year to 
train/travel/procrastinate always talk about it as being 
“one of the best years of their lives.” I think they may 
be on to something.

Having the general FRACS was a great asset. It gave 
me the skills to handle intra abdominal pathology 
with confidence, enhanced my ability to make criti-
cal decisions, and also gave me a psychological edge 
that allowed me to be treated as a colleague, rather 
than a registrar. The first year spent in Auckland was 
a dream. Despite the pay cut, bad coffee, incompre-
hensible kiwi accent and being ridiculed every time 
Australia lost to New Zealand in anything, it was a 
smorgasboard of complex open vascular surgery. 
And who better to learn and refine my skills on, than 
our friendly Kiwis?! Out of work, we had plenty of 
opportunity to travel and explore God’s country.

I came back to Melbourne in 2014 to work at the en-
dovascular centre of Melbourne at St Vincent’s. My 
endovascular skills were lacking, having done mini-
mal work in Auckland, but I adapted and picked it up 
quickly. It was a busy year being the only accredited 
trainee, but I still managed to convocate in 

Singapore, and more importantly, make an honest 
woman out of my wife.

The year 2015 was spent at the Royal Melbourne and 
by that time, exams were creeping into the picture. 
The thought of the previous exam’s success was 
quickly dampened by the memories of nights, days 
and months spent cooped up in the library, or week-
ends spent in hospitals seeing patients. Coupled that 
to an aging brain more resistant to retaining knowl-
edge made me question whether or not I had made 
the right decision to do vascular in the first place. This 
time I had more on call and less time to study. Study 
group comprised of only two trainees in Melbourne, 
which made organising study difficult with the one in 
two on call commitments. I felt like I was Grant Hack-
ett entering the competition again, with more young 
fierce competition and everything to lose. And then I 
found out that for the first time in the history of the 
Vascular fellowship exam, that the May 2016 sitting 
would be run in Auckland. Auckland was good to me 
the first time. I took it as a good sign.

So now it feels like Groundhog day. I have the exam 
under my belt, and the plan for the rest of the year is 
to operate until the cows come home. Although the 
difference is that this time around I feel comfortable 
with my skill level and surgical maturity. I also have 
a defined plan and will finally get to see what life on 
the other side (of the exams) feels like. 

Consultant work looks challenging, but at the same 
time it is a welcome change from being a registrar 
for many years.

Left: Manny Cao FRACS (Gen) and I in Singapore convocating (he is now a Surgeon in Bendigo and familiar to many Austin trainees 

Right: Mayo Theivendran FRACS (Gen) FRACS (Vasc) my partner in crime   



Left: Rick Jiang (Austin Vascular trainee 2015) and I at the celebratory drinks post exam with our mentor Noel Atkinson  

Right: Mayo Theivendran FRACS (Gen) FRACS (Vasc) my partner in crime post exam number two   
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Having done the fellowship exam twice, I feel my experiences in some way count to some sort of credible 
advice. And if this article can provide any benefit to the younger trainees, apart from the questionable enter-
tainment value, here are my tips for the exams:

• Sit in May. Sitting in September just prolongs the agony, and job opportunities will be far less come the end 
of the year. 
• Everyone has their own way of studying – you know what works for you and stick to it. 
• A lot of people get caught up in detailed minutia. Examiners won’t fail you for not knowing the latest cancer 
staging systems or the intricacies of chromosomal abnormalities in syndromes you’ve never seen. Be confi-
dent with the common stuff and have it down pat. The rest is icing on the cake.  
• If there is a chance to sit in New Zealand, I highly recommend it! 

Having been a registrar for what seems like an eternity, I only really have one tip for life outside of work: 

• Always remember that work is not your life, or at least it shouldn’t be. Make time for your family and friends. 
Count them into your plans and decisions. Try not to put things on hold just because of work. Don’t neglect 
your interests and hobbies. The life of a surgical registrar is a selfish one, but there are ways to minimise the 
impact on the people around you. At the end of the day when the final stitch has been sutured, and it’s time 
to call it a day, you want to have people and hobbies to enjoy your life with. 



Pathfinder

Marcos Perini
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Marcos V. Perini, MD, PhD, is a Senior Lecturer of Surgery at The University of Melbourne and HPB and 
Liver Transplant Surgeon at Austin Hospital in Melbourne, Australia. Marcos has dedicated most of his 
work in liver resection for metastatic colorectal cancer, primary liver tumours, liver surgery techniques and 
liver transplantation. Apart from his clinical work he is also engaged in translational research in colorectal 
liver metastases and surgical education. He graduated from the University of Sao Paulo Medical School 
in Brazil, where he also trained in General and Digestive Surgery, building his experience in one of the top 
reference centre of Surgery and Cancer treatment in Latin America – Hospital das Clinicas at University of 
Sao Paulo Medical School and Sao Paulo Cancer Institute- Brazil. Hehas been awarded a Masters, a PhD 
and the FRACS and is an active member of the IHPBA.

A long way… 

From Brazil to beautiful Melbourne



Vol 3 Issue 2 August 2016 23

I was born in a small town Nova Aurora (~10.000 population), located in the South of Brazil, where I spent my 
early years before going to high school and then the University of Sao Paulo Medical School.

My father has been my role model since I was a child, as a man and as professional. He is a doctor and I 
used to indirectly participate in his daily medical routine due to curiosity and fascination that a child has. One 
of my early memories which is still fresh in my mind, is as a child having lunch or dinner and sometimes my 
father having to stop eating to assist patients or attend emergencies at the hospital - which was across the 
road. That did not bother me because I knew he would be back and tell me some medical story, but keeping 
patient confidence of course. He would even show me a snake, as by that time he treated many snakebites. 
He had become an expert in treating snake bite patients, just by looking at the snake he was able to deter-
mine the right antidote. 

I left my hometown when I was 14 years old to study at a Marcelin College (shown below), in Curitiba in 
the South of Brazil, before I finally entered the University of Sao Paulo Medical School. That was my first big 
move towards my medical career and I had achieved my desire to study at the best university in Brazil. 

In my second year of university, I was introduced to a research group and became involved in a cadaveric 
liver dissection to study biliary anatomy (we focused on split liver transplantation and that resulted in my first 
scientific article which was published on PubMed). I had the great privilege of being introduced to Professor 
Fabio Lopasso who became my mentor and a great friend. He developed an animal model of gastric cancer 
and was looking for someone to work with him to develop a surgical induced esophageal cancer model. I 
was given the opportunity to work with him, operated on many rats and also got paid, as I received a grant 
from FAPESP (State of Sao Paulo Research Foundation). It was at that time I realized I would like to become 
a surgeon. Professor Lopasso also introduced me to liver surgery and taught me how to operate on rats’ 
livers.

Later on, with the grant I received, I went to Bologna, Italy to do my elective rotation. At that time Prof 
Alighieri Mazzioti (in memorium), a renowned Liver Surgeon in Europe, was the director of Liver Transplant 
Unit. The time I spent there as a medical student also reinforced my interest in HPB surgery. During my train-
ing program in Brazil, apart from the usual long working hours in surgical training programs, I had the oppor-
tunity to spend few months at Mayo Clinic in Rochester – USA – as a visiting registrar in the Liver Transplant 
Unit (at that time Prof Ruud Kromm was the Head and Charles Rosen was the Surgical Director). My program 
also allowed me to travel for 4 months overseas, so I went to Wisconsin to be with Henry Pitt, a renowned 
HPB surgeon. This exposure to Liver Transplant Surgery and Pancreas surgery widened my interest in HPB 
surgery.



PhD thesis presentation. After the talk, a panel of five Academic Surgeons set at the table and went through all the thesis, question-
ing and debating. Very formal; inheritance from the European model. 

Left: University of Sao Paulo Medical School building. The lab was located in the third floor on the left side.  

Right: Hospital das Clinicas. The Department of Gastro Intestinal Surgery was located in the 9th floor, close to theatre.   
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After graduating and completing my residency program in General and Digestive Surgery, I became deeply 
involved in liver and pancreas surgery. That was followed by my Masters in Science in pancreas cancer sur-
gery. After finishing my Masters I became the Preceptor (position between Chief Resident and Junior Con-
sultant) in the Liver Transplant Unit, where I worked for almost two years.

As I wanted to pursue an academic surgical career, getting a PhD degree was the way to apply for a position 
at a teaching Hospital. After completing my PhD, I got the permanent position in the Liver and Portal Hyper-
tension Unit – Hospital das Clinicas – University of Sao Paulo Medical School. 



Operating with David Yeo at Austin in 2011. 
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My career was taking off, I was working as a Surgeon in renowned hospitals (Clinics Hospital - University of 
Sao Paulo Medical School and AC Camargo Cancer Center), teaching at the University of Sao Paulo and  do-
ing research which was feeding my passion and commitment towards Hepatobiliary Surgery. After visiting 
Jacques Belghiti’s unit at Beaujon Hospital in France for few weeks, I realized I wanted to have an Interna-
tional experience in a world-recognized program.

The opportunity for a one-year Fellowship came and I found myself at the Hepatobiliary and Liver Transplant 
Unit at the Austin Hospital, Melbourne in 2011. However, the decision to move alone or together as a family 
was a tough one. We decided that I would come alone, and thanks to my wife’s support and through technol-
ogy I could still participate in my boys’ development and routines while facing a full year away from them. 



Above: Cadaveric dissection with medical students interested in 
surgery at the University of Sao Paulo Medical School. 
Below: State of Sao Paulo Cancer Institute – ICESP – affiliated to 
the University, just across the road, connected by a skywalk.
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During that year, the team I met at the Austin, my 
great Fellow peer, David Yeo, and the support I re-
ceived from everybody, played a significant role in 
making the journey even more enjoyable. Time went 
quickly and before I realized the year was over. I knew 
I would miss the friends I made here, and for sure, 
Melbourne and the happy and safe way of life could 
not be easily forgotten. That year definitely enriched 
my professional growth but also our family’s personal 
lives, as it strengthened our bond and made us enjoy 
every single moment together. 

Back in Brazil, I returned to all my duties as a sur-
geon, husband and father. Being a Consultant HPB 
Surgeon at the University of Sao Paulo Hospital af-
ter the experience at Austin was even more exciting 
than before. 

I was also appointed as HPB Surgeon at the new 
Cancer Institute (State of Sao Paulo Cancer Institute 
- ICESP). My new routine allowed me to perform liver 
resection twice a week, and continue with my teach-
ing and research responsibilities. 

I was also able to publish papers and teach medical 
students and registrars.
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Our team back in Brazil, at the University of Sao Paulo. From the left: Jaime Kruger, me, Paulo Herman (chief), Flavio Rocha (visiting 
surgeon from Virginia Mason Medical Centre – University of Washington - Seatle) and Fabricio Coelho.

After two years I had the opportunity to return to the Austin and this time the decision was for the whole 
family to come. The possibility of offering my wife and children a safer place to live overcame the stress of 
moving overseas and leaving our roots behind. Although children are highly adaptable, especially in their 
early years, we have had some hiccups during their integration, mainly due to the language and family dis-
tance. Thanks again to my wife’s determination and partnership in the process, I have been able to dedicate 
myself to the hospital and the Fellowship exam. 

The Fellowship exam was also a special chapter in my life. After full workdays I had to review many subjects 
I have not visited for years given my specialization in HPB. The study group I had was fantastic and helped 
me to build my confidence throughout the process, in addition to the tutorials and support from the Depart-
ment of Surgery at the Austin. After passing the exam I was grateful for the recognition from the College 
and the Hospital. 

As life is not only work, I love to spend my free time with my wife and children, challenge my boys in soccer 
and chess, practice saxophone (after many years, finally!) and play tennis. I also enjoy a Brazilian ‘barbie’ 
with Pavlova as dessert! 

To come back to the Austin and now be a Consultant HPB/Liver Transplant Surgeon and Senior Lecturer at 
Melbourne University,  and living in a country like Australia as well, is a once in a life time opportunity I am 
happy and grateful to embrace it!



Pathfinder

Brendan Murphy
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Dr Brendan Murphy commenced as CEO of Austin 
Health in January 2005. He held previous posts 
as Chief Medical Officer and Director of Nephrol-
ogy at St Vincent’s Health. He is currently a Board 
Member of the Florey Neuroscience Institutes. 
He is a Professorial Fellow with the title of Profes-
sor at Melbourne University, a Fellow of the Royal 
Australian College of Physicians and a Fellow of 
the Australian Institute of Company Directors. He 
was recently appointed Australia’s Chief Medical 
Officer.

As I am about to depart Austin Health, after nearly 12 
years as CEO, I would like to share my journey and 
thoughts with you and my reflections on Surgery. My 
journey is much less dramatic than the others de-
scribed in this edition of Laminas, but is relevant to 
the increasing mobility of the medical workforce.  Be-
fore starting as Austin CEO in 2005, I was Professor/
Director of Nephrology at St Vincent’s in Melbourne.  
This was a fascinating and rewarding role, particularly 
the ability to grow significantly a clinical service and 
to run my own research group (albeit in an era where 
NHMRC funding was much easier to get). 

I made the very significant move to full time manage-
ment largely out of concern that that the precious 
resource of the academic and clinically leading role 
of “the Teaching Hospital” could be under threat by 
management that didn’t “get” the value of great 
Institutions like Austin Health. Our role in providing 
the highest level of complex care, clinical innovation, 
creating a medical research culture and especially 
providing a huge and complex training environment 
for future health professionals is what has motivated 
me for the last 12 years. It is not always easy to sup-
port all of these things in resource constrained en-
vironments but I have learned that most things are 
possible, if you have an engaged and proud clinical 
workforce.

As you mostly would know, I am now about to head 
off to Canberra to take up the position of Australian 
Chief Medical Officer. This is another significant ca-
reer shift for me and one which, pleasingly, returns 
me into the ‘medical fields of endeavour’. My motiva-
tion for moving jobs (and cities) is the really exciting 
prospect of being involved in the Commonwealth re-
form agenda, such as primary care and workforce, 

My Journey & Surgery
From the Austin to serve the nation



Brendan hMurphy testing out the Virtual Reality colonoscopy simulator during the Austin surgical workshop on bowel anastomosis 
held in the Simulation Centere on level 7 HSB in May 2015. He was a strong proponent of the simulation centre. Also pictured are 
Adele Burgess, head, Colorectal Unit and Dana Subramaniam, Sales & Applications Engineer, Healthcare Simulation.
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as well as getting involved in areas quite new to me, such as Australia’s Health Protection and the interna-
tional health agenda. It is also time for Austin to have a new CEO, to bring new approaches and ideas.

From my first day at Austin Health, I was aware of how special is Surgery and surgical training to the cul-
ture and performance of this health service. A good example of this is when I was asked, when we joined 
the Victorian Comprehensive Cancer Centre, what distinguishes Austin Cancer services from those at  the 
Parkville based VCCC partners. My first response was that we have a breadth and depth in surgical oncology 
that is not seen elsewhere in Melbourne and that are the obvious site to provide VCCC leadership in this area. 
Clearly our surgical leadership extends well beyond cancer surgery, with leading roles in transplantation, or-
thopaedic and spinal surgery, obesity and other abdominal surgery to name but a few.

A separate but related ‘jewel in our surgical crown’ is our surgical training program. I have been privileged 
to sit in some College site accreditation visits and hear the considerable praise and external recognition that 
the reviewers give to the structure and leadership of our program and the culture and camaraderie of the 
trainees. And then of course, there are the consistently excellent results we get in College examinations. 
Surgical training is hard and probably harder than ever with the need to balance getting the number of cases 
in the log book against the perioperative care for increasingly complex patients. It is clear, however, that the 
culture of Austin is one of support, by the surgeons and within the trainee group.

Along with research, I strongly believe that a strong training culture directly benefits patient care. It defines 
how we think about best practice and audit and it means we get fantastic young surgeons coming to Austin 
to gain early post Fellowship experience. I love talking to international fellows about why they want to come 
and part of our surgical community.

Surgery is a very rewarding branch of medicine. You can readily see results and success in most cases and 
can have a lifetime of development of new skills and techniques. But as you continue on this rewarding jour-
ney, always be open to self-reflection and even a change of direction for some. I would love to see a surgeon 
as Austin CEO one day!



Pot Pouri

Ankur Sidhu
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The Staff of Asclepius
The Staff of Asclepius is named after the Greek 
demigod Asclepius, a deity associated with healing 
and medicinal arts. Asclepius was a skilled surgeon 
and herbalist who was fabled to conquer even death 
itself. He practiced in Greece around 1200BC. Even-
tually medical schools developed which were usually 
connected to temples or shrines called Asclepions 
dedicated to Asclepius. 

Patients believed that they could be cured by sleep-
ing in these Asclepions. The Asclepiadae were a large 
order of priest physicians who controlled the sacred 
secrets of healing, which were passed from father 
to son. 

A famous healing temple was located on the island 
of Kos, where Hippocrates may have begun his ca-
reer. It is interesting to note that the original Hippo-
cratic Oath began as “I swear by Apollo the physi-
cian and by Asclepius and by Hygieia and Panacea 
and by all the gods…. Hygieia and Panacea, who are 
symbols of medicine and healing, were daughters of 
Asclepius.

There are various myths behind Asclepius and his 
staff. In one myth, Asclepius killed a snake which 
was coiled around his staff, but was soon confronted 
by another snake carrying a magic herb that restored 
life to its companion. Snakes were thus considered 
to be servants of Asclepius, representing vital forces 
of life as well as wisdom, rejuvenation, longevity and 
immortality. In honour of Asclepius, a particular type 
of non-venomous snake was used in healing rituals 
and these snakes – the Asclepion snakes – crawled 
freely on the floor in temples where the sick and the 
injured slept. Another mythical origin included the 
worm Dracunculus medinensis or “fiery serpent”. 

Symbol of Medicine
Demystifying the symbolism

Through the ages, the caduceus symbol and the 
staff of Asclepius have been the most widely used 
emblems representing medicine and the medical 
profession. The symbols are visually quite similar, but 
the historical and mythical origins differ dramatically. 
The staff of Asclepius is a rod entwined by a single 
serpent and is a symbol of medicine, linking the pro-
fession of surgery, pharmacy and hospital care. The 
caduceus is a short rod entwined by two serpents 
and topped by a pair of wings and this seems to be 
the preferred choice of the more commercially orien-
tated institutions.
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In order to extract the parasite from the patient’s 
body, doctors would cut the patients skin in front of 
the path of the worm and as the parasite crawled out, 
they would wind it around a stick a few times until it 
was completely removed. This was such a common 
practice that physicians advertised their technique 
depicting worm wound around a stick, hence the in-
direct connection between Asclepius and medicine.

A number of organisations and services use the staff 
of Asclepius as their logo including the American 
Medical Association, Australian Medical Association 
and The World Health Organisation.

The Caduceus
The Caduceus or the Kerykeion is literally the staff 
of a messenger, classically represented as two ser-
pents entwined around a rod topped with a pair of 
wings. The caduceus is a well-recognised emblem of 
the Greco-Roman god Hermes or Mercury. Accord-
ing to the myth, Hermes acquired his insignia when 
he stopped two snakes from fighting by thrusting 
his walking stick between them. The two serpents 
wound around it, thus forming the Caduceus. In clas-
sical mythology Hermes is described as the messen-
ger of the gods, a diplomat and a mediator, but also 
as a patron saint of thieves and treachery!

While the link between staff of Asclepius and medi-
cine is well acknowledged, the connection between 
the Caduceus and the medical profession has fol-
lowed a rather tortuous course. This may have arisen 
from Hermes’s link with alchemy. A series of historical 
blunders may have led to Hermes being mistaken for 
the Egyptian sage and alchemist by the same name, 
who was a priest of Thot (an Egyptian deity who was 
a skilled healer and a patron of physicians).

The first reference to the Caduceus as a medical 
symbol can be traced back to the middle of the 16th 
century and it has been suggested that since alche-
my and medicine were closely linked at that time, 
the Caduceus became inadvertently associated with 
the medical profession. The Caduceus was later pop-
ularised as a printer’s mark. The early printers saw 
themselves as messengers of Hermes and used the 
Caduceus as their symbol. 

The symbol got adopted by various publishers 
of medical books and it was thought that the two 
snakes represented the union of medicine and litera-
ture. The most important event uniting the caduceus 
with medicine was US army corps adopting the sym-
bol in early 1900s.

In 1992, Friedlander published a study in which he 
surveyed 242 medical and health-related organisa-
tions in the United States. He found that professional 
associations were more likely to use the staff of As-
clepius while commercial organisations were more 
likely to use the Caduceus. He attributed his observa-
tion to the fact that professional organisations follow 
the classical tradition, while commercial institutions 
are attracted by the popular symbols easily recogn-
ised by the target customers. It is interesting to note 
that majority of Australian health organisations use 
the staff of Asclepius as their symbol whilst in United 
States, as most hospitals are commercial ventures, 
they tend to use the Caduceus.

The continued use of the Caduceus as a medical 
symbol is one of the most enduring mistakes in sym-
bolism and popular culture. Due to Caduceus’s like-
ness to the DNA helix, it has been suggested to be 
a more accurate symbol of medicine. However, the 
historical evidence suggests that staff of Asclepius is 
really the true symbol of medicine.
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