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Global Surgery: Tansen, Nepal
Former Austin trainee Cris Cuthbertson details her experience as a 
surgeon at the roof of the world. Pathfinder, Page 8
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The opinions voiced within the content are those of the individual 
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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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ADIEU CAROLINE BAKER
Head of Breast Surgery, St Vincent’s Hospital

Having taken on the reigns of leadership of the 
Breast Surgery unit at Austin after the retirement 
of the previous and much loved Lindsay Castles, 
Caroline Baker was well known for her passion and 
dedication to her patients, staff and trainees. It is 
with much sadness that we must bid this force of 
nature farewell as she moves on to exciting green-
er pastures as the head of breast surgery at St Vin-
cent’s Hospital, Melbourne.



Editor’s Ramblings

V Muralidharan 
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The word collaboration evokes two distinctively op-
posite reactions based on the implied context. Taken 
in the meaning of traitorous co-operation with an 
enemy the word “Collaborator” was particularly as-
sociated with those in occupied Europe working for 
Nazi Germany. A word that was used as a derogatory 
weapon to condemn or vilify the intended target. 

In its entirely opposite context it has the positive 
meaning of working together to create something for 
the common good. Collaboration is one of the essen-
tial ingredients for successful team work, both within 
teams and between teams and is listed as one of the 
nine core competencies by the RACS for surgeons.  
Sadly, this very basic common sense concept gener-
ally tends to get overlooked by administrative inertia, 
personal pride, preconceptions, personal prejudice 
and a rather insular attitude to life that pervades many 
aspects of life in Australia including healthcare, edu-
cation and certainly surgical training. If you don’t pre-
scribe to my perception regarding the latter then just 
try and get the various state committees to agree on 
a new idea or for that matter have the eight surgical 
hubs in Victoria to move in unison. 

Austin Health is unique amongst the eight General 
Surgical training hubs in Victoria in that it includes 
two major metropolitan hospitals, Austin Health and 
Northern Health. Unlike the NSW system of two-hos-
pital hubs where each hospital is allocated their own 
trainees and then mutually shared between the two 
Austin and Northern hospitals work as a single hub 
with both NSE and SET trainees in general surgery 
being selected and distributed as a single entity. This 
results in a significant degree of choice in rotations, 
training and flexibility. With general surgical sub-spe-
cialty units now present at both hospital and the  

presence of different surgical philosophies our train-
ees are exposed to a far wider clinical and technical 
spectra. In addition the opportunity to rotate through 
more than unit of your choice of sub-specialty gives 
an advantage to those wishing to subspecialize. 

However, formal educational programs have existed 
at both centres distinctly independent of one another 
with the younger Northern program complementing 
the more comprehensive one at Austin. In recent 
years the NH education program has evolved and 
matured with a more formal structure. However, in-
stead of evolving independently, under the direction 
of Krinal Mori, the program has integrated well with 
that of Austin. The first of these was the commence-
ment of the formal Northern “Shock and Awe” pro-
gram in which included surgical tutorials, forums and 
workshops. The most recent of these initiatives is 
the creation of a SET Interview prep course. A similar 
session held at the Austin occurs earlier in the year 
aimed at all aspiring applicants for General Surgery 
SET trainees while the NH session occurs later, after 
announcement of the interview which targets specif-
ically those who have been selected for interviews. 

This is a an excellent example of co-operative edu-
cation and training with each centre building on the 
others work rather than simply duplicating it and is 
detailed in the “Training Corner” in this issue.

The main focus of this issue is however collaboration 
at an entirely more global level as Cris Cuthbertson 
details her experience and exploits in Tansen, Nepal 
accompanied by some phenomenal photography. 
This exemplifies Australian initiatives for global sur-
gery at individual and institutional level to support our 
less fortunate neighbours.

Collaboration
Working together for the greater good… or….
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May and June have been busy months for surgical 
education at the Northern Hospital. Our focus for 
these few months has been on the development 
and support for our junior surgical doctors. We un-
derstand that refining the skills for our junior doctors 
leads to application in clinical situations that provides 
improved patient care. Led by rinal Mori and David 
Bird, and supported by the surgical fellows Henry To, 
Luke Bradshaw and Fidel Touma, we have organised 
weekly consultant and fellow teaching sessions, and 
organised a number of practical sessions on laparo-
scopic skills and suturing skills. These have aimed to 
provide medical knowledge and develop technical ex-
pertise for our junior doctors which are useful in the 
busy clinical work at the Northern. 

We were pleased to have several the NSET trainees 
obtain entrance interviews for general surgery train-
ing. As a follow on from the SET Entry Interview Prep 
Course held at the Austin hospital on the 25th March, 
we organised structured trial interviews for the Gen-
eral Surgery SET candidates. These were held on 
Wednesday 14th June at the Northern Centre for 
Health Education and Research. 

We had four stations with clinical and non-clinical 
scenarios, with interview under simulated condi-
tions. Candidates rotated through stations of 10 min-
utes each with direct feedback at the end of each 
station. The session was supported by a number of 
our junior surgical doctors who were time keepers 
and bulldogs.  

Overall, the session was well received, with the can-
didates finding the questions and scenarios useful for 
preparation for the interview and also for every day 
practice. The junior surgical doctors could also gain 
a feel for interview style and the standard required 
for the entrance interview. We had time for general 
feedback and encouragement for the candidates.
 
We thank our interview panel Krinal Mori, Luke Brad-
shaw, Henry To and Atan Das for lending their time 
to support our NSET registrars at such an important 
time in their career progress. 

We wish our candidates all the best in their inter-
views and results in the coming month.

Trial SET Interview   
NH unveils its trial SET interview session



Cris graduated from Monash University and 
trained in General Surgery at Austin Health. She 
completed a PhD at the Department of Surgery 
while multi tasking and expanding her family. Af-
ter completing her AGSU fellowship at Northern 
Hospital and her time in Tansen she is now a con-
sultant surgeon with an academic appointment in 
Bendigo.

Pathfinder

Christine Cuthbertson
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Three years ago, I was sitting my FRACS exam in Mel-
bourne with a group of close registrar friends.  We had 
spent months (years?) working with each other and 
learning from each other.  Our study group was split 
- half from the Austin and half from the Alfred.  This 
taught us that different hospital networks can (often 
violently) disagree on what is “correct treatment.”  

I have since learnt that we understood and practised 
a very narrow band of surgery - the first world, well-
funded version of surgery.  In Melbourne, we were 
“discussing” the relative merits of ERCP, laparoscopic 
CBD exploration and choledochoscopy vs image-guid-
ed techniques.  In my current place of work, these 
options are inaccessible, and we use open CBD ex-
ploration, more often than not.  We don’t get tricked 
by false positive MRCP, as our patients can’t access 
them.

Two years ago, after completing a general/AGSU fel-
lowship at the Northern hospital, my family and I 
moved to Nepal. I volunteer as a surgeon in a small 
mission hospital in a town called Tansen.  It’s a small 
hospital by Australian standards, but it is the biggest 
hospital in western Nepal, serving a huge population 
area.   I work as a general surgeon, and I speak Nepali, 
which I am still learning, with a lot of effort.  I can say 
that learning the new language was one of the tough-
est things I have had to do, and I have new respect for 
all our non-english speaking patients at the Northern. 

Health provision in Nepal is very different from Austra-
lia.  The primary difference is that the user pays - so pa-
tients and their family decide whether outcomes are 
worth the cost.  This tradeoff is different depending on 
the patient.  Young people of working age and children 
get more extensive treatment than older relatives.  

Global Surgery - an Austin perspective
Operating on the roof of the world
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It also means that women, particularly past childbear-
ing age, get less or later treatment than a male of the 
same age. Female children also get later treatment 
than male children. Nepal is a very poor country, so 
those decisions are more important than you can 
imagine.  It is not uncommon for a family to go into 
severe debt to pay for the healthcare bills of a family 
member, and commonly, patients just choose not to 
come to the hospital.  Mission hospitals, like the one 
I work at, are the only avenue of health care for the 
very poor, as we can pay for their treatment costs.

Before I go further, I need to point out that hospital 
costs are also much cheaper than we would expect.  
A person will pay about $400 for a major resection or 
laparoscopic cholecystectomy, and about $100 for a 
hernia repair.  An outpatient consultation costs just 
70 cents, with any investigations extra.  On the other 
hand the weekly income of the average can be very 
low.  Farmers from a village may only earn 5 or 10 dol-
lars a week in actual money.  My housekeeper earns 
$90 per month.  If they need health care, then they 
usually either borrow money from family, or they take 
an unregulated loan.

User pays healthcare is not always negative.  Nepalis 
have a very healthy approach to the impending death 
of a relative.  Once a patients’ outlook is hopeless, 
they are very happy to take them home for palliation, 
and very uncommonly push for “heroic measures”.  
We also are very careful not to perform unnecessary 
tests, in order to keep costs within reason.  No pa-
tients here get daily LFTs and we really have to push 
our residents to order daily electrolytes.  And equally, 
unnecessary follow up appointments are also out, as 
they take a day’s pay and resources in a country with 
no sick leave.  

Patients with cancer uncommonly get full investiga-
tion, surgery and adjuvant therapy, as there is little 
investment value to pay for such expensive care for 
an elder relative.  Equally, “nuisance” patients are un-
common.  Generally, if people come to hospital, they 
really have a problem, and they have often waited a 
couple of days after their limb went purple, just to 
be sure.

The hospital I work at is a Christian missionary hos-
pital, and part of its service is to provide free health-
care to people who would otherwise be unable to 
afford it.  Children in the hospital get free food pro-
vided, regardless of their financial status (food, and 
most nursing care is usually provided by families).  
And poor families, or those with expensive condi-
tions, like burns (which require long stays and mul-
tiple operations) are provided for.  As a result, we see 
a wide cross-section of patients - those who come to 
see the white-faced doctor and are willing to pay for 
it, and those who walk ten hours to access the only 
healthcare open to them.

I had never visited Nepal before coming here to work.  
I decided to come with my family for six months and 
we have ended up staying for two years.  The coun-
try is simply gorgeous, and I am amazed that I get 
the chance to live on the side of a hill here.  The Ne-
pali people are culturally different from Australians, 
but they are very open and welcoming.  It is said 
that when westerners came to visit devastated vil-
lages after the earthquake, the villagers were upset if 
they couldn’t offer them tea.  Certainly, that fits with 
my experience of Tansen.  The people are happy and 
friendly and grateful to have outsiders come and work 
with them.  They are curious about our lives, and quiz 
me endlessly on what my life is like in Australia.  
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They also feel proud of their country and want to 
share their culture and experiences with us.  They 
are amazed that we say we learn and gain from be-
ing here.

General surgery here is broader than what I learnt 
in Australia.  I cover plastic surgery, paediatric sur-
gery, urology, gynaecology as well as “Melbourne” 
general surgery.  Out here in the sticks, there is no 
sub-specialisation.  I also have taken on a role in edu-
cating the Nepali registrars (both surgical and general 
practice) in surgery, as they don’t have a history of tu-
torial learning.  They learn initially a big slab or theory 
in a formal postgraduate course (but no operating) 
and then learn everything else on the job.

To give an example, the first day I worked in outpa-
tients here, I saw a handful of paediatric surgery, 10 or 
15 urological cases, and maybe five gynae patients.  

I was so excited at the end of the day when two 
people with inguinal hernias walked in and I suddenly 
knew what I was doing without asking! But I learnt 
to deal with the new protocols and learnt a bunch 
of new operations, including the ubiquitous caesar-
ian section, which is one of our most common on 
call operations (and one of WHO’s four major opera-
tions that every world citizen should be able to ac-
cess).   While here I have had to do vascular opera-
tions, including two traumatic arterial injuries.  I have 
operated on major trauma cases, and major hydatid 
cysts.  I have repaired bladders, and done a hyster-
ectomy for a post termination uterine perforation.  I 
have removed countless kidney and ureteric stones, 
and operated on multiple patients with tuberculosis, 
including the dreaded peritoneal tuberculosis.

My training in Melbourne was excellent - when I 
needed to make a vascular anastomosis I knew 
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how, even though I hadn’t done one for years.  When 
I need to operate on a kidney - I can understand the 
anatomy and make a safe incision and resection. I 
did my first open common bile duct exploration here, 
and have managed bile leaks and bile duct injuries 
without ERCP or Thompson’s retractor.

There is no doubt that our training in surgery is lim-
ited compared to the rest of the world.  These sur-
geons uncommonly have the option of referring else-
where (Kathmandu is 10-14 hours away, depending 
on roadworks) and are daily faced with decisions 
about whether to operate or palliate.  They are will-
ing to try operations they have only heard about, de-
spite a far shorter operative apprenticeship than our 
trainees.  Despite their experience and bravery, they 
appreciate us coming a working here, so they I can 
teach them to treat rectal prolapse, or support them 
through gastric resections (all sutured, no staplers), 

or even hand over a difficult division of adhesions, 
as postoperative adhesive obstructions are fairly un-
common here.

Before coming to Nepal, I knew people had to work 
hard to get consultant surgical positions.  A good job 
takes a lot of politics and knowing the right people, 
doesn’t it?  But of course, Melbourne is actually a 
small part of the surgical world.  When I arrived here, 
people immediately got excited there was a new gen-
eral surgeon arriving, even though I felt undercooked 
and unsure.  And the problem continues. This hospital 
still relies on external volunteers.  When I leave there 
will be just two surgeons left - a Nepali surgeon and 
a UK GP surgeon - when we should really have four. 
There are no expat surgeons planning to come, as far 
as we know. Through two years I have learnt that the 
need for surgery in the world is so much wider than 
laparoscopic extended right hemicolectomy in 
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a screen detected cancer.  Patients here arrive late, 
and have little chance of screen-detected anything, 
because they are too poor to access healthcare un-
less they are dying or losing a limb.

We are incredibly well-trained in Australia.  We have 
performed many lap cholecystectomies and hernia 
repairs.  We have been exposed to rectal surgery and 
advanced techniques for perianal fistula, and most of 
us are happy to do an embolectomy and assess a CT 
angiogram.  We can read abdominal CTs and mam-
mograms.  We know how to manage most things in-
side an abdomen.  We can find a recurrent laryngeal 
nerve.  Nepali surgeons aren’t formally taught to do 
any of those things. But they struggle daily with a 
burden of unmet surgical need. The only way to turn 
this around is to share our excess with those who 
need more surgeons and more training. 

Please consider coming to visit in Nepal (or in an-
other developing country) to discover what they do 
and how you can help. Come and teach, share your 
experience, and learn how to do a retro-pubic pros-
tatectomy or a Caesarian Section in return!  I even 
got to experience an earthquake or two.
  

Opportunities
There are many ways to get involved in global sur-
gery.  Firstly, you can read more through the Lancet 
Commission on Global Surgery (lancet commission 
on global surgery (http://www.lancetglobalsurgery.
org).  Donations are required to support healthcare 
for the poor in user pays systems (an examplehttp://
www.tansenhospital.org.np/support/donations.php) 
Even better would be to find an opportunity to leave 
Australia and come to a country where they need 
help.

Any doctor can come and visit overseas hospitals as 
a sort of feel good tourism.  However, in order to help 
the medical system where you visit, it is useful to 
volunteer formally (A full FRACS is usually required). 
Our hospital is quite happy to have visitors for 2-3 
weeks, usually planned to cover expected absences 
of regular surgeons.  Short term visitors usually can’t 
have medical registration (depending on the country) 
so work in a buddy system with a registered doc-
tor.  Longer periods of service (anything from three 
months to three years) enable language learning, 
time to learn tropical surgery, and has a much bigger 
impact on patients and doctors.
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Christian Mission Hospital volunteering
Must be of christian faith and self funded, or supported by church sponsors.
http://www.tansenhospital.org.np/volunteering/general-surgeons-needed.php
http://kijabehospital.org/make-a-difference
http://interserve.org.au/profession/medical-health/

Medicins Sans Frontieres
Includes daily payment and some travel expenses, 6 week to 3 month missions
http://www.msf.org/en/work-msf/before-you-apply

RACS Global Health program
Many of the regular programs offered here are for ENT, Paed Surg and Ophthalmology, but some general 
surgical work possible.
http://interserve.org.au/job/1266-general-surgeons-job/

More opportunities are searchable through Operation Giving Back
http://www.operationgivingback.facs.org
 



Anne is one of the most familiar voices when you 
call the switchboard at the Austin Hospital. As 
the person in charge of the telephone operators 
she has the calm, compassionate and most pro-
fessional approach to gtting us in touch when we 
most need it.

Those we walk by......

Tarinee Kucchal
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“I’m from Melbourne. I’m one of eight. I’m the sev-
enth. I have two children. A daughter and a son. They’ 
re 28 and 25. They’re your age. I could be your moth-
er! That’s what I tell some of the doctors here.” 

“I started working at the Austin 13 years ago. I came 
as a casual. And then I got put on full time. And then 
in the end I went part time because I’ve had a lot of 
health issues. 

“I saw a lot of the bosses when they were starting 
out and then they came back as consultants. Its fun-
ny, they come back as say “Oh Anne I haven’t heard 
your voice in ages!” Its good to meet some of them 
too, because we don’t see them. You are surprised 
when you see some of the doctors. Its really weird. 
And then you stand in the lift and people say, “I know 
you Anne!” and I go, “oh do you??”. Its crazy. 

Before this, I worked for the family court, and I 
worked for a building company and in fashion. I’ve 
worked in a few companies but I’ve worked a long 
time at the Austin. I don’t normally stay for more than 
two years. This is probably my longest.”

If you could do anything else in the world right 
now what would it be?

“I like to do a lot with fashion. In New York. I just went 
to New York. Its wonderful. I’d like to go back there. 
I like clothes, I always have. I don’t know [where it 
came from]. My mother probably. My mother had 
a nice style about herself. I just like clothes. Typical 
woman. 

But I’m happy with what I do.”

Anne “The Voice”
The voices at the end of the telephone
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What motivates you?

“I’ve had [a lot of health problems] so its been tough, 
but its life you just move on. What can you do? So 
that’s what keeps me going. I have to. I can’t lay in 
bed. My mother used to say “You can’t lay in bed all 
day! Put your lipstick on and go!”. I mean I get tired 
cause of my medications and they make you tired.  
But that’s fine, you have to keep going. It all about 
motivation. I think you can’t just sit at home all day. 
Or you can sit at home but not lay in bed.”

What in your life makes you happiest and what 
are you most grateful for?

That I’m a strong person. You just have to be strong. 
You can sit and cry all day… I’m happy I’ve got a good 
husband and nice kids. I wish I had my health but 
that’s what it is. You can’t cry over spilt milk as they 
say. Our mother made us strong. 

What are 5 things you value most in life?

I don’t like rudeness. I like people to be polite and to 
treat people nicely. 

Accept people as they are. If she’s pink or blue or 
white, it doesn’t matter what colour you are.

Respect. I think that’s about how you’re brought up. 
It goes back to the parents. It’s all about how people 
speak to you. Even adults that talk to you on the 

phone, they talk to you like dogs. Its shocking. 

And just be happy. 

How is your life different to five year ago?

Its different. We’re going to build a house. My hus-
band works away all week because he does the 
NBN, so that’s hard. And our sons still with us, so 
that’s hasn’t changed! But nothing really much has 
changed… just working along. I try to take each day 
as it comes”

If you had to describe yourself, what would you 
say?”

I’ve got a good personality. Strength. Honesty…. and 
determined. I’m a Taurus. Both my husband and I are 
Taurus. We’re two days apart. And I’m very loyal. 

What’s something people don’t know about 
you?

I get dressed up as Santa Clause. Almost every year. 
I didn’t last year. It’s only in our department. So that’s 
fun. Just a couple of weeks before Christmas. I might 
walk around the hospital like that one day. 

If you could give us one piece of advise what 
would it be?

Just be nice. Just be happy. 



Training Corner

Philip Smart
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As smartphones have become a requisite for every-
day life, so too have they changed our practices in a 
clinical setting. A recent study found that over 90% 
of healthcare professionals owned smartphones, with 
the majority using the device in clinical practice. This is 
largely due to its advantages of speed, cost, ease and 
remote diagnosis.  

The rapid adoption of smartphones, however, poses 
some risks due to the ease at which personal infor-
mation could be misused. An Australian study of 13 
dermatology registrars found that 85% had more than 
100 images of patients on their personal phones, but 
that only 23% had basic security features activated on 
their device. Whilst sending a clinical image to a senior 
specialist may be extremely beneficial, on an insecure 
device this information could fall into the wrong hands 
and cause great harm to your patient. 

Know your legal obligations
In March 2014, the Privacy Amendment (Enhancing 
Privacy Protection) Act 2012 came into force, with sub-
stantial changes to the Australian Privacy Act 1988 to 
protect patient interests in healthcare. Some of the 
main changes include:

• Giving greater power to the Office of the Australian 
Information Commissioner (OAIC) to conduct assess-
ments of individuals and/or organisations in regards to 
their compliance with privacy law;

• The replacement of the National Privacy Principles 
(NPPs) with the Australian Privacy Principles (APPs);

• Fines of up to $1.7 million AUD for institutions and 
$340,000 AUD for individuals committing serious 
breaches of privacy law.   

Being smart with phones in healthcare   

Real life implications of smart phones

Therefore, it is necessary to consider your smart-
phone use in the context of particular APPs and clini-
cal practice:

• APP 1: Open and transparent management of per-
sonal information. This is the notion that all entities 
should have a defined policy on how they manage 
personal information. As a health professional, you 
should be aware of the relevant hospital policies at 
your workplace.

• APP 3: Collection of solicited personal information. 
Personal information that is collected from a patient 
must only be collected if it is directly related to the 
function of your workplace. That is to say that it is 
inappropriate to take images of a patient not for their 
treatment but for the fact that they are ‘clinically in-
teresting’. 

• APP 6: Use or disclosure of personal information. 
Personal information is always collected for a primary 
purpose (i.e. treatment), which the patient should al-
ways consent to. This information cannot be used for 
a secondary purpose (e.g. education) without further 
informed consent. 

• APP 11: Security of personal information. Any per-
sonal information that you collect must be protected 
from misuse, interference, loss, unauthorised ac-
cess, modification and disclosure. This means that 
extra security features are required if using a mobile 
device. 
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Even though there have been no prosecutions in 
Australia for privacy breaches of this kind, there have 
been several cases in other countries such as the 
United States:

• 2010: New York Presbyterian Hospital and Columbia 
University Medical Centre, $4.8 million USD;

• 2011: Stanford University Hospital and Clinics and 
two other vendors, $4.1 million USD.

Adopt good practice
Changes that can be made to ensure your phone is 
more secure includes:

• Enabling basic security features on your device, 
such as a passcode;
• Locking the phone to the SIM card;
• Enabling the PIN security feature;
• Recording the IMEI number of the phone (which 
can be used by telecommunication companies to 
block its use if stolen).  

In November 2014, the AMA and the Medical Indem-
nity Industry Association of Australia (MIAA) released 
the guide Clinical images and the use of personal 
mobile devices. This document provides doctors with 
clear advice to ensure that they meet their legal and 
ethical responsibilities when taking clinical images 
on smartphones. 

Checklist
Be aware of your hospital’s policy on the use of • 
new technologies such as smartphones. Docu-
ments such as Overview of clinical photography 
and privacy, Procedure for clinicians to undertake 
patient photography and Clinical Photography 
Policy should be available on your Staff Intranet. 

Always obtain express, informed and document-• 
ed consent when taking images on a smartphone. 
When applicable, use the Consent: Audio-visual 
Recording form on your Staff Intranet. 

Never store images or personal information in-• 
definitely on a smartphone – it should be deleted 
upon transfer to the medical file.

Avoid storing data on your personal smartphone • 
and on software with cloud storage. 

Consider the adoption of Apps that allow you to • 
transmit personal information securely without 
permanent storage on a device. 
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