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FRACS Exam candidates from the Austin taking a moment to savour their success at the May 2018 FRACS exam. Jayson Moloney 
(Far Left), Sean Stevens (Centre Left), Alex Craven (Centre Right) and Yuen Chiu Kang (Far Right) are joined by Enoch Wong (Cen-
tre), a previous Austin NSET and current Eastern trainee strenghtening the supposition that once in the Austin family, never out.

In March 2018 in a success of another magnitude RACS and Austin Health signed a memorandum of Understanding in relation to 
delivering the Building Respect and Improving Patient Safety (BRIPS) program.
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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
RACS and Austine Health sign a MoU

In its continued efforts at engaging health services to 
collaboratively deliver a change in culture towards im-
proving patient safety, John Batten, President of the 
Royal Australasian College of Surgeons and the Hon. Ju-
dith Troeth AM, Chair, Austin Health, signed the MOU.

Having completed his official duties John Batten took 
time off to catch up with an old friend in the Department 
of Surgery.



Editor’s Ramblings

V Muralidharan 
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There was a time when all that was required of surgi-
cal supervisors was a commitment to surgical train-
ing, a passion for education and the ability to dem-
onstrate leadership. The volume of administrative 
paperwork was minimal and at most required the 
hub supervisor to work out the trainee rotations for 
the following year.

Unit supervisors were simply required to provide 
advice to the unit’s accredited trainees and ensure 
that a consensus was arrived at regarding their per-
formance at the mid term and end of term assess-
ments. Occasionally they would need to step in to 
remedy a situation or trainee’s performance. In the 
past the head of unit would often take on that role 
by default.

The role of the hospital and in some states the hub 
supervisor varied. In some of the major metropoli-
tan training hubs it was a much sought after role due 
to its prestige but simultaneously avoided by many 
because of the administrative tangle that accompa-
nied it. In the regional hospitals it was often a case 
of finding a suitable person and it wasn’t uncommon 
for some excellent mentors to remain in the posi-
tion well beyond the nine year maximum regulations 
stipulate.

There was minimal training accorded to the supervi-
sors. Often the most junior surgeons, newly appoint-
ed to the hospital or unit finds themselves thrust 
with the added responsibility. The argument used to 
be that they would have the most flexible schedule 
and time to spare. Learning to supervise, feedback 
and remediate trainees was left to be learned on the 
job with advice from more experienced colleagues 
within the state training committees.

The role of the surgical supervisor was very rarely 
on the radar screens of the training hospital admin-
istrations and the University Departments in hos-
pitals where they existed. While there was some 
official remuneration available for supervisors of 
intern training and resident training as specified by 
the Postgraduate Medical Councils of each state and 
the AMC in general, none was generally available for 
General Surgery supervisors. In comparison the phy-
sician training supervisors were more often than not 
allotted some official remuneration and in other sub-
specialties, namely our anaesthetic colleagues, non-
clinical time was recognized, paid for and instituted.

As our surgical training evolves and the supervision, 
assessment, feedback and remediation processes 
become more formalized, professional and time 
consuming the demands on the surgical supervi-
sors have risen exponentially. In addition to deliver-
ing their clinical duties and they have to make time 
for participating in educational activities, committee 
meetings, state inspections and remediation meet-
ings with under-performing trainees.

In addition RACS has instituted formal requirements 
which include the OWR online module for all sur-
geons, the Foundation Skills for Surgical Education 
course for all surgeons in contact with trainees and 
the OWR face to face one day course for all hospital 
and hub supervisors. 

RACS has consistantly been unwilling to provide rec-
ognition and incentives by reducing college fees for 
trainers. It is left to the Board to wield the accredita-
tion criteria to convince the hospital administrations 
to recognize the value of the supervisors and provide 
a modicum of remuneration for our surgical trainers.

Surgical Supervisors Under Siege!  

Being asked to do more with less yet again!
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Matthew Lee
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The pursuit of a multidisciplinary approach to Oper-
ating Room team training arose during my 4th year 
of anaesthesia training.  As a trainee at Peter Mac-
Callum Cancer Institute, I was tasked by Director of 
Anaesthesia, Professor Bernard Riedel to conduct a 
simulation-based education workshop for the Oper-
ating Room team.  The scenarios and skills stations 
were collaborative, with participants from Anaes-
thesia, Anaesthesia Nursing, Perioperative Nursing, 
Technicians and Blood Bank.  The session received 
positive reviews, but there was a major omission.  
There had been no participants from Department of 
Surgery.  

It was from this opportunity that I began reflecting on 
how healthcare education was conventionally con-
ducted.  Throughout medical school, pre-vocational 
and registrar training, education was siloed.  Nurses 
trained with nurses, physiotherapists trained with 
physiotherapists and doctors trained with doctors.  
Even within the medical discipline, Surgeons learned 
with Surgeons, Anaesthetists learned with Anaes-
thetists and Physicians learned with Physicians.  This 
is an effective and necessary model.  

After all, being taught by experts in your discipline is 
probably the only way to delve deeply into the subtle-
ties of your chosen speciality. Training all the time with 
other disciplines can mean that the learning objec-
tives remain generalised.  But to train completely in 
isolation has drawbacks, particularly when the bulk of 
our work is performed as team members who are in 
constant interdisciplinary interaction with each other.  
Where team-based education has excellent utility is 
in training for crises – those time critical, high-stakes 
events that require preparedness and necessitate a 
coordinated multidisciplinary response. 

Building Teams with Bricks & MORTAR!   
Multidisciplinary Operating Room Training at Austin and Repatriation    

Matthew Lee graduated from University of Mel-
bourne in 2008. He attained FANCZA in 2017 after 
training in Victoria and completing a Fellowship in 
Cardiovascular Anesthesia and Intensive Care at St 
Michael’s Hospital, University of Toronto, Canada. 

Matt’s interests include medical simulation, having 
completed instructor training at Center for Medical 
Simulation, Harvard University, USA. He is Simula-
tion Coordinator for Department of Anaesthesia, 
Austin Health and St John Ambulance Victoria.
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Before designing a multidisciplinary simulation pro-
gram for Austin, it was vital to determine its feasi-
bility and identify the barriers to its acceptance and 
conduct.  The major issues that arose were: incon-
venience due to rostering issues and interruptions 
to care of actual patients, anxiety due to “being 
judged” by observers and fellow participants, limited 
applicability because the environment, equipment 
and manikin feel artificial.  

A common theme among simulation programs, in-
cluding MORSim, is that they are conducted in dedi-
cated simulation facilities over full or half day blocks.  
The immediate barrier is that participants are required 
to take time away from their clinical work in order to 
attend.  The knock-on effect is that rosters require 
adjusting which leads to simulation being perceived 
as resource-intensive and an interference to clinical 
work.  Additionally, participants frequently give feed-
back that the simulation environment and equipment 
are different to their regular workplace and that this 
prevents them from completely “buying-in”.  But 
what if the simulation was conducted in the clinical 
environment in short and frequent sessions?  Partici-
pants would undertake scenarios with their regular 
workmates and use familiar equipment.  The session 
could run for 40 minutes and coincide with the week-
ly Surgical Audit; this would obviate the rostering 

It’s curious; we spend our training accumulating spe-
cialist knowledge in our silos but when a patient is 
at risk, do we truly expect the team to fluidly coordi-
nate itself and for each team member to understand 
the priorities and technical language of all the other 
disciplines?  For the benefit of our patients, we must 
adapt the way we train.  

Investigation reveals that multi or interdisciplinary 
training in the Operating Room is neither widespread 
nor mainstream.  While this method of training is 
within the RACS consciousness – evidenced by Tan 
and colleagues’ 2014 article in the Australian and New 
Zealand Journal of Surgery (DOI: 10.1111/ans.12478) 
– it is unclear whether significant steps have been 
made in Australia beyond the described state of 
“infancy”.  Conversely, New Zealand have emerged 
as a shining star for interdisciplinary training, with 
their nationwide Multidisciplinary Operation Room 
Simulation (MORSIM) program garnering significant 
interest amongst healthcare educators.  The endea-
vours of our New Zealand colleagues are incredibly 
inspiring, and listening to MORSIM’s program lead, 
Professor Jenny Weller, speak about her program 
gives insight into the magnitude of time, personnel 
and funds that are required to run and sustain their 
program.  It feels like Australia – and the Austin – are 
light years behind.  
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issues, as participants were already rostered to work, 
and stop interruptions to clinical work.

The next significant challenge was managing the 
varied simulation exposure amongst disciplines.  In 
general, the Anaesthesia Registrars, Anaesthesia 
Nurses and Recovery Nurses had participated in 
fully-immersive simulation previously and were fa-
miliar with “buying-in”.  The Surgical Registrars had 
all participated in simulation activities to practice or 
learn procedural skills (eg. endoscopy simulator, lap-
aroscopy simulator, surgical airway simulator) but not 
all had undertaken fully immersive simulation since 
medical school.  Few Perioperative Nurses had ex-
perienced simulation other than through their annual 
competency in Basic Life Support.  Most technicians 
had never participated in simulation previously.  In-
struction from Center for Medical Simulation (Har-
vard University, USA), had reinforced the importance 
of a “safe vessel” for simulation-based learning.  
The establishment of this “safe vessel” was sought 
through a comprehensive and standardised orien-
tation to confidentiality, The Basic Assumption, the 
learning objectives, and the simulation environment.

To address fidelity concerns and to produce sustain-
able and lasting culture change, it was essential that 
this new simulation program was multidisciplinary to 
reflect the team environment in which patient care 
occurs, featured scenarios that felt relevant to patient 
care, was conducted regularly so that it would be-
come an expected part of education, and was held in 
the Austin Operating Suite to improve access and fi-
delity for participants.  It is from this background work 
that MORTAR, the Multidisciplinary Operating Room 
Training at Austin and Repatriation, was created.

MORTAR’s mission is “safer patient care through 
improved teamwork” and its learning objectives are 
based upon New Zealand’s MORSIM program.
1. Identify situations where information sharing 
among the whole team could be improved.
2. Identify barriers to information sharing among the 
whole team.
3. Discuss ways in which information sharing can be 
improved in practice.

The key features of MORTAR that differentiate it from 
other programs are:

- multidisciplinary (all Operating Room disciplines)
- in-situ (conducted in Operating Room using regular 
equipment)
- brief (40minutes)
- regular (fortnightly)
- minimal/no impact on clinical service and rostering 
(coincides with Surgical Audit)

The sessions run as follows:
0750-0800: Participants undergo orientation.  Orien-
tation comprises:

1. Sign-in and confidentiality statement.
2. Explanation of the three learning objectives.
3. Discussion of The Basic Assumption.
4. Explanation of the simulated Operating Room en-
vironment and how participants should interact with 
the manikin, equipment and each other.
 
0800-0815: Participants undertake the fully immer-
sive scenario.  The scenario progress is predeter-
mined with specified beginning, trigger and ending.
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0815-0830: Participants contribute to a debrief.  The debrief is confidential and designed as a supportive and 
positive experience.  The three learning objectives are applied to the observed team behaviours.

MORTAR’s feasibility was determined through a pilot program.  The pilot consisted of a collaborative 30min-
ute simulation exercise attended by two Anaesthesia Registrars and two Anaesthesia Nurses.  The exercise 
was conducted on Thursday mornings for 6 consecutive weeks.  The model was sustainable and feedback 
was positive.  The next step was to expand MORTAR to involve all members in the Operating Room team.  

A principle challenge was sourcing participants from each discipline – Surgery, Anaesthesia, Perioperative 
Nursing, Anaesthesia Nursing, Recovery Nursing, Theatre Technician.  To achieve this, the medical/nursing/
technician equivalents of Supervisor of Training, were individually contacted.  The supervisors for each disci-
pline were supportive of MORTAR’s premise and proceeded to efficiently and ably roster staff to attend.  

It is vital to highlight the outstanding contributions from Ann Heydon, the Perioperative Nurse Educator, and 
Jake McNish and Teresa Ewart, the Recovery and Anaesthesia Nurse Educators.  Ann provided a Surgical 
setup and Jake and Teresa reliably and consistently contributed to the setup and pack up of the simulation 
equipment.  

The contribution of A/Prof Muralidharan also deserves special mention.  Murali was one of the first observers 
of MORTAR and provided early and continued support through his provision of a General Surgery trainee for 
each session.  
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MORTAR, in its full form was commenced on 22/6/17 so this article provides an excellent avenue to share 
with you feedback from the last year.  The major domains that we sought feedback in were:

1. Is MORTAR conducted professionally? (Overall today’s session was well run, Today’s session met the 
learning objectives, Today’s session was a valuable learning experience)

2. Could MORTAR make a difference to patients? (Today’s session was relevant to patient care, Today’s ses-
sion will lead to a change in my practice, After this session I am more confident managing a crisis)

3. What are participants practicing in MORTAR? (Today’s session allowed me to practice clinical skills, To-
day’s session allowed me to practice communication skills)

4. Do participants want MORTAR to continue? (I wish to participate in future simulation sessions)

Between 29/6/17 and 23/8/18, 27 MORTAR sessions were conducted, and feedback was received from 158 
participants. 

Figures 1 summarises the findings in domain 1: 
Was MORTAR conducted professionally?  

All participants (100%) agreed or strongly agreed that 
MORTAR was well run and that the session was a 
valuable learning experience.  Apart from a single 
participant responding neutrally to the statement 
that “Today’s session met the learning objectives”, all 
other participants agreed with this statement, with 
75% of people strongly agreeing.  

Figure 2 summarises the findings for domain 2: 
Could MORTAR make a difference to patients?  

Most participants (87%) strongly agreed MORTAR 
was relevant to patient care, with the remaining 12% 
agreeing to this statement.  88% of participants 
agreed or strongly agreed that MORTAR would lead 
to a change in their practice.  90% of participants 
agreed or strongly agreed that they were more confi-
dant managing a crisis.  

Figure 3 summarises the findings for Domains 3 
and 4: What are participants practicing in MOR-
TAR and do participants want MORTAR to con-
tinue?  

Nearly all participants (93%) agreed or strongly agreed 
that MORTAR allowed them to practice clinical skills.  
99% of participants agreed that MORTAR allowed 
them to practice communication skills, with 72% of 
respondents strongly agreeing with this statement.  
97% of participants wished to participate in future 
simulation sessions, with 81% strongly agreeing.
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The findings of Domain 2 are very interesting and require further investigation.  Fascinatingly, it appears 
that after a single 30min simulation exercise (15min scenario, 15minute debrief), 88% of participants would 
change their behaviour and 90% of people feel more confidant in managing crises.  Measuring the effect of 
simulation on clinical outcomes, such as mortality and major complications, is notoriously difficult, and cur-
rently beyond the scope of MORTAR.  But it does appears that MORTAR has strong potential to alter staff 
behaviours, particularly during intraoperative crises.  This is an exciting direction that the MORTAR faculty will 
continue to explore.

MORTAR has now completed its first year.  The program continues to develop and improve through the 
dedication of its faculty, and the generosity and support of each Operating Room discipline.  MORTAR com-
menced as an Operating Room specific exercise but has since expanded to Endoscopy Suite with collabo-
ration between Anaesthesia, Gastroenterology and Endoscopy Nursing.  Interest has been expressed on 
expanding multidisciplinary team training to Code Blue scenarios on the ward at Austin Towers, and to dete-
riorating patient scenarios in the Operating Room and Ward at The Surgery Centre.  

The mission remains: “Safer patient care through improved teamwork”; and vital to this is a culture where 
we “Work together, train together”.
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Jayson Moloney
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I participated in the Multidisciplinary Operating Room 
Team (MORT) training exercise in July. This is a simu-
lation exercise focussing on teamwork and critical 
events in the operating theatre. Present were two 
surgical registrars, an anaesthetic team, scrub and 
scout nursing staff and a theatre technician, simulat-
ing an average day in the operating theatre. 

The place of simulation in surgical training is an in-
teresting topic, and one that remains controversial. 
It presents the opportunity for trainees at all levels 
to sharpen and refine their technical skills and abili-
ties, and it makes sense that trainees should learn 
basic technical skills and competencies (including 
non-technical skills) in a simulated environment that 
is safe and controlled. Complex procedures can be 
broken down into their constituent parts and skills

MORTAR First Hand   
Feedback from a participant

relating to them developed individually. While there 
are some limitations to simulation – too controlled, 
“not real world” or reductionist – I think most would 
agree that simulation can enhance the efficiency of 
surgical training when used as an adjunct to real-
life experience, rather than as a replacement for it. 
Health care teams are complex, and the communi-
cation amongst the team equally so, especially in 
pressurized environments such as a medical or surgi-
cal emergency. This made for an engaging and very 
worthwhile experience.

The scenario was not a surgical intraoperative mis-
adventure but more of an anaesthetic complication, 
and while generally the surgical team is unlikely to 
primarily lead such a scenario, it does serve as a re-
minder of the range of problems that can occur in the 
operating theatre, and that the effectiveness of the 
communication and teamwork (regardless of the na-
ture of the situation) strongly impacts the outcome. 
Of all the technical skills and competencies that we 
are developing on a day-to-day basis, effective com-
munication often doesn’t receive a great deal of at-
tention. 

The session was a worthwhile experience. It was co-
ordinated seamlessly – a credit to those responsible 
for arranging it. It included an initial briefing where 
learning objectives were established, and a final 
feedback/debriefing session. It was interesting to ex-
amine the scenario in retrospect in this way – there 
were lots of points for discussion. The mood of the 
feedback was generally positive, but did focus on ar-
eas for improvement, and provided plenty of food for 
thought regarding communication amongst health 
care teams. I’d strongly encourage anyone given the 
opportunity to attend one of the MORT sessions.



Pathfinder

Matt Marino
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passenger cruise ship that heads to Antarctica, and 
she could get us both jobs as ‘expedition physicians’. 
Without too much serious thought, and despite be-
ing only PGY3 (those poor passengers), I was sailing 
south a few months later.

As with most of the Antarctic passenger cruises, the 
ship departs from the southernmost city in the world, 
Ushuaia, down the bottom of Argentina. From there, 
it takes two full days crossing the Drake Passage, 
the channel of the Southern Sea between Cape Horn 
and the tip of the Antarctic Peninsula. This relatively 
short stretch of water is known for its unpredictabil-
ity, intermittently kind and calm and known as the 
‘Drake Lake’, or incredibly treacherous. It proved to 
be the latter on my first ever journey in which we 
were heading into 12m swell and 140mph winds. To 
put that into perspective, waves were breaking di-
rectly onto the bridge (the ‘windscreen’ from where 
the captain navigates) six stories above sea level. 
Whilst heavily dosed on a concoction of anti-emetics 
and motion sickness tablets, my job literally was to 
go door-to-door of the 40-cabin boat, temporarily pull-
ing passengers’ heads out of the toilet to give them 
a shot of Stemetil or something similar – what a way 
to start their very expensive holiday!

The perils of seasickness were very quickly forgotten 
two days later as we awoke in the pristine and calm 
icy waters off the Peninsula. Antarctica is unique – 
the sheer abundance of wildlife and lack of human 
presence is like nowhere else. The interaction with 
wildlife commences almost immediately with giant 
albatross (along with smaller, less interesting birds) 
flying around the ship on the hunt for food. Albatross, 
having the longest wingspan of any extant bird, spend 
their entire lives flying at sea, landing only to nest. 

A small part of me regretted telling Murali of my 
trips to the Polar regions as doctor aboard a cruise 
ship when he promptly summonsed me to write 
the first non-medical prose I’ve constructed in 
about a decade. As I’ve been writing however, I 
must confess that I’ve thoroughly enjoyed reflect-
ing on my trips to Antarctica and the Canadian Arc-
tic in the past three years. My adventures came 
about when a friend from med-school informed 
me she knew the yoga instructor on board a

Penguins and Polar Bears
Working at the poles of the earth
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The bird we all go down to see though is, of course, 
the penguin. My most memorable penguin encounter 
has been on South Georgia Island, a British territory 
plonked thousands of kilometres from anywhere, in-
habited only by seals and birds (and a few humans 
in summer who man the military base and museum 
adjacent to Shackleton’s grave). It is where king pen-
guins go to breed in their hundreds of thousands. The 
noises and smells in what is one of the most densely 
populated islands in the world makes for a complete 
sensory overload. Seeing these birds swimming 
through water alongside our Zodiacs (small rubber 
inflatable boats used to get to shore from the ship) is 
also an impressive sight.

If you’re more of a mammalian fan, the seals and 
whales in Antarctica are phenomenal. The cold wa-
ters of the Antarctic are home to many different 
types of seal. 

During certain months of the year, one must be care-
ful not to come between two sparring male elephant 
seals, fighting to claim the role of ‘beachmaster’ – 
the sole fertiliser of the harem of lady-seals occupy-
ing the beach. The duel commences with the grunt-
ing of a somewhat sexually frustrated teenage one 
tonne seal that can be heard from kilometres away. 
The pre-existing beachmaster rises to the challenge, 
its only real duty other than to procreate and eat, and 
the bloody encounter ends with either a new or pre-
existing leader, and a (literally) sore loser who isolates 
himself from the pack and inevitably dies - grim.

Come the beginning of September, thousands of 
Humpback whales start arriving in the waters off 
the peninsula to feast on Krill. The trip takes you to 
bays seemingly packed with whales, where the only 
thing you can hear is the carving of glaciers and their 
loud and distinctive communication – truly incredible. 
These curious creatures are relatively unperturbed by 
small boats and frequently come up to your Zodiac to 
sneak a peak of their terrestrial counterparts, before 
plunging down to score a feed. I was lucky to have 
my own up close and personal encounter with two 
sleeping humpbacks. As the sole driver of a Zodiac, 
I turned the engine off and almost drifted directly on 
top of them! Luckily, Humpbacks sleep with half their 
brain still active and so they were able to notice me 
in time to dive and avoid a collision. Orcas or ‘Killer 
Whales’ also make a regular appearance, with a pod 
of over 100 swimming alongside and under our ship 
on one occasion.

The scenery and landscape of Antarctic is unparal-
leled. The relative lack of human interference makes 
this part of the world one of the most pristine natu-
ral environments on the globe. The water is crystal 
clear, pollution free and jam packed with wildlife and 
icebergs of various sizes. The ice is a spectacle in its 
own right with every piece being a unique floating 
sculpture. Glaciers hundreds of metres high plunge 
deep into the ocean at waters edge with mountains 
protruding into the clouds in the background. Some 
of these glaciers can be traversed and the views 
from the top are breathtaking.
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I have been lucky enough to head North to the Canadian Arctic with the same company. This trip headed 
North from Baffin Island and ended in Resolute, a tiny Inuit village inaccessible by sea in winter. Unlike the 
south, much of the Arctic is covered in tundra in the summer – you certainly have no green in the Antarctic 
(the closest you get is lichen on rocks). What sets the North apart though is its absence of penguins, and of 
course the presence of polar bears. Over the course of the trip, I was lucky enough to come across about 20 
healthy bears on land, hunting on ice shelves and even a mum with three cubs swimming in the open water 
alongside our ship! 

If you’re still reading by this point, you are probably wondering if I actually did any work down there – not 
really. The passengers are aware that they are travelling to a place where the nearest hospital is a few thou-
sand kilometres away and as such, it usually attracts quite a fit and healthy tourist, making my job quite easy. 
The ship is equipped with a small clinic, lacking intubation equipment or an operating table, making it quite 
rudimentary compared to the mini-ICU’s found on the giant cruise ships. There is a spinal board, intravenous 
cannulation equipment, IV antibiotics, antiarrhythmics, adrenaline, a defibrillator, and one body bag for any-
thing requiring more than that. There are often several medical passengers who frequently offer to lend a 
hand should the need arise, which is very reassuring when you are two days travel by ship to the nearest 
hospital.

I have been lucky to avoid anything more arduous than seasickness and a headache, leaving me time to drive 
the Zodiacs dodging penguins and icebergs to and from shore, though my colleagues have not been so lucky. 
On the trip after mine, a passenger was lying on the ground taking photos of penguins, despite warnings of 
the ferociousness of fur seals which come to land in mating season and are aggressively territorial. Perhaps 
unsurprisingly, an angry seal came up behind the man and decided to have a nibble of his upper arm, severing 
his brachial artery in the process. Luckily, the passenger doctor was standing next to him in time to tourni-
quet his arm and get him back to the ship. His luck continued when one of the passengers happened to be a 
vascular surgeon who was able to ligate his artery, whilst being sedated by another passenger who was an 
anaesthetist. There happened to be a British navy ship nearby at South Georgia Island and since the patient 
was ex-military, they were able to retrieve him by helicopter and take him back to Argentina where his vessel 
was repaired and his arm spared. The point is, don’t mess with fur seals.
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Did you know?

V Muralidharan
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Australian Antarctic Territory

Eighty five years ago (1933) Australia received from Great Britain its largest ever which three years later 
became the Australian Antarctic Territory (AAT). The Australian Antarctic Territory covers nearly 5.9 million 
square kilometres, about 42% of Antarctica and nearly 80% of the total area of Australia itself. If it were a 
country in its own right the AAT would be the world’s seventh largest. It consists of all islands and territories 
south of 60°S between 45°E and 160°E, excluding the French sector of Terre Adélie, which comprises the 
islands and territories south of 60°S and between longitudes 136°E and 142°E.

Australia’s long association with the continent began when Douglas Mawson (later knighted) led a group 
of Australians and New Zealanders in the 1911–1914 Australasian Antarctic Expedition, which had bases at 
Commonwealth Bay, south of Tasmania, and the Shackleton Ice Shelf south of Perth. Mawson also led the 
British, Australian and New Zealand Antarctic Research Expedition (BANZARE) of 1929–1931. During this 
expedition Mawson claimed what is now Australian Antarctic Territory as British sovereign territory. Early in 
1933, Britain asserted sovereign rights over the claimed territory and placed the territory under the authority 
of the Commonwealth of Australia.

Australian Antarctic Division   

Some fun facts
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Dr Des Lugg AM, MD, FAFOEM, FACRRM
In 1962 Des Lugg was posted to Davis station as medical officer, wintering with the  Australian National 
Antarctic Research Expeditions (ANARE) during 1963-1964. When Des began ANARE service Antarctic medi-
cine was described as a one-man band with little money and equipment. He became head of polar medicine 
at the Australian Antarctic Division in 1968 which resulted in a monumental change in polar medicine and 
research. He was instrumental in establishing the best medical services and medical research on an equal 
footing with other disciplines. His success was recognized by his appointment to a Visiting Professorship 
at the University of Texas Medical Branch (UTMB). Ultimately in 2001 he was head-hunted to lead NASA’s 
Medicine of Extreme Environments department, based at NASA Headquarters in Washington DC. There he 
assisted the Chief Health and Medical Officer in medical policy and planning for NASA’s expedition initiatives 
to Moon and Mars for more than five years.

Prof. Chris Christophi AM, MD, FRACS, FRCS, FACS.
Another little known fact is that our own quiet, humble and sometimes reclusive Professor of Surgery is 
a quite the lover of adventure. Chris’s friendship with Des Lugg led to him becoming interested in ANARE 
which ultimately resulted in him being appointed as the Surgical Consultant to the Australian Antarctic Divi-
sion. He made the trip to Antarctica as the ships doctor on the Aurora Australis (1) in 1995 and 2004 preceded 
by simulation team training (2). It wasn’t uncommon for him to be advising expeditioners by phone on surgi-
cal emergencies from his office in the department of surgery at the Lance Townsend Building.
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Night Crawl - Austin & TSC
The new night surgical registrar rotation

Dear Night Crawlers! Have you ever felt exhausted 
from overly-complex referrals from the ED? Or frus-
trated from being asked to manage extremely unwell 
patients at the Austin ICU with more than 9000 is-
sues and none you could fix? Do you feel like the 
Austin NSET rotations are so busy that you do not 
have time to do academic work or to work on your 
CV? Well I think I got just the thing for you – Night 
Reg-ing at TSC! (was meant to be read in the voice 
of cheesy of late night television commercials, we’re 
talking night shift after all!)

Hello everyone, my name is Beh and I am one of the 
NSET registrars at the Austin. First and foremost, I 
would like to thank Murali for giving me the chance 
to write about the new rotation at TSC.

For me, one of the main draws of NSET Gen Surgery 
training at the Austin has always been its variety of 
rotations in different locales. As an NSET registrar 
we could choose to ply our trade from the red cen-
tre (Alice Springs) to all the way down south in Van 
Deimen’s land.

Well in 2018, the powers to be of Austin Gen Sur-
gery training have outdone themselves yet again 
and pulled another interesting rotation out of their 
hats. They have given us the latest addition to the 
star-studded NSET rotation lineup and this time it is 
much closer to home - Night shift at the much be-
loved Heidelberg Repatriation Hospital. 
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Well in 2018, the powers to be of Austin Gen Sur-
gery training have outdone themselves yet again 
and pulled another interesting rotation out of their 
hats. They have given us the latest addition to the 
star-studded NSET rotation lineup and this time it is 
much closer to home - Night shift at the much be-
loved Heidelberg Repatriation Hospital. 

To the uninitiated, Heidelberg Repatriation Hospital 
houses TSC aka The Surgery Centre. It is mainly a 
low to medium acuity surgical ward with focus on 
elective procedures with short post-operative inpa-
tient stay. It has about 24 inpatient beds, predomi-
nantly for, but not exclusive to orthopaedic, urology, 
plastics and gen surgery. 

Prior to this year, night shift at TSC was staffed by a 
surgical resident. As elective surgeries performed at 
TSC have become more complex, it was only natural 
that a more experienced overnight staff member was 
needed look after these patients. 

So, starting from this year, at any given night, there 
would be two NSET registrars on duty, one at TSC 
and the other at the main Austin campus. Given the 
nature of night shift roster, (working seven days on 
with the subsequent seven days off), NSET registrars 
would alternate between night shift at the Austin and 
TSC; which means one would be working at the TSC 
once every four weeks.

Despite having a registrar on site, overnight staffing 
at TSC remains minimal. There are only two doctors 
onsite; one medical registrar and one surgical regis-
trar. Hence, one would have to deal with all sorts of 
patient care tasks, ranging from fixing up drug orders 
to attending METCALLs and code greys. 

The Repatriation Hospital does not have an Emergen-
cy Department, which means most of the workload 
would revolve around inpatient care. The reduced 
workload in taking and seeing referrals is replaced 
with the responsibility to do morning ward rounds 
(at the end of the shift) to review all Gen Surgery 
inpatients. 

Apart from clinical duties, NSET night registrar at TSC 
is also required to complete a research assignment 
with Mr Phil Smart, the director of TSC. After all, it 
is not a “holiday rotation” and one is expected to 
complete a research project within the three-month 
period. That means if one’s not reviewing or manag-
ing patients on the ward, one is expected to use the 
down time to work on research project.

To be honest, I was a little skeptical about working 
night shift at TSC. However, the rotation grew on 
me and I thoroughly enjoyed my three month period 
being on nightshift, alternating between the Austin 
and TSC. One of my most memorable experience 
was managing a post-operative patient with high in-
traocular pressure who needs serial intraocular pres-
sure monitoring. It was nice to use a handheld ocular 
tonometer again as the last time I used it was back 
in medical school eight years ago!

In terms of onsite facilities, TSC does offer decent 
amenities despite the age of the campus. Unlike at 
the Austin, where overnight room and bedding is 
limited and requires advanced booking, TSC offers 
dedicated overnight room for the NSET registrar! 
(1) Doctor’s common rooms including lounge room 
with a spooky piano (2), pantry and computer room 
(3) were also conveniently located. They are one floor 
right above the TSC ward, hence one could get to 
clinical areas within seconds. (I’m looking at you ONJ 
wards!)

However, food options were quite limited. The pantry 
next to the common room was pretty stock standard, 
has the usual tea, coffee and milk with hot water plus 
microwave facility only. Drum rolls for food delivery 
apps! Without these apps, the night crew at TSC 
would’ve starved to death!

All in all I think the revamped Night shift with the ad-
dition of TSC is excellent. It provides a good contrast 
and change of pace in terms of clinical exposure and 
yet at the same time provides unique challenges and 
opportunity for CV improvement. 
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Night General Surgery Registrar at the Austin

Oh boy, where should I start…The Austin Hospital is a quaternary referral centre and its General Surgical 
Teams are reflective of that. It is home to the largest Hepato-Pancreato-Biliary Surgical Unit (Surg 1) in the 
state and other busy General Surgery subspecialty teams too (Upper GI & Endocrine – Surg 3 and Colorec-
tal Surg 4). Thus, a large number of patients under the care of these units are very complex and unwell. 
Despite that, it is surprising that there is no Acute General Surgery Unit (AGSU) at the Austin and all 3 units 
take turns to be oncall or be on-take.

I was a bit apprehensive when I first found out that I would be the Night General Surgery Registrar at the 
Austin as I was not sure if I would be up to the challenge of managing all the sick patients under the care 
of all the General Surgery Units. To be honest the first few shifts were rather challenging as there were a 
few quirks about the General Surgery Units at the Austin. The lack of AGSU makes the admitting job rather 
unique, as the general surgical teams (such as HPB / Surg 1 and Colorectal / Surg 4) are very specialised 
and are very selective in patient admission.  As a rule of thumb, all patients with potential general surgery 
pathology would be admitted under the oncall unit however once a diagnosis has been established, the 
patient would then be admitted or transferred to the relevant unit, even if the unit is not on-take. Hence the 
night registrar would need to speak to the relevant admitting team in the morning. The other unique tradi-
tion worth mentioning was the Thoracic Surgery Unit would be the primary referral unit for patients who 
present with food bolus. This is rather different to other hospital networks in the state as food bolus would 
commonly be managed by the gastroenterology teams.

The night admitting job can be challenging; it makes up its lesser volume (compared to the Northern Hos-
pital) with far more complex patients. Fear not as help from seniors (ie Fellows) are readily accessible and 
available! I felt that the close working relationship between all night shift doctors (including medical regis-
trars, ICU registrars and etcetera) made managing complex patients less daunting. Like any other health 
network, doctors who work on Austin’s night shift would usually sit down at 1am for a HUDDLE meeting 
at the RMO common room aka “The Resis” on level 4. It was a useful avenue for night shift doctors to 
discuss issues and workload planning. It is also a good avenue to sneak in that quick “by the way” referral 
to the medical or ICU registrar!

Food options are limited but the Resis have plenty of fresh fruit options as well as the standard tea, coffee 
and milk available. However food and hot beverages from external sources could be easily obtained; the 
2 most common sources would be via a food delivery app like UberEats and the night coffee truck which 
stops by the Austin main campus usually at around 1 or 2 am. Bedrooms for night shift staff were limited 
as registrar who does overnight oncalls, such as orthopaedic, plastics, cardiac surgery and etc have priority 
access to these rooms. 

In summary the General Surgery Night Shift rotation is really good as it allows the registrar to learn on the 
job, getting their hands dirty in managing sick and complex patient whilst maintaining good levels of sup-
port (without being overbearing) from the Fellows of each subspecialty teams.
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We all know that it’s hard to care for others if you 
aren’t caring for yourself.  However in reality it can 
be difficult to find time to eat well and exercise with 
the demands of full time work (or more than full-time 
hours), maintaining family and relationships, and 
the expectation of ongoing study and research and 
more! 

When I am busy and tired, often the first thing to 
fall off my priority list is preparing healthy food to 
bring to work, and I end up reaching for high carb, 
highly processed foods thinking that these will boost 
my energy. When the exact opposite is true! In fact, 
foods high in protein and good fats will lead to more 
sustained energy, and help you feel better in the long 
run.

In this new Laminas E-Zine section, we’ll be including 
recipes for success! Simple, fast, nutritionally dense 
meals that are great to prep in advance and reheat 
at work! 

RECIPE: Night-Shift Frittata (Serves 6) 
Calories 389 Protein 20g Fat 25g Carbs 11g

I call this one the ‘night-shift’ frittata as I have made 
it every block of night shift that I have worked since I 
was an intern.  It is reliably a meal that I feel like eat-
ing at 2am (even when night-shift nausea has settled 
in), and is full of protein, veggies and good fats. 
Don’t just relegate this recipe to night shift though… 
it’s a great ‘anytime meal’. Serve it up for breakfast 
to keep you full and energised through the morning 
operating list, for a quick lunch to get you through 
the 3pm slump, or even for a sneaky dinner if you 
couldn’t be bothered making anything! I often have a 
few slices in the freezer for emergencies.

Night Shift Frittata   
A quick fix when on night shift

Ingredients:
• 500g diced butternut pumpkin (Hot tip: Coles has a 
pre-diced bag in the veggie section)
• 1x chorizo (approx. 130-150g) – sliced in half long-
ways then into 1cm pieces
• 1 cup shredded kale
• 8x eggs
• 300ml thickened cream
• 125g fetta cheese
• 4 Tbspns Caramelised or grilled onion jam (get the 
one with the lowest or no added sugar that you can 
find)

Method: Pre-heat oven to 180 degrees Celsius 
1. Line a spring-form baking tin with baking paper.  
Put the pumpkin and chorizo in the tin and bake for 
~30-40 mins until pumpkin is cooked and chorizo is 
brown
2. In a bowl, whisk the eggs and cream together with 
some salt and pepper
3. Add the kale to the tin with the pumpkin and chori-
zo and mix them all together with a spoon
4. Pour the egg mixture into the tin (making sure to 
spread it around). The kale may be poking out the top 
a little bit, this is okay!
5. Cut the fetta into pieces or crumble it over the top 
of the frittata
6. Dollop the caramelised onions over the top to fin-
ish it off!
7. Bake for 50-60 mins until the egg mixture is com-
pletely set. If the top is browning too much you can 
cover it with foil but it’s usually okay. 
8. Let cool a little bit and then slice into 6 pieces.

Store in the fridge for 5 days, or will freeze up to 3 
months. To reheat pop in the microwave (uncovered) 
for 2 ½ mins and enjoy!




