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EDITORIAL 1984 
In Lewis Carroll's Through the Looking Glass Alice gazed 
into the mirror and very soon "the glass" began to "melt 
away, just like a bright silvery mist." Thus the fate that 
almost befell Speculum, this being the only publication 
since 1981. "Speculum", of course, is Latin for "mirror"; 

the aim of the publication being to reflect the ideas of Mel-
bourne University Medical Students. 

During our early attempts to bring the journal out, we 
wondered if we had discovered the reason for Speculum's 
brief hiatus. Early in the third term, this year, requests were 
made to students to write something for Speculum. After 
a week, or so, during which no literature was received, a 
forlorn scrap of paper appeared at the Speculum office, 
upon which was written — "I am a third year Medical 
student and I have nothing to say." Now, remembering 
the fundamental existentialist conviction that while man is 
necessarily doomed to frustration, there still remain values 
sufficient to make life worthwhile, we widened our search. 
In a spirit of 'never despair' we turned to Farrago for inspir-
ation but, there on the 'Letters to the Editor' page (2nd 
Oct., 1984) was the following— 

`Dear Eds., 
I have been at this university for six years and have 

not got around to writing a letter to Farrago. 
So here it is. 

Yours J. J. Quonn. Medicine VI' 
Was there a message here? No, sympathy is not being reques-
ted but, just block your ears while the Speculum editor in-
dulges in a gentle scream... . 

ENOUGH of looking through the Aglass "  in such a 'Clark 
manner because the ideas then did flow and we are pleased 
to bring to you Speculum 1984. 

Susan Carden 
Editor 

CLEAN LITERATURE. 

The attention of the reader is drawn to the insertion 
of 80 pages of additional letter-press between pages 25 
and 257. 

SPECIAL NOTICE,—Although all matter appertaining to 
JfEN'S SERIOUS DISEASES has been eliminated from this 
Medical Work, the public are reminded that these ailments 
are by no means neglected by the Consulting ifta, of the 
Institute. 

Tara Medical Work has been revised by eminent King's 
Counsel, and complies with all the requirements of the 
law as a perfectly clean medical work, and has been 
granted transmission through the post by the Federal 
Postmaster-General and Attorney-General, and the Post-
master-General of New Zealand. It is of immense value 
to persons living in remote Australian centres tar from 
medical aid. It comprises 600 pages of Medical litera-
ture. 

Hazard Freeman, Director. 

DR. R. Wallace, M.D., L.R.C.P., E., L..F.P.S.. L.M., Rheeloialt-ie4hief. 

OR. Elizabeth White, M.D., Disease* of Wanton and Chadree. 

as M-1111-11-•04• 

THE FIRST EDITORIAL, JULY 1884 

In making our introductory salaam before the public, we beg to congratulate the Melbourne Medical School on the first 
issue of its journal. It is about two years since the proposal was made that steps should be taken towards the formation of 
a journal in connection with the Melbourne Medical Students' Society. The Society being at the time in the second year of 
its existence, did not feel equal to carrying on the work. Since then, however, so great has been its influence in bringing 
the students into closer contact with each other, and giving them an opportunity of finding out each other's sympathies 
and common requirements, that something like unity of feeling has been arrived at. In proof of this the proposal at the 
second meeting of the Society," was unanimously agreed to. After much discussion and deliberation the name "SPECULUM" 
in its widest sense has been chosen, as it is intended that this journal shall reflect the ideas of the Melbourne medical student 
among his fellows, and some light be thrown on the mind of the outside public, which we fear has remained hitherto in total 
'darkness as to his social condition and sort of eductation he has the opportunity of obtaining. 

In days we are glad to think long since gone by, the medical student never figured before the public except as the alleged 
author of the disturbances at the annual University Commencement. Such false impressions are gradually being overcome, 
and the cause of these interruptions to our otherwise tranquil commencement traced to its true source. 

It was as first intended, in order to increase the circulation of the "SPECULUM", that special prominence should be given 
to University topics. We have since heard that a journal is to be started in connection with the newly established University 
Union. This organ which we presume will be the production of the students of the other schools, will no doubt give more 
Prominence to these matters than could be expected at the hand of the illiterate (sic) medical student. 

We take the opportunity of congratulating the "other side" on its awakening from an apathy, not to say dignity, which 
has so long characterized its members as a body, and wish both the Union and its journal every success. Before concluding 
this introduction to our readers we would remind them that while courting their impartial criticism, we offer our maiden 
literary attempt in all modesty, and trust, that, although the first issue may not be a worthy production of our Medical 
School, present experience may lead to the attainment of a more satisfactory result in the future. 
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SIR MACFARLANE 
BURNET 

Macfarlane Burnet was born one of six children in the Gipps-
land town of Traralgon in 1899, where his father, a Scottish 
immigrant, was manager of the Colonial Bank. Hadassah, 
his mother, although born in Victoria, came from the same 
middle-class Scottish stock. Burnet had a comfortable 
childhood, enjoying the proximity of the bush and all its 
creatures. Burnet describes this period of his life as a happy 
one. He became a keen naturalist, and an avid reader of all 
he could find on Natural History. This interest led him to 
become a coleopterist — a beetle collector, a hobby he 
pursued until well after he finished his undergraduate degree. 
He entered Geelong College as a boarder in 1909, and left 
there as Dux in 1916. This was a period he did not enjoy; 
he found that his passion for beetles was somewhat out of 
fashion at the time. The only career options Burnet consid-
ered were the Ministry, Law, and Medicine. He writes that 
he chose medicine largely because, like many, he could see 
no hope of an end to the war, and the prospect of a non-
combatant position in the army made medicine seem attrac-
tive. Burnet entered the medical course in 1917, after win-
ning several scholarships, including a residential scholarship 
at Ormond College. He stayed at Ormond and the university 
until 1922, after which, as a Resident Medical Officer, he 
began his forty year association with the Melbourne Hospital. 
Burnet's potential was recognized, and after being refused a 
clinical position on the grounds that he would do more good 
in research, he was sent to England, where he gained a PhD. 
in 1928. He returned as Assistant Director of the Walter and 
Eliza Hall Institute, where he worked until his retirement 
in 1965. In 1944 Burnet was appointed Director of the 
Hall Institute and the first Professor of Experimental Medi-
cine at the University, a move which did much to cement 
ties between the two institutions. 

The intellectual climate of the 1920's and 1930's was 
exciting. It was at this time that developments in genetics, 
taxonomy, cytology, and paleontology led to the final 
acceptance of Darwin's natural selection as the mechanism 
of organic changes. There arose a climate in which scientists 
and philosophers tried to embrace the whole of cosmic, 
organic, and cultural development in terms of Darwinian 
evolution. This climate had a profound effect on Burnet. 
Burnet's early pre-occupation with Natural History (Dar-
win, too, was a coleopterist) suggests he would readily 
accept such a philosophy. Burnet acknowledged in his 
autobiography his admiration for such men as Julian Huxley 
and Konrad Lorenz, two of the leading Darwinists of the 
time. He stated that in his undergraduate years, "I read 
fairly widely in areas outside the contents of my courses 
and developed a taste for argument and generalization. 
I had no interest whatever in politics but an obsession 
about origins, evolution and the future." Burnet describes 
himself, not as a doctor, but as an ecologist and a biologist. 
Throughout his work this is visible: he was infatuated with 
the idea of relationships between organisms — initially this 
was the relationship between bacteria and bacteriophages, 
then the relationship between humans and bacterial toxins, 
rickettsiae and viruses. The shift in emphasis to immunology 
represents his investigation of host-parasite relationships. 
Finally, his post-retirement philosophising represents an 
ethological extrapolation of his ecological ideas to human 
interaction. 

Burnet's academic output was prodigious: up until his 
retirement he had published 248 papers recording experi-
mental work, and 158 reviews and lectures. He conveniently 
divided his work into ten categories: 
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1. Bacteriophages 1925-37 
2. Staphylococci and their toxins 1929-32 
3. Poliomyelitis virus 1929-40 
4. Cultivation of viruses in chick embryos 1933-58 
5. Influenza viruses 1935-58 
6. Herpes virus 1939 
7. Psittacosis 1934-39 
8. Coxiella burnetii 
9. Immune reactions in the chick embryo 1960-62 
10. Autoimmune disease in mice 1961-66 

This list fails to acknowledge the significance of much of 
Burnet's work. His early work with bacteriophages presented 
a means of typing bacteria. His refinement of the use of 
chick embryos as a viral culture medium transformed much 
of virology, enabling many viruses to be isolated, many by 
Burnet himself. One of those he isolated was the 'flu virus, 
developing at the same time the technique of haemagglut-
ination. His isolation of the Q-fever rickettsia stimulated 
the isolation of others. Burnet considers, however, that 
his greatest achievement was in immunology, for which he 
shared the 1960 Nobel Prize for Medicine. 

In 1940, Linus Pauling published his instructive model of 
acquired immune tolerance. Basically it stated that anti-
bodies were non-specific polypeptide chains which were 
moulded after synthesis, or instructed, to take on a specific 
immune pattern by physical contact with an antigen. Ten 
years later, Burnet, unhappy with Pauling's theory was 
constructing his clonal selection theory. In simplified terms, 
Burnet argued that there is an enormous number of lympho-
cytes in the body, each expressing on its surface a genetic-
ally determined antigenic 'receptor'. This receptor is subject 
to somatic mutation which, if it offers a selective advantage 
is rapidly expressed. Contact with an antigen provokes 
antibody formation in the lymphocyte with the specific rec-
eptor, as well as rapid proliferation or cloning of lympho-
cytes with this receptor. The different theories reflect the 
different backgrounds of their proponents. Pauling was 
primarily a chemist, Burnet a biologist. Burnet described 
his theory as "essentially Darwinian natural selection applied 
at the cellular level to clones instead of at the level of the 
organism and the species." Burnet's theory was given experi-
mental support by the British team led by Sir Peter Medawar, 
who shared the Nobel Prize with Burnet. 

Burnet's writings since his retirement have not met the 
same acceptance as his earlier scientific work. In 1979 Burnet 
explained these writings: "I have deliberately tried to test 
my understanding of the fields in which I have worked, by 
writing at length about them against a consistently Darwinian 
background." Basically Burnet has provided an apologetic 
view of the power of genetic influences in the development 
of psychology and culture. In doing so he denies the influ-
ence of psychosocial forces and learning in the evolution 
of culture and adopts a firm anti-Marxist stance. He has been 
consistently criticised for discussing matters outside his 
realm of knowledge, and in terms of his stated aims, this 
criticism must be justified. Burnet himself sums up the 



criticisms: "(My) ideas are dismissed as being hackneyed 
and naive with no appreciation of subtleties . . . All this 
has more than a little truth . . . I am undoubtedly prone to 
generalize in oversimplified terms." However Burnet is not 
alone in his ideas: they are in the same intellectual niche as 
those of the psychologists Eysenck and Jensen, and of the 
emerging sociobiology school. 

Burnet's work has been recognised world-wide. As well 
as the two doctorates he studied for, by 1968 he had been 
awarded ten honorary doctorates, fellowship of the Royal 
Society in 1942, a knighthood in 1951, and numerous other 
major awards and medals. Burnet deserves his position as 
Australia's elder statesman of science. He has made several 
important personal contributions to science as well as doing 
a great deal to disprove the suggestion that Australia is a 
scientific backwater. Unlike Florey and Eccles, Australia's 
only other medical Nobel Laureates, Burnet remained in 
Australia to work, refusing many lucrative offers to work 
overseas. Sir Gustav Nossal, Burnet's successor at the Hall 
Institute, has suggested that countries with limited resources 
such as Australia must specialise academically to achieve 
proper standards. One of Australia's leading fields is immuno-
logy and this is due primarily to the work in Australia of 
Burnet. 

James Mullins 

ADVICE TO A YOUNG SCIENTIST 
—AN INTERVIEW WITH 
SIR MACFARLANE BURNET 

James Hurley: Are there any qualities peculiar to the training 
and experience of a medical graduate that would:- 
- Qualify him for a career in medical research? 
Sir Mac f arlane Burnet: Persistent interest in the meaning 
of happenings — an avid reader since an early age — some 
interest in and feeling for animals and birds — more 
interested in things than in human relations. 
J.H.: — Disqualify him? 
F.M.B.: Lack of positive enthusiasm for problem solving. 
J.H.: Do you recall any experiences from your own medical 
training that may have influenced your thinking or approach 
to the problem during your research career? 
F.M.B.: When I was a resident to Sir Richard Stawell in the 
Royal Melbourne Hospital, I was strongly influenced toward 
a career as an academically based clinical neurologist, but 
when I failed to gain a registrarship I found it easy to move 
to the microbiological field instead. 
J.H.: Are there any particular abilities that you would look 
for in an applicant for:- 
- A position as a Ph D student? 
F.M.B.: A good academic record and the possibility of 
working with a senior man whom you respect and like. 

— As a post doctoral Fellow? 
F.M.B.: A good Ph D and an evident determination to make 
a career in research. If the candidate is uncertain, he should 
go no further than his Ph D and look for a clinical job. 
J.H.: What do you regard as the important personal qualities 
needed in a person wishing to 
— Undertake and/or supervise a scientific experiment? 
F.M.B.: Care for the precision in the use of apparatus etc. 
Careful recording of experimental results and complete 
integrity in their final use. 
J14: — Head a research unit? 

Capacity to see the significance of a problem and the 
imagination to keep on providing working hypotheses and 
changing them for better ones. 

J.H:: Direct a Research Institute? 
F.M.B.: To keep the place happy — most importantly to see 
that every worker gets full credit for his contribution — and 
to keep a watch for opportunities that will allow his juniors 
to develop their careers to the best advantage. 
J.H.: Do marriage and family life in career of medical 
research present any problems? 
F.M.B.: There are difficulties that require mutual 
consideration especially if the scientist's enthusiasm and 
concentration on his work is resented by his partner. 
J.H.: What should I research if I enter that field? 
F.M.B.: Once a career has developed, new directions appear 
as work progresses — the important and difficult poblem is 
to decide which of them are red herrings or which are 
potentially further fields for study. 

New approaches come from many other directions. In 
reading literature, ask onself whether anything read is 
relevant to what one is doing or offers a hint as to what one 
should do next. Some-times a new technique described 
for some unrelated research may be just what is needed to 
get over a bump or a block in the current (problem.) 

In the early stages suggestions and guidance from a senior 
may be necessary or unavoidable but always try to make the 
work essentially your own. 
J.H.: Do you draw any parallels or contrasts between your 
own career and that of Howard Florey who was born in 
almost the same year as you but worked in England for 
most of his life? 
F.M.B.: I spent all but four years of my working life in 
Australia and declined good positions in England and U.S.A. 
Florey's effective work was almost wholly in England. 
I have no regrets on my side but equally I see no reason to 
counsel other Australians not to accept overseas 
opportunities if the conditions are favourable for his work 
and fit his personal curcumstances. 
Interview by James Hurley — M.B., B.S., MED. SCI. 
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Elizabeth K Turner, MD, FRACP, LLD (Hon), the first woman 

Medical Superintendent of the 

(Royal) Children's Hospital, Melbourne, 1944-1946. 

This year Dr. Elizabeth Turner celebrates the fiftieth year 
since she entered the Medical field. Last year, at a special 
conferring to mark the centenary of the first woman to 
graduate from the University of Melbourne, she received 
the Honorary Degree of Doctor of Law, hororis causa. 

In 1940, Dr. Turner graduated M.B.B.S. from Melbourne 
University. She was one of ten women in a class of 110 
students. Dr. Turner recalls some of the students activites 
of that time — including the Women's stunt night where 
she once performed a skit aimed at depicting the abysmal 
conditions at the Old Melbourne Hospital. Other activities 
included the compilation of "Speculum", a magazine then 
considered worth waiting for! 

Dr. Turner went to the Alfred to study during her clinical 
years. Rumour was that one had to queue at the Melbourne 
to do a P.R. (things just haven't changed). In comparison 
with today, after graduating, one had to apply to hospitals 
for acceptance into the intern year. The committee of 
management at the Alfred approved of her and some other 
women graduates, with the advice, "Ladies, you will have to 
agree to one year of single blessedness." 

During the war, obviously, most men were away in the 
forces. Dr. Turner worked at the Children's hospital. One 
can not imagine the Royal Children's Hospital being staffed 
by only one surgeon, however, this situation arose for an 
entire week during the war period. Dr. Turner was Medical 
Superintendent — in fact she was the first and only woman 
Medical Superintendent at the Children's hospital. 

It is astonishing how much was accomplished during the 
war period when man-power was so limited. One instance, 
illustrating this, was when a priest brought a child (who, 
contrary to the article printed below, was named Alan 
Goats) suffering from osteomyelitis. It should not be 
forgotten that osteomyelitis was then untreatable with drugs 
and in this case was almost certainly going to result in death. 
It was known that the US Army, camped on the site where 
the Royal Melbourne Hospital exists today, possessed a special 
drug called penicillin — Dr. Turner personally asked the 
American Colonel if he had any penicillin that could be 
spared, and conseqently she became the first to use penicillin 
for children in Australia — and Alan Goats recovered in a 
most rapid fashion. 

During her time as the longest serving head of a unit at 
the Children's hospital, Dr. Turner worked in many different 
fields. Her papers published include descriptions of her 
innovative research on meningitis, congenital intrinsic ob-
struction of the duodenum, exchange transfusion in 
neonates, ABO blood group incompatability, Turner's 
syndrome, the effect on the foetus of maternal alcoholism 
during pregnancy and the teratogenic effects on the foetus 
as a result of maternal emotional stress. 

Dr. Turner has worked with children in Victoria for most 
of her life. One of her beliefs is that 

. . in general the health of the children of most 
developed countries depends largely on a close and satisfying 
relationship between a child and its mother, or genuine 
mother substitute, during the first two to three years of its 
life." 

Susan Carden 
Gaye Casper 

emperature of 
108.6: Saved 

y Penicillin 
Tom Bourke, aged 8. a little 

fellow from St. Josiph's 
Home, was admitted to the 
Children's Hospital last Octo-
ber. He was extremely ill 
with osteomylitis of the 
humerus, and had a tempera. 
ture of 106 deg., which rose 
to 108.6 deg. 

Today, when visited, Tom had 
Just been reprimanded for pillow-
fighting the boy three beds away. 

The Medical Superintendent (Dr. 
Elizabeth Turner), attributes his 
remarkable recovery, after running 
this phenomenal temperature, to 
penicillin. She had seen other 
patients rise to this temperature, 
but they had always died. 

DRIPPED INTO VEINS 
When he came in, she said, he 

vas almost comatose. Penicillin 
was given Immediately, dripped 
into the veins, and an operation 
to remove the pus in the bone 

as performed•immediately. 
For 48 hours, when penicillin 

'as given continuously, the tern-
rature remained at 108 deg., 

xcept for 20 minutes when it rose 
o 108.6 degrees. Then it dropped. 
e was then given hourly Injec-

ions of penicillin. 
In all he had 2,500,000 units, 

he cost of which at the time was 
17/10/ a million units. 

COLOR FILM TAKEN 
So interesting was the case that 
color film of the whole of the 

peration was taken for teaching 
urposes. Today, with his arm 
ending slowly, the little boy is 
uite happy. He has been 'up a few 
imes, but according to tile sister 
n charge, becomes obstreperous. 
e is an ardent anti-Nazi and 

pends much time making inatob-
ox aeroplanes, then pulling one ing off, whizzing them into the 
do, and erashing. them, *oiling 
There goeo anotlift Gentian 
tlane."  
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(April 8, 1897J 
MELBOURNE PUN 

THEY MAY DO AS HUSBANDS. 
("The prospects of the Queen Victoria Hospital for women 

are very favourable."—News Item./ 
Male M.D.—"But when you get your hospital the women 

will still prefer us duffers." 
She M.D.—"Yes, in a sense. A duffer is all very well as a 

husband, but a woman has to be much more careful in 
the choice of a doctor."  

The 88th Presidential Address to the 
Victorian Medical Women's Society, 

18 November 1983 
By Elizabeth K Turner 

Colleagues 
Many of you will know the old fable about the spider who 
lived in the rafters of a dark, old barn; one day he slid down 
some filaments of web and established himself on a new and 
lower level where he spread his web, caught and incorporated 
many new insects, and prospered. One day, wandering about 
his premises, he saw the threads stretching up into the dark, 
unseen above him. "What are they for?" he asked, and snap-
ped them — and his web collapsed. 

We belong to a fairly prosperous, well-respected group of 
medical women. Our generation, with its tremendous techno-
logical discoveries, and its active exciting research, encourages 
preoccupation with the present and even with the future, so 
that it is easy to concentrate on the foreground, and neglect 
the background, or the soil wherein lie the roots of our 
professional lives. 

The Victorian Medical Women's Society, of which we all 
form a part, was formed in 1895, the year before the forma-
tion of the Queen Victoria Hospital, in a receding and dim 
past which we must not forget nor snap its connections to 
us. We need to see ourselves in perspective, standing between 
those early pioneer medical women and those of the future 
of whom we ourselves will become the ancestors. Way up in 
the dim rafters of the barn, and now out of sight, are 
Constance Stone and her band of pioneers, from which the 
filaments of the web run direct through some two thousand 
women doctors to the web on which we perform profession-
ally. 

The Melbourne Medical School opened officially in 1862, 
for men only, although there were a few male students 
under instruction before that time. In 1871, women in 
Victoria were allowed to sit for the matriculation examina-
tion, but not permitted to matriculate. By 1880, women 
were admitted to all faculties at the University of Melbourne, 
except Medicine. In 1883, Constance Stone applied for 
admission to the medical course and was refused because of 
her sex, so the next year (1884) she left Australia for the 
USA and graduated MD in Philadelphia where Dr Elizabeth 
Blackwell, the first medical woman in the world, had gradu-
ated in 1849. 

Constance then went to Canada and England, and worked 
in the Euston Road New Hospital run by women for women. 
She worked with Dr Elizabeth Garret-Anderson and Dr 
Sharlieb; it was an experience she could never forget. After 
her return to Australia, she became the first registered 
woman medical practitioner in this country, on 7 February, 
1890. 

In 1880, Bella Guerin entered the Arts Faculty, and it is 
the centenary of her graduation which is celebrated at the 
University of Melbourne this year, and the reason why five 
women graduates, from various faculties, will receive the 
Honorary Degree of LLD on 10 December 1983. 

By 1886, the University of Sydney had admitted its first 
female medical student: Dagmar Berne, who switched, after 
four years, to finish her course in London because she had 
been repeatedly failed by her examiners in Sydney, after 
obtaining second class honours in her 'first Professional' 
(matriculation) examination. 

Adelaide admitted Laura Fowler (Hope) in 1887, the 
same year in which the famous 'seven women' applied for 
admission to the University of Melbourne Medical School, 
were admitted, and all duly graduated. These were: Lillian 

Alexander, Helen Sexton, Margaret Whyte, Clara Stone, 
Elizabeth O'Hara, Annie O'Hara and Grace Vale. The first 
two, who graduated in 1891 — Clara Stone and Margaret 
Whyte — topped the Honours lists in Medicine and Surgery, 
and they were also the first women medical students regis-
tered in Australia, for Laura Fowler (Hope) of South Aust-
ralia, who graduated in 1891, did not register until 1892. 

Clara and Margaret were refused their expected positions 
as Resident Medical Officers at the Melbourne Hospital 
because of their sex, so they joined the Resident Medical 
Staff at the Women's Hospital, and it was not until 1896 
that Janet Lindsay Grieg and Freda Gamble were the first 
women Resident Medical Officers appointed to a general 
public hospital (the Melbourne Hospital). There was much 
strife with the Committee of Management over their appoint-
ment, and Freda Gamble recalls that after the strife, "if we 
even once, in the course of the year, looked sideways at a 
man, then women would be in perpetuity damned". After 
twelve months duty, the Hospital Committee called them to 
a meeting to thank them for their performance. By 1907, 
Sybil Bevan (wife of Dr Bevan of the Independent Church) 
reported to the VMWS that she thought comradeship be-
tween medical men and women was better than in other 
faculties. 

These women realised just how advantageous it would be 
for women doctors to have an association of their own, and 
thus the Victorian Medical Women's Society was formed, at 
Dr Constance Stone's home in East Melbourne on 22 March 
1895. Dr Constance Stone was Founder President and 
Dr Lillian Alexander, Honorary Secretary, and those present 
at the first meeting were Drs Constance, Clara and Mary 
(Page) Stone, Lillian Alexander, Elizabeth and Annie O'Hara, 
Helen Sexton, Grace Vale and Margaret Whyte. 

At the second meeting, thirteen were present, including 
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students; but in 1898, the Society became a postgraduate 
organization only, and meetings were held in the consulting 
rooms of the various members. Meetings have been held 
regularly ever since, and knowing the thoroughness and 
efficiency of those early women, I am sure correct and 
signed minutes were taken; but these valuable historical 
records have all been lost. The earliest minutes surviving are 
from 1931, and these were deposited in the safety of the 
Latrobe Library, Melbourne in December 1983. Other 
states followed Victoria's lead in forming their own medical 
women's societies. The New South Wales society was foun-
ded in the early part of the century, with Dr Iza Coghlan as 
president; it lapsed in 1908, but was revived in 1929. South 
Australia's society was formed in 1927, Queensland's in 
1929 with Phyllis Cilento as President, Western Australia's 
in 1939 with Eleanor Stang as President, and Tasmania's 
in about 1963. 

In 1896 Victorian women doctors established a hospital 
run for women by women, called initially 'The Victoria 
Hospital'. This became 'The Queen Victoria Hospital' in the 
year of Queen Victoria's Diamond Jubilee, 1897, when the 
medical staff moved from St David's Church Hall in Latrobe 
Street (where they saw outpatients only), to the disused 
`Governesses Institute' in Little Lonsdale Street. The Govern-
esses Institute was for governesses who were brought out 
from England with families, and dumped after their services 
were no longer required in Australia. 

The Queen Victoria Hospital Committee, led by Mrs Bear- 

Crawford, purchased the Institute's building and the furniture 
for 2,000 pounds, raised by a 'Shilling Appeal'; Coles Book 
Arcade, Bourke Street, was the headquarters of the appeal. 
The land on which the building stood was granted to the 
hospital by the Government, which also gave them an annual 
grant of 250 pounds, and in the first year 35 pounds was 
raised from the Hospital Sunday collection. 

By 1900 an eight-bed ward had been installed in the 
Governesses Institute, along with an outpatients department, 
a dispensary and operating theatre, under the charge of 
Dr Helen Sexton. Women and children continued to flock to 
the hospital which was officially opened by Lady Brassey, 
wife of the Governor of Victoria, in July 1899. Dr Elma 
Sandford Morgan of New South Wales has written, "It is 
no exaggeration to say that the Queen Victoria Hospital in 
Melbourne is the most important happening in the history 
of medical women in Australia. Its effect on public opinion, 
particularly in Victoria, has been incalculable. From its 
beginnings in the 1890s (when prejudice against those 
unnatural creatures, women doctors, was so widespread), the 
pioneer medical women of Melbourne and their successors in 
the following generations have, by the high quality of their 
work, not only benefitted the women and children treated 
at the hospital, but have made such an impact on the general 
public that in no part of Australia are women doctors held in 
higher esteem than in Victoria." 

The Victorian Medical Women's Society also led the way 
to representation in the BMA as far back as 1928. They tried 

The famous seven women of 1887: back row — Helen Sexton, Lillian 
Alexander, Annie O'Hara; front row — Clara Stone, Margaret Whyte, Grace 
Vale, Elizabeth O'Hara. (University of Melbourne Collection). 
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many times, unsuccessfully, to gain representation on the 
Council of the BMA, but their numbers were not large enough, 
so they tackled the Melbourne Central Subdivision, which 
had three Divisional Representatives on the Council, and 
packed their meeting in 1928 where they nominated Dr 
Constance Ellis, Honorary Pathologist (1908-1919) at the 
Queen Victoria Hospital; but they were told that she could 
be co-opted only, not elected. This they agreed to, and Dr 
Ellis attended all Council meetings from August 1928 until 
a special meeting of the Council on 10 July 1930. At that 
meeting the necessary amendment was passed, entitling 
the VMWS to send a woman as councillor to the BMA 
Branch Council. 

This has continued ever since, and our latest representative, 
Dr Margo Sussex, is to be followed in 1984 by Dr Diana 
Sutherland. You will recall that during 1983 there was a 
move by the current AMA to discontinue this representation. 
A similar move occurred in 1961, when Dr Alison Wright 
was the BMA representative and Dr Mildred Green the 
President of the VMWS. In 1983 the move was hotly resisted 
by this Society, and we have been informed that the AMA 
have had 'second thoughts' and agreed to retain our represen-
tative. 

In 1919, the Medical Women's International Association 
was formed, the first international medical association, male 
or female, ever formed. You will remember that Dr Lorna 
Lloyd-Green, OBE, was elected as International President of 
the MWIA at the XIth Congress in Vienna, and that the XIIth 
Congress was held in Melbourne in 1970; many of you will 
remember working hard for this. The Victorian Medical 
Women's Society had an individual affiliation with the 
International body as early as 1926. At this time in 1982, 
many of us had just returned from the XVIIIth International 
Congress in Manila, at which Dr Joan Redshaw of New South 
Wales presided, and you will remember that she was the 
speaker at the Medico Legal Dinner in Melbourne in 1982. 
The current International President (until 1984) is Dr Trinidad 
Gomez of the Philippines, and the President Elect is Dr 
Beverley Tamboline of Canada. The XIXth Congress will be 
held in Vancouver, in July and August 1984. The new 
secretary, Dr Motzel of Germany, was a somewhat contro-
versial figure at first, as she was a Doctor of Dentistry. The 
new Secretariat of the MWIA was installed in July 1983, in 
the Federal Chamber of Physicians of Germany in Cologne, 
and Dr Lorna Lloyd-Green visited there in September 1983. 

Following a medical women's dinner during a BMA 
congress in Sydney in 1929, a general meeting was held of 
representatives of women from the different States and an 
Australian Federation of Medical Women (the AFMW) was 
formed, with Dr Lucy Gullet of Sydney as the First President, 
and two councillors were appointed from the Women's 
Medical Association in each state. Every three years a general 
meeting is held, in a different state, and the secretariat moves 
to another state after each meeting. 

In 1932, six years after the VMWS, the AFMW affiliated 
with the MWIA. In Melbourne, the AFMW moved rather 
slowly during the last war, but Dr Lucy Bryce, the only 
Victorian Medical Women on the Council of the University of 
Melbourne, and founder of the Red Cross Blood Transfusion 
Unit, was the President, and Lady Mackenzie (the Secretary 
Treasurer), held the AFMW together for fifteen years, until 
1950, when it was reconstituted in its present form at a 
meeting held during a BMA Congress in Brisbane. The 
current President is our own Dr Pat Scrivenor; the Honorary 
Treasurer, Dr Margaret Sanders, and Dr Heather Peden is the 
Honorary Secretary. Two councillors are elected from the 
VMWS, and at present they are Drs Janet Duke and Christine 
Paton. 

In 1920, a Congress was organized to celebrate the 25th 
Year of the VMW Society. The Queen Victoria Hospital, but 

a few months younger than the Society, and always the 
centre of activities of the members, was of great interest to 
interstate visitors. A series of demonstrations was arranged 
by the Honorary Medical Staff and the whole range of their 
work surveyed, and Dr Janet Greig gave the Jubilee Address. 
The experience was particularly useful to the women doctors 
from New South Wales, who soon afterwards established the 
Rachel Forster Hospital in Sydney, the second in Australia 
for women, staffed by women. 

Writing from London in 1950 Dr Janet Lindsay Greig 
said "It must never be forgotten that it was Constance Stone 
who was the real pioneer and responsible for starting the 
Queen Victoria Hospital; to Constance Stone alone, belongs 
this honour." Dr Helen Sexton, also writing from abroad, 
said: "In that band were no self-seekers. We knew and felt 
how great the need for such a hospital would be, so body, 
brain and spirit were put into our efforts. It was one great 
and splendid pull together — and 'the joy was as great as 
the work'." 

After the move from the Little Lonsdale Street building 
in 1946 to the old Melbourne Hospital at the Lonsdale-
Elizabeth Street corner, the hospital became too big for the 
numbers of women to staff it, and almost unnoticed the 
hospital motto: "Pro feminis a feminis" became no longer 
appropriate, and should now, as Dr Kate Campbell suggests, 
be "Pro omnia a omnia". In 1983, just 87 years since its 
establishment, the medical staff of the Queen Victoria 
Medical Centre numbers 109, of which only ten are women. 

I have examined the Melbourne University records of 1,433 
women graduates in Medicine from 1901-1982. 125 of them 
have degrees other than the MBBS from the University of 
Melbourne, not including degrees from the Royal Colleges. 
Twenty-seven women hold the MD, the first being Dr 
Constance Ellis, one of the founders of the Lyceum Club. 
Two have the MS; 'Girlie' Hodges was the first to obtain 
this, in 1939. 52 also have a BSc; 20 have the Diploma of 
Psychiatric Medicine; 15 have the new BMedSc obtained 
during the MBBS course; 11 have the DGO; 9 have a PhD 
in Science; 4 have the Diploma of Education; 1 each have 
the Diploma of Dietetics, Diploma of Criminology, and one 
is a MusBac. Some have a PhD Med and some also have Arts 
degrees. 

These form the web on which we find ourselves, it is so 
heavy with a conglomeration of degrees, diplomas and 
famous people, that it is amazing that the fragile filaments, 
wrought so determinedly by the labour of those devoted 
pioneers, are still able to support us today. 

It is hard for some of us to realise that there are now 
three generations of doctors who have no experience of the 
First World War, and two generations with none of the 
Second World War. That is why a few facts recalled in this 
paper are salutory, and help to bring perspective to both new 
and old medical graduates. 

In conclusion, as Geoffrey Blainey says, "It is easy to 
touch the distant past in Australia's history". Now that our 
eyes have become 'dark adapted' we can, in imagination, 
look up into the rafters where we can see and feel the diverse 
minds and personalities of those early members of the Vic-
torian Medical Women's Society, who strived so hard, and 
whose 'Joy was as great as their work' and who lived, like 
us, marvelling in the goodness of people and in the delight 
of being a doctor, but also puzzled and stimulated by the 
indifference, the ignorance, the disease, cruelty and sadness 
in some lives. This stimulation makes us eager to attain more 
knowledge about aetiology, and to sort out lines of relief —
at least we can always be seeking for these things. In 1983 we 
are a good deal more likely to be able to supply the answers 
than they were in 1883, but let us stand back and admire 
the efforts they made to overcome hurdles and barriers 
that are now no longer problems in our medical lives. 
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Come in Doctor... 
Welcome 

to the AMA. 
In a short time you will graduate as doctors and the AMA will be fighting for your cause. 

The AMA can work efficiently unly through its members and can develop only 
in response to the demands ci the medical profession and the community. 

WHY JOIN? 
AMA SUPPORTS YOU BY PROVIDING: 

• funds for AMSA. 
• support for reseal ch and continuing education. 

• information services through 'Medical Practice' and 'Victorian Branch News. 
• industrial services-representation of RMO's and other salaried groups before tribunals. 

• financial and business advisory services through the branch or its agencies. 

• friendly personal :advice on individual problems. 
• free membership for 5th and 6th year students. 

AMA SERVES THE COMMUNITY BY: 
• maintaining high professional and ethical standards. 

• initiating health care campaigns. 
• providing expertise to Government and community organisations. 

Remember gains made by the association benefit the profession as a whole. 

YOU ARE NEEDED TO RUN THE AMA—JOIN NOW! 
Telephone AMA on 3478722 for more information-and a membership application. 
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'Therapeutic 

LArts 
Courtesy of the MEDICAL HISTORY UNIT, University of 
Melbourne. 

BLEEDING, CUPPING AND PURGING 

For centuries these were the three most frequently used 
methods of treatment. In some form and in some places 
they are still in use today. 

Bleeding 

Most commonly a vein was cut with a lancet and the 
flowing blood caught in a bowl. 

Bleeding as a form of treatments has been used since 
ancient times. Toby advised brother Walter Shandy to allay 
pre-marital lust by 'first losing a few ounces of blood below 
the ears according to the practice of the ancient Scythians'. 
Much larger amounts were frequently removed — George IV 
was once relieved of 40 ounces in one day — and there was 
some truth in Byron's sally that 'many more die of the 
lancet than of the lance'. Leeches could be used as a gentler 
form of blood letting. 

Today bleeding is used with good effect in treating 
haemochromatosis, a disease in which the body becomes 
burdened with iron, and by dermatologists for porphyria, 
which George III suffered from and George IV probably 
had. Leeches have been used to speed the clearing of a black 
eye in rugby players. 

Cupping 

The glass cup was heated by a flame — and then applied. 
The scarificator with its many blades could be used before 
the application of the cup to extract a more satisfying amount 
of 'humours'. 

Dry cupping involved the heated cup being placed on the 
unblemished skin — the partial vacuum caused the underlying 
tissues to be drawn into the cup producing local turgor. Wet 
cupping meant that the scarificator was used to slash the 
skin, when the cup withdrew fluids of all sorts. Cups could 
be reapplied many times. The scars of cupping for chest 
diseases can still be seen in Melbourne hospitals in patients 
from Europe. 

Purging 

The ibis giving itself an enema from the waters of the 
Nile is taken from a mediaeval manuscript. 

"I'll purge and leave sack and live cleanly as a nobleman 
should'. The cleansing of the lower bowel has always been 
considered to be a good thing. In the past this was achieved 
by large doses of drastic medicines. 'Aloes, scammony and 
ginger oh — that's the stuff that makes you go.' Clysters or 
enemas were also used and many were the devices offered 
for self administration of such fluids. 
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The Cause of Mozart's Death 

  

tobacco, and was fond of punch, beer and wine, which he 
usually drank in moderation. 

Wolfgang witnessed the death of his 57 year old Mother in 
Paris with Typhus Fever in 1778, while his Father died 
suddenly in Salzburg aged 68 in 1787, presumably of cardiac 
arrest. Mozart married Constance Weber in Vienna on 3 
August 1782, but only two of their six children survived to 
maturity. Four died in their infancy of Gastroenteritis or 
Dysentery. 

Throughout his life Mozart was subject to recurrent 
attacks of Tonsillitis, and I believe that Streptococcal in-
fection led to his early death. The Composer suffered Ery-
thema Nodosum in Vienna in October 1762, Rheumatic 
Fever in Salzburg in Dec, 1762 and again in Munich in 
Nov, 1766. He was fortunate to have survived severe attacks 
of Typhoid Fever in The Hague in November 1762, Small-
pox in Olmutz in October 1767, and Type A Viral Hepatitis 
in Salzburg in January 1 772. However it was in August 1784 
that he contracted post-streptococcal Schonlein-Henoch 
Syndrome, and Glomerulonephritis. There were further re-
currences in April 1787, and possibly during the Summer of 
1790. 

Symptoms of chronic renal failure became manifest during 
the last six months of Mozart's life. He was frequently de-
pressed and became pre-occupied with thoughts of death. 
There developed a paranoid trend in his personality, and his 
emotional respones were labile. Early in August, 1791 
Anton Leitgeb visited Mozart to commission a Requiem Mass 
for an anonymous patron. The composer became tormented 
with delusions that he had been poisoned, and also that he 
had been commissioned by "the angel of death" to write his 
own Requiem. The history of recurrent violent headaches 
and blackouts was in keeping with hypertensive encephalo-
pathy, and in addition he developed anaemia and weight loss. 
All of the above symptoms are in keeping with a diagnosis of 
uraemic cerebral vascular disease. Alas, Mozart's urine was 
never tested for protein since Richard Bright did not write 
his classic Paper on the significance of albuminuria in the 
diagnosis of renal disease until 1836. Nor was Mozart's 
blood pressure ever recorded since the modern sphygmomano-
meter was invented by Ritter von Basch in 1876. 

The Fatal Illness: 
Mozart took to his bed ill on 20 November 1 791. His final 
illness had been contracted during an epidemic in Vienna, 
and it lasted only fifteen days. Mozart was ill with high 
fever and much sweating. During the night he complained of 
pain on moving in bed, and Constanze noted that his hands 
and feet were painfully swollen. These painful swellings were 
due to polyarthritis. The swellings persisted, and it would 
appear, became more widespread. Mozart also suffered re-
current bouts of violent vomiting, especially at night, and also 
diarrhoea. Furthermore, after a week in bed, he was helpless, 
and partially paralysed. Benedikt Schack, who was a frequent 
•visitor, said that the composer's weakness was such, that he 
was obliged to be drawn forward whenever he required to 
sit up in bed. This suggests that Mozart had suffered a 
hemiparesis, and was paralysed down one side of his body. 
The combination of painful swelling and paralysis, made it 
very difficult and painful for the composer to move, or to be 
moved. Sophie Haibel and her Mother therefore made him 
night shirts, which could be put on him from the front; for 
he could not turn over in bed; they also made him a quilted 
dressing gown, for they did not realise that the composer 
was critically ill. Wolfgang also became hypersensitive to the 
song of his beloved pet canary, which had to be removed 
from the next room because it overtaxed him emotions. 

Mozart was being attended by Dr. Thomas Franz Closset 

  

 

PETER J. DAVIES 
M.B., F.R.A.C.P., M:R.C.P. 

     

 

The composer Wolfgang Amadeus Mozart died towards the 
end of his thirty-fifth year, at his rented Apartment in 
Vienna, in 1791. He was the second survivor of seven 
children, and was born in Salzburg on 27 January, 1756. His 
placenta was retained, and manual removal without an 
anaesthetic was performed. Wolfgang became the most 
famous child prodigy in history, and during his now famous 
travels he was paraded and exhibited around the Courts of 
Austria and Europe. The four Tours between 1762 and 1771 
occupied seven years of his life, and during these travels he 
was exposed to the many endemic and epidemic diseases of 
those times. These journeys were mostly undertaken in un-
comfortable carriages or draughty river boats, amidst all 
extremes of weather. The Inns and Concert Halls were often 
appallingly deficient in terms of facilities for heating, vent-
ilation and hygiene. 

  

   

   

   

   

 

Facsimile of the Frontispiece to Alw.-.arts Lehen  

Throughout his short life Mozart was pre-occupied with 
his music, and during his last eleven years, he completed 295 
compositions at an average of 27 per year. It has been 
estimated that these Works correspond in writing time alone 
to an eight-hour day for the same span of time. It is little 
wonder then that he rose at 6 a.m. and often worked through 
till 2 a.m. 

Mozart suffered a great deal from his unattractive appear-
ance. He was no more than five feet four inches tall, had a 
pock-scarred face and an oversized nose that was frequently 
caricatured. His left external ear was lacking its usual con-
volution, and this rare congenital anomaly is now known as 
Mozart Ear. The Composer smoked an occasional pipe of 
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(1754 - 1813) who was a Physician at the General Hospital. 
and who had first treated Constanze in July, 1789. Closset 
knew Mozart well, and he had seen the evolution of the 
composer's neuro-psychiatric symptoms (depression , paranoid 
delusions, personality change and bilious headaches). Closset 
was unaware that these symptoms could be due to chronic 
renal failure, and he suspected that Mozart had a growth 
within his brain, for he diagnosed: "Un deposito alla testa". 
This translates literally as a deposit in the head. However ; 

 in my view, Closset was troubled by the recent symptoms of 
fever, painful joint swellings and skin rash, so that he called 
in the Senior Physician at the Vienna Hospital, Dr. Mathias 
von Sallaba (1754-1797). The consultation took place on 28 
November. We know from Constanze that a venesection was 
performed, but no further details were given. Sallaba 
diagnosed "Hitziges Frieselfieber" which is the diagnosis in 
the register of deaths. It translates simply as a heated miliary 
fever. This is entirely non-specific, and simply refers to an 
illness associated with fever and exanthem (skin rash). The 
exanthem was not mentioned by Constanze or Sophie 
Haibel, and it presumably caused no itch or sting. The rash 
may not have been present on the exposed parts of Mozart's 
body. The weather was cold, and my ten year old daughter 
suggested that MOzart was almost certainly wearing bed 
socks. It is probable to me that the composer suffered a 
purpuric rash, which is due to numerous tiny haemorrhages 
into the skin. A purpuric rash is often asymptomatic, and 
may not be noticed by the patient. Purpura tends to occur 
especially in the skin of dependent parts of the body, such as 
the lower legs, buttocks and back. 

Mozart's condition fluctuated a little from day to day, 
and his attacks of severe vomiting were often worse during 
the night. He would follow in his imagination the events of 
the Magic Flute during the evenings, and even did a little 
more work on the Requiem, and tried out parts of it with his 
wife, Sussmayer and other friends. On Saturday, 3 December, 
there appeared to be a slight improvement in his condition 
and he told Ca-cilie Weber that he would pay her a visit on 
the octave of her Feast Day, which alas was already past 
(29 Nov). At 1400 on Sunday, 4 Dec, a kind of rehearsal of 
the Requiem was held at the composer's bed-side. On this 
occasion Mozart sang the Alto part to Schack's Falsetto, 
Hofer's Tenor, and Gerl's Bass. They sang it through as far 
as the Lacrimosa, at which point Mozart despaired that it 
would not be finished, broke down, cried and laid aside the 
music. According to Jahn, later he voiced a desire to hear 
Die Zauberflbte again, and when he began humming Papageno's 
bird-catcher song, Johann Roser sang it for him at his piano, 
much to the composer's delight. 

Later that Sunday, when Sophie Haibel called, Constanze 
•said: "Thank God that you have come, dear Sophie. Last 
night he was so ill that I thought he would not be alive this 
morning. Do stay with me today, for if he has another bad 
turn he will pass away tonight." When Sophie went in to see 
Mozart, he said: "Ah, dear Sophie, how glad I am that you 
have come. You must stay here tonight and see me die." Soon 
after, he said: "Why, I have already the taste of death on my 
tongue. If you do not stay, who will support my dearest 
Constanze when I am gone?" Constanze then asked Sophie 
to go to St. Peter's Church, and ask a priest to come. After 
some delay, a priest did come to the Apartment on the 
Rauhensteingasse, and he anointed Mozart with the 
Sacrament of Extreme Unction. Sophie arranged for her 
Mother to stay that night with Josefa Hofer, and then re-
turned to Mozart's Apartment. When she arrived, she found 
Sussmayer at Wolfgang's bed-side; the Requiem lay open on 
the quilt, and the composer was instructing his pupil as to 
how the work should be finished. "Did I not say that 1 was 
writing the Requiem for myself?" said he, looking at it 
through his tears. Mozart also exhorted Constanze to keep 

his death a secret until Johann Georg Albrechtsberger had 
been informed, so that he could secure his appointment. 

Dr. Closset was sought after, and .eventually, contacted 
at the Theatre, he came after the opera had ended at about 
2300. Mozart had a high fever, and Closset told Siiismayer in 
confidence that there was no hope; he ordered Sophie to 
apply a towel, moistened with vinegar and cold water, 
to Mozart's burning forehead. There followed a convulsion 
(violent shuddering) followed by loss of consciousness. 
Constanze was hysterical, so that Closset administered a 
sedative to her. Towards midnight, Mozart attempted to 
raise himself up, opened his eyes wide, and then lay down 
with his face to the wall. Sophie Haibel noted that he puffed 
out his cheeks, and she presumed that he was imitating the 
trumpets and drums in a passage from the Requiem. Mozart 
remained unconscious, and expired at five minutes to 1 a.m., 
on Monday 5 December, 1791. 

Before discussing the cause of Mozart's death, I would 
now like to comment briefly on the poisoning theories, 
which originated in the deluded imaginations of the composer 
and his rival Antonio Salieri (1750-1825). The latter became 
senile in the Autumn of 1823, and in his ravings he accused 
himself of dreadful crimes including his having poisoned 
Mozart. Later it was alleged that Mozart was poisoned by 
the Freemasons because he had betrayed Lodge secrets in 

the Magic Flute. More recently the Chancery Clerk Franz 
Hofdemel has been accused of poisoning Mozart because of 
the composer's alleged intimate involvement with his wife, 
Magdalena Hofdemel. Initially it was alleged that the poison 
used was Acqua Toffana which contains the oxides of lead, 
arsenic and antimony, and later it was supposed for the 
vomiting, mental symptoms and a nephrotic syndrome, such 
a diagnosis would not explain the polyarthritis. Also lacking 
are the characteristic skin changes of arsenic poisoning, the 
blue gum line and neuropathy of plumbism and the classical 
tremor of mercury poisoning. On medical grounds therefore 
the symptoms of Mozart's fatal illness are not compatible 
with poisoning by these agents! 
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The Cause of Mozart's Death: 

Streptococcal Infection, 
Schonlein-Henoch Syndrome, 
Renal Failure, 
Vene se ction(s) , 
Cerebral Haemorrhage, 
Terminal Bronchopneumonia. 

Mozart contracted yet another streptococcal infection 
whilst attending the Lodge, on 18 November 1791, amidst 
an epidemic. The streptococcal infection caused a further 
exacerbation of Schonleiti-IIenoch Syndrome and renal 
failure which manifested as fever, polyarthritis, malaise, 
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THE MELBOURNE HOSPITAL AGAIN. 
Man (with the hook).—Matter? Matter enough, I should 

think; to go into this 'ere 'ospital with only a mosquito 
bite, and be turned out in this style! 

New Resident Surgeon (with instrument case).--Ah! How 
thankful you ought to be to this noble Institution for 
such a complete cure; you can hardly be sufficiently 
grateful, my friend! 

MELBOURNE PUNCH. (October 15, 1868) 

1 hi! 
Parking 
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QUEENSBERRY  ST 
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swelling of the limbs, vomiting and purpura. The later more 
generalized swelling of his body was probably due to 
additional salt and fluid retention from renal failure. One or 
more venesections were performed, and these would have 
aggravated his renal failure and contributed to his death. 
The Schonlein-Henoch Syndrome caused an exacerbation of 
his hypertension, which contributed to his nocturnal vomit-
ing, and caused a stroke. His partial paralysis was a hemi-
plegia (paralysis of one side of his body) due to a cerebral 
haemorrhage. About two hours before Mozart died, he con-
vulsed and became comatosed. Then, an hour later, he 
attempted to sit up, opened his eyes wide and then fell 
back with his head turn to the wall. His cheeks were puffed 
out. These symptoms suggest paralysis of conjugate gaze, 
and facial nerve palsy. They are consistent with a massive 
cerebral haemorrhage. On the evening before his death Mozart 
was suffering with fever and drenching sweats. Broncho-
pneumonia is frequently the immediate cause of death in 
patients. with uraemia, and it usually develops when the 
patient is already moribund. 

Reference: 
Mozart's Illnesses and Death. 

Journal of the Royal Society of Medicine. 
Vol. 76, Sept. 1983, 776-785 
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TORTURE IN THE EIGHTIES 
"If you don't sing, we'll take you to the 

very edge of death; then well pull you back 
from the edge, and then push you back 

again and again." 
Torturer to Torture Victim 

1984 is the second year that Amnesty International has 
chosen to launch a major campaign for the abolition of 
torture. The first campaign was in 1972 and marked the 
beginning of a concerted push to end the use of torture 
as a tool of state policy. 

Torture is not a subject which receives much attention 
in Australia but it is certainly one which provokes world-
wide concern. While governments universally and collect-
ively condemn torture, more than a third of the world's 
governments have used or tolerated torture or ill-treatment 
of prisoners in the 1980's. 

The long term aim of the current campaign and Amnesty 
International's future work in this area is to combat torture 
and ultimately abolish it. An important lead in this direction 
was taken by the United Nations when torture was defined. 
This allowed rulings by domestic courts or human rights 
bodies to be based on a common understanding of the 
concepts involved. Article 1 of the Declaration against 
Torture, adopted unanimously by the United Nations on 9 
December 1975, states; 
"1. For the purpose of this Declaration, torture means 
any act by which severe pain or suffering, whether physcial 
or mental, is intentionally inflicted by or at the instigation 
of a public official on a person for such purposes as obtaining 
from him or a third person information or confession, 
punishing him for an act he has committed, or intimidating 
him or other persons. It does not include pain or suffering 
arising only from, inherent in or incidental to, lawful 
sanctions to the extent consistent with the Standard 
Minimum Rules for the Treatment of Prisoners." 

"2. Torture constitutes an aggravated and deliberate 
form of cruel, inhuman or degrading treatment or 

punishment." 
It is worthwhile at this stage to rebut some of the arguments 
which are put forward to justify torture. Most of these 
centre around expediency. It is seen as the responsibility 
of the state to defeat terrorists or insurgents who endanger 
both civil society and the state itself. However, careful 
study has found that this classical explanation for torture 
is not consistent with the facts. It purports to justifty 
undesirable but "necessary" suffering inflicted on an 

individual only for the purpose of protecting the greater 
good of the greater number. This apology ignores the fact 
that the majority of torture victims, even in countries beset 
by widespread civil conflict, have no security information 
about violent opposition groups to give away. They are 
tortured either to force confessions from them or as a 
message not to oppose the government. 

Even if torture could be shown to be efficient in some 
cases, it should never be permissible. From the point of 
view of the individual, torture, for whatever purpose, is a 
calculated assault on human dignity and for that reason 
alone should be condemned absolutely. Unless torture is 
banned what was done "just once" for the sake of 
expediency will become an institutionalised practice and will 
erode the moral and legal principles that stand against a 
form of violence that could affect all of society. As for the 
state, if it purports to uphold justice, torture sould be 
banned as it subverts a basic tenet of just punishment; a 
prescribed penalty for a proven offence. 

What can we do about torture? As future doctors we 
must be aware of the unique position of the medical 
practioner in torture. Although it is not possible in some 
techniques such as sleep depriviation, it is very often the 
case that doctors are able to identify torture victims. It is 
important that members of the medical profession never 
assist in torture, however implicitly. As killing the detainees 
is seldom the aim of torture, they are often examined to see 
if more can be endured — a role often performed by a doctor. 
Organisations such as the World Medical Organization should 
support doctors who are forced into this invidious position. 
As we are unlikely to come into direct contact with such 
practices it is important that we support whose who will, 
either by joining Amnesty International as an ordinary 
member or by getting involved in the Melbourne University 
group. As people dedicated to the relief of human suffering 
it is imperative we do not limit our vision soley to the 

medical curriculum. 
Mark Faragher 

Reference: "Torture in the Eighties; and Amnesty Inter- 
national Report" Amnesty International Publications, 

London, 1984. 
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There are greater than sixty thousand nuclear weapons in 
the world, and this number continues to grow. The United 
States, the Soviet Union, Britain, France, China, India, 
probably Israel and perhaps South Africa possess these 
weapons. Most countries with nuclear power stations have 
the capability to acquire them. Despite the utter devastation 
wrought by two comparatively small atomic bombs in Japan 
in 1945, their proliferation has gone unchecked and, by 
many, unheeded. The Bomb is becoming accepted as a det-
errent, a defence and a necessary evil. Others with less 
faith have come to accept it as an apocalyptic, twentieth 
century version of the plague, built to function as a tool 
of destiny. It is none of these. 

Doctors are in a position to encourage resistance to the 
threat posed by the proliferation of nuclear weapons. To this 
end, there are four reasons why medical students should 
know about nuclear war. First, a nuclear explosion is so 
destructive that the number of casualties in a city would 
be beyond the capacity of any medical system, let alone 
one that is itself mostly destroyed. Second, no shelters 
or mass evacuation plans can prevent mass slaughter, and 
medical involvement in such civil defence merely adds the 
stamp of professional approval to a fallacy. Third, recent 
political and military decisions have increased the probab-
ility of nuclear war. Fourth, the huge and increasing cost 
of the arms race is hurting all nations. 

Medical Consequences 

Acceptance of the Bomb is encouraged by those in the 
White House and the Pentagon who argue that we can 
survive a nuclear war. The Medical Association for the 
Prevention of War calculated that a one megaton air burst 
over Sydney would produce 250,000 to 500,000 immed-
iate deaths, and a similar number of serious injuries and 
burns requiring urgent hospitalisation. This would just 
be done by a fraction of the world's arsenal which cur-
rently totals 13,000 megatons. (All the bombs used in 
World War 2 had a total explosive power of 3 to 4 mega-
tons). 

The Bomb has many ways of killing. Energy is dispersed 
as blast, heat and radiation. The blast generates winds of 
500 km/hr, enough to crush buildings, people and objects. 
For a one megaton air burst, full thickness burns occur up 
to a distance of eight kilometres, and thermal radiation 
ignites up to sixteen kilometres away. Such fires in a city 
will merge to form a fire storm which causes further strong 
winds, accumulation of toxic gases, oxygen depletion and 
temperatures of greater than 1000 ° C. Bomb shelters are 
no protection from such heat; occupants are suffocated and 
cremated. 

Initial nuclear radiation only affects an area already 
rendered lethal by blast and heat. However, prolonged 
irratiation resulting from fallout and contamination will 
cause death and radiation sickness over a long strip of land, 
many kilometres downwind. Rapidly dividing tissues are 
affected first, resulting in gastrointestinal symptoms, hair 
loss and death due to the infection and haemorrhage res-
ulting from leucopaenia and thrombocytopacnia. The incid-
ence of some cancers rises sharply. For the injured and 
uninjured survivors, epidemics of infectious disease would 
present a major hazard due to immunosuppression, decaying 
corpses, poor sanitation, crowding, and plagues of insect 
vectors which are more resistant to radiation. Contamination 
of food and water and destruction of the ozone layer are less 
predictable effects that make survival seem less likely, even 
less appealing. 
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Obviously when bombs, as powerful as all those used in a 
world war, are exploded near a city, the casualties number 
in the millions. Will there be any doctors around to help, 
and what will they be able to do? 

Most medical resources are clustered in city centres, 
making them more vulnerable to any attack deliberately 
aimed at a city. The Boston study calculated than ten per 
cent of doctors would be alive and uninjured, and if they 
were all competent and all worked 20 hours per day they 
would require 8 to 14 days before each patient was seen 
once for ten minutes. A severely burned victim requires 
many transfusions and long and involved surgery. The 
fantasy of a medical system functioning after a nuclear 
explosion obscures the more probable scenario of a tiny 
group of surviving nurses, doctors, and police struggling to 
administer aspirin and euthanasia on a grand scale. 

Only a small portion of the international nuclear arsenal 
is sufficient to create the horrifying effects described above 
on a scale greater than any previous experience of disaster 
or epidemic. Hence prevention is the only adequate medical 
response to what would otherwise be the final epidemic. 

The Fallacy of Civil Defence 

Partly in response to the nuclear disarmament movement, 
civil defence was proposed as a means of preventing, or at 
least minimising, 'the final epidemic'. However the notion 
of civil.  defence does more than placate the population. If the 
ieadership of one nuclear power has confidence in civil def-
ence, then the fear of retaliation is diminished and the 
temptation to start a nuclear war for strategic gains is 
increased. 



The two elements of civil defence are evacuation and 
sheltering. Evacuation of a city is chaotic, takes days, req-
uires a safe place to go and cripples industry. No economi-
cally feasible shelter is effective against blast, initial radiation 
and the heat of a fire storm. To be effective in the larger 
fallout zone, a shelter must be capable of sustaining life 
for weeks and filtering radiation particles from the air. 
Such shelters have been built in Europe, but they are still 
dependent upon sufficient warning-time and adequate 
distance from an explosion, both of which are unreliable 
variables. Just as evacuation brings society to a standstill, 
it is difficult to imagine a nation of troglodytes functioning 
for any length of time. 

Medical involvement in civil defence is misguided as it 
detracts from the only effective approach to the final epi-
demic, which is prevention. 

An Increasing Probability of Nuclear War 
Since Russia got the Bomb, nuclear weapons have been 
portrayed as deterrents of major international conflict. 
I cannot envisage any permanent deterrent to such a war 
while world affairs are dominated by two expansionist 
regimes striving for hegemony. 

Deterrence used to rely upon the mutually assured des-
truction of cities. Now, however, due to increasingly accurate 
guidance systems, missiles are now aimed at each other 
and not at cities. As a result, each of the superpowers is very 
worried about the other succeeding at a 'first strike', and has 
its missile systems ready to go at any indication of attack. 
The dusting-off of old civil defence plans, and the American 
suggestions of 'limited' first use of nuclear weapons in 
Europe have also encouraged this mentality. Deterrence is 
dying, and we must act now to prevent that final epidemic. 

The Cost 
A further incentive to immediate action is the price the 
world is now paying to sustain the arms race. The fear 
generated by nuclear weapons is abused by propagandists 
who whip up paranoia about "missile gaps" and "windows 
of vulnerability" to justify the purchase of further weapons. 
The current levels of overkill are ignored by both sides 
while they go on building and buying. What does it matter 
if one is a few missiles behind when one already has enough 
to kill a few billion people? 

And yet, military spending takes the first priority. Reagan 
cut back on social welfare in an attempt to balance the 
budget and build up forces. The MX missile will cost $26 
billion. For every billion spent on arms, 40,000 jobs are 
created, while a billion spent on nursing creates 80,000 jobs. 
Lack of fresh water and sanitation causes some eighty 
per cent of all sickness in the world. To provide this would 
cost the equivalent of three weeks of the arms race. 

The Medical Role 
Doctors enjoy a privileged social position and possess res-
earch and communication skills suited to this topic. We 
should join the debate while remembering that there are 
no certainties in this issue. For example, our alliance with 
the U.S.A. has never been subject to the same active public 
debate as, for example, was the issue of sending athletes 
to Moscow. We have the right and the obligation to question 
assumptions and to inform the public of the medical conseq-
uences of nuclear war and the inefficiency of civil defense. 
The local Medical Association for the Prevention of War 
was formed with this aim. 

Internationally medical influence is very important, 
especially in the U.S.S.R. where demonstrations are not 
well received. Even though their environment is not conduc- 
ive to debate, spreading the word, upsetting though it may 

be, is possibly our only chance. 

Psychological Barriers to Disarmament 
If the subject of nuclear weapons is so crucial to our sur-
vival, considering the unpredictable effects pn global ecol-
ogy, the survival of human civilization; why is it not in the 
human forefront of public debate? The mendacity of 
politicians and generals, with their vested interest in rep-
ression, is only part of the answer. A number of psychological 
obstacles to debate have been proposed. 

The first is incomprehension; no one has the capacity to 
visualise the 'gee-whizz' figures I have mentioned earlier. 
Only photographs of Hiroshima and Nagasaki and films 
like "The War Game" can produce the appropriate sense 
of horror, fear, and outrage. Even so, one should be able 
to realise that nuclear war is acceptable under no circum- 

stances. 
But even if we do realise this, we are tempted to ignore 

it; not to take it too seriously; to avoid the worry of nuclear 
war. This process of denial is unnecessary because no one 
devotes the entirety of wakefulness to a single issue, nor 

should one. 
These days it is almost respectable to go to the People 

for Nuclear Disarmament rally. However, if you mention 
it at a party, or take a grappling hook to Omega, this is 
socially embarrassing. It may not be pleasant to bring bad 
news, but those who refuse to listen, and accept the inevit-
ability of a nuclear holocaust, are the real doomsayers. 

The last obstacle I will discuss is learned hopelessness. 
One cannot expect someone who is unable to get a job, or 
a student whose destiny is guided by a board of examiners, 
to have great confidence in their ability to prevent a nuclear 
war. Because the threat is nebulous, it is no less of a threat. 
We are helpless alone, but a popular movement is capable 
of stopping the Vietnam war. If we relate the threat to 
tangible matters such as Uranium mining, we can abolish 
our helplessness by generating a mass campaign. 

Tim Read 

SOURCES: 

Humphrey, N. The Bronowski memorial lecture "Four 
minutes to midnight", THE LISTENER, 29th October, 

1981. 
Lown, B. "Physician's perspective on the nuclear age—, 

BULLETIN OF THE POSTGRADUATE COMMITTEE 
IN MEDICINE, University of Sydney, April 1982, Vol. 
38, No. 4. 

Thompson, E.P. and Smith, D. (eds.) "Protest and survive", 
Penguin, 1981 

Schell, J. "The fate of the earth —, Picador, London, 1982. 
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PREGNANCY AND MEDICINE 

  

ATTITUDES TOWARDS ABORTION 

   

    

A survey was done on second year medical students in 
1983. Questionnaires were distributed before a lecture and 
returned after the lecture. The sex and religion of the 
students were noted on the questionnaire. Approximately 
170 were handed out and 102 returned. 
Results 
(All figures are related to the percentage of the sample con-
cerned). 
Q1. Should basic information on abortion be made readily 
available to the community? Y-95 N-3 
Q2. Do you think abortion to some extent would be 
treated as a form of contraception if available on request? 
Y-59 N40 
Q3. Should abortion on request be legalized for purposes 
of population control? Y-14 N-84 
Q4. Do you think that the mother has a responsibility 
towards carrying a fetus to full term under all circumstances? 
Y-22 N-79 

If no, is abortion justified in contraception failure? 
Y-43 N-48 
Q5. Should the use of IUD and morning after pills which 
prevent implantation be considered as abortion techniques? 
Y-39 N-58 
Q6. Is it more acceptable to have an early abortion than a 
late one? Y-51 N-47 
Q7. Do you think that legalization of abortion on request 
is necessary to avoid deaths caused by illegal abortions done 
by untrained individuals? Y-53 N-41 
Q8. Should there be health insurance schemes that cover 
abortions? Y-41 N-56 
Q9. Do you think that contraceptive advice should be 
made readily available after abortion? Y-95 N-1 
Q10. Do you feel that performing an abortion contradicts 
training of a doctor to promote and give life? Y-42 N-56 
Q11. Should more research be made into abortion 
techniques to reduce maternal risks? Y-77 N-20 
Q12. Which of the following conditions justify abortions 
in your opinion? 
Medical 
Absolute-Life threatening for the pregnant woman. 89 
Relative—Threatening the woman's health. 60 
Physical/mental health-Danger to the woman's physical/ 
mental health. 57 
Eugenic - Danger of fetal abnormality. 58 
Social 
Juridical - Pregnancy resulting from rape or incest. 70 
Socioeconomic - Threatening the well being of the woman 
and/or her family in terms of health or the total life 
situation. 45 
Q13. Which of the following 3 major attitudes towards 
abortion do you most agree with? 
(a) Illegal with no exceptions permitted. 13 
(b) Conditional/legal if some medical or social conditions 
prevail. 75 
(c) Elective/legal-abortion on request. 14 
Q14. Is your attitude towards abortion based mainly on 
religion?* Y-33 N-67 
*— from replies that indicated a religion. 
Q13. Which of the following 3 major attitudes towards 
abortion do you most agree with? 
(a) Illegal with no exceptions permitted. Catholic 
(n=23)-26 Protestant (n=43) -9 
(b) Condition/legal if some medical or social conditions 
prevail. Catholic - 74 Protestant -74 
(c) Elective/legal-abortion on request. Catholic -0 
Protestant - 14 

  

In the Orientation Week magazine a couple of years ago 
there was an article about abortion, written by a student 
who had gone through the process of terminating her preg-
nancy. This student gave details about organising to have the 
abortion, and encouraged other undesirably-pregnant students 
to have terminations, and not to be ashamed about it, 
because it would be the 'right decision'. Well, here is the 
other side of the story. 

I started second year Med. knowing that I was expecting 
a baby in 3rd term. I hadn't told my parents, but I had spent 
many hours arguing with my doctor (a neighbour), who 
insisted that there was no way I could pass 2nd year unless 
I had an abortion. At the time when I was becoming worried 
about the possibility of pregnancy, I also developed an 
abscess on my abdomen which necessitated daily visits to 
my doctor. Because of the possible teratogenic effects of 
the treatment for the abscess, I told my doctor that I 
thought I was pregnant. After that, at every visit I was sub-
jected to a lengthy pro-abortion tirade. I managed to with-
stand this pressure, and proceeded with the pregnancy. 

For those who are worried about how a pregnancy may 
interfere with University study, rest assured — it really 
isn't that time-consuming. Usually, for the first seven months 
visits to the obstetrician every four weeks, then every two 
weeks for a month, and then once a week. As well as that, 

had to see a heart specialist once (to check out a heart 
murmur my obstetrician noticed), have three ultrasounds 
(because my obstetrician was worried the baby wasn't big 
enough, even though I put on 20 kg during my pregnancy) 
and a fetal heart monitor (again because my obstetrician 
was nervous). Also, I ended up having a blood test at every 
visit — this is not the usual practice — once again my doctor 
found different things to worry about. Some of the blood 
tests were to check haemoglobin levels, a couple to find 
out my blood group (the first time they got a different 
group from that stated by a private lab, which had done 
tests earlier, so the hospital did another check — it was 
the hospital that was right), some to check for Rh anti-
bodies (I'm Rh negative), and lots to monitor levels of 
oestriol to make sure that the placenta was working (the 
obstetrician was convinced I wasn't fat enough). Eventually 
I got so' fed up with my obstetrician that I used to develop 
high blood pressure whenever I went to see him. In fact, 
my blood pressure was always a healthy 110/80 at home, 
but the doctor wasn't convinced and so when the baby was 
a few days late I was put into hospital to be induced because 
of my 'high blood pressure'. Just to spite the obstetrician. 
I went into labour spontaneously a few hours before I was 
to be induced. In the end, the doctor's fears were quite 
unfounded — my daughter was a healthy seven pounds, with 
an Apgar score of 10 out of 10 — in other words — perfect. 

In all, I missed only four days from university, plus a few 
hours here and there over the whole year. At the end of the 
year I ended up getting my highest mark ever for a Uni 
•Tersity exam. Admittedly, it was easier for me than it woulc 
le for many women in a similar situation — I had a devote( 
)oyfriend who was present during the labour, none of m, 
friends was openly critical — rather they were all very 
.upportive. Also, my family accepted the situation and 
wasn't thrown out of house or home. In different, les: 
Favourable circumstances, it would certainly be more 
difficult but never impossible. Abortion isn't the onl) 
solution to an 'unwanted pregnancy', even for a bus) 
medical student, and people shouldn't feel that it is their 
mtly option. Going through with the pregnancy is actuall) 
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Discussion 
Most of the results can be interpreted directly. Questions 

that were controversial received mainly divided replies. 
Most students felt that abortion information should be 

made readily available. More students felt that abortion 
would be used as a form of contraception. 84% did not 
agree with legalizing abortion as a means of population 
control. This measure has already been taken in some 
countries. 79% did not feel that a mother had a responsibility 
to carry the fetus to full term. This may reflect the 
importance placed on the mother's life as compared to the 
unborn fetus. 

IUDs were still more commonly considered as contracep-
tives. Of those who did not feel that it was more acceptable 
to have an early abortion (Q6), 48% replied No to question 
5. This indicates the difficulty in drawing a line where 
abortion becomes significant. 

56% felt that performing abortion did not contradict 
the training of a doctor. This possibly indicates the 
proportion who will not feel uncomfortable performing 
abortion whatever the circumstances. 

In Q12, if the pregnancy was obviously life threatening, 
89% felt it was justified. Apart from that reason, the rest 
were less acceptable except in the case of rape or incest. 
75% felt that abortion was acceptable under certain 
conditions. 

Most (67%) of those with religions did not feel that 
religion was a main determinant in their attitude. This shows 
that many students do not accept religious values without 
questioning. 
Sex differences. 

Some of the questions showed differences in the attitudes 
of female and male students overall (not shown in tables). 
More females (65% to 54%) felt that abortion would be 
used as a contraceptive. More female students (54% to 
34% felt that abortion was justified in contraception failure. 

More female students (69% to 50%) did not feel that IUD 
and morning after pills should be considered contraceptives. 
52% F to 32% M felt that there should be insurance schemes 
to cover abortions. 

Generally, the female students were more tolerant 
towards abortion. Slightly more of the males' attitudes 
were based mainly on religion. 
Religious influences 

From the study it was noted that more Catholic students 
believed that abortion should be illegal and none felt that 
it should be allowed on request. This probably indicates 
the slight influence of the Catholic church. However, most 
still felt that it was acceptable under certain conditions. 
The replies of the Protestant were much closer to the average 
figures. But this could be because 40% of replies came from 
Protestant students. 
Conclusion 

From the results of the survey it was clear that not many 
students felt very strongly against abortion. Most felt that 
abortion was acceptabe at least under certain circumstances. 
But the difference between acceptable and unacceptable 
circumstaces was not very obvious. 

Abortion was accepted as some as a medical treatment 
and thus, unneccessary deaths should be avoided. 

The Catholic church seemed to have a slight influence on 
the attitudes but only a minimal one at that. 

Female students found abortion much more acceptable 
and were more sympathetic towards the mother. The male 
students had a harsher attitude which was possible because 
they could afford to take a strong hypothetical stand. 

This report intended not to criticize any view of abortion 
but to indicate the views held by sample students and 
possible explanations. It does indicate views of future 
doctors and may be an important issue in their lives in the 
future. 

by Beng Eu 
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DISABILITY- 

Anything which inhibits an individual's 
functioning as a person 

One of the most ironic experiences of my sojourn through 
Medicine occurred in Third year 1981 when as part of the 
Medical Studies course, we had a lecture on "Disability". 
The Lecturer asked "How many of you know a disabled 
person?" She received an upraised hand from about a quarter 
of the large number present. 

I was shocked!! Stunned!! Later enquiries showed that 
many considered this "one of the slurred voice and unsteady 
gait" not to be disabled, whilst a few others hesitated from 
applying the label lest it should offend. I am forced to 
ponder my condition - "If I'm not disabled, what am I?" 

(-- Readers are requested to refrain from answering that --) 
Fifteen months later, after a deal of questioning directed 

to myself and others concerning my aptitude and ability 
(both physical and mental), I still can't give an insight. 
With the editors of Speculum pleading for more articles, I 
suggested that an interview with John Barnett wobldn't go 
astray. Their enthusiasm for the idea was limited only by 
the innocent query, "Who is John Barnett?" Nevertheless, 
the interview was arranged for myself and Tracey, who had 
far less subjective prejudices (- Or so she says, anyhow-) 

Mr. Barnett's official title is 'Administrator of the Dis-
abled Person's Information Bureau', a fledgeling, fifteen-
month-old branch of the Health Commission set up with the 
aim of "actively gathering and disseminating information". 
The services of the Bureau are open to disabled people, 
interested professionals, politicians and the general public 
(although the existence of the bureau is not all that widely 
known). It came into existence during the International 
Year for Disabled Persons (IYDP) with a staff of two which 
has been recently increased to two administrators and one 
and a half secretaries. This influx of personel has partially 
fulfilled one of John's aims for the service which is for the 
phone to be manned by someone knowledgeable at all times. 
Although he prefers to deal with people directly, the bureau 
can be contacted on 616- 7746 and you'll be reeted with a 
`hail-fellow-well-met'. 

Having met John five years previously, I was somewhat 
more prepared than Tracey for the visual impact of the pale, 
very thin man who, some of the less gracious members of 
Glen Waverly Rehabilitation Centre (GWRC) named the 
"walking stiff". 

John took up his administrative position (his first form of 
paid employment) after two years with self-help group and 
having been the recipient of an invalid pension for eighteen 
years. 

At the end of his primary schooling he was diagnosed as 
having Still's disease and warned off sporting activity - a 
great restriction for an avid and talented footballer. For the 
uninitiated, Stills disease is a very severe form of rheumatoid 
arthritis affecting juveniles with additional complications 
which leads to destruction of the joints and a chronic arthritis 

The pain of this condition and the quite restricted move-
ed towards working and studying, which eventually qual-
ified me for a bloody good job." 

To achieve a greater independence (i.e. to be able to get 
himself out of bed, to walk) required the replacement of 
joints with prostheses. Although this sounds simple enough, 
there was the significant twin risks of the joints not 'taking' 
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or becoming infected, that could leave him coming out worse 
than before. A rather daunting choice. 

In 1976, after much consultation combined with deep, 
rational thought, he entered the rehabilitation program. He 
had both hips and knees replaced. Unfortunately, one of 
the knees didn't 'take' and its replacement became infected 
and its subsequent removal left the limb quite rigid again. He 
left the rehab program in 1979 after three and a half years in-
volved with Glen Waverley Rehab. Centre interspersed with 
twelve months in the Alfred Hospital. 

He presently lives at a hostel where he can be relatively in-
dependent, though he does still require some help in getting 
dressed as his gnarled hands and feet and restricted elbow 
movement do present somewhat of an obstacle. He uses 
wooden clogs and combs with fifteen inch long handles as 
articles of necessity. He keeps a pair of crutches at the 
hostel and in the office (but only for emergency) and out of 
necessity takes taxis. These few differences perhaps illustrate 
ment was so bad that lying in, or on, a bed was his most 
comfortable position and it was from there, with the kind 
co-operation of various Scotch College masters that he 
completed Form V. As his condition had not improved 
sufficiently, he couldn't return and transferred to a 
correspondence school to complete H.S.C. and a B.A., 
majoring in mathematics, still using his bed for a work-
place. 

Having lived his adolescent and young adult years con-
fined within the limits of his bed, he tenuously admits 
that this inhibited the development of his personality. "I 
was very isolated in those years. All my energies were direct-
best why he feels the only real difference between a disabled 
and a 'normal' person lies in the fact that the former have a 
disability. "Indeed they have much more in common than 
different". He goes further to state "A disability leads to 
its own unique experience but no greater awareness or any-
thing. It doesn't make a person superior in any way and we 
should make sure they are not made to feel inferior either." 
(not sure who the 'we' refers to but I guess it means everybody) 

John defines disability as "something that results from an 
impairment, loss or malformation (intellectual, physical or 
emotional) that inhibits functioning as a person". Indeed, 
there are, at present, 55,000 Victorians of working age on 
the invalid pension (i.e. designated 85% incapacitated for 
work) 

The Bureau is specifically an umbrella organization 
designed to deal with the problems incurred with all forms 
of disability. This is done by providing relevant information 
from people, attained either directly, or indirectly via 
pamphlets, newsletters, reports (apparently the Commission 
has a department of well-read people whose job is to discover 
such information) and through various agencies. John himself 
liaises with, or is part of, many committees and councils (e.g. 
Victorian Epilepsy Society, ALPHA, Victorian Schizophrenic 
foundation, para-quads etc.) which provides him with a wide 
knowledge of the disabled field. 

With all the organizations that John is in contact with, 
dealing with and standing for select groups of people, there is 
an inherent danger of categorizing people. In the words of 
one head-injured person, "putting people in little boxes and 
expecting us to behave by a set format rather than treating us 
as people first and foremost". John, however, views the 
groups as being formed by, and around, people who have a 
common need in addition to the same hopes, desires and 
abilities as others in the community and seeing that they can 
contribute into that community given the chance. 

As the preceding has simply been an echo of some of the 
sentiments of IYDP, his thought on the value of the year are 
interesting. 

"It achieved a heightened community awareness, the 
stimulation and rationalization of various self-help groups 



(which were far too fragmented for effectiveness ) and, 
probably, helped define - both to the public and disabled 
people - the issues of concern to disabled people." He won't 
concede any significant change to community attitudes, i.e. 
the attached stigma still remains. Many disabled people and 
para-medical therapists might give a blanket summary to the 
tune that nothing was achieved but John's view is more 
accurate as it looks at the advantages gained in particular 
areas rather than a simple overall statement. 

Whilst agreeing with John it should be noted that when a 
well-known paraplegic wanted to fly interstate with the 
people who think they may become 'the best airline in the 
world' they could only load him in via a forklift, and the 
hostess greeted him with "Now you can walk to your seat 
and we'll pack your chair in the cargo hold!!!" Some aware- 

ness!! 
"One of the great hopes of the IYDP was to change the 

Equal Opportunities Act but this was never realized. Indeed 
it is only now that the proposed changes have been put in 
draft form and, for the first time, disabled people are being 
consulted on legislation affecting them." 

"Historically, a disability tended to imply isolation, 
poverty and an inclination for the 'afflicted' to discount 
themselves as individuals - yet there is no concrete reason 
for this as it's all in the mind of the individual and stems 
from a judgemental good/bad basis". I disagree on the basis 
that disabled people will always be put down as long as there 
is a stigma attached to disability. To be fair, it must be 
stated that Tracey agrees strenuously with John. 

As a parting gesture, his advice to doctors has been 

offered so many times in various contexts, that it reeks of a 
`deja-vu' and simply is the reasonable request - "Doctors 
must learn to treat the person with the symptom rather than 

just the symptom" 
Steve Eicke 

Tracey Merriman 
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OCCUPATIONAL INJURY AND 
COMPENSATION 

S co Its 0-q 

Currently Victorian industry pays $500 million in workers' 
compensation annually: 300,000 Victorians suffer from 
work related injuries and diseases in the same time'. The 
various compensation systems as they operate at present are 
claimed by many to contribute to this high level of injury 2 . 
Although this is largely a matter of government policy it 
is an area where the medical profession has a legitimate and 
significant role as a lobbyist. 

At present three systems operate in parallel; tort law, 
workers' compensation, and social security. 

The welfare economics theory of Vilfredo Pareto which 
originated early this century is still used in support of a 
retention of common law principles in this area by Calabresi 
and others'. 

Put simply, his theory was based on the assumption each 
individual was best at assessing the level of his own welfare 
as the result of an economic decision. If the costs to society 
as a whole as a result of an activity were identical to the costs 
to the individual then the optimal allocation of society's 
resources could come about. This includes costs such as 
those given to a person injured in an accident for the loss of 
earnings or, if looked at from society's point of view, loss of 
productive capacity. 4  The logical result of such a model is 
not the minimization of accidents but the optimization 
of the level of the accidents. 

Though this may not be idea, it is sensible. Society would 
be unworkable, despite the drop in motor car accidents, if 
we all had to drive around at 5 km/hr. 

There are, however a number of problems associated with 
applying this model to the accident situation or the law as 
it stands. 

Economic Problems: 
1. It assumes the individual acts logically according to 
economic principles therefore it does not account 
for human nature e.g. The drunkard who willfully ignores a 
stop sign and therefore injures himself and others. 
2. It assumes individuals are capable of assessing risks and 
costs; but how can the carcinogenic effects of a chemical 
be assessed within the workforce or community when they 
will only be apparent 20 years hence. (N.B. The legal burden 
of proving such a connection would be on the employee s  , 
the person least able to research it). 
3. The fault principle exempts employers if they have no 
practicable precautions available in avoiding the accident 
rather than allocating the compensation costs, and therefore 
the full costs of that activity to society, to them .° 
4. Many areas, such as the defense forces (notorious for a 
high level of accidents) are outside the market system of 
resource allocation via the price mechanism. This not only 
demices the validity of applying Paretion theory not only 
to that area but across the economy as a whole since res-
ources are not allocated freely between sectors of the eco-
nomy as a result of market forces. 
5. Not all costs, such as loss of aesthetic pleasures can be 
quantitatively assessed. This would be a problem in any 
alternate system of compensation. In the present such costs 
are ignored' . Presently this means that accidents are greater 
than optimal for society's welfare. 
6. In economic terms an activity may have a low elasticity 
of demand, and not therefore be responsive to price changes. 
Presently an optimum would be achieved but after time 
and without a great deal of sensitivity. 
7. Although an alternate allocation of resources might be 
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better the cost of shifting it to a slightly better system might 
lead to a short term institutionalisation of the misallocation 
of resources. 

Insurance Against Liability 
(Though outside the scope of this essay the same arguments 
apply to insurance against liability for workers compensation.) 
This would theoretically provide for optimal resource alloca-
tion if the employer pays premiums according to the risk of 
an accident at his workplace. In fact this is not how the sys-
tem operates. 8  
1. It has been found actuarially unsound to base insurance 
premiums on an individual company's past records. 

2. Experience shows companies try to lose high risk custom-
ers by fixing extremely high premiums leading to an inequi-
table situation. 
3. There is the lag between insurance ratings and an altera-
tion in potential accident conditions, therefore the safety 
situation as it exists at that point in time is not a cost factor 
in the firm's considerations. 

IRgal Problems 

1. In England the Robens Committee of Safety and Health The arguments to its economic efficiency with respect 

at Work9  noted the tort system affected the framing of acci- 
to national insurance are at best dubious. The evidence, 

dent prevention legislation because it tended to be used in and expert opinions provide compelling arguments for a 

the tort of breach of statutory duty. 	
change. 

2. The adversary system makes it difficult to divine the cause FOOTNOTES 
of an accident. Firms will destroy the memoranda recording 
the results of investigations into accidents rather than have to 
produce incriminating evidence in courts.' Also evidence of 1 

 subsequent precautions is admissible to prove the practica- 2  

bility of precautions." This has probably lead to the repe-
tition of accidents in the interim.' 2  There may also be a 
clouding of faults as a result of legal arguments." 
3. The fallacy that culpability is synonymous with cause is 3 

one of the main obstructs to the understanding of the accident 
phenomenon' 4  and the introduction of a scientific analysis.' 5  

4. Many victims do not make a claim for damages, and their 4  
costs are therefore not allocated to the firm that employs 
them.' 6  
5. About half all accident victims must wait over two years'? 5  COMMISSIONER FOR GOVERNEMTN TRANSPORT v 

for compensation, therefore increasing the cost to society 	ADAMCIK (1961) 106 C.L.R. 292. 

in terms of psychological damage and maintenance of injury 
6  VOZZA v TOOTH & CO. (1964) 112 C.L.R. 316 

in order to prove its existence; I am aware of a case where a 
 

woman was advised to continue to wear a neck brace so she 7 GOLDMAN v HARGRAVE (1967) 1. A.C. 645 

could appear in court with it. 
6. Many courts do not seem to allocate according to "fault" sAtiyah op.cit 3 rd. ed. (1980) Ch 24 

or responsibility but as a loss shifting exercise so the cost are 9 a 2 , 
Luntz H.L. "Compensation ; what does it do for occup- 

spread over a larger section of the community, therefore the 	ational health and safety?" in Hatton M. (ed.) "Work 

burden tends to be put on the wealthier party." 8 	 and Health,", A.N.U., Canberra, 1981, pp 77-85. 

Therefore the model does not fit with human or legal 	o NELSON v JOHN LYSAGHT (1975) 132 C.L.R. 201 

reality. In economic terms this leaves us with the problem 
of the second best. Is it better to modify the model slightly, or 11  Robens Lord "Safety and health at work" HMSO, 

replace it altogether? There is no sure way of telling. The 	London, 1972 

most frequently suggested alternative is a national insurance 	3  Mason L.G. "obstacles to a scientific approach in reducing 

system. This has much to recommend it. 	
accident incidence and severity in Australia", Unpublished 
dissertation for Graduate Diploma in Occupational 

Arguments For National Insurance 	 Hazard Management (B.C.A.E) . 

more likely to be successful than those that are active 2 0  . A 
comprehensive scheme paid for by government would 
stimulate government to minimise accidents in this way 
via legislation as in seat left legislation. 
4. The government organisation running the scheme would 
be in the best position to correlate information on accident 
prevention; possibly by the National Safety Office, recom-
mended in the Woodhouse Report" -  ; the result of an Aust-
ralian Committee of Inquiry into Compensation and Rehabi-
litation in Australia. 
5. A comprehensive scheme would mean all accident victims 
could be cared for though this occurs via social services to 
some extent already. 
6. Such a scheme allows for a more scientific approach to 
accident investigation than fault allocation. 

Such a scheme was recomended by Woodhouse in 1974. 
A similar scheme has worked well in New Zealand but 
legislation to introduce it to Australia was rejected by the 
Senate during the Whitlam era. 22  

The tort system is often the direct cause of weakness in 
occupational hazard management; it obscures the facts and 
puts emphasis on past faults rather than future prevention. 

"Too many casualties in the workplace." KNOX-
SHERBROOKE NEWS, March 20th, 1984 p.4 
REPORT OF NATIONAL COMMITTEE OF ENQUIRY 
INTO COMPENSATION AND REHABILITATION. 
Vol 2 A.G.P.S. Canberra, 1974, paras 359-363.; 

Atiyah P.S. "Accidents, compensation and the law", 
Wiedenfeld and Nicholson, London, 1970. 

Leftwich R.H. "The price system and resource allocation", 
Dryden Press, Hinsdale, Illinois, 1976. 

Ian Woolley 

1. The Pearson Commission in England found that the ad- 

11% of total costs rather than 45% largely due to; 
i) High sums paid in commission brokerage and advertising 

by insurance companies, 
ii) Costs of settlement process" 9  
10 The cost of pre-employment health tests. 

2. A national comprehensive insurance scheme would 
avoid the dual compensation that occurs to some extent 
today (and therefore a non-optimal allocation of costs and 
hence resources). 
3. There is a consensus that passive countermeasures are  

-1143 

15  Wigglesworth E.C. "The fault doctrine and injury control", 
JOURNAL OF TRAUMA, 1978, Vol 18, pp 789-794. 

16 472 ,21 .22 , Luntz H., Hambly A.D., Hayes R. "Torts; 
cases and commentaries", Butterworths, Sydney, 1980. 

1 i Woodhouse J. in BOWEN v PARAMOUNT BUILDERS 
(1977) 1 NZLR 394 (CA) Denning M.R. in MORRIS v 

FORD MOTOR CO. (1973) Q.B. 792 (CA) T, 
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THE HIPPOCRATIC  OATH 
in the 

25th century 

Volumes have been written on the Oath of Hippocrates. 
Edlestein, whose translation appears below, say: "Uncertainty 
concerning the time when the oath was composed and con-
cerning the purpose for which it was intended. That dates 
proposed in modern debate vary from the 6th century 
B.C. to the 1st century A.D." (51, p. vii). One thing however, 
is indisputable: the indelible impact that his oath has had 
upon the course of medical ethics through the ages, in all 
cultures. Tb this day, it has remained the Medical Decalogue, 
universally accepted as such. As one may imagine, it has 
been translated into most civilized tongues.* 

I swear by Apollo Physician and Asclepius and Hygieia 
and Panaceia and all the gods and goddesses, making them 
my witnesses, that I will fulfil according to my ability and 
judgement this oath and this covenant: 

To hold him who has taught me this art as equal to my 
parents and to live any life in partnership with him, and if 
he is in need of money to give him a share of mine, and to 
regard his offspring as equal to my brothers in male lineage 
and to teach them this art — if they desire to learn it —
without fee and covenant; to give a share of precepts and 
oral instruction and all the other learning to my sons and to 
the sons of him who has instructed me and to pupils who 
have signed the covenant and have taken an oath according 
to the medical law, but to no one else. 

I will apply dietetic measures for the benefit of the sick 
occording to my ability and judgement; I will keep them 
from harm and injustice. 

I will neither give a deadly drug to anybody if asked for 
it, nor will I make a suggestion to this effect. Similarly I 
will not give to a woman an abortive remedy. In purity and 
holiness I will guard my life and my art. 

I will not use the knife, not even on sufferers from stone, 
but will withdraw in favor of such men as are engaged in 
this work. 

Whatever houses I may visit, I will come for the benefit 
of the sick, remaining free of all intentional injustice, of all 
mischief and in particular of sexual relations with both 
female and male persons, be they free or slaves. 

What I may see or hear in the course of the treatment 
or even outside of the treatment in regard to the life of men, 
which on no account one must spread aboard, I will keep 
to myself holding such things shameful to be spoken about. 
. If I fulfill this oath and do not violate it, may it be 
granted to me to enjoy life and art, being honored with fame 
among all men for all time to come; if I transgress it and 
swear falsely, may the opposite of all this be my lot. 

Yes, folks, that was the Hippocratic Oath that you've most 
probably heard of. The oath is actually the best known of 
a collection of writings called the Hippocratic Corpus. The 
Corpus includes writings by many authors, not just 
Hippocrates. It was assembled in about 4 B.C. as a moral 
code for physicians of that time. 
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The Hippocratic Ethic is the message that readers can 
extract from the Corpus. It is a mixture of high ideals, 
commonsense and practical wisdom. This ancient and ad-
mirable Hippocratic Ethic is, however, inadequate as an 
ethical code in modern society. It does have some 
limitations and some missing dimensions. Indeed, the oath 
itself is already being compromised. Abortion and use of 
dangerous drugs are both prohibited in the oath, yet the 
former has been legalised in some places and is considered 
desirable in many situations; and dangerous drugs are used 
frequently. 

The other aspects of the inadequacies and omissions 
in the Hippocratic Ethic should also be considered. 

Firstly, the writings advise the physician to behave in an 
authoritative and paternalistic manner. He is encouraged 
to conceal most details from the patient and to make 
decisions on the patient's future without considering the 
patient's opinion. 

Disclosure of medical information to the patient has 
become a major ethical issue today. Fear of inducing anxiety 
in the patient, the technical nature of the medical infor-
mation and the possibility of litigation must be weighed up 
against the patient's desire to know details of his health and 
to participate in decisions affecting his life. Fundamentally, 
it must be recognised that the patient has a right to self-
determination — that is, a right to determine his own future. 
Additionally, the doctor should advise the patient on alter-  ka 
natives available. Disclosure of this medical information 
to the patient allows him to consider his values in making 
life-affecting decisions, rather than imposing solely the 
doctor's set of values. Thus, disclosure of information 
permits the physician to function as technical expert and 
adviser. 

Secondly, the Hippocratic Ethic has no intrinsic theory 
of values. Instead, it states the doctor's obligations as 
absolutes to apply in situations. This is not satisfactory in 
the modern world where many new moral issues are present. 
For example: issues of euthenasia and prolonging life in the 
cases of incurable diseases and irreparable brain damage. 
These situation were not thought of in the Hippocrates' 
time. The ethical considerations surround them involve 
interplay of many sets of values. 

Furthermore, the Hippocratic Ethic is lacking any advice 
on social ethics. That is, it does not explore the responsibility 
of the physician to the community. This is something that 
should not be ignored today. The following are social issues 
that require consideration: 
• the allocation of medical funds — should they be con-

centrated on preventative medicine in underprivileged 
areas ( e.g. prevention of glaucoma in outback Aborigines) 
or on research and expensive procedures for the relatively 
privileged (e.g. "Test-tube babies", repair of damaged 
heart valves)? 

• should doctors attempt to change patterns of daily 
life that affect health such as smoking, alcohol consum-
ption, and overeating? Should they instead concentrate 
on developing better surgical coronory arteries???? 

The Hippocratic Corpus give no guidelines for any such 
situations. 
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Health Care Systems constitute another unexplored area 
of the Hippocratic Ethic. In such systems responsibility for 
the health care of each patient is diffused amongst a range 
of diverse professionals. The Hippocratic Ethic gives no 
hints for the conduct of the doctor in such organisations. 
The familiar one to one relationship referred in the 
Hippocratic Corpus is replaced by the physician finding 
himself the co-ordinator of a team. Co-operation and 
compromise are needed. The doctor can no longer be the 
dominant, authoritarian figure and so new attitudes need 

4 to be developed. Importantly, the doctor must ensure that 0/ 
the management of the patient is rational, safe and personal. 
Dehumanization of the patient for the sake of efficiency 

must be avoided. 
In conclusion, the Hippocratic Ethic, with its guide for 

behavior and high moral tone, however admirable in its 
time, is inadequate for the complexities of modern living 
that a responsible doctor must consider. Thanks for the 
memories, Hippocrates. 

Alison Yung 

0 
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WHAT'S WRONG WITH 
MEDICAL EDUCATION? 

"Medicine is the art of 
amusing the patient while 
nature effects the cure." 

Voltaire 

What's wrong with Medical education? Nothing? Incorrect. 
Everything? Also incorrect. 

Some of you may be aware that in 1978 the University 
of Newcastle established a different kind of medical faculty, 
with a different kind of medical curriculum. It was 
introduced as a direct result of dissatisfaction with the way 
medicine is generally taught in Australia and the type of 
doctors the teaching produces. D.C. Maddison runs the 
Medical Faculty at the Newcastle University, and his course 
places much more emphasis on clinical work and the 
doctor-patient relationship especially in the early years of 
study, than do the more traditional courses. 

Maddison evaluted these traditional courses and found 
continuing deficiencies which he felt had nothing to do with 
either university politics or university finance and, as such, 
could be relatively simply improved upon in any faculty 
and not blamed on these factors. He was able to define 
these deficiencies in seven main areas. 

Deficiency No. 1, Medical fact changes daily and much 
of what we learn today will be archaic rubbish by the time 
we graduate. Therefore Maddison feels that it is more 
important that the student learns how to think rather than 
how to memorize factual data if the student is to maintain 
an up-to-date education in later years. The educational 
system must view the student as an active participant in 
the learning process and not merely a recipient of 'teaching'. 
If the medical school teaches by authority alone then 

`when the authority is gone, 
learning will stop, or there 
will be a blind reliance upon 
some other authority (Miller, 1961)' 
The traditional course fails to encourage the capacity for 

independent inquiry and evaluation and fails to create a 
continuing wish for self-education and self-development, 
all of which Maddison feels should be changed. 

Deficiency No. 2, People in increasing numbers are in 
agreement with the propostion that the basic science 
education given in a traditional Medical school is "singularly 
effective in annihilating the motivation and the idealism of 
a substantial majority of the students, while still leaving 
most of them with a quite inadequate scientific basis for 
their later clinical education and for their subsequent 
practice as a clinician". 

The causes of this are multifactorial, disillusionment 
often being caused by the fact that the science being taught 
doesn't answer many really important questions. There is 
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often little time given to the elucidation of the complex2 
 human motives which are powerful determinants of illness, 

illness behaviour and response to treatment. 
Maddison also strongly criticizes the concept of the 

medical course being split into pre-clinical and para-clinical 
sections and so introduced the idea of vertical integration. 
Although difficult to organise, the concept behind vertical 
integration is that basic science teaching should be extended 
into later years of the course and that there should be 
significant contact with the clinical situation at an 
introductory level from the first year of the medical 
programme. 

Thus, instead of being forced to learn copious amounts 
of factual information before being considered 'fit' to see 
patients, student motivation and interest could be captured 
from the very beginning. 

Maddison also pointed out that much of the science 
course is over-detailed and not medically oriented at all, 
and used biochemistry practical classes as an example. 
He feels that course objectives should be clearly defined, 
and asked whether these prac sessions would be an effective 
means of achieving desirable objectives. Maddison asked 
whether the aim of practical work is to introduce the student 
to the first principles of data analysis and to provide 
illustrations of scientific theory or 

"is it important to know the fine differences between 
microscopic pictures in various types of ovarioan tumour? 
Will the student in fact ever look down the microscope 
at an abnormal ovary again?"* 
Deficiency No. 3, A feature of traditional medical 

education is a fragmented approach to body systems and 
and integration is generally very poor. Progress is being 
made in this area at most medical schools, however, with 
`topic teaching' and horizontal integration becoming a part 
of most current medical education programmes. 

Deficiency No. 4, A medical school which has adopted 
a traditional 'departmental' structure, that is one employing 
separate heads for each separate department tends to run 
into many problems such as overlapping of teaching material 
and poor communication of ideas between departments. 
Maddison feels that departments should be less rigidly 
distinguished. Similarly be believes that if interdependence 
and co-operation are not valued and if institutional affairs 
aren't arranged in a better manner then many other existing 
problems have no chance of ever being resolved. 

Deficiency No. 5, Standard medical courses place very 



little emphasis on the behavioural and social sciences and 
Maddison stated that 

"it is impossible to avoid deploring the flagrant neglect 
of education towards providing each graduate with 
effective skills in interviewing and in communication 
generally". 

He pointed out that it is anomalous to demand the under-
standing of a pyruvate decarboxylase deficiency and 

"yet permit him to graduate without our having gained 
any knowledge at all about whether he is capable of estab- 
lishing effective rapport and communication with human 
beings in physical and mental stress". 

Maddison suggested that audiovisual equipment could 
simply be incorporated to enable examination of 
interviewing techniques of students which could only help 
them to help their patients. 

DeficiencyNo. 6, Attitudes which students bring with 
them towards medicine are of little interest to medical 
educators in general. 

A doctor 
"must learn the role of his own personality in the doctor-
patient relationship and how his own anxiety and 
prejudices may affect the way he handles patients and 
how they react to him" (Hill, 1963)* 

Students have a major struggle coping with their fears of 
disease and death and coping with their sexual anxieties 
which are all brought forth in a clinical situation. Students 
must assume a professional and objective role in a situation 
which gives them access to the normally hidden and carefully 
guarded regions of the patient's mind and body. These 
problems are rarely made explicit or matters for discussion 
to help students come to grips with their profession. 

Deficiency No. 7, The last major deficiency Maddison 

referred to was the appropriateness of much of the 
medical course in terms of its ability to be readily translated 
into effective health care, prevention and rehabilitation. 
Maddison and others feel that all that can be gained from 
the present teaching system is a restricted idea of the medical 
problems of a limited group of patients. This is an inadequate 
preparation for the realities of practice. 

Conclusion 
The Royal College of Physicians, in 1944, commented that 

"The average, medical graduate has difficulties which are 
to be attributed chiefly to the manner of his training: 
He tends to lack curiosity and initiative; his powers of 
observation are relatively undeveloped; his ability to 
arrange and interpret facts is poor; he lacks precision in 
the use of words. In short, his training, however 
satisfactory it may have been in a technical sense, has 
been unsatisfactory as an education"* 

Maddison goes as far as to suggest that the typical graduate 
at present hasn't changed as a direct result of the fact the 
teaching hasn't changed. The effectiveness of his proposed 
remedies can only be judged by the average doctor his school 
produces. His first intake of students graduated last year. 

The type of philosophy which must be overcome is the 
one of 'the system produced me, so it must be alright'. 
Whatever your feelings about the system Maddison's 
criticisms of conventional medical education must be taken 
seriously if you take medicine and your career seriously. 

J. Adie 

*Cited from 'What's Wrong with Medical Education'. 
D. C. Maddison, Medical Education, 1978, 12, 97-102. 
P.S. Apologies to Psychology Department for the way I 
have cited the references. 
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THE INTERN YEAR 

"This is crazy", I said to the fat man, "this internship is 
nothing like I thought it would be. What do we do for the 
patients anyway? They either die or we BUFF or TURF 
them to other parts of the House". 
"That's not crazy, that's modern medicine", said the fat 
man. 

when the intern checks the patients that are admitted from 
casualty. This is where the young doctor learns how to gain 
the most information in the minimum period of time with 
an ability to maintain a perspective of each patients central 
presenting problem.This skill is crucial late at night when 
you are admitting your eighth Septuagenarian in a row with 
multiple medical problems with a plastic bag full of 
medications who has been sent in from a nursing home 
which has little idea of what his present or past medical 
condition has been like. 

It is easy to feel discouraged by the amount of work that 
is required for these patients who frequently have a lifetime 
habit of cigarette and alcohol abuse with "total body failure". 
For some this is the hardest part of the intern year: to try 
their best even for patients who have little interest in their 
own well being. This dilemma is brought out in "The House 
of God" a novel in a high powered New York hospital 
(The House). The positive aspects to the intern year in a 
teaching hospital is to learn from experienced physicians 
and surgeons who were formerly your teachers but are 
now your colleagues and invariably you find yourself 
modelling your style on their approach and technique. 

There are highs and lows throughout medicine but no-
where is this more evident than in the casualty term, the 
bargain basement in the department store of medicine. 
Ninety percent of complaints are trivial coughs, colds and 
sprained ankles for which merely patient reassurance is 
required. Everyone who has experienced a casualty term 
has stories about the remaining ten percent which are the 
interesting and sometimes severly ill cases that come in 
unexpectedly. The intern is rarely on his own in these 
situations but knows that one day he will be. 

The country term is a unique experience for those who do 
not have to leave family commitments (e.g. husband, wife) in 
Melbourne. The country hospitals are invariably friendly and 
time passes slowly and by "living in" with 
other interns one invariably gets the taste of what intern 

("The House of God" by Samuel Shem). 

It should be stated at the outset that being the lowest 
ranking member of the medical totempole the intern 
assumes the responsibility for the large amount of paper-
work that is required to document a patient's progress in 
hospital and as such an intern has been described as a 
glorified clerk in a long white coat. However the sixteen 
new interns at the Repatriation General Hospital at Heidel-
oerg had yet to discover this as we commenced in our new 
wards with the pockets of our gleaming white coats crammed 
with "Mims", "Houseman's Guide to . . . . neurology, .. . 
dermatology . . . . this and that" and other paperback 
security blankets. Before long we had lost our suntans from 
lying on the beach at Point Lonsdale along with our inflated 
egos from having successfully graduated from a long and 
demanding University course. 

My first and last three month terms were in respectively 
vascular surgery and a general medical unit of the 'parent' 
teaching hospital and the middle six months of the year were 
spent on rotation to a country hospital for four months and 
to the casualty of PANCH for two months. Both the medical 
and surgical terms in the teaching hospital were busy with 
out-patient sessions, formal ward rounds and operating 
sessions (in surgery) or even more formal ward rounds (in the 
medical term). Getting away on time at 5.00 p.m. is unusual 
as there is always lots of work. 

The ward rounds are very different from the teaching 
rounds that the student has become used to; interesting 
clinical signs are of secondary concern behind such matters life must have been in years gone by. No one should avoi 

as 	
postop- a country term merely fearing intellectual isolation as the 

s determining which patient developed which  erative complication on which day and which patient was different perspective on medicine that is gained through 
admitted on which medication regime and what was found such a term is valuable for whatever your future career 

in the chest x-ray, electrocardiograph, social background holds. 
of the patient. The intern is expected to have all of this 	

Overall the transformation from medical student to 

information at his fingertips but usually the details are doctor is one that has its advantages and disadvantages onsibilities, loss of student freedom). There is 
filled in by the registrar with whom the intern develops (new resp 
an elder brother type of relationship. In my surgical term surpisinglY little change in the people you have known so 
I performed two appendictomies (supervised), in my long as fellow students. For all of the long hours and frust- 
medical term I made several 'surprise' diagnoses and though- rations I think that the experience is a rewarding one 

out the year performed countless precedures (urinary 	
although it is easy to become blase about the variety, 

catheters and I.V. drips). 	
intellectual satisfaction and personal fulfillment that comes 

Half of the intern's 70 - 80 hour week is after hours as part of the everyday routine of being an intern. James Hurley 
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WARD ROUNDS 

Unless you have ever been an in-patient at a Public Teaching 
Hospital the following may not seem terribly credible. I 
have seen private patients, temporarily displaced from the 
safety of the private wards, tremble with fear at the mere 
sight of consultants and students approaching. Such a pity 
too! The image of consultant as mother duck and the students 
as ducklings, forming a quaint and awkward family procession, 
is a particularly amusing one if it's possible to retain a vestige 
of objectivity. A new intake of clinical students is very much 
like a newly hatched batch of ducklings; ready to mindless-
ly follow the first body in a white coat that passes within 
view. I have seen, and been victim to, this phenomenon 
that the ethologists call imprinting. On my first day in the 
hospital my group of featherless comrades and I followed 
one white frocked figure for a whole morning, wondering 
why we were not reaching the heights of medical enlighten-
ment as quickly as we had imagined. When the man eventually 
took off his coat and hung it in the locker marked "Clean-
ing Staff Only" I think I came closer to an understanding of 
how the ugly duckling must have felt. 

Actually I felt more like a goose than anything else during 
my first weeks on the wards. Australian medical schools 
follow the British tradition of bed-side teaching. Every 
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medical student throughout Australia will at some stage have 
had a Bed-Side Tute. The origins of this form of teaching lie 
in the Middle Ages when Doctors of Medicine never in fact 
touched their patients. Instead they stood next to the sick 
bed and read aloud from their Enormous Black Book, in 
Latin of course, instructing their assistant, who was almost 
invariably a barber. This choice of professional colleague was 
realy quite fortuitous, because virtually no barber could under-
stand Latin. This meant that the patient was spared the 
tortures prescribed for him. Most consultations ended with 
the advice "Hostium socerum consenuit in armis a matina" 
which, roughly translated, means "Suck on these bay leaves 
and call me in the morning". But as the Age of Reason gave 
way to the Age of Specialists and the barbers realised that 
there was more to their tonsilar art than just tonsillectomy,(s ic) 
the doctors were finding themselves left more and more on 
their own. So they took on apprentice doctors to fill the 
barbers' role. Unfortunately these new apprentices came 
from the moneyed classes and were schooled in the ancient 
languages and often they actually did to their patients what 
the Doctor wanted them to. The Bed-Side Tute was born. 

Little has changed. Imagine yourself lying in a bed in a 
public ward. You've just recovered from the anaesthetic and 



WHOLE DOCTORS 

My friend, Peter had been in and out of hospital for many 
months, suffering from leukemia and related infections. 
When I first went to visit him at one of the teaching hospitals 
I jokingly asked him if I was allowed to be in the room, 
because there was a little sign above his bed saying "No 
Medical Students". 

It was a shock to see Peter. Last time I'd seen him, he'd 
been riding around on a motorbike. Now he was thin, so 
thin, .. and his old smile was a bare flicker of what it used to 
be. Once while I was there, a nurse trying to get another 
drip into Peter's veins was unable to do it. Peter burst into 
tears; such was his emotional resiliance at times. 

It was to this person, someone struggling to come to terms 
with the pain, the frustration and the fear of having leukemia 
that a particular medical student paid a visit one day. The 
student had done the right thing and asked Sister if he 
could see another patient. Peter was suggested, and so the 
student began to examine him. Everything went well until 
the student found the haemorrhages in Peter's retinas. 
Burbling with excitement the student rushed out of the 
room to find some of his friends. Without asking Peter he 
brought a few back in saying: "Come and have a look at 
these haemorrhages, they're fantastic"! In they all came, and 
amidst the excitement, the noise and the bright lights Peter 

burst into tears. 
I hope the students involved will forgive me if I have done 

them an injustice in my account of this story, but it's a 
reasonably accurate summary of what Peter told me. No 
doubt it was just an example of thoughtlessness, and no 
harm was intended, but I don't believe we can afford to be 
so thoughtless. We are, after all, dealing with human lives. 

It seems to me that if such thoughtlessness can occur, 
then there must be something wrong with our approach, and 
I believe it's this: All the way through medical school we're 
taught to use our minds to solve people's health problems. 
We're expected to reason our way through problems using 
our head, but never our heart. So when we look at a patient 
like Peter we can say "What fantastic haemorrhages", instead 
of giving him a hug and crying with him. For God's sake (and 
I mean that literally) let's fight for the ability to use our 
whole selves in our roles as doctors. Let's learn to react to 
others with loving vulnerability instead of turning ourselves 
into problem-solving computers. 

Petrina Barson 

your previously ingrown toenail is displayed in the jar next 
to your bed. Apart from the dull throb in your left foot 
you feel quite at one with the world. (The fact that it was 
your right toe nail that had decided to deviate from its normal 
path hasn't quite struck you yet - but that's another story). 
Then out of the corner of your eye you see, in living colour, 
The Man Himself - the consultant and his troop of student 
ducklings - cum - medical students. Suddenly you realize that 
their furtive glances are directed at you. Resigned to the fates 
you smile pathetically as the Man addresses himself to you. 

"How are you", he states. It has not been a question for 
twenty years. 

"Terrible", you foolishly mouth. 
"Good on you", says the Man. "Now, whose patient is 

this?" Each of the students looks around, each with a poorly 
sustained look of innocence on their respective faces. 

"I think this is Craig's patient", volunteers one. 
"Good. Which of you is Craig?" asks the Man. 
"Craig's sick" volunteers another. 
While this obligatory ritual is being performed, you lie 

there feeling somewhat relieved; an ingrown toe nail is, 
after all, rather pedestrian and requires very little undressing 
to be revealed in all its pus-filled splendour. You even begin 
to enjoy the ridiculous little game being played at the foot of 
your bed. 

"It doesn't matter if Craig's away or not" says the Man, 
quite suspicious that one of the students is, in fact, Craig 
and isn't letting on. 

"Just pull those curtains around will you. Good. All 
Sister. .. could you get a few gloves please". 

It is amazing what a few simple words can do to one's 
world view. The very mention of the word "glove" in hospital 
ward can precipitate states of catatonia in even the most 
hardened patient, but to people hiding behind the safety of 
an ingrown toe nail the result is even more devastating. Some 
have reported their life flashing before their eyes. 

Sister returns and, with the seriousness of a sergeant 
distributing ammunition to her men before they go over the 
top, she passes around the plastic gloves. The Man effortles-
ly slips his hand into one of them. 

"Now you chaps" he says, looking at the girls in the group, 
"before you can pick an abnormal prostate you need to know 
what a few normals feel like". 

If you could unfreeze the look of nonchalant horror on 
your face you would laugh at the efforts of the students as 
they try to don their gloves. Some end up with two fingers in 
one space, others rip theirs in their sweaty haste and em-
barassedly ask the Sister for another. 

"You don't mind a few of the students having a feel of 
your back passage, do you", orders the Man. 

"Oh Corb Not" you lie, your tongue Araldited to the 
roof of your mouth. What follows is undignified if not that 
very painful and you're not sure who is more embarassed —you 
or the students. That finished, you resolve never to pick your 
toe nails ever again and to kill the woman at the Medibank 
office who told you not to take Level One health insurance. 

Of course the picture I have painted is a caricature - but 
the events I have described are true, if encapsulated and com-
pressed; the chances of it happening to you during your 
public hospital stay are slim, but nevertheless calculable. 
What I have tried to show is that there are problems in all 
areas of medical teaching and the use of patients as "clinical-
material" is but one matter of concern for tutor and student 
alike. Our approach to the Bed-Side tute must bear serious re-
appraisal with the preservation of the rights and dignity 
of the patient as our foremost priority. For if we neglect 
those aspects then our medical education is but "full of 
sound and fury - signifying nothing. .. " F.J. Bowden 
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SOMETHING 
HAPPENS 
AT THE 
END OF 
THIRD YEAR 

At the end of third year, we are all faced with a decision 
which, at the time, seems as difficult as the one made in 
H.S.C., where do I go next year? For many it is a simple 
matter of following Daddy's footsteps or "going where 
I'm sent" but for most it is a matter of trying to piece 
together bits of information from as many sources as 
possible. 

It struck me that interviewing clinical students for 
`Speculum' would be a good way of gauging how student's 
felt about their respective hospitals. Reading what they have 
to say might help students to make up their minds as to 
what hospital might suit them. 

ST. VINCENTS 
PERSON 1 
Facilities: The student's have their own building which 
is good because it is very private. They have their own lawn 
area and courtyard (with new outdoor furniture!!) and a 
barbeque area which is frequently used. There are also 
various other facilities including a television, fridge, table 
tennis table and squash courts, and the nearby Exhibition 
Park tennis courts are available at a reduced rate. Overall 
however, St. V's "loses out" on the facilities side. 

Staff are really good. They are out to help you as much 
as possible and, with the exception of one or two oddballs, 
they are quite down to earth. The Dean is very enthusiastic 
and keen to try new techniques and methods, but is 
omnipotent, that is, he oversees all and likes to push students 
to work hard. 

The workload is not too heavy in 4th year. The lectures 
are good but really not the most important aspect of the 
course. There is some talk of phasing them out here. 

As tar as organisation goes, students are assigned to units 
rather than wards. This has some pros and cons. Students 
can wander around and get to know the whole hospital 
and are not confined to one area, but on the other hand, it 
might be good to know all the patients on the one ward and 
get familiar with the staff. 

St. V's students go to PANCH for at least 8 weeks, for one 
surgery unit; some go for 16 weeks. This should not put 
anyone off though because its a great time: you get so 
much more attention and freedom. However you still have 
your lectures and tutes at St. V's so you may or may not 
attend. 

St. V's is very central and only 37 seconds from 
Parliament Station. Parking around the hospital is 

Speculum 38 

notoriously bad, although there is a car park for 6th year. 
Generally speaking the atmosphere is really stimulating. 

It isn't highly competitive, and certainly not stuffy and 
overpowering. It's not terribly important where you go, 
because all the pluses and minuses even out in the end. 
St. V's also offer more residence per student than any other 
hospital. 
PERSON 2 
The facilities aren't great (there's no pool). The common 
room was also a bit of a let down this year in that there 
used to be a caf but the budget cut that out. However, 
its a great place for a P.F.A. The staff including the nurses 
are very friendly, the tutors are good, and the Dean cares 
a lot about the students. A lot of the actual organisation 
is left up to the students, such as arranging extra tutes. 
Going to PANCH is a great opportunity to see patients 
without 6th years being around. 

One aspect of the tutes which is not good at all is the 
radiology. There are organised by RMH and can therefore 
be very unco-ordinated with what you are studying at 
St. V's. 

The workload in 4th year is really light — you learn most 
of your work during the day. As far as travel goes, most 
people seem to live around Carlton or Fitzroy or live 
reasonably centrally and catch public transport. 

Because St. V's is a Catholic Hospital many students are 
put off but religion has absolutely nothing to do with the 
selection or the medical teaching at the hospital. 

The atmosphere is good at St.V's although amongst the 
year there are a lot of people who are pretty boring and 
hard to motivate to have any fun, so it is worthwhile getting 
into a good group and making the most of the year. 

AUSTIN 
PERSON 1 
The facilities are pretty good, they include pool and table 
tennis tables, television video games, tennis courts, swimming 
pool and bowling green. The surroundings are also very 
pleasant, with lots of grass and trees. 

Staff are generally very friendly, although there are 
goodies and baddies, and the clinical supervision is very 
progressive. The Repat. is even more friendly, especially 
the old Diggers. 

Handouts are given in lectures and the clinico-pathological 
correlation sessions (unique to the Austin) are a really good 
way of learning. The workload is very easy; you have to hand 
in one case-study a term, and the tutors may test you if 
they want to. 

The only hospitals 4th years go to are the Austin and 
Repat. so you are not sent anywhere else. 

Parking is very good at both hospitals. There is a student 
car park as well as street parking and the train station is 
opposite the Austin. It is 15 minutes drive from Carlton 
which is no trouble. 

The atmosphere is very friendly and relaxed and not at 
all stuffy or snobby. The students who go to the Austin 
are usually a good mob, the "creme de la creme" in fact. 
PERSON 2 
The important things to stress are that the Austin and Repat. 
have a really friendly and relaxed atmosphere. The facilities 
are excellent and most of the Austin is new and attractive. 

For some of the year the starting time for many groups 
was 8.00 which was a bit of a change. The holidays are also 
at an odd time — they are different from those at the other 
hospitals since there are 5 terms rather than 6 as in the 
others. 

Basically its a really great place to go — it accommodates 



Il Gambero 
B.Y.O. Italian Restaurant 
Open till 1.00 am. 

ENJOY LEISURELY ITALIAN 
LUNCHES AND DINNERS 

Mon to Sat 11.30 - 3.00 pm. 5.00 pm - 1.00 am 

PRIVATE PARTIES CATERED FOR 

Supper Menu. 
Pizza and Italian take away. 
215 Lygon Street, Carlton 

Phone: 348 1886 
10% LUNCHEON DISCOUNT FOR STUDENTS AND STAFF 

students well and caters for their needs. 

R. M. H. 
PERSONS 1, 2, and 3 (together) 
Facilities are great. There is a pool, video machine and 
superb barbecue area, and the students quarters are very 
comfortable. Students live in for 1 week in 4th year when 
they are receiving patients. 

The staff range widely in their attitudes, from very 
stuffy to friendly and helpful. There is probably a higher 
percentage of antiquated "stuffed shirts" at RMH than at 
any other hospital. The teaching is very good though RMH 
seem to expect a higher standard trom their students: they are 
expected to work hard, and "write up" at least one patient 
a week. The teaching tends to be perhaps more organised 
and the assessment is constant. A mark is given at the end 
of each six week term, and this adds up to 25% of the 
year's mark. However, although the opportunity is there for 
you to work hard, and many do, it really is up to yourself 
how much you work. 

The lectures are worthwhile going to, even though they 
are on at 4.30 to 5.30 each day. They give up to date  

knowledge that is needed and also highlight this particular 
hospital's policies for therapy. 

The students are in groups of seven, which is a good 
number, although the patient: student ratio is not great. 
Students are expected to dress well. ?mother point is that 
one or even two terms are spent at either Ballarat or 
Shepparton. A different aspect of medicine is seen here. 
The pace is much slower and it is a time to have a really 
good time with your group. Accommodation is free and 
they look after the students really well. It is good to get 
out of RMH for a while because they tend to think that 
their's is the only hospital. 

Most RMH students live around the city and there is 
a high proportion of college or ex college students. 

RMH does have a very competitive atmosphere. It also 
has a good name, however, since it is the oldest training 
school associated with Melbourne University, it's not a 
relaxed place and can seem stuffy and insular, but it is also 
a busy and exciting place and a great place to train. 

In summary, I think the best thing to do is: 
— go to the open days 
— talk to clinical students 

choose where you think you will fit in the best 
persuade your friends to go there too. 

Interrogations 	by Cathy Bloink. 
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4 man with thalassaemia, who had received 404 units of 
blood, triggered a metal detector at an airport security gate. 
His total body iron concentration was estimated to be over 
100 gm. (Lancet 1979 - 2 -1028) 

Did you hear about the woman who had her fallopian 

tubes "quarterised"? (Moorabbin Standard, 3rd Oct., 1984) 

''rof. Hurley describing the reason for the change from pots 
o photographs in the practical exam 

"Every year students come to us after the exam and say 
But mine was harder than his' " 

mfrIt't - 
ABAD CASE 

OF 

Nick-Z.53K 

MELBOURNE PUNCH. 

Suggestion for New M.S.S. Crest. 
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THIS IS A PROFESSION OF GLAMOUR 

It is not just drudgery being a doctor, the bright lights 
of stardom can shine down on anyone at any time. This 
is how one could have become famous for fifteen minutes, 
if one had just been in the right place at the right time.  
Here are some examples from the recent past:— 

The GENERAL PRACTITIONER who knew about Ms 
Hawke all the time. 
The London RADIOLOGIST who gave Princess Diana 
her routine ultra-sound examination and then told the 
Fleet Street tabloids which sex the child was to be. 
The IVF OBSTETRICIAN who dropped the petri dish 
with its orphaned contents. 

— The INTERN in a major Spanish hospital who quipped: 
"Has Salvador Dali always smoked?" 

— The SPORTS MEDICINE SPECIALIST who calmed 
down Mary Decker at the L.A. Olympics. 

— Cliff Young's CHIROPODIST. 
— Cliff Young's wife's PSYCHIATRIST. 
— The PATHOLOGIST who put forward Richard Burton's 

liver as an entry in the Guiness Book of Records. 

Adam Jenney 

F 

Wines 4%  

Nature's Blood Transfusion 

Speculum 1939.  

DUEL EXTRAORDINARY. 
It is rumored that the preliminaries have been settled 

for an affair of honor, between two medical gentlemen of 
this city, in consequence of a quarrel arising out of certain 
recent small-pox cases. The weapons employed will not be 
of the ordinary kind, but strictly professional. The two 
doctors are to subject one another to a severe course of 
medical treatment, till one expires or yields. The duel will 
commence with strong mustard poultices, to be left on for 
an hour. Each gentleman will then be bled and blistered; 
after which some refreshment will be allowed, in the shape 
of a glass of antimonial wine and a cough lozenge. Should 
the event still remain undecided the gentlemen will each 
take a black draught and a blue pill, put on a dozen leeches 
and go to bed. 

Hostilities will be resumed the following morning with 
cupping glasses, cod-liver oil, grey powders, and half-a-pint 
of Epson salts, with the chill off. It is hoped that by this 
time honour will be satisfied, but if not, setons will be 
inserted, and pitch plaisters applied. The programme will 
then be gone through again as often as may be found 
necessary, to bring matters to a conclusion. 

In the event of the death of either gentleman, an 
eminent undertaker has kindly promised to bury him 
gratuitously, "as small acknowledgement of numerous past 
services." 

(November 12, 185 7) 
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"I can't hear myself think." 

Conscientious sixth years 

It's just one big happy family at the Repat. 

Some more sixth years 

Lite at the Ikepat.:A cup 01 tea 
compiled by Jo Adie. 

1. Student: Have you been ill in the past? 
Patient: Yes, I've had six heart attacks. This time I've 

had a myocardial infarction — it felt just like a heart attack. 
2. Student: The patient had two distinguished heart sounds. 

Doctor: Distinguished? Have they been knighted? 
3. Doctor: How far do you think you can reach doing a PR? 

Student: 10cm 
Doctor: You animal. 

4. Student: What's wrong with you? 
Patient: I can't talk. 

5. Professor to patient: We'd like you to take off your 
trousers. We're like that around here. 
6. Dr Cafter (recommending a text to the student): How 
did you find that book? 

Student: I just went to the library and it was on the 
shelf. (And he meant it). 
7. Doctor: What would you say if a patient whistled while 
he urinated? 

Student: I'd say he was a happy man. 
8. Doctor: During your systematic questioning, what 
would you ask about the cardio-vascular system? 

Student: I'd ask them if they had any radio -femoral 
delay. 
9. Student: The patient is a 76 year old widower with no 
children at present. 
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Eating at the Repat. 
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Some silly people (fourth years) at the Repat. 

\NN 

Look — a male nurse. 



LIGHTS IN THE NIGHT 
(An anaesthetic -induced nightmare) 

by Simon Hauser 

A piercing flash of light penetrates my twilight — a haze of 
fluorescence surrounding my opiate oasis. I feel motion and 
the sound of feet, distant voices trying to deceive me. NOW 
— a sharp pain shoots throughout my sweaty body and is 
gradually replaced by a dull ache. I'm gasping for breath, 
feeling dizzy, I'm going to vomit. I don't — I can't. It's the 
edge of a cliff, a blind stuperous retreat and the eerie sound 
of air rushing past — then a jolt, a stabbing pain, and a 
blackne .ss. 

My world is silent — but has it always been this way? 
I drift in and out of anarchial surrealism — my emotions 
honed to a fine point, yet my senses shot to pieces. I'm 
running through a tunnel — from what I'm fleeing I don't 
know. I can't stop; the sound reverberating from the walls 
are getting louder. I've got to jump but there's nowhere 
to jump to — I can't escape. Alarms ringing, the sound of 
barking dogs, the gunning of engines — they're coming to 
get me. Oh my muscles are rigid and starting to ache — will 
they start disintegrating and break down my amniotic 
existence? Pain —this time unbearable — a scream (my 
scream?) — I can't tell. It won't go away and I'm terrified 
of drowning. I'm a good swimmer — always have been, 

but I can't seem to stay afloat. A dream — I'm floating but 
not without effort, my head is throbbing as I have to con-
centrate wholly and totally on my avian buoyancy. I cry 
from frustration and realize that if the pain keeps up I'm 
going to break. 

I'm lying in a pool of stagnating sweat, hyperventilating, 
swallowing, shaking, urinating. "Now!" Now what? . . . 
Now I am what? What am I? Voices — still deceiving, yet 
never believing — there's lights in the night that just won't 
leave me alone. I don't know what I am. Do they? Clouds 
are storming over — I think I am ... insane. 

Light — like a torch-light to expose an innocent child or 
to indict a guilty prisoner, it's shining through my brain, 
my eyes squinting from the pointed daggers. I feel so heavy, 
so exhausted, the pain has diminished but it's still there. 
It's over, I'm resolute. I've struggled, fought with myself 
not really understanding. Just crying from my futility in 
the darkest moment — how will they remember me? It's 
over now, all over. 

The lens cap lifts off and the other world comes into 
focus — a hive of activity surrounds me — faces, gloves, 
gowns — it's sterile, it's clinical — I'm alive. 
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ESSAY 

(i) Why? Oh. I don't know.. .. passes the time, I suppose. 
(ii) Well I've always wanted to help people you see. Ever 
since I was young I've wanted to be a doctor. 

II 
(i) He talks a lot, especially when others talk; before 
his exams he stays up late to learn what he didn't over 
the previous thirty weeks. He used to play games like space 
invaders and get drunk at parties, or at the pub, before he 
decided it was all too silly. Later he'll play games like tennis 
and drink expensive spirits in his well stocked larder. 
(ii) He drops the severed penis of the cadaver into the 
girl's handbag, before the judgemental (?) eyes of his 
buddies, who giggle and vaguely justify their entertainents 
to each other with words like 'slut' or 'horde'. Smirk, giggle. 
(iii) me? Never. 
(iv) It is dark. The tuxedo is on the floor. She has one loose 
shoe on her foot. There is the disorganized and inconsistent 
syncopation of breath and the noises associated with 
movement. This symphony crescends (cut, to trains passing 
into tunnels, pistons pumping and Moomba fireworks 
blossoming above the Arts Centre Spire). Neurotic questions 
and eventually sleep. A soggy feeling in the crotch and the 
thick smell of sweat, exudate and semen. Now, she thinks 
triumphantly, I am a woman: no more condescension. It 
will be ten years, and not with her husband, when she 
finally understands. 

III 
(i) Time is spent calculating the questions on the exam 
papers. The marks are worth it in themselves, but they all 
know who the opposition is, these friends.. . 
(ii) I just love the knowledge or it's useful, this, if you 
can't say anymore about it. 
(iii) Years of notes and drawings, notes and drawings, not 
one with serious attention; accumulated nonsense from 
wasted opportunities. The lecturers are merely us a little 
later on: some are ardent and incompetent, others cynical 
and efficient, others masturbate while talking, a few are 
concerned and dedicated, but, we stand reassured in the 
knowledge that the inexorable passsage of timeless student 
malice erodes these frail traits. And who would be stupid 
enough to make the mistake of staying? The faculty is full 
of them 	 
(iv) Real life medicine — excitement (or its student 
analogue) spurts as we enter the hospitals. This is it. . . . 
(v) My first birth. A lady whose swollen belly is full to 
bursting. Her face is mottled and curiously pored. She 
sweats, the green cloth is darkened by it. The dark hairs 
are matted in this solution of blood and salt water. She 
strains, it seems as if her veins will erupt and her eyes are 
screwed tight in the pain of forcing her womb into the open 
air. This is birth, the beginning of life — for the child — for 
the long white worms that spill onto the surgical cloth 
from her dilated anus. The cost is their death. And the child 
dangles ludicrously on its fertile leash, in a sea of amniotic 
fluid, blood,' flesh and worms, worms, worms. I have a date 
tonight and the thought of oral sex now makes me ill. 
(iv) Death: The passage 
It is all still. The street might be of 'monumental alabaster'. 
They are so whitely still. She waits, impatient. Lunch is 
waiting for her as she waits for the dying man. The light is 
subdued, and his flesh, thin and darkly veined appears diap-
hanous and luminescent. The sheets are changed once more. 
The nurse complains, it is silly, why not wait? Finally he is 
dead, his mouth slack and rigid, his teeth are removed, 
his arsehole and nostrils bunged up with cotton wool, and 
the windows are opened to air the room as the sheets are 

changed again. There might be relatives, but there aren't, 
so the student confirms, and then rushes to a much overdue 
meal. 
(vii) Examinations passed or failed. Hours of swallowing 
coffee and pouring over paper from books that weigh too 
much and cost more. 
(viii) M.B., B.S. Got drunk. The police found me in a gutter 
but let me off when I showed them I was a Doctor. 

IV 
(i) He knows it won't change now, 26, G.P., specialist, 
years of rubber gloves, gel, and florid rectums, or cunts, 
pussy lungs. 
(ii) She is pregnant but can't have the child because she 
wants to specialize, so she goes somewhere discreetly to 
have an abortion. Her husband remonstrates but won't 
do anything: his accession is assured. The Divorce will be 
years later. 
(iii) He can't leave. Mortgages, wives, mistresses, children. 
A well inculcated sense of powerlessness. His cars and his 
ski-ing trips to Europe: his practice and a frail remnant of 
the expectations that made his choices for him. 

V 

(i) 
	

A sordid mess and the bravest blew his brains all over 
his study ceiling. 

David Thomas 

T was a bleak day; no relief in sight. What to do? Perhaps it 
was time to dress the wounds, bathe the sick, 'tend the 
dying' .... perhaps only. 

But no, all was futile. Now was the time to contemplate 
pessimistically. Contemplation - the noun of frustrating, 
futile, passive. 

What to contemplate? The prospects of world peace 
dim . . . The end of the world - unrealistic comfort . . .The 
psychological disturbances of mankind and womankind . . 
The desperation, hopelessness of living . . . The complete 
uselessness of this prose. 

Fiorella Alberico 
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Flexi*‘Teller 

	Special Services for Medical Students 	 
We are specially geared to meet the needs of Medical Students while undertaking studies and 
also upon entering their profession after graduation. An example is our Special Loans available 

to Final year Medical Students undertaking their Elective Period of Study overseas. For example:— 

Maximum Loan 
Normally $4,000— but loans in excess of this figure will be considered and judged 
on their merits. 

Purpose 	
Any worthwhile purpose including Travel expenses associated with options period 
of Study Overseas. 

Security 	
Normally unsecured, but third party security may be required for larger loans. 

Interest 	Prevailing Bank overdraft rate. 

Duration of Loan Over a two year term after taking up compulsory residence in a Hospital. 

Type 	 Overdraft. 

Repayment 	To commence within three months of commencing work. 

Extra Costs 	Normal Bank charges. 

Restrictions 	Only available from University-Parkville Branch. 

Procedure 	Student to obtain Letter of Referral (Faculty of Medicine) 

PLEASE CALL IN AND 
SEE US NOW. National Australia Bank 

National Commercial Banking 
Corporation of Australia Limited 
University of Melbourne, Parkville 3052 (Near the Student Union) 
Open 9.30 to 4.00 Monday to Thursday. 9.30 to 5.00 Friday 
Travel Service open 9.00 to 5.00 Monday to Friday 
Telephone 347 2966 

Leigh Smith, Manager 
National Australia Bank, 
University of Melbourne branch.  

On Campus only 
National Australia Bank 
offers instant full service 
We are the oldest and 
and largest Bank on Campus 
which means you can 
do more on our 
premises than any 
other Bank on Campus. 
We have a full range of 
services including our 
new high interest 
Everyday Savings 
Account. Through 
our FlexiTeller, 
you can operate your 
National Australia 
Bank accounts 
from 7 a.m. to 10 p.m. 
365 days a year. 
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THE CYNIC 

There was a man in the tram. Someone had taken the trouble 
'to puncture his jowls with thousands of fine, short wires and 
in doing so had released at the point of entry of each a small 
droplet of stale beer mixed with old urine. His insensate eyes, 
bleached by the same yellow fluid in which his clothing had 
been dyed, did not stare at the hard, grey surface flowing so 
quickly and relentlessly by his feet nor at the lobotomized 
driver whose car, keeping pace with the tram made the speed-
ing earth seem even more fascinating. At first it seemed that 
even the sound of `bobok' was growing faint in the depths of 
his despair. But then I looked at the car and learnt of the 
absoluteness of the silence when the most primitive forms of 
consciousness disappear. 

It was the day of my uncle's funeral. I hated funerals 
mainly because death to my relatives seemed only to indicate 
that sponges were more appropriate for afternoon tea than 
scones. I walked back slowly to my uncle's house feeling the 
intense heat of the sun on my back and neck. Inside every-
thing was laid out with regimental neatness on a red and 
white checked paper-tablecloth. 

I wandered aimlessly from room to room, each neat and 
cosy and each filled with that clean, distinctive odour which 
as a child I had always associated with my uncle. 

The next room I entered, however, reeked of a nauseating 
stench and I was confronted by the sight of a man crouching 
inside a wardrobe defaecating on to the carpet. I did not 
know what to do. I was frightened to move or even breathe. 
Then as I made to leave he quickly turned his head and saw 
me over his shoulder, jumped into the wardrobe and closed 
the door. I was shocked and by this stage curious. 

After a short period the door creaked open a little way 
and slowly a head began to emerge until a wild pale eye had 
fixed on me. Then it was rapidly withdrawn and the door 
slammed shut. 

There was another period of inactivity longer than the 
first. Then the door slowly creaked open just a little way 
again but this time a hand gradually appeared, the index fin-
ger of which beckoned slowly and deliberately. 

Curiosity by itself is not usually enough to overcome the 
fear that such strange behaviour arouses. But I was tired and 
besides death seems to create a bubble in which reality can 
be easily twisted yet still seem true. Nevertheless I approach-
ed slowly, watching the slow deliberate movement of that 
single digit. 

Once outside the wardrobe, the door opened quickly. A 
pair of wide eyes gazed fearfully but intently out of the half-
light. But as soon as I had met his fixed stare, a sinewy hand 
grasped violently at the clothes around my neck and dragged 
me inside with strength that belied his apparent age. 

It was unusually light. He immediately sat opposite me 
and assumed a smile which presumably he thought would 
set me at ease. However, with his wide, wild eyes it had a 
deeply disturbing effect. 

"Lovely weather we're having, is it not?", he said abrupt- 
ly. 

"Yes. The sun is quite strong outside," I replied, sur-
prised by this observation which seemed strange in this sit-
uation. 

"Sun! Sun! What would you know about the. sun? Or 
would you?" he said calming down after this sudden out-
burst and peered with a disconcerting intensity into my 
eyes. "Maybe No!" and he sat back up to become self-
absorbed for a moment then muttered to himself: 

"The sun, the sun, the sunny sun sun; 
A dead orange ball in the sky is hung 
While the moon resides in my tummy turn turn." 
He was quite for a moment. Then he let out a bestial 

scream as he caught sight of himself in a mirror on his left. 
He reflexly huddled in the corner with an expression of 
absolute terror on his face. I could even see tiny droplets of 
perspiration on his forehead as he sat there frozen. 

His expression gradually changed from one of fear to one 
of anger. He started breathing heavily. Then suddenly he 
struck the wardrobe with his right fist, then his left, then his 
right again and so on gradually increasing the force and 
rapidity of his blows until I braced my arms against the walls 
fearing that the structure would collapse. 

He suddenly stopped at the frenzied peak of this activity 
and fell back breathing rapidly, with hatred burning in his 
eyes. But this was only momentary. He turned with intent, 
opened his mouth wide and sank his teeth slowly and force-
fully into a part of the horizontal skeleton of the wall. He 
growled like an animal as the wood splintered. He tore out 
a ragged fragment then sat back spitting out the smaller 
pieces of wood. It was then that I noticed several areas of the 
wall which appeared to have been similarly attacked. 

For a moment he was still. He turned to the mirror and 
facing his own image he slowly stuck out his tongue which 
was a vivid green. 

As he resumed picking the splinters out of his mouth I 
saw for the first time a deep, festering wound extending 
across his forehead. He saw that I was studying this and 
quickly covered his eyes as if to hide. After a short period of 
inactivity he parted his fingers to stare at me cautiously with 
one eye. 

"It was in a fit of madness," he said jovially. "I really 
wasn't feeling myself that day. I tried to escape using surgical 
means but of cause that is impossible." then he added 
excitedly, "I once tried to escape through a pair of 
Modigliani eyes, but they turned out to be quite opaque." 

He looked sorrowful. Gradually, however, his expression 
mellowed and in a languid voice he said, "Ah, but while they 
seemed liquid . 	" 

He had sat back, his reverie imparting an expression of 
naivety and sublime satisfaction to his face. 

I was hypnotized by the starkness and the profundity of 
this change in his mood, but I also gained the impression that 
this blissful trance was going to persist for sometime. 

The sun was still blazing. The dining-room was filled with 
many people few of whom I recognized as having previously 
exhibited any affection for the deceased. Every now and 
then someone's laughter penetrated the hubbub. The sponges 
seemed to be very popular. Only two days ago a man was 
found dead in a bed covered in his own vomited blood. And 
no one could have described my aunt's eyes as almond-
shaped. 
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DRESSED TO KILL 
3rd year medicine 1984 
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CADAVER PALAVER — Jeremy Couper ENDOMETRIAL EDEN: Jeremy Couper 

Hello; 
My formalin fellow 
Lying on your stainless steel bed 
A block of wood for your head 
As a stark pillow. 

Feel; 
How tight your lips seal 
Your skin is wooden and wrinkled but taut 
Your leathery eyeballs stare blindly at nought 
You are not real. 

Skin; 
No longer holds you in 
Your organs bloated black and hard 
My potent horrors of gore discard 
Is that a sin? 

Soul; 
Is it in the enamel bowl 
With your kidneys and your glands 
Dissected out by previous hands 
You are not whole. 

Flesh; 
My flesh with yours I intermesh 
As my fingers shed your entrails 
Your oily fat squeezes under my nails ... 
Let me start afresh:— 

Remains; 
That's all you are its plain 
No more human than a bone or tonsils in a jar 
A sanctified set of molecules, that's all you are, 
No more a souls domain. 

Meat; 
I tear free a muscle sheet 
It makes my teeth gnaw — for heaven's sake —
As at the thought of eating steak! 
Sin and sensibility meet. 

Conceptus of the dire drives 
Lurking and implanting 
Dark and incunabular 
In the waters of the womb. 

Folding and proliferating 
Furrowing and flexing 
Burrowing in lover's 
Spongy endometrium 

Endoderm and ectodern 
Folding, flourishing flesh, 
Plying its pliant, soft-edged grip 
On ethical existence. 
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Telephone: 347 5242 

L. & G. PERGL 
SPECTACLE MAKERS 

STUDENT DISCOUNT 

220 LYGON STREET, CARLTON, 3053 

BOOK NOTiCE  

In 1974 Dr. Barry E. Christophers published a book entitled 
A Li,st O 

Published Wanks 06 Piedenic Wood Jones 1879 - 1954. A second edition is to 

be published in about twelve months' time containing many additional items. 

It will he annotated and will contain a list of the unpublished manuscripts 
and drawings of Frederic Wood Jones. It will be handsomely printed and 

hand bound in quarter calf. 

The number of copies will be limited (and numbered) to those who subscribe. 

The t,ost of each book will be calculated by dividing the cost of publication 
by the number of subscribers. Readers who are interested in being subscribers 

please write to Dr. Barry E. Christophers, 377 Church Street, Richmond, 

Vic. 3121. 

FREUD, AND WORDS LIKE 'PHANTASY' 

When we communicate, we use language. And that is why 
we have invented it; so that, in its various forms, language 
is everywhere, and must be dealt with. The practicing 
psychoanalyst encounters the communicable aspects of 
discomfort, pain, disease and illness only, and they too 
arrive in their various forms, and in formal variations. Since 
psychoanalysis is a "talking cure" (Charles Rycroft, 1968) 
carried out in a state of reflection, acting out (a patient 
can be said to be 'acting out' if he engages in activity which 
can be interpreted as a substitute for remembering past 
events) is antitherapeutic, (it is characteristic of psychopathy 
and behaviour disorders, and reduces the accessibility of 
these conditions to psychoanalysis), and the physician can 
thus be said to be working only with the re-representation 
of experience, with a second-hand event. 

Because it is largely an institution, and impersonal — but 
the only means we have of saying things to each other —
man invents, and adopts, techniques for utilising language, 
giving it more or less a greater significance, revitalising it, 
adding to its scope and depth, and to its ability to re-rep-
resent what can only be experienced. Such as these are the 
symbol, and the metaphor, which re-organise the structure 
of language, providing a new framework upon which ex-
periential elements can be hung to better effect, primarily 
because their open-endedness invite involvement rather 
, han reflection. 

Although Freud, in his Introductory Lectures (1916) 
sees symbolism as an "ancient and absolute mode of 
expression", they are so pervasive, so powerful, and so 
Often moving, that they represent, in themselves, a way 
)f linking mind and matter, spirit and earth, and man with 
'flan through the common experience of life and 
ranscendance. Symbol and metaphor combat the limits 

A language and knowledge; thus, Wittgenstein: " . . . the 
vorld is my world . . . manifest in the fact that the limits 
A my language . . . mean the limits of my world." And 
'gain: "I am my world." 

Wittgenstein was a philosoper, and a good one -- a fact 
which the linguists have subsequently borne out: " . . . 
he fashions of speaking peculiar to a people are indie3tive 
A a way of life . . . compounded of unquestioned and 
vainly unstated premises which define the nature of the 
universe and Man's position within it" "(Hoffer); and Whorf-
I product of the gestalt school — " . . . the influence of 
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language upon habitual thought and behaviour. . . (depends) were explained as the result of repressed memories, and the 
. . .. upon ways of analysing and preporting experience conversion of ideas into physical symptoms. Fn hysteria,

reud never 

. . . (which) . . . cut across typical grammatical classifica- wrote a definitive formulation of his view  and it is extremely difficult to discover what the classical 
tions. Those "typical grammatical classifications" are such as theory of hysteria is. There is, however, a tendency to 
nouns and tenses which, by dint of symbol and metaphor, assume that it asserts the hysterical fixation point as 
are validated as a means of expression, and as a proper occurring during the Oedipal phase, and that its characteristic 

defence mechanisms are repression and dissociation. 
vehicle for experience. It may be that the great symbols  
grew with language, and were not acquired (Roszak); it 	

Although both the concepts of Repression and Conversion 

may even be that language grew as the need to make survive in modern psychoanalytical theory "no 
permanent and convenient this communion with nature contemporary analyst would maintain that they provide 
grew. Echoing Wittgenstein (I am my world), and William an adequate explanation of hysteria." says Rycroft in his 
Blake (man is world as microcosm; world is man as "Critical Dictionary of Psychoanalysis." Even more of inadequate was Freuds abandoned Seduction Theo 
macrocosm), Ralph Waldo Emerson (Nature) proposed 	

Theory  
hysteria — foolishly resurrected only this year by Jeffrey 

some remarkable inversions of the common way of seeing Mousaieff Masson, a Sanskrit scholar, amateur analyst, 
things: "Nature is the symbol of spirit. . . . the use of the and formerly director of the Freud archives — in which he 
outer creation togive us language for the being and changes asserted that "without exception" "at the bottom of every 
of the inward creation." Such thought is called Idealism, case of hysteria there are one or more occurrences of 
and was made the dominant mode of nineteenth-century premature sexual experience" (The Aetiology of Hysteria, 
philosphy by Hegel, expressing the notion of repeating laws 1896). He went on to say that these premature sexual 
and analogies, and interchanges permeating the universe: 
"Unity . . . . lies under the undermost garment of Nature." 	

experiences had all occurred to children before the age of 

Unified Field Theory is familiar enough eigh rding to the origin of the sexual stimulation: those who 
t, and that they could be divided into three groups 

This search for a  
in science, and provides us with an almost unique acco  
opportunity to witness the parallel development of such had been assaulted by a stranger, those who had been 
disparate disciplines. Another such insight was provided seduced by "some adult" looking after the child, and those 

by Roman Jacobson (Futurism, 
1919) who saw a parallel who had had a sexual relationship with another child. 

usually a brother, sister or cousin. Richard von Krafft- 
in the development of Cubism and its scientific equivalent 
of this century — Einstein's theory of relativity: since time 	

Ebbing
ogy (Vienna), remarked that "it sounded like a scien- 
, chairman of the Society for Psychiatry ant 

and space no longer had fixed determinants, and the cate- Neurol tific fairy tale" and Freud, himself, soon began privately 
gory of substance had lost all meaning, reality could only  to have second thoughts on the matter — one of the reasons 
be represented, as the Cubists were showing it, from a  

point of view simultaneously. 	
for his disbelief being that if he continued to believe what 

multiple po that a Cubist symbol was, indeed, a scientific 	
his patients were telling him "in all cases, the father, not 

The fact  
is a remarkable occurrrence, and one of watershed reality 	

excluding my own, had to be accused of being perverse" — 
a statement which suggests that he must have arrived at 

significance in Man's intellectual and spiritual evolution.,  the seduction theory of hysteria as much by self-analysis 
The idea that a symbol is just as real as any fact we wish  
to report often goes unnoticed, yet the symbol occupies as by anything else. Freuds abandonment of the sedution theory was a 
a central position in the various schools of psychology, and  "victory for common sense and the beginning of a new era" 
an especially exalted one in the Freudian. The psychoanal-  

bons in childhood which his patients had revealed and about 
". . . it was the awful truth that most — not all — of seduc- 

ytical theory of symbolism concerns itself with the un- 
conscious substitution of one image, idea, or activity for 	

ti  
which he had built his whole theory of hysteria, had never 

another (Rycroft, 1968) — so that it is obvious that  
Language itself is entirely a symbol; 

yet a symbol is not occurred" (Jones) ) in which it became possible to elucidate 

a simple thing like a cipher, which would reduce all corn- the way in which fanatsies can distort memory and in which infantile sexual wishes and parental attitudes combine to 
munication, and all linguistics to the level of word-game.  enerate what we now call the Oedipus complex. As Anna 
Jones (1916) felt it imperative to distinguish between a so_ 

	g  
Freud put it in a letter (not to me) "keeping up the 

called 'true' symbol, and 'symbolism in the widest sense'  seduction theory would mean to abandon the Oedipus 
since " it the word symbolism is taken in its widest sense,  the subject is seen to comprise almost the whole complex, and with it the whole importance of fantasy life. .. 

development of civilization. For what is this other than a in fact I think there would have been no psychoanalysis afterwards."! Well there you are! Can we really afford to 
never-ending series of evolutionary substitutions, a ceaseless  live in a society in which male children do not want to 
replacement of one idea, interest, tendency, capacity for 
another?" True symbolism on the other hand, arises as the kill their fathers and screw their mothers? 
result of "intrapsychic conflict between the repressing 	

It is obvious from 	simple account that it must be 

" " 	
appreciated that "a dialectical relationship exists between 

tendencies and the repressed 	only what is repressed is  
symbolised." According to this definition, the substitutions experience and phantasy, each affecting the other, and that 

apparent memories may express metaphorical truths. Failing 
involved in the creation of dream images and symptoms  this; one lacks the conceptual approach with which to 
are examples of symbol formation. True, or  psychoanalytical, symbolism resembles dreaming and explore the ways in which psychological and emotion viola- 

an symptom formation in that they are private constructions, tions and manipulations may be expressed in sexual imagery" 

the meaning of which is discoverable only in terms of the (Rycroft, 
A Case Of Hysteria, 1984, who continues) "many 

individual experience of the subject, and not by reference 	
patients must have been buggered up by their parents, but 

dictionaries and social conventions. 	
only a few, I think, have been literally buggered by them," 

to oth the 	 ptom, and repression occur in the 	
or, with a more brutal wit, the lucid, unflinchingly candid 

Both idea of symptom, 
 

diagnosis of hysteria, in which behaviour suggests that the Philip Larking whose most famous lines of poetry read like 
symptoms some psychological function. Hysteria a word sharp on both sides — the biological and the psyc- 
ymptoms fulfil  an important place in the history of psychoanalysis, hological (and who, as a poet, could afford to be more 

which began with the publication of Freud and Breuer's adamant): They fuck you up, Your mum and dad. La Fleur 
Judi-,,.nn 1-1yFterio, ( 1  oRcl in which hysterical symptoms 	

Bibi  
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THE COLSON-HUNTER PATHOLOGICAL 
CLASSIFICATION OF LECTURES 

(as modified from the Lancet, Sept. 1983). 

Since the understanding of the aetiology and pathogenisis 
of pathologically bad lectures is still in its early days the 
following classification is designed to give some indication 
to those not well versed in the area of the current under-. 
standing and knowledge and possible directions of research 
in the future. It is by no means complete and controversy 
rages to many of the types. 

TYPE 1. This is the classic `non-lecture'which is character-
ised by 2 pages of notes which are never looked at 
again. These lectures are relatively benign. 

TYPE 2. The lecturer spends the first 45 minutes saying 
nothing of any consequence at all. The last ten min-
utes undergo a metastatic change with all the infor-
mation being crammed into this time. Anything up 
to 4 or 5 pages of extra notes can be written. 

TYPE 3. All the information is given in the first 15 min-
utes. What follows is a smorgasboard of clinical 
examples, anecdotes, slides, summaries on overhead 
projectors, more clinical examples, anecdotes, slides, 
summaries on overhead projectors and ending with 
a brief summary of the lecture which invariably goes 
5 minutes overtime. 

TYPE 4. The lecturer talks for the entire 50 minutes and 
anything up to 7 pages of notes can be taken. At the 
end of the lecture a handout is invariably promised. 
There are a number of well defined type 4 variants 
which are characterised by a handout being promised 
at the start of a lecture but "not yet prepared". 
Such handouts are of four basic types. 
1. Handout takes 5 weeks to be issued. 
II. Consists of a synopsis of half a page which lists 
the major headings of the lecture. 
III. Consists only of the slides shown during the 
lecture. 
IV. Consists of everything; every anecdote, every 
joke, every little aside is issued in fine print. 

TYPE 5. Any lecture that is preceded by the prefix 
`CLINICAL'. Invariably boring and of little interest 
to the average medical student who has no desire for 
such irrelevancies. 

TYPE 6. Highly malignant lecture which in its fully undif-
ferentiated state is the classic Tay Lecture'. They 
leave the average medical student totally confused, 
dumbfounded and speechless. They are often a fright-
ening experience — such lectures never really begin, 
they never really end; they are a recurring nightmare. 
They should be avoided at all costs. 
Note: Less invasive type 6 lectures do exist, however; 
in fact these type 6 variants can comprise anything 
up to 70% of all lectures given. They are sometimes 
put in a separate category (type 9 — pseudolectures). 

TYPE 7. The lecturer says nothing for the first 45 minutes 
and then spends the next 30-35 minutes giving all the 
important facts and cutting 15 minutes into lunch. 
Some workers (Hunter et al) believe this to be a type 
2 variant. This point is at the centre of considerable 
controversy at the present time and is the subject of 
extreme research — a breakthrough is considered 
imminent. 

CYPE 8. Simply defined — a good lecture. It must be stressed 
these are very, very rare. As this author (and collea-
gues) have yet to see such a lecture a set of diagnostic 
characteristics defining this type has yet to be estab-
lished. 
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"1983 Third Year Break-up 
(Did we ever. . . .!)" 
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Adie's T-shirt reads "Tom Roper is a bit silly." 
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`A TYPICAL DAY IN SWOT VAC' 

It's swot vac again! Seven days before exams means seven 
days with my head in the books. It's a powerful concept! 
Especially since Micro is the second most boring subject 
ever invented. 

How long have I been working now? Fifteen minutes! 
Time for a break -- I've been waiting for this all morning. 

Aaagh, to sit back and relax for ten minutes. Let my 
mind wander away from the books and towards more 
pressing matters. 

I'm feeling a lot better now. I'll get up and hit those 
books in a heavy way. I'll dominate those exams! 

What time is it now? 11.00, I've been working 45 mins! 
That's all right, I think I can feel another break coming on. 
Sure can! Up I get, wander around the house a bit and 
then settle down into that comfortable repose I have now 
come to associate with swot vac. 

Beautiful — not as good as the last break but sufficiently 
distracting for me to get back into the books and really 
make an impression on that so carefully planned study 

timetable. 
Seven breaks and four hours study later I'm sore and 

exhausted; I don't know whether it's the breaks or the 
study. Anyway I know I'll have to cut down on a few of 
those cherished breaks tomorrow. I fell behind in my time- 
table again — you know how it goes. 

It's a funny thing with these breaks. I know the next one's 
just not going to be as good as the last, but I just can't stop 
myself from taking them; the study is just so boring. 

Aw, it doesn't really matter anyway, it's only a game and 
I'll probably scrape through anyhow. 

What!!?? E — Path, F -- Micro!! 
Those darn breaks! 
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1984: THE YEAR OF THE DISAPPEARING BIKE 

Bikes are BIG business outside the Med Faculty. In fact they're 
BIG right through the Uni, but somehow the Meds seem to 
have copped it the worst. Nothing short of a 7' heavy-weight 
champion or a family of well-toothed german shepherds 
will keep a good bike untouched on the bike rack. But the 
crooks have taken bad bikes too. 

Little padlocks and thin chains are a bike thief's dream. 
One fast, quiet, unnoticed cut with the bolt-cutters and your 
dearly-loved bike is no more. "But it will never happen to 
me. . ." 

There are a few options open to those of you who want 
to out-smart these crooks. Firstly, you could simply find 
alternate means of transport - but this may not be the ideal 
answer for many. Secondly, don't ride the $950 deluxe 
model to Uni unless you've insured it for at least twice that 
amount. This leads on to the third point: look around for 
bike insurance if you intend to continue riding to Uni 
everyday. Bike shops can be helpful with advice on this. 
Lastly, it might be worth investing in a couple of fairly 
strong chains - as a thief will go for the easiest looking job 
first; a few chains wrapped around a bike may be too compli-
,:ated to undo in a hurry (but this is only if you're lucky!). 
You could always take your bike to lectures.... 

Maria Craig 

Anon (3rd year) 



STUDENT 
PROFILE 1 

This month: John Hackett 
Nickname: 'Legend' etc. 
Favourite Group: The Models 
Toughest Opponent: Mrs Slater 
Favorite Person for Borrowing Notes From: Fink or Hiawatha 
Greatest Thrill in Medicine: Meeting Unsatisfactory Progresss 
Committee. 
Most Memorable Achievement: Record-breaking feat of 
failing eleven (11) exams so far yet still doing the course.* 
Hobbies: Be seen wearing MUMSS windcheater in public; 
slugs and ant-lions 
Most disgusting sight witnessed during course: Nick Hallebone's 
`Morning Mongrel'. 
Greatest waste of time: Learning detailed structure of 
P.H.D. complex. 
Greatest regrets: Going barefoot to MCG urinals. 
Biggest surprise: Discovering a Path. lecturer and a Micro. 
lecturer who do not have foreign accents. 

* The above record has not been substantiated. Infor- 
mation on any better tallies will be included in next issue. 

STUDENT 
PROFILE 2 

Dr. Stephen Graves in the first photograph is an honorary 
senior research fellow at La Trobe. He is leading a project 
to develop a syphilis vaccine. In the second photograph, 
Dr. Graves is a medical student six months into the course. 
IS the difference shown between the two photographs due 
to the medical course or is it due to the students with whom 
he is now mixing?  
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WHAT'S THE STORY FELLAS?: 
A BRIEF LOOK AT THE M.S.S. 

In 1982 the social activity of the M.S.S. reached new heights. 
Not only were there barbeques and PWL's (Pleasant Wednes-
day Lunchtimes) galore but also the beginnings of friendly 
meetings with other students. Of special note was the first 
(annual?) football match against the Monash Med. students. 
Later in the year we locked in mortal combat with the 
Dental students for the honour of the Sir John 'Hie Kerr 
Trophy for boat races. After some dubious adjudication and 
a never-to-be-repeated display of piss-poor scuffing by the 
Dent's Eric the Man, the cup was taken to the dental hospital 
and has not been sighted since. 

That year also saw the first Fresher Camp organised by 
second and third years for their new colleagues, held at 
Camp.Manyung at Mt. Eliza where about one hundred green 
first year students were taught the fun-damentals of Uni. 
life. The great success of the camp has led to it being an 
annual event to help the freshers meet each other and learn 
the ropes. 

In 1983 we saw the MSS enter into the arena of politics. 
The issue was the future of the intern position in Victoria 
which the State Minister for Health, Mr. Tom Roper, stated 
he could not guarantee. Although the premise for this 
statement was that there was a problem with medical 
manpower', the action was in line with the general atmo-
sphere of discontent with the medical profession. A great 
deal of student concern was aroused because this implied 
that a number of students who had completed successfully 
their six years of study would be unable to register or prac-
tise as there would not be enough intern places. 

A special meeting was convened in June at the Public 
Lecture Theatre of Melbourne University. Students from 
both the Melbourne and Monash medical schools as well as 
senior officials of the Victorian branch of the A.MA. atten-
ded. The outcome was a policy of writing to the members 
of Parliament involved whilst the A.MA. would use their 
access to the Health Minister to lobby our cause directly. 
Shortly thereafter Mr. Roper relented to pressure and 
agreed to guarantee internships to graduates until the end 
of his elected term in 1985. The universities for their part 
re-affirmed their intention of reducing the oversupply of 
doctors by reducing their intakes into medical schools. 

°The' Car Rally — a product of the wonderfully fertile 
minds of Phil Frawley and John Seymour, was an activity 
in a "lighter vein". Many U-turns later, after some fierce 
tactical manouvres which included kidnappings, stealing 
of car keys and misdirections, most cars made it through 
the wilderness ofthe northern suburbs to the banks of the 
sparkling Yarra in Warrandyte. A barbeque, some cricket 
and hypothermia in the river capped the occasion. 

0-Week had all the usual festivities including the famous 
Sherry Party at the Royal Melbourne's student's quarters. 
The freshers polished off ten litres of sherry that had been 
left over from 1982. The action continued at the Fresher 
Camp which soon became an endurance test of beaches, 
rages and booze in just about every possible combination. 
All survived! 

The Med Ball returned to its old haunt at the St. Kilda 
Town Hall this year after a short stint at °The Venue'. 
Despite an untimely withdrawal of the main band 'Models' 
and a poor attendance from the clinical years, the night was 
a success. No doubt the occasion will hold special memories 
for some, memories that would rather be forgotten by others 
and very few memories at all for a select few. 

Sports Day has become a regular event with the faculty 
timetabling an afternoon off in second term so that students 
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can meet each other on the field of sport. As usual, Third 
Year won the day (without having to cheat but, doing so 
anyway just to maintain status quo) with a fine display in the 
boat races. 

Another issue concerning medical students has been the 
future of medical education. Due to changes in V.I.S.E.'s 
policy on the aims of the Victorian H.S.C. it has become 
apparent that the university must seek some new method of 
selecting students into course quotas. In addition, there has 
been pressure from Senator Susan Ryan to broaden the 
social mix of students entering what are seen as elitist in-
stitutions. The result has been a proposal by the Academic 
Board that vocational decisions be postponed a year and that 
selection into professional faculties such as Medicine be made 
primarily on the basis of performance in a common first 
year science course. The principle behind this move is that at 
university differences in academic performance due to ed-
ucational bias favour students from wealthy private schools. 
If implemented, this scheme would necessitate course 
structure changes that would see medical education at Mel-
bourne revert back to that format in use ten years ago - one 
that has been shown to be unacceptable in achieving optimum 
results as far as course aims are concerned and also in terms 
of a balanced workload for students. 

In unison with the faculty, the majority of students re-
jected the plan of the Academic Board in favour of an 
approach less likely to cause such disruption of the present 
course structure. This alternative would provide a set number 
of places in the course for entry by 'disadvantaged' students. 
These students would come both directly from secondary 
education and from first year science courses. 

This year has been a year in which the society has en-
deavoured to strengthen ties with other medical and para-
medical students. In this way we hope to promote greater 
understanding and interaction between the various disciplines 
of the health sciences. Hopefully the M.S.S. will be able to 
make greater contributions in the future to issues confront-
ing medical undergraduates and extend even further in-
volvement with our colleagues on different campuses. 

Gerard J. Powell 
President 102nd M.S.S. 
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LOOKING BACK: 

WELFARE REPORT 
During our term as the 1984 Welfare Officers, Geoff and I 
tried to make the "Freshers" initiation into university life 
as quick and painless as possible. 

Our first task was enrolment day, for which tours of the 
campus and assistance with filling out those impossible 
enrolment forms was made available. Next came the fresher 
camp, which was once again a great success. The camp was 
held on the weekend 2nd-4th March at Camp Manyung 
in Mornington. Despite the initial hassle of getting to the 
camp site, the weekend ran smoothly and proved to be an 
enjoyable and Ice-breaking' experience for those who 
attended. Some of the activities arranged included: 
— 2 top movies — "Smokey and the Bandit" and "Friday 
13th, (just to set the camp atmosphere), along with munchies 
to spare. 
— Mini Medical Olympics, which brought the freshers closer 
together with Gonorrhoea (or was it Syphilis?) the victors. 
— a 'Drag Dinner' in which Freudian tendencies ran rife 
with Simon Rosengarten and Jo Stewart being crowned 
Queen and King Manyung respectively. 
— Saturday night dance at Mornington, which was the first 
of its kind held in association with the Fresher camp, and 
undoubtedly the highlight of the weekend. Thank-you 
to all who helped in ferrying first years to the hall, and to 
all students from other years who attended and helped to 
made the night more successful. 

We hope that all first years who attended the camp this 
year enjoyed it as much as we did, and that it helped to 
develop a sense of familiarity between the freshers. Don't 
forget to encourage next year's first years to attend the '85 
camp. 

Our final official duty as Welfare Officers came with the 
discount book stall and the sale of over $12,000 worth of 
books at reduced prices. 

Geoff and I have both enjoyed being the Welfare Officers 
this year, particularly as it gave us the opportunity to get to 
know many of you first years. Many thanks go to Damian 
Flanagan and Hamish Farrow (last year's Welfare Officers) 
who paved the way for us and made our job this year so easy 
Thanks also to other M.S.S. members and students whc 
helped when we needed it. 

To our successors -- have a great time and good luck! 
Ange Ferruccio and Geoff Thompson 

398 Lygon Street, Carlton Vic. 3053. Phone 347 1655 
819 Westfield Shoppingtown, Doncaster Vic. 3108 Phone 848 8778 
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MED BALL 

Despite the lack of interest from the clinical students, the 
800 guests enjoyed an excellent evening on Tuesday, June 
26 at the St. Kilda Town Hall. Yes, after a brief excursion 
to the Venue last year, the Ball returned to its traditional 
home. In keeping with the policy of trying to improve the 
evening, more attention was paid to the catering, with 
sumptuous meals of chicken and veal being served. Another 
change was to do away with the first band, and replace it 
with a guitar set, which was well received. Thanks go to 
Matt and Justin. After dinner, 95% of people raged to the 
music of everybody (especially the Blues Brothers) courtesy 
of the Band of 1000 dances, and to Dear Enemy. The other 
5%  

The highlights of a memorable evening included a certain 
inebriated gentleman who tried to assault the manager of 
one of the bands, decided the security guards were a bit big, 
left and went to sleep on a park bench with the remains of 
a once full bottle of Johnie Walker. His distraught girlfriend, 
wearying a suitably low cut dress, spent the evening being 
consoled by several young gentlemen  

The case of the disappearing liquor licence sent a few 
shock waves through the organisers...luckily the police didn't 
investigate. And to the couple who went upstairs to find 
solitude, found the doors locked and proceeded to express 
their true feelings on the foyer carpet — that must have been 
cold, but I'm glad we didn't get an extra cleaning bill! 

Chris Holmes 



FRANCIS FORD FALCON PRESENTS 

A Med Medleys Production 

The Med Medleys . .. powerful, provocative, moving, ex-
hilarating, professional, avante garde, "throw caution to the 
wind" revue comedy. The end of year party for the young 
upper middle class medical student, and let's face it, that's 
all of you (not us, mind you, because since we started 
doing Medleys we've become rich, and definitely upper 
class). If you don't know about Medleys, this is what a few 
people have said: 

"It brought tears to my eyes" 	 Bob Hawke 

"I was really dull and boring until I saw Med Medleys... 
and now I'm President of the United States" Ron Reagan 

"Whenever I mark an exam of one of the Medleys cast, I 
always add 30% 	 Prof Penington 

Our roving "Speculum" critic filed this report. It's 8.10 pm, 
and the show hasn't started. Geez I'm pissed off. The girl 
next to me throws up into her handbag, "Geez I'm pissed 
off", she says. The girl next to her turns to me, "Geez I'm 
pissed off, that was my handbag." 

8.25 pm: suddenly, the army bursts in, Oh my God! It's 
the Salvos . . . they start raping, pillaging, maiming, killing 
an torturing. Hooray! The humour has started. 

After a song and dance routine which would have done 
the Young Talent Team proud, we settled down to the 
family part of the show. A young boy and his furry friend -
how nice. Well, enough of that cute crap, where's the cheap 
smutty jokes we're used to? Glancing over the programme, 
I see that the next few skits promise to be really debauched, 
disgusting and irreverent: 3 priests, a psychiatrist, a lecturer, 
a policeman, some prominent politicians, 2 parrots and a 
sheep! This ought to be better than "The farmer and the pig" 
porno I saw at the cricket club last week. 

"Ye Gad" they were fun! Clever! Witty! And hardly a 
dirty word spoken - not even a set of tits. But wait, the next 
skit involves a reunion of catholic school girls - Hooley 
Dooley. 

The second half of the show got a little better; at least 
some base-line humour. I was into my sixth can by this 
stage, and my bladder was splinting my diaphram (for all 
you first years, that means it was big). 

Suddenly the band strikes up a tune. This isn't the Valhalla 
on Friday night is it? Sure enough, there they are, large as 
life, The Blues Brothers. Look, the stage is full of Blues 
Brothers - this is the Valhalla on Friday night. What a finale! 

After the show we tripped the light fantastic until the wee 
hours (in fact, lots of wees each hour). The "Inner Beat" 
had everyone bopping, but the "Scalpels" didn't play; they 
mustn't have turned up. 

It was a great night, and a great show. Probably the best 
one since last year. I spoke to some of the cast after the show. 
I know they're all rich, famous and extremely talented, but 
they're just a normal bunch of men and women to talk to. 
Wow, success hasn't gone to their heads. 

Signing off, 
Fred Nile 

(St Kilda Town Hall) 
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And now Medleys invites you to rate your sense of humour 
by answering this simple questionnaire. Every time you 
answer (a) score 3 points, (b): 2 points, (c): 1 point, (d): no 
points. 

	

1. 	Which one of these do you think is funny? 
(a) Med Medleys 
(b) Cancer 
(c) Vomit 
(d) The Law Revue 

	

2. 	Why do Medleys' casts indulge in free love? 
(a) Because they are charming lovely people who 
deserve to do that sort of thing. 
(b) Because they can't afford to pay for it. 
(c) To ensure a future generation of comics. 
(d) They don't 

	

3. 	How many jokes do you tell at parties? 
(a) All of the ones I can remember from last year's 
Medleys. 
(b) Over 4000 
(c) I told one once but I forgot the punchline. 
(d) I don't go to parties. 

	

4. 	Why wasn't Medleys nominated for an Oscar? 
(a) They were, and they won everything. 
(b) Because the Academy Awards are a load of self-
indulgent wankery propagated by the oh, so sincere 
American film industry that constantly churns out 
crap that wouldn't get into Medleys anyway. 
(c) We sent the application form to the wrong addres 
(d) We decided to concentrate our efforts on the Nobel 
Prize. 

If you scored above 35 points — you cheated 

If you scored above 12 points — you're a smartarse and we 
don't want you in Medleys because we'd feel threatened 
by you. 

If you scored 9-12 — Hey! You're our kind of person! 
You're either tall dark and handsome or slim, petite and 
beautiful. You enjoy water sports, discos, and working with 
the handicapped. You have thousands of friends. 

If you scored 3-9 — You're average. You'll probably sit 
at least 3 supps. during your medical course. If you come 
and join Medleys, you can work backstage. 

If you scored 0-3 — Christ you're a bore. You'd make an 
ideal Medleys audience; you have no sense of humour, so 
you have to laugh at other people's. You're idea of a fun 
Saturday night is staying at home designing crosswords. 
Don't call us, we'll call you. 

Written by: Rick Dowling 
Paul Ekert 

Woody Allen 
God 

or 



MONEY WORRIES? 

Here's the good news — CAMPUS LOANS 
from the COMMONWEALTH BANK. Ask today 
about details of our full range of banking 
services and especially our Deferred 
Repayment (CAMPUS) Loans: 

'Deferred Repayment Loans are available to full - time 
tertiary students who have completed at least two 
years study and generally have no more than 
two years remaining. 

Ask the friendly staff at the Melbourne University branch 
for full details of "Campus Loans" available to medical 

students. 

COMMONWEALTH BANK. 
Making money come to terms with people. 
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25TH AMSA CONVENTION: 
"SCORE MORE IN '84" 

Where can I begin? The week was one, continuous, crazy 
rage from start to finish! It began with a "bang"; the dinner 
dance complete with wild jazz band, and cocktails on the 
house inspired the Taswegians (be very, very careful of them 
next year) to halt the president's speech in midstream by 
rather unsubtly removing all his clothes (camera ready girls?). 
The Toga party sustained the high note, and was a no less 
demented occassion. Melbourne Uni Medicos deserve the 
prize for letting it all hang out, in more ways than one! 

It rained at Surfer's — but that didn't stop the "Can-
Canning" on the beach — and the beach party more than 
made up for it. We were stamped at every function for I.D. 
purposes, but a certain unnamed individual refused to have 
his hand tatooed so they branded his backside instead! I can 
assure you that the ink has, unfortunately, since faded — 
I know. 

The male Boat Race team, in sculling order: Andrew, 
Ian, Paul, Craig, Jeremy, Greg and Frank, put it away with 
a touch of class, as did our iron man after grass skiing. The 
female team: Liz, Sarah, Heather and Cheryl performed 
admirably with cheerleader Wendy on Concert Eve, when our 
group showed up Hari Krishnas hilariously, with a finale 
of three dancing girls (Pauline-find-the-hidden-tatoo, Sarah 
and Wendy) leaping on stage for a flirtatious Can-Can. 

The last night in Brisbane was a time of both recklessness 
and sentimentality, at "Whisper's" for dinner and disco: 
the unofficial Convention theme song "Saturday Night" 
met with a rousing chorus from all "un-conventionals"! 

An exhaustively wicked and wonderful time was had by 
all. Advice? BE THERE NEXT YEAR! 

Sarah Spargo 

Speculum 70 



„ THE SPECULUM 
/110-  \

1 	rn 
 

	

14 „ 	( .0,/■ 
' I 	\ 

III 

—”' 

No. 122 
	 AUGUST, 1928 

The generous assistance of the following is gratefully acknowledged:- P Carden 
Claudio Bozzi 
Marc Carden 
Ken Chao 
Sonya Clark 
Heather Dowd 
Michael Leung 
Debbie Marks 
Steven O'Leary 
Andrew Tauro 
Jackie Smith 

Also, thanks to the Farrago editors (Tanya, Debra and Jamie), Vince, Carolyn O'D, Marco, Mark and 
Michael Kyberd for their expertise. 

Leo Acevedo 
	 Guy Boag 

Fiona Brown 
	 Michael Brownstein 

Gaye Casper 
	 Enrico Cementon 

Jane Chown 
	 Cecily Clark 

Julian Cooney 
	 Maria Craig 

boron Gaddie 
	 Andrew Kinsella 

D and W Lloyd 
	

Bruce Marks 
Vahid Master 
	 Kate McConnon 

Mark Pearl 
	

Rod Sinclair 
David Westerman 
	 Ian Woolley 

Speculum 71 



We know 
Medical Insurance 

...because that's 
all we do 

Competitive cover from the 
leaders in the field 

All this has made VMI the leader in medical 
and dental insurance. We give you the 
broadest cover with the most realistic 
premiums, particularly on surgeries, plus 
competitive rates for home, property and 
motor vehicle insurance. 
Simply fill in the coupon now and post it to 
your nearest VMI office and discover how we 
can benefit you. It's completely obligation 
free. 

Melbourne: 
179 Queen Street, Telephone: 607 1777 

II Ballarat: 
Arrandale House, Bath Lane, 
Telephone: 311 866 
Shepparton: 
44 High Street, Telephone: 214 344 

II Geelong: 
62 Ryrie Street, Telephone: 96877. 

The Specialists who 
understand your needs 

The Victorian Medical Insurance Company 
was set up solely to look after the specialised 

insurance requirements of doctors and 
dentists. 

Because we only insure members of the 
medical and dental professions, we know 

what we're doing and we're recognised as 
doing it well. 

We tailor policies to suit the individual needs 
of you and your family. 

By professionals, for 
professionals 

Our company maintains close connections 
with the Australian Medical Association and 
the Australian Dental Association, whilst our 

board of directors consists of six doctors and 
one dentist. The risks are underwritten by 

Security & General, a Lumley Group Company 
with over 50 years experience as one of 

Australia's leading insurance organisations. 

VAil 
Victorian Medical Insurance Company Limited 

IF ■N Ems ■ Nom Imo i■ 1■11 Now ii■ ii■ ■I IN= Nom Num Nom Nom ■N 1 
Please send me information on: 

I 	I  

Name 

I Address   	Postcode 	 

I Telephone: Rooms:    Private: 	  

Nom =IN mil MiN mil mil NMI mom l■ NMI MMII a 
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I 	1 Professional Suites 
Loss of Gross Fees (loss of gross income 
due to fire damage). 
Public Risk 
Workers Compensation 

Home Protection 
Valuables and Personal Effects 
Personal Accident and Illness 
Marine 
Motor Vehicles 



PROTECTION IN PRACTICE 

THE MEDICAL DEFENCE ASSOCIATION OF VICTORIA 

A MEMBER OF THE CONFEDERATION OF AUSTRALIAN MEDICAL DEFENCE 
ORGANISATIONS, 

WHY SHOULD I JOIN A MEDICAL DEFENCE ASSOCIATION? 

AS A DOCTOR YOU ARE RESPONSIBLE FOR YOUR ACTIONS AND ANY PATIENT 
MAY MAKE A CLAIM AGAINST YOU FOR DAMAGES FOR ALLEGED NEGLIGENCE, 

TO PROTECT YOURSELF AND YOUR REPUTATION CAN COST MANY THOUSANDS 
OF DOLLARS. 
IT IS A RISK NONE OF US CAN CARRY ALONE, 
FOR YOUR PROTECTION YOU MUST JOIN A MEDICAL DEFENCE ORGANISATION, 

WHY SHOULD I CHOOSE THIS  ASSOCIATION? 

THE M.D,A,V, IS THE ONLY ASSOCIATION BASED IN VICTORIA AND HAS 
BEEN SERVING THE PROFESSION IN THIS STATE SINCE 1895, 
BY JOINING THIS ASSOCIATION YOU HAVE IMMEDIATE ACCESS TO 
EXPERIENCED COLLEAGUES FOR DISCUSSION ON YOUR PARTICULAR PROBLEM. 

WHEN SHOULD I. JOIN? 

YOU HAVE JOINED, THIS ASSOCIATION HAS COVERED YOU IN YOUR LAST 
THREE CLINICAL YEARS AS ARRANGED THROUGH YOUR MEDICAL FACULTY, 

IMMEDIATELY FOLLOWING GRADUATION AND PROVISIONAL REGISTRATION 
WITH THE MEDICAL BOARD OF VICTORIA YOU SHOULD CONFIRM YOUR 
MEMBERSHIP. 
THIS ASSOCIATION WILL COVER YOUR NEEDS FREE OF CHARGE FOR THE 
FIRST SIX MONTHS, UNTIL THE FIRST ANNUAL SUBSCRIPTION OF $10 
IS DUE ON THE 1ST JULY, 1985, 

HOW DO I JOIN? 

TELEPHONE MR, DON ABBOTT ON 347-4904 

OR WRITE TO: -  

THE MEDICAL DEFENCE ASSOCIATION OF VICTORIA 

65 ELGIN STREET, CARLTON. 3053, (P,O. BOX 59, CARLTON) 

TELEPHONE: (03) 347-4904 
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THE 
MEDISHIELD 
BOOK SHOP 

FOR ALL YOUR STUDENT NEEDS 
(INCLUDING SPECIAL DISCOUNTS) 

WE ALSO GIVE GENEROUS DISCOUNTS ON QUANTITY 
PURCHASES. THATS US - MEDISHIELD BOOKSHOP 

WITH EVERYTHING YOU NEED - TEXTBOOKS, 
SKELETONS, HALF SETS OF BONES, DIAGNOSTIC SETS, 

INSTRUMENTS AND MICROSCOPES. 

ALSO AVAILABLE DURING 1985 

TEXT BOOKS. 
HALF SETS OF BONES. 

DIAGNOSTIC SETS. 

COME AND SEE US AT:- 

202 BERKELEY STREET, 
CARLTON 3053 

OFF GRATTAN STREET, 
OPPOSITE THE MELBOURNE UNIVERSITY 

PHONE NUMBER: 347 4122 

TRUST US TO GIVE YOU 
THE VERY BEST. 

Medishiekl 


