


Worth Talking About… Impostor Syndrome
By Ania Van Meer, Class of 2013

Any day now, someone is going to figure out that 
I’m really not meant to be here. I’ll get a stern 
email from the MD office requesting to meet with 
me and my advisor. Or my preceptor will pick up on 
something, or perhaps a patient. They’ll realize I’ve 
made it here by sheer luck. Maybe my classmates 
have already noticed this. They might know what 
I’ve been suspecting all along – that I don’t deserve 
to be in this program, and that my participation here 
has just been one big act of pretending to belong.  

Did any of that resonate with you? Have you ever 
looked around the room in LGS or walked through 
the halls of a hospital and felt like a fraud? Have 
your previous accomplishments (good grades, vari-
ous awards, a med school interview offer) felt like 
flukes, and that if you had to reproduce them, you 
probably wouldn’t be able to? If so, you might be 
experiencing something called the Impostor Phe-
nomenon.

The term ‘Impostor Phenomenon’ was coined in 
1978 by Pauline Clance and Suzanne Imes, who 
were clinical psychologists working with highly 
successful but inwardly anxious professional wom-
en. “These women do not experience an internal 
sense of success,” wrote Clance. “They consider 
themselves to be ‘impostors’ ” Further studies have 
revealed that the phenomenon is just as common 
among men. It seems to affect graduate students, 
doctors, lawyers, PhDs, and other individuals in 
positions of ‘high achievement.’ 

It is not an officially recognized psychological 
disorder (despite often being referred to as Imposter 
Syndrome, which has quite a medical ring to it), 
but can be quite distressing and even debilitating to 
some.

People struggling with the Impostor Phenomenon 
cannot internalize their achievements, despite objec-
tive evidence for their competence, gifts and abili-
ties. They do not feel deserving of their situation, 
and may worry a great deal about how they will fare 
as things in their training or job progress. They look 
around and notice that everyone else seems perfectly 
competent, and fear being identified as, well, an 
impostor. 

If you deal with this, maybe a couple of light bulbs 
just flickered on (they did for me when I first 
learned about this while listening to a radio show, 
and I wouldn’t even say I suffer from anything 
resembling a full-fledged form of it). It may really 
help to know this exists, and that it could explain 
some of your habitual thoughts about being in med 
school. It may also help to know that you are not 
alone – there’s probably a cohort of IPers in ev-
ery class. I’m not necessarily suggesting a support 
group is in order (or am I?), but do think that this 
Impostor Phenomenon is definitely, for some any-
way, something worth talking about. 

____________________________________
Laursen, Lucas. “No, You’re Not an Impostor.” Science. Feb. 
15, 2008. Web. Sep. 20, 2011. 2



War on Words
By Erica Roebbelen, Class of 2013

I have been interested in and troubled by the 
overwhelming amount of military and war meta-
phor in medical literature.  It struck me particu-
larly during our infectious disease unit; one could 
hardly get through a sentence of a textbook with-
out reading something to do with “host defense”, 
or macrophages “attacking” the pathogens that 
have breached the body’s defensive barriers.  
The theme continued strongly throughout our 
oncology unit, with language of the “war on 
cancer” and testimonials of “cancer survivors” 
being prevalent even in mainstream culture.  
This disturbs me for a number of reasons.  First, 
I wonder what this says about our culture that 
metaphors of war are the easiest to understand, or 
that it seems “natural” to understand biological 
processes in terms of atrocious actions invented 
by humans.  Second, and I draw on the work of 
Dr. Abraham Fuks to help me articulate, it seems 
that this sort of language also contributes to a 
larger ideology and philosophy of medicine in 
which the physician is not so concerned with 
restoring health and wholeness as with obliterat-
ing disease, using an ever expanding arsenal of 

weaponry, ever more precise and costly, to do so.  
The patient’s body is rendered little more than a 
battlefield on which this war is waged, and the 
subjecthood of the patient is made peripheral to 
the physician protagonist and disease antagonist.  

Unfortunately, and perhaps frighteningly, this 
metaphor is so engrained within the profession 
that it is in fact difficult to imagine another meta-
phor or way of conceptualizing what goes on in a 
body to cause the flux from health to illness and 
what doctors do to restore health.  I hope, though, 
that there are better ways of imagining sickness, 
because I believe it is also deeply connected to 
how we understand suffering.  Confined to our 
current modes of understanding, suffering makes 
little if any sense.  I look forward to exploring 
what metaphors other languages and cultures 
have to express medicine, sickness and health, 
and what connection this may have to their con-
ception of suffering.   

Tutorial MVP: Andrew Mulloy

Andrew Mulloy is the honoured recipient of 
this edition’s Tutorial MVP for his outstanding 
achievement in the dreaded MF5.  Just as many 
students are feeling the drag of their 90-somth-
ingth tutorial (which we only know because 
Andrew has been keeping track), Andrew 
brought a revival to his tutorial through impres-
sive powerpoint files complete with hyperlinks 
and meticulously photoshopped images.  He 
really outdid himself with a “choose your own 
adventure” journey through epilepsy.  As if this 
weren’t enough, he comes ready to entertain 
with a seemingly endless repertoire of card 
tricks sure to amaze and entertain.  Congratula-
tions, Andrew, on this prestigious award!
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Diagnosing and Treating HIV/AIDS: 
Price and Prejudice 
By Justin D. Tilak (Class of 2013) and Paul B. Jones (Class of 2011)

The human immunodeficiency virus (HIV) is the 
virus responsible for causing the acquired immuno-
deficiency syndrome (AIDS).  The disease weakens 
the immune system, leading to the acquisition of 
often-fatal opportunistic infections and neoplasms.  
Worldwide, there are estimated to be more than 
30 million people infected with HIV, while some 
24 million more become infected every year.  The 
majority (~65%) of people with HIV live in Sub-
Saharan Africa, which is also the site of most new 
infections.  An estimated 2 million die every year 
from AIDS, with the World Health Organization 
estimating that more than 25 million have died since 
the AIDS epidemic began.

HIV is a retrovirus that targets cells of the immune 
system.  CD4+ T helper cells are primarily affected, 
but monocytes/macrophages and dendritic cells also 
become infected.  After entering a target cell, the 
viral RNA genome is reverse transcribed into DNA, 
which then integrates into the host cell genome 
and is expressed to allow for the production of new 
virus particles.

Over half of the 1.4 million pregnant women living with 
HIV are estimated to have received antiretroviral drugs 
to prevent transmission of HIV to their infants. (WHO)

You are doing a horizontal elective with a family 
physician with a special interest in global health 
and refugee medicine.  She has a busy practice in 
East Hamilton with a diverse patient population 
from many different parts of the world.  This is your 
third afternoon at the clinic and you are starting 
to get used to using the electronic medical records.  
You are encouraged to read patients’ charts prior 
to seeing them so that you can familiarize yourself 
with their specific situations.  You see that there 
is a routine prenatal appointment booked for this 
afternoon.  Dr. Zeng asks you to check on the results 
of the routine prenatal blood tests which are tested 
at the first antenatal visit: blood type, Rh status, 
haemoglobin, rubella immunity, syphilis, hepatitis B 
and HIV.

The clinical course of HIV infection has multiple 
phases.  Following initial infection, viremia occurs 
and the virus spreads throughout the lymphoid or-
gans, leading to a large decrease in the CD4+ T cell 
count.  During this time, most patients will experi-
ence symptoms similar to those seen in infectious 
mononucleosis (known as “acute seroconversion 
syndrome”).  A host immune response occurs within 
a few weeks of initial infection, which decreases vi-
remia and allows the CD4+ T cell count to increase.  
However, this response is unable to completely 
eliminate the infection, as some infected cells be-
come latent within the lymph nodes and establish 
reservoirs of HIV infection.  Latently infected cells 
do not produce new virus particles until reactivated 
at a later time, allowing them to evade both the host 
immune response and the action of antiretroviral 
(ARV) drugs.

You review the results of the blood tests: blood type 
O, Rh negative, haemoglobin 130, rubella immune, 
syphilis negative, hepatitis B negative, and HIV 
positive.  You wonder if this patient was previously 
known to be HIV positive.
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You look through Fatimah’s chart and 
see that there is no mention of HIV 
positive status.  It says that Fatimah 

is Sudanese and arrived in Canada in 2006 from 
the Kakuma Refugee Camp in northern Kenya.  
When Dr. Zeng finishes with her patient, you ask 
her to look at the results.  She is surprised to find 
out that Fatimah is HIV positive, since her HIV 
test was negative when she arrived in Canada as 
a refugee.

You mention that you have heard that there 
are restrictions on immigration for individuals 
known to be HIV positive.  Dr. Zeng tells you 
“That’s true for immigrants who are part of the 
regular applicant pool, but qualified refugees are 
exempt from these restrictions”.  Dr. Zeng sug-
gests you be present when she informs the patient 
of her test results and discusses the next steps.

Following the initiation of the host immune 
response, the patient enters a period of clinical 
latency.  This period is largely asymptomatic, 
and may last up to a decade or longer.  High 
rates of viral replication occur, and may reach 
1011 new virus particles per day.  The CD4+ T 
cell count slowly continues to decrease, despite 
heightened production by the immune system to 
replace them.  The loss of CD4+ T cells is due 
both to direct viral lysis and also to the cellmedi-
ated immune response directed against infected 
cells.  As more and more CD4+ T cells are lost, 
the patient becomes increasingly immunocom-
promised, eventually leading to the acquisition 
of opportunistic infections and/or spontaneous 
neoplasms. At this point, the patient is consid-
ered to have AIDS.  Death occurs as a result of 
one of these infections or neoplasms, rather than 
due to the virus itself.

Fatimah is excited about her first pregnancy and 
is eager to get her test results.  Dr. Zeng begins 
by asking Fatimah if she has any concerns and 
inquires about nausea.  Fatimah says, “The nau-
sea is minimal.  Do you have the results of my 

blood tests?”  Dr. Zeng answers, “I’m glad that 
you asked about the results, as there is some-
thing that we need to discuss.  Let me first say 
that most the results are normal, but one result 
is cause for concern.  Do you remember what 
we tested for?” Fatimah says, “I think you said 
my blood type, blood count, and some diseases, 
including HIV”.  Dr. Zeng says, “Yes, that is 
all correct, and what I am about to tell you may 
come as a surprise – you have tested positive for 
HIV.”

Fatimah is stunned by this and asks, “How 
can this be?  I tested negative just a few years 
ago”.  Dr. Zeng says, “HIV is typically acquired 
through contact with blood or bodily fluids from 
someone who is HIV positive, often from shar-
ing needles, blood transfusions, or unprotected 
sexual intercourse”.  Dr. Zeng asks Fatimah 
about the HIV status of her current and any past 
partners.  Dr. Zeng turns to you and says, “Re-
member that HIV seroconversion after exposure 
is variable, ranging from weeks to months, which 
can make it hard to determine the exact source 
and time of exposure.”  Fatimah says that she 
has had two partners (including her current 
partner) since coming to Canada, but she is 
uncertain about their HIV statuses.  Dr. Zeng 
suggests that they should be encouraged to get 
tested.

Fatimah tries to compose herself and asks, 
“What does this mean for my baby?  I had a 
friend in Kakuma who was HIV positive and lost 
her child to AIDS”.  She asks if this will happen 
to her.  Dr. Zeng tried to reassure Fatimah, say-
ing that in Canada there is good access to life-
saving ARV medications, which treat HIV and 
prevent mothertochild transmission (MTCT).  
Dr. Zeng explains, “These medications are typi-
cally started in the 14th week of the pregnancy, 
so not for another couple of weeks”.  She says 
that an infectious disease specialist will decide 
on the exact ARV combination.  
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Dr. Zeng also explains to Fatimah that current evidence suggests that breast-
feeding increases the risk of HIV transmission from mother to child, so it is recommended that HIV 
positive women feed their babies exclusively with formula.  Fatimah thanks you for the information 
and says that she will wait for word on the appointment with “the HIV doctor”.

When Fatimah leaves, Dr. Zeng asks you what your next steps might be.  You reply, “We should 
arrange an urgent consultation with an infectious disease specialist!”  Dr. Zeng agrees and says, 
“It will also be important to find an obstetrician and paediatrician with experience in dealing with 
HIV”.  Dr. Zeng adds, “All HIV positive women should receive ARV therapy regardless of their 
CD4+ T cell count.  I looked quickly at current consensus guidelines on HIV in pregnancy, and they 
suggest therapy with 2 nucleoside analogues (e.g. zidovudine and lamivudine) and either a protease 
inhibitor (e.g. nelfinavir) or a non-nucleoside reverse transcriptase inhibitor (e.g. nevirapine) for 
women who have not previously been treated with ARVs”.

Authors’ note: The goal of the continuing Global Health Committee (GHC) article series in Placebo 
is to provide you with an introduction to neglected infectious diseases and raise awareness about 
other issues relevant to international health. While the actual cases discussed are fictional, we have 
tried our best to ensure that the natural history, clinical manifestations, investigations, and treat-
ments are true to life. 
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Simultaneous Discovery
By Sultan Chaudhry, Class of 2013

One of the most mesmerizing facets of scientific 
history is the development of novel ideas simul-
taneously in different minds.  It is as if two minds 
are subconsciously coordinating and planning a 
common development.  In order to better under-
stand the idea, let us first look at two very striking 
examples from the last two centuries. 

In 1823, Johann Bolyai, a Hungarian mathemati-
cian who, at the time, was 21 years old, wrote a 
letter to his father, Wolfgang Bolyai, describing 
areas of geometry where the Euclideon postulates 
did not hold true. Wolfgang, also a mathematician 
at the time, realized the importance of his son’s 
discovery and pushed him to publish his findings. 
Little did the young Bolyai know that many other 
mathematicians were simultaneously uncovering 
the same weakness.  From 1823 – 1858, four other 
mathematicians, including Gauss (at the time, the 
lead mathematician in Europe) had made the same 
discovery.  Wolfgang Bolyai sent his son’s work 
to Gauss for review.  Gauss replied in a letter ap-
proving the validity of Johann’s work and said he 
was rather surprised by it as he had discovered the 
same limitation of Euclid’s work.  Johann started 
to believe that Gauss was dishonest and wanted 
to take away the young genius’s talent and grew 
increasingly suspicious until more work from 
different regions of Europe was published in the 
upcoming years on the same theories.  Johann 
Bolyai, however, is still credited for his work and 
is considered the first to establish theorems from 

non-Euclidean geometry.   It is startling to note 
that although Euclidean geometric principles were 
established by Euclid, born in 300 BC, there was 
no further elaboration of the theorems from 300 
BC to 1923, at which time 5 different mathemati-
cians made the same monumental discovery.

The second example is just as remarkable and 
involves a very well known scientist of the past.   
In 1955, a young biologist named Alfred Rus-
sel Wallace wrote a paper on the phenomenon of 
certain species outliving others without any expla-
nation as to why this phenomenon was occurring. 
Suddenly, in February of 1958, an explanation 
entered Wallace’s mind. He wrote: “If any species 
should produce a variety with slightly increased 
powers of preserving its existence; that variety 
must in time acquire a superiority in numbers.” 
In two days, Wallace had drafted his theory of the 
survival of the fittest and mailed it to his friend, 
Charles Darwin. At that time, Charles Darwin was 
in the midst of an 18-year journey across the globe 
to investigate the same theory, and had compiled 
his findings in the form of a book; Origin of Spe-
cies. Darwin, startled and distraught, wrote to his 
friend Lyell the same evening, explaining “I never 
saw a more striking coincidence; if Wallace had 
my manuscript in 1942, he couldn’t have written 
a better abstract!”. However, following Darwin’s 
submission of his work with Wallace’s abstract in 
London, Wallace was sure to emphasize Darwin’s 
passion and contributions to the development of 
the theory

The parallel between the cases is simple, that the 
time for the discovery was perfect.  Darwin, at the 
beginning of Origin of Species cites thirty four 
authors, who, within the previous seven years, 
had expressed disbelief at the separate creation of 
immutable species.  Similarly, from 1750 onwards, 
mathematicians had started to contemplate and stir 
discussions on weaknesses in Euclidean geometry 
and several papers were published relating to these 
controversies.  Therefore, the time was evidently-
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ripe for the development and elabora-
tion of non-Euclidian geometry.  
One can go beyond the realm of sci-

ence and look at similar patterns of discovery in 
arts, architecture, culture, and fashion etc. How-
ever, the best known and astounding examples 
are the ones seen in technology and science.  
Nine inventors claimed to have discovered the 
telescope, five claimed to have discovered the 
thermometer and almost every single invention 
to date has involved a race for priority.   

Being involved in basic research, I have person-
ally witnessed a few examples of simultaneous 
discovery, although not as striking as the ones 
discussed above. Two of my fellow research 
colleagues from different labs were working 
on elucidating the kinetics of heparin enhanced 
Antithrombin mediated coagulation tenase com-
plex inhibition last year; both are currently in a 
race to publish first.  Additionally, a colleague’s 
PhD defense was delayed by a few months due 
to the findings from her preceding paper being 
published 1-2 weeks prior to her submission by 
another group of researchers.  

Indeed, simultaneous invention is so regular as to 
be almost commonplace. Hundreds of examples 
could be found from medicine alone. How is 
it that several individuals, independent of each 
other, are able to arrive at the same conclusion, 
at approximately the same time? I believe that 
discoveries are governed mostly by time and not 
people.  Whether it is new discoveries or correc-
tions in pre-existing theories, time has to be ma-
ture for a theory’s acceptance. Several examples 
from history can also be found where theories 
or creative works were accepted years after the 
death of the inventor despite being repudiated 
at the time of the initial discovery. Examples, a 
few among many, include artists like Edgar Poe, 
Emily Dickinson, El Greco, and Van Gogh, sci-
entists like Gregor Mendel and Alfred Wegener, 
and astronomers like Galileo Galilei.  Lists go 
on. 

 With the advent of technology, the race to pub-
lish continues to accelerate today.  Simultaneous 
discoveries are occurring every day in many 
different regions of the world.  If you are design-
ing a new experiment or making a unique obser-
vation in a system, so are tens of other people 
around the world at the same time, because I be-
lieve that only time can determine when an idea 
is suitable and mature enough to be made known 
to the rest of the world.  I end with a quote from 
Wolfgang Bolyai that he wrote to Johann Bolyai 
in response to his discovery.

“ There is some truth in this that many things 
have their epoch, when they are found at the 
same time in many places; just as the violets ap-
pear on every side in the spring. “

- Wolfgang Bolyai, 1923
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MF5 – The Two-Year Pregnancy
By Nick Wang, Class of 2013

During my summer elective in Angola, we were 
able to make two trips to the Kalukembe Dis-
trict Hospital – an aged, colonial-era complex on 
the outskirts of an undistinguished town, with a 
catchment area of unknown hundreds of thou-
sands, or perhaps millions. This was a hospital 
that had to function without doctors for most of 
the year, save a couple of days each month where 
doctors from the provincial capital would drop in 
for a marathon session of consults and operations.

We made a grand entry into Kalukembe dur-
ing my first visit. Hopping onto a bushplane 
in Lubango, the provincial capital in which we 
were based, I felt an irresistible sense of ad-
venture, imagining that I was stepping into the 
Africa of Out of Africa or of Hemingway, some-
thing truly wild and untamed. After a 30-minute 
flight, we landed into the town of Kalukembe, 
which seemed to consist of one dirt road running 
through a collection of mud-and-tin residences. 
Our little plane’s landing caused a little ruckus, 
and in a scene all too reminiscent of Hollywood’s 
Africa, scores of children were playing and jump-
ing and dancing in a frenzy in the mini-sandstorm 
that the plane was creating. A van was already 
waiting for us and drove us directly to the 
hospital.

Thus began a 3-day, 2-night stint, in which we 
would do operations from breakfast to dinner 
(usually 7 am to 7 pm), and then do consults until 
the fatigue became too much to bear (usually 
around 11 pm). I was enthralled to be learning so 
much at the operating table, and I was inspired by 
the passion of my mentors, but I was mostly over-
whelmed and fatigued as I witnessed an exhaus-
tive litany of human suffering unfold before me 
– multiple young women with socially crippling 
vesico-vaginal fistulas, albinos with skin tumours 
that were eating away at their faces, people of all 
ages with fractures that failed to heal properly, 
as we attempted to correct these injustices with 
minimal anaesthesia. 

The doctors who went to Kalukembe had a sort-of 
inside joke about the place – there’d always be a 
new, extraordinarily crazy case with each visit. 
The last case of the visit proved to be such. As 
we were winding down the afternoon, we were 
almost ready to head back to Lubango, with only 
one more patient waiting. It was a woman prob-
ably in her late-thirties, whose complaint was 
that “she had been pregnant for almost two-years 
and still hadn’t given birth.” Following an ultra-
sound, we suspected that a teratoma (Greek for 
“monstrous tumour”) was the cause for all her 
abdominal distension. I felt a sense of anticipa-
tory thrill as the surgeon made the first incision; 
we were about to solve the mystery of the two-
year pregnancy. After a few minutes of foraging 
through the abdominal cavity, we came upon the 
offending culprit – a sizeable, ball-like little bicho 
(Portuguese for “beast”), residing close to one 
of the patient’s ovaries. The surgeon confidently 
excised it and asked one of his assistants to check 
out the remarkable bicho he had just found.

A few seconds later, though, the pit we had made 
in the patient’s stomach started to fill menacingly 
quickly with blood. The hunt for the bicho soon 
became a mad search for ruptured vessels, as the 
doctor frantically tied off all those that he could 
find. 9



Yet whenever we thought that the 
bleeding had been stymied, the pit 
would fill yet again with more red, 

each time more threateningly. Eventually, we 
were informed that the bicho was in fact a dead 
fetus; rather than a teratoma, the diagnosis was 
an ectopic pregnancy. In excising the presumed 
teratoma, the doctor had cut through the mesh-
work of blood vessels that had developed to 
supply the fetus. We continued the scramble to 
stop the bleeding and keep the patient perfused, 
but after an exhausting effort, the doctor seemed 
to acknowledge defeat. “Ela está nas mãos de 
Deus” – she’s in God’s hand now – we’ll pack 
her with gauze and hope and pray that she will 
see the light of day tomorrow. We left the OR, 
soldiers in defeat. 

Before I left the hospital, though, something 
compelled me to see the bicho itself – it was 
something startling beastly in its deformity, 
but he or she was also someone with the gross 
features of a human being, an almost-baby ready 
to be loved, someone who had suffered a ter-
rible misfortune of the world before ever being 
brought into it.

As I sat in a daze on the way back to Lubango, 
one after another, the tragedies of the affair 
flew through my mind: the morality of the 
doctor’s/our choice to admit defeat in preserving 
someone’s life; my strange, objectifying thrill at 
digging through another person’s body in search 
for a bicho; the death of the mother bound to the 
death of her unborn child; the social injustice 
that this poor woman lacked the preventative 
care that could have averted this crisis; and the 
cosmic injustice that subjected these two beings 
to such terrible ends.

Returning to Kalukembe some three weeks later, 
I witnessed something even more extraordinary, 
a veritable medical miracle. As we were round-
ing on the patients, the doctor, chuckling, an-
nounced the next one as the “lady who had given 

us all that trouble last time we were here.” And I 
was astounded to be shaking hands and chatting 
with the woman that we had left for dead. 

Nothing could justify her tragedy, nor could any-
thing explain her miracle.

____________________________________

Letter from the Editors:

We hope that you all enjoy this latest issue of 
Placebo. It truly has been a pleasure to have 
been the editors of Placebo for the past year. Our 
wonderfully talented and diverse student popula-
tion here at the Michael G. DeGroote School of 
Medicine has contributed several unique pieces 
throughout the past year and we’re very fortu-
nate to have such fantastic colleagues. 

We would also like to welcome the new editors 
of Placebo from the Class of 2014: Tahir Kafil 
and Rohan Kehar. 

Submission for the next issue can be sent to 
Tahir (tahir.kafil@medportal.ca) and Rohan 
(rohan.kehar@medportal.ca).

Sincerely, 
Zeeshan Ahmed and Erica Roebbelen
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