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From the Editor’s Desk

T

he roots of Bangladesh Medical Society of Victoria haven taken hold, which is
reﬂected through the ventures undertaken by this organisation – social, academic
and charitable events.

Practising medicine allows little time for us to expose and express our creative passions in
other aspects of life – imagination, reﬂection and creation of the world around us. During
our childhood, writing, reading and participation in cultural activities in Bangladesh was
part of our daily life. In the souvenir some of our members have opened a window into
their mind through poetry, short stories and a variety of literary pieces. My personal
interest is collecting the experiences of bygone days of our members. Last year some of
our members ventured this front and this year is no exception. In ﬁve years’ time, I am
conﬁdent I will be able to create an anthology of these memories.
One of our targets this year was to complete the database of members and accompanying
portraits. Unfortunately, this goal fell short of the mark as a signiﬁcant number of member’s portraits remained faceless. We hope to complete it in coming year.
BMSV has consolidated its base, and so now is the time to ﬂourish its existence in the
Bangladeshi and Australian community, and at least on the state level on topical issues –
both materially and intellectually.
Our organisation is indebted to Abdullah Al Amin. We apologise for any errors and inaccuracies
in the souvenir.
Enjoy our AGM 2019.
Together we move and ﬂourish.

Dr. Nazmul Hoque
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Message from the Health Minister
The Honourable Jenny Mikakos
Minister for Health
Minister for Ambulance Services

W

arm greetings and assalamu alaikum.

Congratulations to all members of the Bangladesh Medical Society on your work
and your achievements over the past year, bringing together Bangladeshi doctors
to increase workforce capacity and make a strong contribution to the diversity and
resilience of Victoria’s health system and society.
I have been impressed by the Society’s continued growth in membership (with 127
general practitioners and specialists across Victoria) and facilitation of professional
development opportunities to beneﬁt our healthcare practitioners and our communities.
The Society plays an important role in fostering engagement between Victoria and
Bangladesh. I would like to express my thanks for your fundraising support for Victoria’s
Royal Children’s Hospital and for the Children’s Hospital in Bangladesh.
Bangladesh-born Victorians play an important role in our economy, our society and our
health system. I understand that of the estimated 8,000 Bangladesh-born Victorians
over 800 work in healthcare and social assistance.
The 2019/20 Victorian budget provides a record $2.5 billion investment into service
delivery in our public hospitals. In addition to providing more funding than ever before
to support the very best care, the Victorian Government is committed to supporting
multiculturalism, with several policy frameworks enabling an integrated, whole-of-government approach. As well as the Victorian Government’s ongoing investment in developing
our health workforce and facilities across the state,the Department of Health and Human
Services’ ‘Delivering for Diversity Plan 2016-2019' aims to embed cultural diversity across
all the services we deliver..
The Plan aims to maximise the beneﬁts of cultural diversity, build capacity of cultural and
linguistically diverse communities, promote social cohesion and community resilience,
and ensure that our health services and infrastructure respond to the cultural diversity
of our state.
The Society’s work provides a great example of these beneﬁts and of the diverse contributions
Victorians are making to ensuring that our healthcare system provides the best quality
care for all in our communities.
Thank you for your continued support and I wish you all great success in the coming year.
Warm regards,
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Message from the President

I

t is great to see BMS Victoria passing through its second winter with lots of enthusiasm, and looking now forward to the beautiful upcoming spring. Personally, I think
winter is the best time to host AGMs and Scientiﬁc Sessions. You stay indoors, keep
yourselves warm and plan ahead for the warmer days to come.

Since the last AGM we have had a few events, which have brought us closer than ever. We
were also very pleased to have donated to the Royal Children’s Hospital, Melbourne, the
Bangladesh Shishu (Childrens) Hospital, Dhaka, and Sheba Bangladesh. All credit for this
undoubtedly goes to all our members and their generous contributions.
This year I am excited about the future of our organization. On top of our regular activities, we will try to make eﬀective health awareness within our community in Australia,
and help doctors pass the AMC and Fellowship examinations.
I anticipate another successful AGM, Annual Scientiﬁc Meeting, and cultural program.
This year the event will stand apart due to the presence of Honorable Victorian Minister
for Health Ms. Jenny Mikakos. Thank you Health Minister-your presence here today gives
us recognition and encouragement.
My heartiest thanks to our wonderful EC members for their time and hard work as well.
It is an honour to work with such an awesome team. Special thanks to Dr Nazmul for this
souvenir. Together we can stand high and achieve greater things. I hope our new team,
with the help of all members will continue the legacy of the founding team and take our
Medical Society to even bigger and brighter futures.

Dr. AMM Zahurul Quddus
President
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Message from the General Secretary

I

welcome you to the 3rd annual general meeting of the Bangladesh Medical Society
of Victoria. This event is a great opportunity to meet our members, review our
achievements to date and focus on our future ahead.

Our achievements over 2018 have been outstanding. The year ahead will also be an exciting
one as we plan to provide improved services for our community and members.
It has been a pleasure to be the founder general secretary of this organisation and I wish
the best for the new committee of 2019.
I also wish every success of the annual general meeting 2019.
With best regards

Dr. Ainul Kabir Hassan
General Secretary
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BMS of South Australia President’s Address

I

would like to congratulate Bangladesh Medical Society of Victoria (BMSV) for
successfully organising its Annual General Meeting (AGM). BMSV has grown over
the years and currently in its best form. I would like to commend your Executive
Committee (EC) for the hard work for making the organisation robust and relevant
to our doctors.
It is important to recognise, like Bangladesh Medical Society of South Australia Inc.
(BAMSSA), BMSV is an organisation run by its volunteer EC as best as possible. BMSV’s
success can only be maintained by the active participation of its members and patrons.
Please remember BMSV’s organisational strength not only beneﬁts you but also beneﬁts
our doctors all over Australia.
BAMSSA will continue to work with BMSV and I wish you a successful AGM.

Dr. Md Moniruzzaman

MBBS|MOHS(Syd) |MAvMed(Otago)|FRACGP|FACRRM|FARGP

President | Bangladesh Medical Society of South Australia Inc. (BAMSSA)

BMS of Western Australia President’s Address

I

would like to congratulate the Bangladesh Medical Society in Victoria for their
Annual General Meeting on behalf of the Bangladesh Medical Society of Western
Australia. I am looking forward to work with your organisation under the umbrella
of the Federation of the Medical Societies of Australia for the integration of the
International Medical Graduates of Bangladesh into Australian Health Service.
We wish you all the best for the successful Annual General Meeting.
With best regards,

Dr. Anisur Rahman

President | Bangladesh Medical Society of Western Australia
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BMS of NSW President’s Address

D

ear BMS VIC,
Congratulations for your wonderful AGM which is being held.

BMS NSW is always happy to help, collaborate and celebrate the achievements of
all of the colleagues of other states and medical societies. In particular it is wonderful to
see the BMS Victoria ﬂourishing and gathering to learn, network and celebrate the
doctors in your state.
As you are aware I have been elected as President of BMS NSW and it is always something
which we need to remember that this is a team eﬀort and a community commitment to
our valuable members across Australia. We should strive to ensure the members beneﬁt
and the junior doctors have the support of all the senior members of the community.
These societies should always be about inclusion and support and not about individual
personalities or political means. We have had many successful CPD seminars and
networking events recently and would be very honoured to have some members from
BMS Vic to attend our next event to increase the community between states.
Enjoy your AGM and we hope to see many of you in the future.

Dr. Shaila Islam

President | Bangladesh Medical Society of NSW
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Bangladesh Medical Society of Victoria (BMSV)

BMSV – 2019-2020 EC Committee
President:

Organising Secretary:

Dr. AMM Zahurul Quddus

1. Dr. Md Mominur Rahman Chowdhury
2. Dr. Nurun Nahar Munny

Vice Presidents:

Sports Secretary:

1. Dr. Abu Mustafa
2. Dr. Shahed Alam
3. Dr. Mohammad Mostafa
4. Dr. Zahid Hussain

Dr. Md Nazrul Islam

Cultural Secretary:
Dr. Muslima Khatoon

General Secretary:

EC Member:

Dr. Sufian Habib

Assistant General Secretary:
1. Dr. Rokon Uddin Ahmmad
2. Dr. Muhammad Aziz Rahman

Treasurer:
Dr. Manjur Morshed

Joint Treasurer:
Dr. Shahid Khan

Office and Social Welfare Secretary:
Dr. Nazmul Hoque

Co-Professional Development Secretary:
Dr. Shafaet Jamil

Joint CPD Secretary:

1. Dr. Ainul Kabir Hasan
2. Dr. Firoz Ahmed Khan
3. Dr. Abu Ahmed
4. Dr. Firoz Alam
5. Dr. Shafiul Milky
6. Dr. Shameem Jahan
7. Dr. Jaglul Pasha
8. Dr. Shamim Khan
9. Dr. Syed Rashedul Huq
10. Dr. Mohammad A Rahman
11. Dr. Ashraful Islam
12. Dr. Sanwar Sawdagar
13. Dr. AKM Junaid Tanveer
14. Dr. Md Nazmul Karim
15. Dr. Tony Amin
16. Dr. Nashrin Nazim
17. Dr. Akhter Islam

Dr. Niaz Reza
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2018-2019
Income:
BMSV Membership Fee
BMSV AGM-19 Fee
BMSV Sports-19 Fee
BMSV Picnic-19 Fee
BMSV Charity Fund Collection 18-19
Total Income =

Amount
$4,890.00
$6,202.00
$3,490.00
$4,525.00
$5,859.00
$24,966.00

Expenditure:
BMSV AGM-19 Expenses
BMSV Sports Expenses
BMSV Picnic Expenses
BMSV Charity Donation & Misc. 18-19
Total Expenditure =

Amount
$1,385.00
$3,308.00
$4,047.62
$5,598.00
$14,339.62

Bangladesh Medical Society of Victoria (BMSV)
Together, we move forward and ﬂourish

Balance Sheet
As at 29th May 2019

Current Assets:
Cash in Hand
Cash at Bank

Current Liabilities:
Current Liabilities

Total Assets =

Amount
$0.00
$16,043.87
$16,043.87

Total Liabilities =

Amount
$0.00
$0.00

09 | ASCLEPIUS | JUNE 2019

10 | ASCLEPIUS | JUNE 2019

cÖwZKvi, †`‡L hv‡”Q
m‡q hv‡”Q
PzcPvc|

PzcPvc
Dr Lutfunnessa Quddus
MBBS , FRACGP, FRNZCGP

AvRKvj e‡m _vwK
PzcPvc
g„Z wWswMwU‡K
¶vi R‡j †f‡m hvIqv
†`wL
nZfvM¨
gvwSwU‡K †kl m¤^j
nvwi‡q
Amnvq wkïi g‡Zv
Nv‡U e‡m _vK‡Z
†`wL|
Av¸‡bi
†jwjnvb wkLvq gi‡Q
gvbyl
†KDev jvwd‡q
†KDev wbiæcvq e‡m
†_‡K
AivRKZvq
M‡o DV‡Q kni, Awdm, Av`vjZ
Av¸b R¡vjv‡bvi
Drm cÖPzi
†bfv‡bvi †Kvb
Av‡qvRb †bB
kni DRvi K‡i
fxo Rwg‡q‡Q gvbyl
†`L‡Q Av¸‡bi
K¬vwšÍnxb Avùvjb
gy‡Vv
K¨v‡givq Zzj‡Q Qwe
gi‡bi, K‡ói,
hš¿Yvi Avi
wecbœZvi
†evgv n‡q †d‡U
DV‡Q bv †KD
ïav‡”Q bv

GKvwaKevi
bvixi Aveªy nib †`wL
awl©Zv bvixi
AvZ©bv` ïwb,
†cÖwZbx‡`i
Drme †`‡L
`vu‡Z `vuZ †P‡c e‡m
_vwK
gvbyliƒcx
iv¶‡mi f‡q µgk
gvbex‡`i wbmsM n‡q
†h‡Z †`wL|
`‡¤¢i AZj
†_‡K, AÜKv‡ii
wbweoZv †_‡K
N„bv n‡q, wel
ev®c bv n‡q, GB me
gy‡Lvk
bv Ly‡j,
wb‡Ri gv‡S cÖPÛ
Av‡MœqwMix
aviY K‡i i‡q
hvB Pzc Pvc|

ÒgvÓ Zzwg
Dr Songita Rahman Raka
eûw`b e‡mwQ Avwg KvMR Kjg wb‡q
†Zvgv‡K wb‡q wKQz wjL‡ev e‡j
e‡mB D‡V wM‡qwQ PU K‡i
†Pv‡Li cvwb iæL‡Z cvwiwb e‡j|
e‡jv wK K‡i evuwa GB AbyfzwZ
fvjevmv ej‡Z c„w_ex‡Z ïay †Zvgv‡KB ey‡SwQ
†QvU‡ejvq evev‡K nvwo‡q †eu‡PwQ †Zvgv‡K Rwo‡q
Zzwg Avi fvjevmv wg‡k †MQ GKvKvi n‡q|
KL‡bv †Zvgv‡K ej‡Z ïwbwb ÒAvB jvf BD"
g‡b c‡o bv KL‡bv w`‡qQ GKUvI Pzgy
A_P †Zvgvi gv‡SB †`‡LwQ fvjevmvi QovQwo
wQj bv Zv‡Z GKUzI †jvK †`Lv‡bv evovevwo|
hw` KL‡bv wKQz g‡b c‡o
Zv n‡jv †Zvgvi ivwk ivwk eKv
mšÍvb gvbyl Kivi wQj †Zvgvi KwVb mvabv
eKv‡ZB jywK‡q wQj †Zvgvi fvjevmvi gy³v Avi nxiv|
Avjvni c_ †`Lv‡bvi AvcÖvY †Póv wQj †Zvgvi
wb‡qwQ‡j Zzwg cy‡ovcywoB `vwqZ¡ Zvi
fz‡j wM‡qwQ‡j ZzwgI gvbyl
†Zvgvi wb‡RiI wQj A‡bK h‡Zœi `iKvi|
fxlY Avkv wQj Avgvi g‡bi Mnx‡b
_vK‡ev †Zvgvi Av‡k cv‡k
my‡hvM n‡e ZLb †Zvgv‡K h‡Zœi
fvM¨ †Kewj ivLj Avgvq †nv‡÷j Avi `~i‡`‡k|
AvR Avgvi A‡bK co‡Q g‡b
wZb wZbwU eQi †Zvgvq bv †`L‡Z †c‡q
cvM‡ji gZ nVvr K‡i
DVjvg †c‡b KvD‡K wKQz bv Rvwb‡q|
nVvr mdi wb‡q n‡jv A‡bK gRv Avi K_v
wQj Zv‡Z Avb›` Avi iwmKZv
†Zvgvi cvb LvIqv gy‡L wQj wgw÷ Pvcv nvwm
ïay †Zvgvi †Pv‡LB †`‡LwQjvg Mfxi fvjevmv|
cÖkœ K‡iwQ wb‡R‡K Avwg A‡bKevi
†Kb †Kb n‡jv GZ `y‡i _vKv?
hv‡K fvjevwm Zv‡K †Kb hvq bv cvIqv
ey‡SwQ Ae‡k‡l fvjevmv n‡jv ü`‡q AvuK‡o ivLv|
†mŠfvM¨eZx Avwg †c‡qwQ †Zvgvi gZ gv
`vIwb ïay Rb¥, LvIqv-`vIqv Avi †jLvcov
†Zvgvi nvZ a‡iB †c‡qwQ Avwg m„w÷KZ©vi †`Lv
Ògv" Zzwg _vK m„w÷KZ©vi eÜy n‡q GUvB cv_©bv|

11 | ASCLEPIUS | JUNE 2019

Menapur to Melbourne
– The Blessed Journey
Dr Manjur Morshed
Who created death and life that He might try you as to
which of you is better in deed. He is the Most Mighty,
the Most Forgiving. Al Qur’an- Surah Al Mullk 67:2.
After my recent thoracic surgery I had the opportunity
in my busy life to look back & think about who am I &
where I am from after about six decades of life.
This is the 2nd time in my life felt to the deepest heart
what we are blessed with from Allah swt in our day to
day life that hardly we think about these – like simple
breathing!
Menapur a small village in Chandpur district Bangladesh
to Melbourne a metropolitan city in Australia a long
journey across the countries & continents.
After this long period when I have to my birth place in
Menapur things are still like same greenish nature of the
ground & surroundings where I enjoyed my early
childhood as kindergarten of limitless areas in rural
nature & endless opportunity to do something.
Although I had to follow certain ground rules at home
like get up before sunrise, read Arabic & Qur’an before
breakfast, attend local masjid for Arabic study in group,
read books with kerosene lamp or hurricane but rest of
the day I was on my own play around alone with mates.
I had a gang of friends wherever I was up to end of my
primary schooling when I used to led the gang to do so
many things which I think was somewhat like heroic, In
my millage used to go for playing on the open ﬁeld,
climbing diﬀerent trees just for fun, exploring the birds
nest on top of tress, picking up fruits from top branch,
ﬁshing in day in local pond & also in night with lantern,
competition of climbing of betel nut’s trees, & many
more. Some time causing headache for parents by delay
to come back for lunch. Whatever I did never missed the
intention to be best boy everywhere even at school. At
our home me with my sistrs used to sit all around the
table at the night everyone was reading our own
without taking any attention of other’s reading noise.
Remember the golden time of my early schooling was in
Darshana Customs Colony Primary school in Chuadanga
under Kustia district before the 1965 Indo-Pak war.
Build up my life skill of reading books again & again &
also reading whatever could come across me- like
Bangla newspaper, senior’s all story books & the other
story books from here & there. In this way passed the
early schooling to move to high school when I have
afced very much changed environment almost every 1-2
years due to my father’s job that he used to be
transferred very frequently from district to district so

that I had to be in 5 diﬀerent high schools in 5 years.
Sometimes that put me in a friendless few months then
when I built my circle then had to move again. It was a
very exciting in some situation other time very depressive feeling in anticipation what will happen next!
When I was in year 10 the liberation war in 1971
started & we were the in Ramgarh Tea Estate which is
in Chittagong Hilll Tracts. At that time our family had
to move inside India staying the good last part of
Liberation war time in makeshift huts in Amlighat in
India opposite the Shuvapur of Feni district. Finished my
secondary school (year 10) from Chittagong Collegiate
School. Now I become astonish to myself how I used to
walk from Agrabad/Hajipara area to collegiate school
which I presume not less than 3 miles one way but was
no complain to anyone never had the chance to use
rickshaw anytime then which was a bit luxury to my
family.
During this end part of my high school one night I was
severely sick with Abdominal pain when dad to me to
the Chittagong Agarabad colony medical centre. My
father took me with him inntot he Dr’s room avoiding
the queue when the working doctor misbehaved with
him why he did not wait for us to be called inside the
room !! That was my turning point of life that I decided
that I would be a doctor one day, will move around
wherever the opportunity comes & serve human being
with dignity never be angry with anyone!!
After that I had to leave my family for higher secondary
study in Camilla Victoria college & passed my time of life
depending on my own – earning my livelihood by
lodging & tuition to earn my academic expense on top
of the grant from my dad. Achieved the courage to face
life & strength to face the hard reality of life. Despite
all these hard reality of llife never gave up the idea
that I want to be a doctor!! After ﬁnishing the higher
secondary (year 12) got admission to Dhaka Medical
College & I felt Allah swt blessed me with the wish I was
cherishing in my heart.
Then started the another chapter of life. After ﬁnishing
the Medical study – internship another golden part of
life - no responsibilities & getting earning! By the end of
this period luckily was selected by Iran Govt selection
team with about 25 times higher salary!! Was diﬃcult
to resist to miss the opportunity. It the mid-winter
when arrived in Tehran the capital of Iran, sub-zero
temperature, cold feeling was not cold – it was burning
feeling, white snow covered streets, cars moving with
chain around the wheel. Many similar things seen 1st
time in life that amazed me. Near about 8 yrs of stay in
Iran was very lonely, isolated, very remote mountainous
area. But enjoyed the excellent hospitality of local
Iranian which is unforgettable.
After return in Bangladesh found that it’s diﬃcult to
cope socially & also to resettle professionally. At some
stage in 1994 NZ immigration application opened the

12 | ASCLEPIUS | JUNE 2019

door for new era. Migrated in 1995. Had no job initially
trying to study for medical entry exam. But to keep
myself busy with intention to do some good for our
Bangladeshi community me & Nabi vai & few others –
we established the 1st oﬃcial Bangladeshi Association
Christchurch. Left that city to move north in NZ.
After struggling to pass the entry exam Allah blessed me
the good opportunity to start work as a doctor in
Hamilton, NZ. After enjoying the earlier community
interaction here also felt the absence of formal
Bangladeshi association. So also took the initiative to
establish the 1st oﬃcial Bangladeshi Association in
Hamilton. Good memory of that time still remind me
when I meet many of our Hamilton community
members here in Melbourne.
In 2009 when attended a GP conference Christchurch
was struck by 1st severe earthquake. Was staying on
10th ﬂoor of a hotel. After that shock wave when

survived that night – 1st time in my life felt to the
deepest heart what our life & death is in hands of Allah
swt despite our all careful calculation & plan in our life!
I want to ﬁnish the story of this long journey with
expression of my gratefulness by mentioning the name
of Dr ABU Mustafa (Litu vai), whose inspiration &
support made me to take the big decision to leave NZ
& come here in Melbourne to get the very happy life,
enjoying the best association of our Bangladeshi
community especially our Bangladeshi doctors in this
BMSV!!
All of these good things happened to me because Allah
has provided these for me as gift not that I have
achieved by my own. This feeling comes in mind when I
compare me with my many old friends – that’s why I do
more submission to Him (Allah swt).

The Truth

Muslima Khatun Muna
The sharp whistle of the kettle cuts
through the dull patter of rain beating
against the nearby window. Zaila refocuses on reality. She makes her cup of tea
before peeping out the window. She
watches the drops splatter against the
glass, too fast to concentrate on a single raindrop. The
ﬂood of rain reminds her of her dreams. It’s the same
one every time; a vast ocean with nothing but a box
ﬂoating amongst the waves. Inside the box is a bird. You
cannot see the bird yet you still know it’s there. It
always leaves her unsettled. As a journalist, she always
wants to know the full picture. Why does she keep
seeing this? What does it mean?
She suspects it might be the stress from work. She has
an article awaiting publication that exposes the true
nature of a politician who is likely to win an upcoming
election. However, the agency she works for has ties
with the political party and her article has been warned
to be modiﬁed numerous times. Her boss Michael
suggests the article would cause a political crisis in the
party and jeopardise the relations between them and
the party. However, Zaila has her own ideology about
expressing truth. It should be said regardless of the
consequences. It is not something that can be contained
nor hidden away from public eye. She ﬁnished her tea
and gets ready for work. She has an appointment with
Michael at 9:00am to discuss her article further- he
suggests modifying it without upsetting any party.
She arrives at work late. The drive to work was not a
long one but a signiﬁcant detour caused some delay.
She heads to her oﬃce, walking past the receptionist
who gives a forced smile before continuing to tap away
on her phone. Just as she is about to enter the elevator

the receptionist chimes in- ‘If you’re planning to
meet Michael you should reschedule’. Zaila
ignores this and continues. This information is not
surprising; Zaila knows Michael resents her piece
and avoids it when he can.
She is greeted by the face of her editor, presenting what
appears to be a message on the editor’s phone sent
from Michael. The editor hands Zaila the phone before
chuckling. No one in the oﬃce is supportive of Zaila and
this article. Not even her editor.
‘So Michael is taking two weeks oﬀ’ the editor states,
pleased with this outcome.
The news is not surprising. She stares blankly at her
editor, unsure of what to say.
‘He suggested you take some time oﬀ work too, don’t
you remember?’ the editor continues.
‘No I don’t actually.’ Zaila remarks. She heads to her
desk and proceeds to open her laptop and begins typing
away, formulating an email to the head publisher for
presenting her piece. Curious by the sound of fast clicks
and taps, the editor walks and looks over Zaila’s
shoulder. He realises what she is doing and detests.
‘You can’t email them, we have postpone it now since
Michael isn’t here’ the editor exclaims.
‘I’m publishing the article regardless. I don’t need to
wait for Michael’. Zaila sends the email. A surge of
adrenaline riddled with anxiety courses through her.
She knows what she has done and she knows the price
she paid for her to speak her truth.
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The editor frantically begins dialling Michael’s number
only for it to go straight to voicemail.
‘He might be gone for a while’ Zaila remarks.
The following morning, her article has been the focus
for many news broadcasting agencies. The information
creates a political divide and the politician is relocated
from the city in fear of their safety. Zaila is overwhelmed with the news. She is receiving death threats
and messages of support but she could not care for
these any less. She sits, proud and accomplished with
what she has done. The oﬃce gets busy with multiple
phone calls all asking for Zaila and a direct quote from
her. She does not accept these oﬀers.
It has been several weeks now. People still argue about
the current politics. There is news circulating of
Michael’s disappearance- he has been missing for weeks
and has not been heard from. People suspect he
funded the politician’s propaganda and accepted bribes
from the political party for inside secrets. This news
pleases Zaila. It feels as if she served some justice in this
corrupt world.
‘Michael is missing, Zaila, how are you not more
worried?’ complains her editor.
The media has made an up a huge story about Michael’s
disappearance and her silence. She has to clarify the
mess made by media and ﬁnd out the real cause of
missing of Michael. However, she is not afraid. Zaila

knows that the truth comes with a price but it is one
that is worth the expense for. She understands that you
cannot hide the truth in the vast, empty places of the
mind. It will always come back to remind you that it is
there.
6 months later, Zaila is in her work working on a project
on contamination of water. She gets a call from her PA,
a police oﬃcer wants to meet her now. Ziala feels a bit
uneasy to hear that but keeps herself calm and allows
to come the oﬃcer.
“Ms Zaila , we are asking some question about disappearance of Micahel Bordman, the last person he spoke
with was you. Can you tell us about the content of the
conversation?
Zaila explains in brief about the conversation in calm
way. She knew there may be some trail she left in her
action but they are not strong enough to prove
anything.
The oﬃcer leaves his card and advises her to contact
when necessary.
Michael’s name is in missing list for last 6 months. Zaila
knows he is not missing. She wants to keep this truth in
herself, like that bird in a box in her dream.
She has been now waiting to see how the world unfold
the truth.

The Zambian Transit

Ahmed Sharif Shuvo

Zambia was the ﬁrst country where many Bangladeshi
doctors of our generation lived and worked before
settling in various western countries including Australia.
In that regard, Zambia was the ﬁrst transit for many of
us before reaching our ﬁnal destination. It was not the
Zambian safari parks, the famous Victoria Falls or the
mighty Zambezi River that attracted us to venture out to
that country. Indeed, Zambia was one of the few
countries that granted on arrival visa to the Bangladeshi
passport holders. So, it was a natural choice for the
young Bangladeshi doctors of our time who wanted
somehow to ﬁnd an exit route. Health care in private
sector didn’t ﬂourish in Bangladesh in the 80s and early
90s and hence, the employment opportunity was not
that great for the young graduates. Many of them
wanted to explore alternative options abroad and
ended up in Lusaka. It was a mutually beneﬁcial venture
for the Zambian government as well. At that time
Zambia lacked necessary health manpower and was
dependent of overseas doctors for whom they had to
pay a huge amount of foreign currency. Their economy
was in decline and the country went almost bankrupt
attributed to falling copper price in international market
and also to rampant corruption. It became increasingly

diﬃcult for the government to keep their hospitals
aﬂoat. The hospitals were run mainly by the skeleton
Cuban and Zambian doctors. That time young doctors
mainly from Bangladesh and Pakistan started arriving.
These doctors were recruited by the Ministry of Health
through a short interview process. It was a win win
situation for both parties. The young doctors got jobs to
kick start their career and started earning (even though
meager) and the Zambian government was spared from
spending much money for the recruitment process of
the foreign graduates. Most of the young doctors were
deprived of the foreign currency inducement and were
contracted for a local currency (Kwacha) salary. Only a
few were oﬀered foreign currency inducement on top
of local currency salary.
Most of these doctors were posted in various district
and provincial hospitals. The supervision and clinical
support were minimal. They had to work long hours
under demanding circumstances. The huge number of
patients they had to see every day along with meager
resources, lack of investigation facilities and non-availability of essential medications made the life of these
young doctors extremely diﬃcult. To make things
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worse, that was the pre mobile phone, internet and
facebook era. Social isolation was at its worse. However,
these adversities made them extremely resilient and
eventually created may success stories both personally
and professionally.
The life of the Bangladeshi doctors in Zambia was
almost identical to one another. So, the readers can
redraw the picture of the lives of Bangladeshi doctors
working in Zambia during that time through my story. I
was recruited and posted to the Mansa (the capital of
Luapula province) Provincial Hospital. The problem
started at the very ﬁrst day. The Ministry of Health
didn’t have enough money to pay for our work permit
fees to the Ministry of Immigration. Along with some of
my colleagues, I was asked to wait for the time until
Ministry of Health can source that money. We were
given vouchers to stay in Lusaka Hotel. The boarding
and lodging were free. We were entitled for unlimited
food and drinks. During that time many Bangladeshis
(doctors and non-doctors alike) were in Lusaka looking
for job. It was usual for us to host them in Lusaka hotel
for lunch or dinner regularly. Well, it was within our
entitlement, although hard to believe that one ministry
didn’t have money to pay another ministry for work
permit fees, but they had no problem of letting the new
recruits stay in the hotel weeks after weeks.
The payment issue was solved eventually and I along
with few other doctors eventually left Lusaka Hotel to
join our respective hospitals. In Mansa, I was greeted by
Zahir Bhai and Mahmud Bhai who were two years
senior to me in Chittagong Medical College. In such a
place, seeing both of them was a blessing to me. Three
of us stayed in the same house for a while. Hospital
provided basic accommodation for us. We used to spent
almost all day in the hospital working in the wards and
then in the OPD. Suddenly, I became a ‘Physician’ in
Mansa. Anyone working in Medicine department was
regarded as ‘Physician’, in Pediatrics department was
regarded as ‘Pediatrician’ and so on. The consultant in
my department was a Cuban Doctor. He formed a
special friendship with me after knowing that I was a
political activist believing in Socialism. The patients were
very thankful at whatever we were able to do for them
with meager resources. They really respected us the
way a young doctor dreams of.
We had to do on call duty as well. That used to be a
nightmarish experience. For example, phone rang at
9.00 pm for a diﬃcult delivery or an emergency patient.
I quickly had my dinner, got ready for the hospital
transport to arrive, only to ﬁnd that there was no fuel
for the transport. I used to take the house guard with
me and a torch to venture out the streets of Mansa in.
The hospital was about 2 -3 km away, reaching about
11.00 pm. After attending to the patient and doing the
needful, came back home on foot at about 2.00/3.00
am to have a few hours sleep.
Hospital duties aside, my life was not too dull as
Mahmud bhai, Zahir bahi and I spent time chatting (not
messenger/ facebook chat though) while cooking or
studying. Zahir Bhai and Mahmud Bhai were preparing

for USMLE, I was studying to survive the clinical work.
My wife Ruma and Zahir Bhai’s wife Parveen (another
CMCian) joined us after a few months and we, the three
doctors had to move to diﬀerent houses.
Ruma and I started our new life. The house was on
about an acre block of land. We had to be satisﬁed with
the broken and dilapidated furniture along with some
basic crockeries provided by the hospital authorities.
Ruma stayed alone at home while I worked at the
hospital. We had no neighbor and Ruma had no one to
socialise with. It was not easy for us to visit Mahmud
Bhai or Zahir Bhai at night as there was no street light in
that town and the streets were full of drunk people
roaming around. However, in some evenings we used to
take a torch and ask our guard to accompany us in the
dark to Zahir Bhai or Mahmud Bhai’s house. That was
our only recreation. There was even no TV. The
challenge was even greater for Ruma on the nights
when I was on call. I used to leave her in that house.
There was pin drop silence except occasional barking of
street dogs and absolute darkness outside the house.
We had a guard named Akim Lwando who lived in the
same premises in small hut with his family. I used to ask
him to come and sit in my sitting room (presumably for
the safety of Ruma). On my return, I used to ﬁnd him
totally drunk yet sitting still in my drawing room and
Ruma asleep in the bed room locking form inside. It is
really surprising that no harm was done. I had no option
but to leave Ruma in that situation. Fortunately, Akim
was like most Zambians; humble, obedient and docile
even when drunk.
Grocery items, especially the food we were used to was
not easy to ﬁnd. There was only one government run
super shop in town. Supply was scarce. If something of
need arrived, it was ﬁnished in a day or two. People use
to stockpile the necessary items including food. Availability of safe drinking water was another challenge that
made worse the draught at that time. Supply of tape
water was limited to 2 -3 hours a day. Ruma has to
preserve water for drinking, washing and even toilet
ﬂushing. That was almost a full time job in itself. We had
to boil the drinking water like we did in Bangladesh. At
one time there was a total failure of the water supply
system. The hospital transport used to supply water in
drums once a day from the River. The water was not
only full of germs but also dirty. To make things worse,
at that time a dead body was found in the river near
Mansa town. Alas! We had no option but to drink it.
Before boiling we had to ﬁlter it in a primitive way using
3 -4 layers of clean cloth as a ﬁlter. Ruma used to boil
that river water for at least 90 minutes before letting it
cool. How simple was that life!
In the midst of all these, Ruma and I were expecting our
daughter Antora to arrive. We realised that it would be
extremely diﬃcult for Ruma to deliver in such a diﬃcult
situation. There was no appropriate care available
should anything go wrong. So, I applied to the ministry
for a transfer to Livingstone, another provincial capital
with more resources and amenities. Life was not much
diﬀerent but the hospital had more stuﬀ and resources.
Ruma was able to receive some basic Antenatal care
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during her pregnancy. There was a small Bangladeshi
community in Livingstone to have some social support.
A Bangladeshi accountant Shaﬁk bhai was our next door
neighbor. His wife was friendly to Ruma and was a good
support for her. We soon realised that there was no
future in Zambia for us and needed to move for a better
future. South Africa was in my immediate plan as they
were recruiting foreign doctors at that time. I partnered
with Nur Hussain Bhai (another CMCian working in
Livingstone General Hospital) to study for the examination conducted by the South African Medical Council for
registration. That was our gateway to move to South
Africa later.
Despite the challenges of life in Livingstone, we enjoyed
frequent visit to the world famous Victoria Falls and
boat ride on the Zambezi River. I was fortunate enough
to have visited great falls, the Niagara (while in Canada)
and the Victoria. The boat ride on the mighty River
Zambezi was thrilling with frequent sighting of the
Hippos. Tiger ﬁsh from the Zambezi River is one of the
testiest ﬁsh I have ever eaten. We had to cross the
border frequently to Falls City in Zimbabwe for shopping.
It was time for Antora to arrive to brighten our life.
Swapan Da (I will tell about him later) called me and
suggested I took Ruma to Lusaka and let her deliver at
the University Teaching Hospital (the only tertiary
hospital in Zambia). I had almost no money (only $100
in my pocket) and was unsure what to do. Swapan Da
and Boudi suggested I didn’t worry about it and just go
to Lusaka and stay at their house. So, Ruma and I
complied. Antora was born in the UTH. Before and after
her birth we stayed at Swapan Da’s house and Boudi
looked after Ruma and Antora the way I can’t express.
Her daughters Suravi and Putul was there always to help
as well. Life even got more diﬃcult after the arrival of
Antora. I didn’t often have enough money to buy nice
clothes for her. I regretted for not being able to buy a
perambulator for my little angle. What could you expect
with a salary that was equivalent to 6000 Bangladeshi
Taka! We had to move to South Africa in a hurry.
I sat for the South African registration examination and
passed eventually. That was my escape route to a better
future. I moved to South Africa at the end of December
1993 during the dying days of Apartheid. That was
another uncertain journey that I survived. South African
work and training was my path way to Australia.
My Zambian storey won’t be complete without saying
few words about Swapan Da (Mr Swapan Sarker) and
Boudi (Late Mrs Shefali Sarker). One has to be fortunate
and blessed enoughto have come across couple like
them. This is a true storey although it may sound too
good to be true. I heard about Swapan Da for other
Bangladeshi doctors. He was Bangladeshi accountant
working in Lusaka.
I met Swapan da in Lusaka Hotel. It was the day of Eid Ul
Adha. A few Bangladeshi doctors were staying at the
hotel while waiting for the work permit issue settled
before joining our respective hospitals. As mentioned
before, it was a prolong and frustrating wait. Moreover,
celebrating (actually a lack of celebration) Eid far away

from family and friends made us deﬂated. We went for
prayer in the morning and came back to our rooms and
decided to spend time by playing cards. Suddenly we
heard a knock at our door and there was Swapan Da
introducing himself. He heard about us and came to
take us home to spend the Eid day with his family. We
were surprised to note that a Hindu gentleman came to
take us along to celebrate Eid with his family. Nevertheless, we complied with his request hoping to get out of
the depressing time.
More surprise was waiting for us. After reaching Swapan
Da's house, we found there are few other Bangladeshis
(who were waiting for employment like us) there. Boudi
and their two daughters Suravi and Putul welcomed us
and quickly made us comfortable with their warmth.
There were Polao, Shemai, Jorda and diﬀerent other
traditional Eid dishes waiting for us. Swapan Da then
asked us who can perform Qurbani? Why? We asked. He
then said, ‘I organised some goats for you to perform
Qurbani. I want you to slaughter them for your Eid ritual’.
When I remember that day, it still brings tears in my
eyes. How can someone Belonging to one religion hold
that much empathy, love and understanding for people
from another religion!
That was the start of my relationship with Swapan Da.
Whenever, we came to Luska for departmental issues,
we were oﬀered government accommodation in Lusaka
Hotel. Almost invariably he came and took us bag and
baggage to his home. No question asked, no excuse
accepted. It was not only to me, his hospitality was
extended to many. We spent a lot of time at his house
before joining our respective hospitals and also during
our holidays. His house was our 'home away from
home'. After realising Zambia was not our future and we
need to move to South Africa, all Bangladeshi doctors
started preparing for the South African Medical Council
examination. Some of us took leave from our job and
came to Swapan Da's house to study in partnership for
the examination preparation. Dada and Boudi did what
could only be expected of one's parents, no one else.
That was during Ramadan. Boudi used to prepare seheri
for us and left it on the dining table before going to
sleep. On the following evenings, there was iftar as well
with peyaju, chola, muri etc.
They have even kept jaynamaz for those who wished to
pray. Zambia was a diﬃcult chapter in our life. Swapan
Da and Shefali Boudi made it little easy. No gratitude
and complement can equate their contributions. I still
regard Swapan Da as my elder brother.
When I passed the South African Medical council
examination at the end of 1993, that was a huge relief.
That was my pathway to eventually ending up in
Australia. Despite the diﬃcult time in Zambia, it allowed
me to get back on my feet, gaining some valuable work
experience and also learned some survival skill and
resilience. It was a transit worth going through in that
regard.
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From ‘First-Fleet’ to 21st century:
The Overseas-trained Doctors in Australia

Dr Sharafat Malek

MBBS (DU), MPH (UNSW), PhD (Monash)

Population & Global Health Academic | Monash University & The University of Melbourne, VIC
“… a group of people [OTDs] in Australia without whom our
health care system would collapse and yet whom we only tend
to hear about when something bad happens”
(Swan, 2008; online).

Overseas-trained doctors (OTDs) or as they are recently
called ‘International Medical Graduates (IMGs)’ are
medical graduates who have completed their primary
medical degrees in a country other than Australia or
New Zealand. One of the long term solutions to recurring medical workforce shortages in Australia has been
to recruit international medical graduates (IMGs). So,
how long ago this manpower shortage had been ﬁrst
felt for the workforce? Since when had they started
recruiting IMGs? This paper looked back with an aim to
present some historical information around a medical
system that was ﬁrst ever established in Australia and
about the doctors who had served in that pioneer
medical workforce.

Until the “Melbourne Medical
School” was founded in 1862
and its ﬁrst doctors graduated
in 1867, all western doctors
practicing in Australia were
trained overseas and until
federation in 1901, most
doctors who practiced in
Australia were overseas-trained doctors. Indeed
until
well into the 20th century,
many leading medical practitioners and administrators
in Australia were overseas graduates.
There was a second major wave of medical migration to
Australia during and after the Second World War (Kunz,
1975; pp 5, 40). Kunz (1975) reported that during the
war, there were over ﬁfty medical practitioners among
the refugees who had come to Australia from Hitler’s
Europe. A Department of Immigration survey in 1951
revealed that there were 287 male and 63 female
medically qualiﬁed displaced persons residing at that
time in Australia (Kunz, 1975; p. 22). Their numbers
increased quickly in the post World War II period as
there were over 3,000 doctors (‘Displaced Persons’) in
European refugee camps seeking a new life. The international movement of doctors from one country to
another has a long history and continues to be common
worldwide.

Richards (1994; p. 73) calculated that between 1788 and
1818, among the 17,880 convicted men transported to
Australia, there were at least 24 who were involved in
some form of medical or paramedical practice in Britain.
The other group of medical practitioners who came to
Australia were military or naval surgeons. General John
White was the ﬁrst western doctor (Ship’s surgeon) to
reach Australia with the First Fleet in January of 1788
[source: www.medicalpioneers.com/colonial.htm accessed on 30.06.09]. ‘Ship’s surgeon’ doctors served
on convict ships coming to Australia. Many such doctors
apparently made one or two trips before settling in
Australia. In 1814, a new position of ‘surgeon-superintendent’ was created. In this new position
doctors worked as independent government agents
employed on a ship. In addition to their medical and
public health duties, they looked after various administrative tasks during the voyage. Military doctors
(Regimental medical oﬃcers) served in the regular
British army units based in Australia until the establishment of the colonial regular army in 1870 [source:
AMPI, online]. The Australian regular army medical
corps was established in 1891..

The movement of international doctors to Australia
entered yet another phase in the 1980s, following the
federal Government’s policy to reduce the number of
medical students training places in Australia (Hawthorne & Birrell, 2002). Increasing doctor numbers were
thought to be directly linked to an increase in health
care costs. Therefore cutting the number of training
positions would result in fewer doctors and thereby
lower health care costs (Birrell, 1996). Following this
unsuccessful policy change, the demand for IMGs
steadily increased and the Australian graduate numbers
decreased.

Civilian doctors (Colonial surgeons) worked mostly in
hospitals as ‘Government medical oﬃcers’ in every
district of the Australian colonies. The colonial ‘general
practitioners’ (both urban and rural) responded to the
usual general health and public health issues. The
colonial ‘specialists’ were generally surgeons who were
called upon to perform very limited varieties of surgery.
These overseas graduate doctors also used to work as
“coroners”, “medical researchers”, “editors of the
medical journals” and “medical lecturers” as these roles
were developed during the 18th and 19th century (Due,
1995).

Since European settlement, Australia has always
received international medical graduates. The policies
surrounding their practice and acceptance in Australia
have gradually changed to reﬂect local needs. Since the
1980s, there have been more discussions on and around
IMGs than there were in earlier periods due to the
introduction of the national exam. The IMGs’ rushed to
appear in the exams and government became concerned
both with ‘patient-safety’ issues and in considering
‘more doctors mean more billing on Medicare’ (Birrell,
1996). Restrictions and rules to control their practice
started to increase but IMGs kept coming to Australia
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to Australia raise complex issues of race, culture and
government and professional policy and politics.
So, we have seen now Australia has moved from an
entirely IMG workforce to the ‘IMG as problematic’.
Data in the McLean & Bennett (2008) study show that
31% of general practitioners in Australia are IMGs. This
percentage of IMGs is greater in rural and remote areas
(37%) than in metropolitan areas (28%). To practice in
Australia, IMGs need to gain accreditation (AMC
website). This process is complex and has changed over
time (Birrell, 1997; Van Der Weyden & Chew, 2004).
Commonly we hear about and research Temporary
Resident IMGs (TRIMGs). Bates and Andrew (2001)
point out that generally IMGs are older than locally
trained hospital residents and many have increased
family and ﬁnancial responsibilities. Kidd & Zulman
(1994, p.75) stressed that IMGs may experience
disadvantage and frank discrimination (i.e. ‘The
Australian’ newspaper on 03/08/89, p. 2) in re-entering medical profession. Their comments were based on
the fact that IMGs are unemployed, part-time workers
or working in an area diﬀerent from their
professions [McGrath et al. (2009) and Srivastava

(2008, 2004)]. Information on source countries and
licensing exam performance of IMGs are available from
the AMC data inside AMC Annual Reports (2002 &
2003).
In contrast, we know very little exclusively about
Permanent Resident IMGs (PRIMGs) and their
experiences. Accurate published data on the number
and experience of PRIMGs is diﬃcult to ﬁnd (i.e.
through Census, DIMIA or ABS statistics). What is
known is that PRIMGs who are either outside the
medical workforce or are not enrolled in the AMC
system will not be recorded in any readily available
database [Birrell & Hawthorne (1996; p. 3)]. Knowing
about PRIMGs is important because they have made a
commitment to Australia and are arguably entitled to
receive support and encouragement to re-qualify and,
if suitable, gain employment as high quality Australian
doctors (Kamand et al. 2008). Accredited PRIMGs oﬀer
a relatively untapped source of qualiﬁed doctors to
reduce the medical workforce shortages (i.e. in the
disciplines of General Practice, Psychiatry and Emergency
Medicine) and also in certain regions and places, especially rural and remote Australia (NSW Health, 2019).

I close this paper including a short poem respectfully written to brieﬂy describe our OTDs:
‘OTD’ or ‘IMG’ - What’s really in this term?
Returning smile to the ‘Unwells’ has always been our charm;
The sources and journeys were varied but our goals remain the same,
“Once a doctor, always a doctor”?- we’re valued by hard work, surely not by the name;
We serve the Australians, by looking after their health & dignity,
By treating ‘Sickies’ inside hospitals, prisons & in the community;
By teaching and mentoring med-students & junior doctors,
Through key health-campaigns and with raising charity-donations;
Sadly, history and literature hadn’t always been positive about us,
No worries! This won’t stop us serving clients, irrespective of race or class;
We do long and odd hour shifts leaving behind our study-time and family,
Buying books, paying exam-fees, sending remittance- all these nicely relate to money;
We desperately study; we pass and move onto jobs crossing all the hurdles,
Despite any unexpected exam outcome, with a smiling face we greet our patients;
The first generation OTDs struggle much with re-settlement and re-establishing careers,
Their children should return this debt by studying hard to achieve high VCE-ATARs.
For correspondence: ‘sharafat.malek@gmail.com’
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For Child Health: Dhaka Shishu (children) Hospital
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Bangladesh is a small, densely populated country with
population near about 160 million. Among total
population 27.76% are in the age group 0-14 years.
According to UNICEF, the UN children’s emergency
fund, Bangladesh has done an “outstanding job” of
decreasing the rate of child mortality by almost 80
percent since 1990. The country also has a higher than
average annual reduction in child mortality rate at 5.5
percent. Bangladesh has achieved MDG 4 target for
under ﬁve mortality ahead of schedule and is on the track
to achieve maternal and child goals laid out in SDGs.
Dhaka Shishu (children) Hospital is the largest children
hospital in the country. This hospital oﬀers full range of
clinical services for children nationwide. It is the national
referral center that provides primary, secondary and
tertiary care to thousands of children each year. The ﬁrst
PICU of Bangladesh was started in this hospital.
I served this hospital for 20 years as Medical Oﬃcer,
Assistant Professor and Associate Professor. When I
joined this hospital as a trainee in 1994, it was a single
block four-storied building with the capacity of 300
beds. In that time, 400 to 500 patients were provided
treatment in outpatient department daily. Pediatric
medicine and surgery had diﬀerent subspecialties which
were not fully functional. But for last few years there is
impressive development throughout the hospital. Now
it is a three-block multistoried building with capacity of
650 beds and on an average 900-1000 patients received
treatment in out- patient department daily. Among in
-patient beds 40% are free of cost including free medicine
and food. Patients come from all over the country

among which majority are poor. In March 2019, a total
26,919 patients are provided treatment in out- patient
department. Among these 3,527 patients are admitted.
At present, almost all subspecialties in Pediatric medicine
and surgery department are fully developed. The Pediatric
surgery department of this hospital is the biggest pediatric
surgical center in the country. Moreover, this hospital
has good anesthetic and diagnostic services. Recent
developments include Pediatric Cardiac Centre, Cardiac
Surgery, cardiac ICU, Cath lab, Echo lab, Critical Care
Nephrology and Dialysis unit, High dependency and
Isolation unit, Adolescent unit etc. Diagnostic services like endoscopy, colonoscopy and DNA lab are
established. Special services in out -patient department
includes Child Development Center, Thalassemia center,
Asthma center as well as follow up clinics and preventive
and community services on payment. Bangladesh
Institute of Child Health (BICH) is the academic wing of
this hospital that conducts postgraduate courses for
pediatrics like FCPS, MD, MS, DCH. It also conducts
diploma in pediatric nursing, B.sc health technology on
pediatrics.
It is an autonomous hospital, which is ﬁnanced by the
yearly grants from the government, its own revenue
from services provided and donations from diﬀerent
organizations and individuals. There is a need for further
expansion of the hospital including need to require
equipment like CT scan, MRI machines. Further
improvement is needed in Emergency department,
which is still not up-to the mark in terms of lacking in
equipment and space.
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Can you spare 30-seconds to save a life?
Dr Muhammad Aziz Rahman
MBBS, MPH, CertGTC, GCHE, PhD

Public Health Specialist
Email: aziz.rahman@y7mail.com
In Australia, daily routines of our lives keep us terribly
busy, primarily with our profession or with our families.
We also endeavour to manage time for social connection
or community service. Probably, the occupation of a
health professional ranks the top in terms of limitations
of time. Health professionals, speciﬁcally a General
Physician or a Specialist, are highly respected professionals
within community and are trusted source of information
and support for patients. Sometimes, the impact a
health professional can create on a person’s life is not
carefully thought within such busy professional life.
Today, I would like to request considering a very brief
step during the regular patient consultations, which will
not take more than 30-seconds of your time but can
save a life in the long run.

of 5 Australians consult a
General Practitioner at least
once in a year, it is an excellent
opportunity for the doctors to
engage actively for smoking
cessation.
Considering the time constraints
of health professionals,
researchers in UK have identiﬁed
and tested an intervention, which
is known as Very Brief Advice (VBA). It is a simple form
of advice designed to be used opportunistically in less
than 30 seconds in almost any consultation with a
smoker. Patients recognise that it is a valid topic of
conversation to be having with their doctors and not
having the conversations may lead the patients to think
that this is not something a doctors is concerned about
and therefore neither should they be. There is no safe
level of smoking and so in many ways it doesn’t really
matter how much the patients smoke – all smokers

Smoking cessation is the best option they can oﬀer to
the patients for averting the preventable causes of
mortality and morbidity. Evidence suggests that advice
from a health professional is the most powerful external
trigger for prompting a quit attempt and successful
cessation amongst the smokers. Patients also expect
their physicians to actively deliver advice related to
smoking cessation through a more tailored approach to
the patients’ needs. However, their expectations do not
match with their experiences, and unfortunately, groups
with high smoking rates are even less likely to be
oﬀered cessation support. Evidence suggests that 1 in 5
unmotivated smokers will attempt to quit if advised by
their doctors and consultation during hospitalisation
increases the eﬀorts to quit smoking following
discharge.
One of the key strategies for tobacco control is to oﬀer
help to quit tobacco use. Evidence suggests that
three-quarters of smokers want to quit smoking, but
need
several cessation attempts for successful quitting
speciﬁcally to overcome nicotine dependence. Evidence
based options for smoking cessation include pharmacotherapy, behavioural intervention either through
face-to-face or via telephone counselling, brief intervention
by health professionals, self-help through diﬀerent
printed or online resources, customised self-help
through automated text messaging, and the recent
debate on the role of electronic cigarettes as a harm
reduction approach. Evidence also suggests that the
best chance for stopping smoking is the combination
therapy. When brief intervention is combined with
pharmacotherapy, the chance of smoking cessation is
1.6 times, and when behavioural intervention is added
the chance is increased to 2.6 times. Health professionals
can contribute signiﬁcantly for providing support to the
smokers for their quit attempts. While more than 4 out

need to quit.
There are three elements to VBA known as 3A’s:
establishing and recording smoking status (ASK);
advising on how to stop (ADVISE); and oﬀering help
(ACT). There is almost always an opportunity for doctors
to ask about smoking status when they see patients,
whether this concerns the presenting problem or a
patient’s history. Next comes a simple statement
advising that the best way to stop is with a combination
of support and medication: “Did you know the best way
to stop is with support and treatment through your local
QUIT smoking service? They can make it much easier to
stop than doing it by yourself.” Smokers who are
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interested in quitting then can be oﬀered local support
(just a simple referral to Quitline 137848) & medication.
In summary, smoking cessation is the best option for
the people and patients to avert the preventable causes
of deaths and disability. Physicians can play crucial roles
in this regard by just spending 30-second extra for each
patient to provide VBA for smoking cessation. This extra

30-second can have a huge impact on smokers’ lives and
save lives of millions of people. This could be considered
as a social responsibility besides professional duty of a
physician. Please do not hesitate to contact me if you
intend to discuss further and we can work collaboratively in this regard.

Genetics:
The Future of Medicine
Tamanna Habib
We all know that DNA are the building blocks of life.
They carry complex codes and instructions which
make up genes that code for inherited characteristics
or traits, such as eye colour, height, freckles, etc. and
make each of us the unique individuals that we are.
Genetics, a branch of biology, is the study of heredity
concerned with those genes.
Genetics allows us to better understand the human
genome making its prevalence important in the
current day and in the future, and as such many
scientists, known as geneticists, choose to study and
research genetics. In the present day, genetics paired
with molecular diagnostic tools, has already allowed
us to obtain a clearer understanding of our bodies,
genetic diseases and how to diagnose, treat, prevent
and cure them.
Currently prenatal diagnostic tests exist to aid parents
in diagnosing possible genetic disorders that may
aﬀect their future child. They are associated with
small chances of risks that may harm the mother or
baby but allow the family to stay well informed and
prepare for or terminate a pregnancy that is diagnosed with a genetic disorder.
Understanding genetics and obtaining genetic
information can aid in the treatment and curing of
diseases as each individual has their own genetic
makeup. Prescription medicines can have serious side
eﬀects and can in some cases, also lead to death.
However, understanding a person’s genetic makeup
can lead to the prevention of such side eﬀects by
administering tailor made medicines or treatments of
diﬀering dosage.
Genetics is prevalent and plays a crucial role in
disease prevention today. It is very important for
clinicians to take note of a patient’s family health
history as genetic diseases both common and rare,
such as heart disease, asthma, cancer, diabetes,
haemophilia, cystic ﬁbrosis, and sickle cell anaemia

can run in families. If a parent
is aﬀected by a genetic disease
it is more likely for their child
to also be aﬀected by it in the
future. Knowing this information will help a patient learn whether or not they
have an increased chance of getting some genetic
diseases and will allow their healthcare providers to
provide individualised and speciﬁc information on
how to prevent the disease.
The future of genetics is limitless. Scientists have
already begun using a new technology called in vitro
gametogenesis (IVG) to learn how to turn normal
somatic cells, such as skin tissue, into lab-made sperm
and egg cells. This technology could be a breakthrough in reproductive technology for those who are
infertile or same-sex couples. Others are working to
create a completely synthetic human genome, bioengineered mammalian cells that can produce essential
nutrients and synthesised organs which are resistant
to viruses. The beneﬁts of these future genetic
technologies are clearly evident however, the
success of these technologies will cause new
ethical issues to arise as these future treatments and
cures may be expensive and not accessible to all
people. Furthermore, inequality amongst those who
are genetically engineered and their peers who are
not may be a cause for concern in the more distant
future of genetics.
Genetics, if used properly, has the potential to aid,
prolong and save the lives of many. Even cure terminal genetic disorders and bring an end to infertility.
Undoubtedly there are huge beneﬁcial advantages of
using genetics for the future of medicine, but the
ethical concerns associated with future genetic
technologies, such as expense, accessibility and
inequality, should be considered and addressed prior
to its use.
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Medicine & The Real World

Raaisa Islam

As a ﬁnal year medical student, there is an emphasis on
using this year to “learn how to be a real doctor”. The last
four years have been focused on lectures, past papers and
passing exam after exam. This year is to understand the
real world- what medicine really is. So we began, a cohort
of 300 students, excited to step into a world that we have
been waiting in earnest to join over the last ﬁve years. Our
top priorities were to practice IV cannulas, learn how to
write drug charts, make referrals without wasting the time
of tired and over worked registrars, and the list goes on.
Despite the learning curve, we were all ready. This is what
we had prepared for, since the ﬁrst day of our ﬁrst year of
MBBS.
I stepped into my ICU rotation, my ﬁrst rotation of this
year, ready to learn how to become a junior doctor. I took
patient histories, I did examinations, I reported back to
registrars and tried to help them wherever I could.
Everything was a learning opportunity, a way to make
myself a better doctor in the future. I choose an ICU
rotation because I believed that understanding critical care
would help me in any future specialty.
When a 53-year-old woman with Child-Pugh C liver
cirrhosis was admitted to ICU with hepatic encephalopathy, I
was excited to see how high her ammonia levels were and
how bad her hepatic ﬂap would be. I wanted to blanch her
spider naevi, and to see how dark her jaundice was. I
wanted to use her as a case study.
What I did not expect was to see a little three-year-old
crying and trying to pull the intubation tube out of his
grandmother’s unconscious body. I was playing with that
same little boy in the waiting room the day before, at the
end of my shift. He and his grandfather came in everyday
to see how his “nana” was recovering on the gastroenterology ward of the hospital.
Sitting in the family meeting with the patient’s husband,
daughter, son and toddler grandson was for some reason
harder than usual. The ICU consultant told the family that
they had a choice. The ICU department can keep their
mother/wife alive, but she will never be restored to the
same function as she was before. The level of encephalopathy is damaging, and whether the patient will even be
able to recognise her family is questionable. “Do you want
that for your mother?” the doctor asked. “That is an unfair
question,” the patient’s daughter replied. The consultant
explained that sometimes, we as family need to set aside
what we want, and consider what the patient would want
for their life. The daughter cried over how her mother will
never be the same again. She asked the doctor “what
would you do if this was your mother?” He chose not to
answer. The son sat there in silence unable to speak. The
patient’s husband continued to cry.
The doctor gave them 30 minutes to decide as to whether
we should continue ventilator support, or allow the patient
to pass away.
I walked out of that room questioning how anyone could
make that decision, let alone in 30 minutes.

5th year medical student, Monash University
As medical students we see doctors break bad news
frequently, it is the nature of medicine. We are expected
to break bad news as junior doctors next year. We have
lectures on how to break bad news; ‘sit down so you are
eye level with the patient’; ‘ make sure you do not have
blood on your scrubs when breaking bad news!’; ‘hand
them a box of tissues if they start to cry’. My friends and I
joke that medical school tries to teach us empathy, how to
be human.
I went into that room writing down in my notebook to
study the drug Ocreotide after the gastro team suggested
it for the patient. I walked out of the room with the sinking
realisation that I had placed more importance on a drug,
than on a patient dying. I had forgotten to be human.
Where there is life, there is death. That is the nature of
medicine. We grieve with our patients, but we also put up
walls, for the sake of our own mental health. A lecturer
once told us; “it is hard to be a doctor if you feel too
much”.
Perhaps that is why senior doctors complain about
patients who “won’t lose weight” in the staﬀ room. Why
registrars mumble annoyances after patients ask “too
many questions”, why interns give blunt answers after a
patient doesn’t understand their diagnosis. Doctors are
highly intelligent, extremely hard working, and have very
tough working conditions, especially while working as a
junior doctor. That can make people cynical. We all went
into medical school wanting to help people; sometimes we
need a moment in our lives to remind ourselves of the type
of person, not just the type of doctor, that we want to be.
Upon ﬁnishing my ICU rotation, I have learnt a lot about
critical care; invaluable pearls that will aid me through all
my medical rotations. I have no doubt, that a better
understanding of the systematic approach to ventilation
support, the use of inotropes and vasopressors, the
management of septic shock etc. will help me in the
future.
What has, however, been most profound, was witnessing
the position we hold as doctors, and the role we play in a
patient’s life. It is us who deliver the best news someone
will ever receive, and the worst news that they may ever
hear. It is us who patients look to for guidance, for advice,
and for answers. It is us, as primary care doctors, who
could have helped this 53 year old woman receive psychological help if we had realised she was suﬀering from major
depression, before she drowned in alcohol. We are not
there just to assess what is going wrong inside a patient’s
body; we are there to help a patient through their life.
So when I graduate this year, and have those two extra
letters added in front of my name, I hope that I take with
me all the experiences I have had from medical school of
inspiring, empathetic, doctors, as well as the intelligent but
tired and frustrated doctors. Both had something to teach,
both have impacted the way I view patient care and
medicine as a whole, and both will remind me to be
human.
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Chinese medicinal
herbs for sore throat
Fazle Hoque
Traditional Chinese Medicine (TCM) is a practise that is
thought to have originated in China roughly 2,500 years
ago.1 Its principles of treatment are largely based on
restoring the body’s qi (pronounced Chi) by bringing the
body’s ying and yang back into balance. Traditional
Chinese Herbal Medicine itself is a subset of TCM2
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The reason as to why traditional Chinese herbal
medicine is outside the modern medicine is due lack of
reputable and clinically proven scientiﬁc evidence.
Currently, traditional Chinese herbal medication is not
covered by the Medicare Beneﬁts Schedule as no herbal
remedies have been submitted to the Medical Services
Advisory Committee. Additionally, in Australia herbal
medication has not undergone rigorous preclinical trials
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completely diﬀerent paradigm from the orthodox
practitioner’s domain. Making it diﬃcult and almost
impossible to comment on its eﬃcacy and safety.
Hence, if a patient wishes to utilise TCM, they must do
so on their own initiative. It is also particularly important for a practitioner to address the reasons behind for
patients wish to utilise this form of medicine to ensure
that the patient’s value is met. By doing so, it may be
possible to motivate a patient to use pharmacologically
based medicine.
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This point of view will undoubtedly vary from country to
country. For instance, in China traditional Chinese
herbal medicine runs parallel to modern medicine and
have many cross overs in disease management and
treatment, making traditional Chinese herbal medicine
an integral part of medicine. This is of particular
importance as traditional Chinese medicine holds
signiﬁcant cultural value. Even in recent times, some
states of the USA have introduced wards that specialise
in providing complementary medicine14. Herbal
medicine is also the only treatment form accessible for
low socioeconomic populations in some countries as
herbal medicine is based on plant material which can be
grown easily and under ﬁnancial constrictions.15 These
instances demonstrate that while herbal medicine may
have poor eﬃcacy, it has a high social value in many
countries. Hence, traditional Chinese medicine should
not be dismissed entirely as a ‘fad’, rather it should
undergo more rigorous experiments to identify areas of
improvement and bring it in accordance with evidence
based medicine where these herbal based products
undergo further preclinical and post marketing testing
to ensure that they are not only eﬀective, but also safe.
This allows modern medicine to increase its cultural
sensitivity and thereby allowing modern medicine to be

practised on larger global scale and provide its beneﬁts
to a larger global audience rather than limiting it to
speciﬁc western societies.
In overview, Traditional Chinese herbal medication for
the treatment of sore throats is not an ideal practise as
it curtails many of the principles of modern medicine. It
has not undergone extensive preclinical trials to prove it
is eﬀective and more importantly, it has not demonstrated that it is a safe form of medication. It is out of
question to integrate this area of medicine into
orthodox medicine but it would highly favourable if it
was possible as it would allow modern medicine to
increase its reach and add another tool to its treatment
methods. This future is only possible if the herbal remedies are subjected to rigorous scientiﬁc experiments and
preclinical trials to produce herbal medication that
provides consistent eﬃcacy and safety Until then,
traditional Chinese herbal medicine is not safe and by
any means, and medical practitioners should
encourage their patients to pursue ‘traditional’
orthodox medications.
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DR FARGINA HOSSAIN (JOLY)
31. DR FARHANA ISLAM (LIZZY)
DR FARHANA RAHMAN
DR FARIDUR RAHMAN
DR FARJANA HAQUE (SHUMI)
DR FIROZ ALAM

36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.

DR FIROZ KHAN
DR GOLAM MAMUN
DR GOLAM SARWAR
DR HABIBUR RAHMAN
DR HASAN KHWAZA
DR HASIN AKHTER
DR HOSSAIN ISLAM (SUVRO)
DR ISRAT KHAIR (POPPY)
DR JAGLUL PASHA
DR JAHAN
DR JAVED MAHMUD (PAVEL)
DR JENIFA FERDOUS
DR JUNAID TANVEER
DR KHALED AHMED FUAD
DR LUTFUNNESSA QUDDUS
DR M A ALI KHAN
DR MAHBOOBUL ALAM
DR MAHBUB A MAZMUMDER (RONTO)
DR MAHUA HUQ (TULI)
DR MAKSUDA KHANUM
DR MAMNUNUR MAMUN (SHIMUL)
DR MANJUR MORSHED
DR MARIUM AMINA
DR MAZHARUL ISLAM
DR MD NAZMUL KARIM
DR MIRZA MD ZAKIR HOSSAIN
DR MOHAMMAD A HOSSAIN (ANOWAR)
DR MOHAMMAD AZIZ RAHMAN
DR MOHAMMAD RAFIQUE
DR MOHAMMAD RAHMAN (SOHEL)
DR MOHAMMAD TALUKDER
DR MOHAMMED MOSTOFA
DR MOMINUR CHOWDHURY (MOMEN)
DR MONIRUL HAQUE
DR MONJUR SIDDIQUI

25 | ASCLEPIUS | JUNE 2019

Bangladesh Medical Society of Victoria (BMSV)

Organisation Members
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.
100.
101.
102.
103.
104.
105.

DR MOUSUMEE NAZNIN (MIRA)
DR MUHAMMAD ANWAR ALAM
DR MUSHFIQ
DR MUSLIMA KHATOON (MUNA)
DR NAFIZ BANU (TRINA)
DR NAHEED MUZAFFAR
DR NASHRIN NAZIM (JOYA)
DR NAZMUL HAQUE
DR NAZMUL KARIM
DR NAZRUL ISLAM (NZRUL)
DR NIAZ REZA
DR NILUFER REZA
DR NOOR ZANNAT
DR NURUN NAHAR MUNNY
DR NUSRAT SHUSHAN KHAN
DR RATAN MANDAL
DR RIFAT SHARMIN
DR ROKON UDDIN AHMMAD
DR ROSLIN BOTLERO
DR ROYHAN
DR RUMANA REZA
DR SALMA YASMIN
DR SAMARA TIMMI
DR SAMARJIT DEB
DR SANWAR SAWDAGAR
DR SARMIN SAYEED
DR SARWAR TANNI
DR SEEMA AHMED
DR SEEMIN AHMED
DR SELIMA ALAM
DR SELIMA MAHBUB (KEYA)
DR SHAFAET JAMIL
DR SHAFIA NASIRIN
DR SHAFIUL AZAM
DR SHAFIUL MILKY

106.
107.
108.
109.
110.
111.
112.
113.
114.
115.
116.
117.
118.
119.
120.
121.
122.
123.
124.
125.
126.
127.
128.
129.
130.
131.

DR SHAHADOT HOSSAIN (SALIM)
DR SHAHED ALAM
DR SHAHEEN
DR SHAHEEN BEGUM (LUCY)
DR SHAHID KHAN (SANTO)
DR SHAMIM KHAN
DR SHAMIMA AKHTER
DR SHAMPA DUTTA
DR SHARAFAT MALEK
DR SHEIKH M A A M SHAH (MAMUN)
DR SIRITI DAS
DR SONGITA RAHMAN (RAKA)
DR SUFIAN HABIB
DR SUHEB AHMED
DR SUPAM BISWAS
DR SYED ARIF AHMED
DR SYED RASHEDUL HUQ
DR TAMIM KHAN
DR TONY AMIN
DR WASEK FAISAL
DR ZAHID HUSSAIN
DR ZAMAN BHUIYAN
DR ZIA MOLLAH
DR ZAKIR HOSSAIN (ZAKIR)
DR BIKASH NANDI
DR SHAMEEM JAHAN
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