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Adenohypophysis

Rides through the night on the 
sella turcica, with its trusty side 
kick the neurohypophysis right 

behind. Fights crime and 
hormonal imbalance

Spider Angioma

Two awesome powers:
1) Disappearing magically when touched
2) Mysterious “spidey-sense” can detect 

liver disease or pregnancy

Adrenal Glands

These essential winter 
coverings keep the tops of 

the kidney from 
getting chilly

OsteoClasts

Bone remodelling my ass. 
Osteoclasts are NOT your 
friend.  Watch your back - 

and your femurs.

Icterus & Asterixis

The evil twins of liver failure

Pheochromocytoma

Like a supercharged energy drink 
except it wantes to KILL!

(or metastasize 
then KILL!) 

Toxic Megacolon

Sure he’s evil, but you have to 
respect him (probably the name)

Caput Medusa

Snakes on a plane!
your BELLY!

Vanishing BilE Duct

Last seen attached to your liver.
Could be anywhere by now, likely

evil lair (or Vegas)
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Adenohypophysis

Rides through the night on the 
sella turcica, with its trusty side 
kick the neurohypophysis right 

behind. Fights crime and 
hormonal imbalance

Spider Angioma

Two awesome powers:
1) Disappearing magically when touched
2) Mysterious “spidey-sense” can detect 

liver disease or pregnancy

Adrenal Glands

These essential winter 
coverings keep the tops of 

the kidney from 
getting chilly

OsteoClasts

Bone remodelling my ass. 
Osteoclasts are NOT your 
friend.  Watch your back - 

and your femurs.

Icterus & Asterixis

The evil twins of liver failure

Pheochromocytoma

Like a supercharged energy drink 
except it wantes to KILL!

(or metastasize 
then KILL!) 

Toxic Megacolon

Sure he’s evil, but you have to 
respect him (probably the name)
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Snakes on a plane!
your BELLY!

Vanishing BilE Duct

Last seen attached to your liver.
Could be anywhere by now, likely
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
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Osteoclasts are NOT your 
friend.  Watch your back - 

and your femurs.

Icterus & Asterixis

The evil twins of liver failure

Pheochromocytoma

Like a supercharged energy drink 
except it wantes to KILL!

(or metastasize 
then KILL!) 

Toxic Megacolon

Sure he’s evil, but you have to 
respect him (probably the name)

Caput Medusa

Snakes on a plane!
your BELLY!

Vanishing BilE Duct

Last seen attached to your liver.
Could be anywhere by now, likely

evil lair (or Vegas)
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Letter From the Editors
 Welcome to Placebo 2.0, complete with clever comics, a freshly designed 
logo, and a sleek new design.  We are excited to finally see our first issue of Pla-
cebo out of our imaginations and in print!  

 As we’ve pestered you incessantly for submissions over the past months, 
we realized that there are actually a lot of venues for creative expression and 
output in our program.  Between the admissions videos, SCOPE, and the musi-
cal, perhaps most of our collective creative resources are being used.  But we 
think Placebo still fills a very necessary space in our community.  What we envi-
sion Placebo to be is a place of inquiry, expression, questioning, and confronting. 

 Consider this newspaper as a vehicle of thought and a means through 
which the medical student body at the Michael G. DeGroote School of Medicine 
can express its diversity of views - a slate upon which we write together as a 
community. This paper is a product of our collective ideas and thoughts, and we 
hope that it will be used as a forum for vibrant discussions.

 One of the really wonderful things about our program is that we have the 
time to pursue our interests- be they medical or otherwise.  And we think that a 
community can only be as rich as the interests and pursuits of its members, and 
the degree to which they are willing to share those parts of themselves with the 
community.  We hope that Placebo can be one space in which those interests, 
however peripheral or quirky, might be shared. 

 As a preface to this first edition, we would like to thank last year’s editors 
Peter Broadhurst and Francis Bakewell (Class of 2012) for doing such a great job 
and helping us get started. Also, a big thank you to everyone who those who 
contributed to this issue! 

Enjoy!

Erica & Zeeshan
Placebo Editors
Class of 2013

Submit something for the next issue! We’re looking for essays, case studies, interest group reports, poetry - 
really anything you’d like to write! E-mail submissions to:

zeeshan.ahmed@medportal.ca or erica.roebbelen@medportal.ca

Deadline: for next issue  May 9th

The Runner’s High - Part 1

Exercise induced altered state of consciousness 
has long been documented in the literature and 
subjected to scientific investigation.  This state, 
often called the “runner’s high”, has been 
described subjectively as pure happiness, 
elation, feeling of unity with one’s self, inner 
harmony, as well as reduction in pain sensa-
tion. The distorted perception, diminished 
awareness and atypical thought patterns pres-
ent in this state are somewhat similar to the 
claims made by individuals who describe 
experiences with drugs or trances. However, 
runner’s high is a personal experience and 
evidence for it exists solely on verbal reports. In 
addition, not all runners experience it and there 
is lack of consistency in the runners that have 
experienced it previously. 
 Before the discovery of opioids, scien-
tists attempted to explain this euphoric mental 
state with the alterations in epinephrine and 
norepinephrine levels. Soon thereafter, the 
discovery and characterization of endogenous 
opioid peptides and their receptors led to the 
development of a new hypothesis to explain 

Then, this exercise induced psychological 
change was described as a consequence of 
endogenous opioid shifts in the body. β-endor-
phin, the notorious endogenous opioid peptide, 
gained popularity in the 1980’s and to this day 
is considered the major contributor to the 
runner’s high. Who among us have not thought 
after a satisfying workout, “Oh, my endorphins 
are really kicking in.”? Endorphins, today, are 
the world’s sole celebrity peptide.  

However, along with acceptance of this theory, 
fingers have also been raised and the theory 
has been criticized; being called a “pop culture 
myth”. From a scientific stand point, there are 
numerous reasons for both perceptions. In the 
upcoming articles, exploiting scientific and 
medical evidence, the strengths and weakness 
of the endorphin theory will be discussed. 
Furthermore, a discussion of new emerging 
hypotheses that are now gaining popularity 
will be carried out. 

By Sultan Chaudhry
Class of 2013

Tutorial MVP: Laurie Sellings
We are proud to award Laurie this prestigious title following 
her stellar and innovative performance in MF2.  When con-
fronted with the complexity of the pancreas she fought back 
with a model com-
prised of homemade 
plastecine (coloured 
with spices), which 
accurately depicted 
the gall bladder, 
pancreas, spleen, and 
surrounding ducts 
and vasculature.  As 

if this wasn't enough, Laurie made the long GO transit 
trek from Toronto with her beautiful model in a shoe-
box just for her tutorial mates!  Way to go, Laurie!

Message from 
The President

As I take 
a moment to 
step back 
and reflect 
on my medi-
cal school 
experience 

thus far, I can’t help but wonder how so 
much of it has flown by at lightning 
speed.  It seems like yesterday that I was 
sitting next to the regional students in 
LGS (and, for that matter, 
sitting in LGS at all), and 
running into the former 
pre-clerks of the Class of 
2012 in the halls of MDCL.  
So much has changed 
since our colleagues left 
for the regional campuses 
after MF1 and the mem-
bers of the Class of 2012 
have gone off in all direc-
tions for clerkship.  

When I began my presidency in the fall, 
I stated that one of my priorities was to 
better integrate student life at the Ham-
ilton, Waterloo, and Niagara campuses.  
This remains to be one of the main goals 
of the MMSC.  This year, the MMSC 
established an Integration Committee 
(brand spanking new, with the price tag 
still on), which seeks to realize this goal 
through a number of avenues.  
Campus-wide events, particularly ones 
that will be held in Waterloo and 
Niagara, are being organized in order to 
provide opportunities for all of the 
students to interact.  Great efforts are 
also being put towards providing trans-

portation between the campuses for 
these and other occasions.  Further, all 
Interest Groups and Committees that sit 
under the MMSC are encouraged to 
remain integration-aware in all of their 
initiatives.  For the record, I did just coin 
the term “integration-aware”.  It might 
be up there with evidence-based medi-
cine, and I believe that IA provides a 
strong addition to the McMaster Medi-
cine library of acronyms.  
If you have suggestions that could assist 

the Integration Committee 
in its mandate, I strongly 
encourage you to voice 
them to its members.  The 
MMSC’s Vice Presidents 
of Internal Affairs, Joanna 
(Hamilton), Mitch 
(Niagara), and Shazeen 
(Waterloo), all sit on the 
Integration Committee 
and are very receptive to 

your feedback.  
Aside from the actions of the MMSC, 
integration also involves the personal 
efforts of each of the students in our 
medical school.  I encourage all of you 
to take the time to maintain close rela-
tionships with your friends at other 
campuses or at distant clerkship rota-
tions.  The ties we form in medical 
school are forever (well, that’s what I’ve 
heard) and we truly have a lot to lose if 
we let them slip away.  So, Happy 
Integration!

Koyelle Papneja
MMSC President
Class of 2013

“The ties we form in 
medical school are for 
ever and we truly 
have a lot to lose if we 
let them slip away”

* Note: This is by no means a complete history and physical exam 

Quick and Dirty Tips: 
Doing a Trauma History and Physical Exam

While doing my clerkship rotation in Emergency Medicine, a patient was brought in by paramedics 
having been in a motor vehicle accident (MVA). Before my physician ran off to see someone else, she 
told me to see this patient, do an ‘AMPLE’ history, a focused physical exam, and then present the case 
to her.
As I responded to her request with a bewildered look on my face, she realized I had not yet come 
across the gem known as ‘AMPLE’. Since I have learned it, loved it, and used it on other traumas I have 
encountered, I am going to share it with all of you.

Here is my attempt at a case-form version.

A 30 year-old female driver is brought in to your ER on a stretcher from her MVA.
You quickly see her and make sure that she is stable—hemodynamically and clinically. 
You find that she is stable, was in a minor accident, has no open wounds, and is not pregnant (lab tests 
confirmed). Pause. Breathe multiple sighs of relief. 
Explain who you are and what you are going to do (history and physical examination).

Then AMPLE: 
A – Allergies (particularly medications-related –ask if she has had anesthetics before or IV contrast 
dyes and if there was a reaction to it)
M – Medications (prescribed, over-the-counter, herbal)
P – Past medical history
L – Last time of meal/drink (crucial if she is going to be rushed in for surgery)
E – Events (what happened – know the details like who hit who, area of impact, how she got out of the 
car)

Ideally you ask it more like ELPAM, but you get the idea. This way you ask the main features and do 
not get bogged down with other facts, such as a tonsillectomy at age 5. 
Although all historical information is important, and I am a fan of thorough histories, it is not impera-
tive during moments like this. Ask those later on. 

In regards to physical exam: 
Make sure vitals are monitored; you do not want your patient to crash on you.
Specifically for an MVA, a poor prognosis can be seen with the presence of:
 - A seatbelt sign across the abdomen
 - Morison’s pouch (a potential space around the liver and kidney which may become filled with 
fluid, particularly with vessel damage from trauma) 
 - Chance fracture (vertebral injury around T12-L2 from a sudden forward flexion, i.e. in an 
MVA)
These areas should be one of the first to be checked on physical examination.
And by default you should check: wherever she was hit, and wherever she is feeling pain. 
Also, a neurological examination should always be done for any query head injury.

Again, the above is by no means the complete or exhaustive list, but hopefully it helps with the basics 
when someone comes in with an MVA. 

By Christine Ibrahim
Class of 2012

Mac Giving Back: 
Challenging Our Way of Thinking Around 
International Medical Electives

By Meghan Kizuik
Class of 2012

Working under a hot African sun, a 
crowded hospital in India, or a rural north-
ern community in Canada.  Mass vaccina-
tion campaigns.  Disaster relief.  Humani-
tarian aid.  The location or the situation 
may change a thousand times, but the 
underlying dream remains the same: saving 
lives.  

These romantic thoughts sweep away 
hundreds of Canadian medical students 
each year as we head overseas for an inter-
national medical experience.  Ideals of 
saving the world and being able to make a 
difference are beautiful but misplaced… 
one day perhaps, but not yet.  We are 
forgetting that at this stage of our training, 
there’s not actually a whole lot we can 
contribute.  In fact, looking at it more criti-
cally, one becomes aware that medical 
students on overseas electives are putting a 
strain on the system.  Our resource utiliza-
tion, from tangible items such as gloves and 
masks to human resources of teaching 
allocation between us and local medical 
students, in many situations outweighs our 
contribution.  International electives 
become an ethical dilemma with no clear 
answers.  It is an uncomfortable and deeply 
unsettling sensation in the pit of the stom-
ach to realize that the impact of our well-
intentioned actions may be causing more 
harm than good.

While medical students have been heading 
overseas for years, the regulation of elec-
tives is unclear.  Very few Canadian schools 
have a formally structured program for 
obtaining permission to go.  

McMaster is one of the few universities 
in Canada to mandate pre-departure 
training and post-departure debriefing 
as a conditionality of completing an 
elective overseas.  While this step is 
promising, we are light years behind 
formalizing an effective and thought-
provoking pre-departure training at a 
national level.  In effect, in the vast 
majority of situations, the only limiting 
factor to going overseas for a student 
who desires to do so is his or her own 
finances.  The lack of regulation on such 
highly impactful actions is disconcert-
ing at best.

Some may, and do, argue that medical 
students should not be going overseas 
on electives, period.  The arguments are 
rational, stating that at this level of our 
training we are not capable of contribut-
ing in a meaningful medical way.  
Others argue the advantages of interna-
tional electives early on in medical 
training, suggesting that an early expe-
rience can shape a future career.  Still 
others recognize that there are numer-
ous ways to contribute, and that con-
necting with another or simply bearing 
witness is reason enough to go.  

While there are no clear cut answers, 
students at McMaster, class of 2012, felt 
strongly enough to create Mac Giving Back 
in an attempt to acknowledge this imbal-
ance and create awareness around our 
ethical responsibilities.  Mac Giving Back 
aims to provoke and challenge our habits 
of entitlement while providing tangible 
ways of shifting our practice and making 
positive changes to our Western way of 
thinking.  A meaningful contribution 
specific to the community in question is the 
basis of Mac Giving Back – our goal is that 
no one enters a new placement without 
taking something tangible to contribute.    

Yet it is not the item at hand per say that 
makes the difference, but rather the effort 
that comes with it.  In order to make a 
valuable contribution, the student must 
give the experience some thought before 
entering into the unknown.  The student 
must research the community, get in touch 
with the local physician and find out what 
is truly needed at that specific location, and 
raise funds.  Through these actions the 
student engages in the experience far 
before actually entering into a new land.  
While Mac Giving Back has the intention of 
ensuring each student considers a way to 
give back in a meaningful way, this goal is 
perhaps secondary to a more important 
intent.  The tangible contribution will still 
never fully balance the resource utilization 
of the student – perhaps this is not the 
point.  

Awareness about one’s own actions, 
contemplation of ethical challenges, and 
educating oneself about the community 
about to be entered allows for richer and 
more thoughtful experiences once actu-
ally engaged in the community.  Both 
ends ultimately benefit.  This is the true 
intent behind Mac Giving Back.  

While the ethical issues around interna-
tional medical electives will continue to 
be debated at all levels, Mac Giving Back 
provides a way for students to take 
responsibility while stricter guidelines 
are debated at higher levels.  The aim is 
to eliminate a feeling of entitlement and 
create more awareness around the ethi-
cal challenges and the impact of one’s 
own actions.   Change may only be 
provoked when there is some discord 
within oneself.  The uncomfortable 
sensation in the pit of one’s stomach is 
perhaps a necessary stage and a sign 
that thoughtful contemplating is occur-
ring around an international experience.
 


