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Waitarial

Everybody agrees that examination system can never be perfect.
Yet most people would admit that it is a good means of reflecting the
effectiveness of teaching.  The student can use it to measure how much he
has learned, and the teacher can know where the difficulties lie.

However, we deplore the fact that too often the results are regarded
with too much seriousness, by the teachers especially. Such attitude
not only increases the stress on the student, smothers, the originality of
thought, but it will also encourage the weak-minded students to turn
to unconventional means to obtain high marks. It is sometimes a sad
sight to witness foul plays practised by some medical students here. One
should understand that, during examinations, what is at stake is not
the marks, but the integrity of one’s personality. We sincerely hope
that everyone who aspires to become a member of the great medical
profession will have the moral courage to resist the temptations of such
unjustified manoeuvres in examinations and taking advantages over one’s
classmates.  After all the punishment of losing one’s self-respect is much
worse than failing a test.

We are sorry for the delay in putting out this issue. This was
due to some troubles with the printer. We had thought of changing
printer, and it is after much negotiation that we finally decided to use
the same printing company. We wish to apologize for the unfortunte
delay.
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RETROSPECT AND PROSPECT:
REFLECTIONS ON SURGICAL PRACTICE
AND EDUCATION

The First Kenelm Dighy Memorial Lecture

Sir ]olmy Bruce,
CBE. TD. LLD. DJSc., FRS.E,
Regius Professor of Clinical Surgery,
University of Edinburgh.

The rememoration, from time to time,
of those who have earned the respect and
the affection of those amongst whom they
have lived and laboured is more than simply
a pious duty, or an act of veneration. It
is a salute of indebtedness to them, and
them, and through them to history. It is a
frank recognition—though at times, in our
complacence over new found skills, we tend
to forget it—that we are but the heirs of
a goodly inheritance. This is especially true
of the physician, to use that honorable
designation in its Hippocratic sense; for
more than most, in the words that Tennyson
puts into the mouth of Ulysses, he is “part
of all he has met”. Guy de Chauliac as
long ago as the 14th century, presumably
thinking along similar lines, declared: "We
are as children carried on the shoulders of
a giant; aided by the labours of our pre-
decessors, we see all they have seen, and
something beyond".

It is particularly appropriate to recall
this especially to the surgeons of today—a
time when the foliage of the surgical tree
is so colourful and so exuberant that it is
easy to forget the roots from which it has
been nurtured; easy, in our conceit, to fall
into the error of regarding the great achieve-
ments of modern surgery as of our own
devising.

This lecture is a tribute to the memory
of a dedicated teacher, a fine surgeon and
a great gentleman, Kenelm Digby, and I am
honoured by the invitation to join you, and
grateful for the privilege of sharing with
you in this, your first act of homage.

It was not my good fortune to know
Digby in the flesh, but there can be few
surgeons of my vintage in the Common-

wealth who are unaware of the legend of
his courage in adversity and under duress,
and of that cnviable blend of skill and
humanity which are the hallmarks of the
great doctor—the kind of doctor of whom
Robert Louis Stevenson of my native city—
who was often at the mercy of doctors in
his short, disease-wracked life—could write
so movingly:

“He is the flower, such as it is, of our
civilisation ; and when that stage of man
is done with, and only to be marvelled
at in history, he will be thought to have
shared as little as any in the defects of
the period, and most notably exhibited
the virtues of the race.

Generosity he has such as is possible to
those who practise an art, never to those
who drive a trade; discretion, tested by
a hundred secrets; tact, tried in a thou-
sand embarrassments; and what are more
important, Heraclean cheerfulness and
courage. So that he brings air and cheer
into the sick room, and often enough,
though not so often as he wishes, brings
healing”".

Kenelm Digby was one of the architects of
this Medical School—a School which is
possibly equalled but, in our Common-
wealth, certainly not excelled, in instellectual
vigour and academic achievement. Today
in surgery the vision, the industry and the
integrity of G.B. Ong and his colleagues is
making of this place a Mecca for surgeons
who admire artistry and honesty. Hong
Kong is now at the cross-roads of the sur-
gical world, and we must be grateful that
fate—that unpredictable divinity—spared
Digby after his years of labour and affliction
to see the burgeoning of the seeds he had
helped to sow.



The selection of a topic for a memorial
lecture is by no means easy. The audience
is usually varied in its composition, its
interests, and its tolerances. This alone is
enough to preclude the technical matters that
have been my chief concern, and the wit
and erudition to play the philosopher are
gifts that have passed me by.

In the event, my choice of subject has
been dictated by the fact that Digby’s talents
came to fruition in the first decades of the
century, a heady adventurous period in sur-
gical history, when craftsmen of unsurpassed
execution were exploiting with courage and
imagination the new opportunities made
possible by the solution—as it was fancied
to be—of hospital infection and wound
sepsis and when the simple and crude en-
vironment of the surgical operation was
beginning to acquire a dignity and a dis-
cipline. It was the heyday of surgical
masters whose operative repertoire was
catholic and who ranged with unquestioned
and sometimes arrogant confidence, if not
always finesse, from top to toe. It was a
time of pioneers, of great individualists,
when a surgeon was able personally to do
everything then known to be possible for
the recovery of his patient. It was a time
of superb surgical dexterity, a time of
shrewd clinical observation, of great dia-
gnostic acumen independent of laboratory
and other aids ; it was the start of the Golden
Age of Surgery, which not even yet has
reached the pinnacle of its achievement.
Well might the surgical tyro then exult:

“Blest was it in that dawn to be alive;
But to be young was very heaven”
as he reflected that the discipline of his
choice was now firmly established among the
arts and sciences of healing.

Indeed, just shortly after I graduated,
when Digby had begun here to earn repute
as a skilful and careful surgeon, one of the
leading lights of the British surgical world
had been tempted to prophesy that surgery
had reached its zenith, and nothing remained
for the surgeon but to brush up and improve
his techniques. Of course, this assertion has
been made regularly by surgical maestros
since the time of Ambrose Paré in the 16th
century! The dictum of the distinguished
British commentator met the usual fate, for
the lie has been speedily given: since the
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years of the last war and its restless after-
math, there has been a virtual and remark-
able revolution in surgical thought and
practice, and the zenith of surgery is still
beyond our wvision.

I have been privileged to live through
these decades, and for part of the time to
head a University Department. And so it
occurred to me that it might not be inappro-
priate to the occasion if 1 were to invite you
to take with me a brief glance backwards,
and a quick peep through the curtain of time
at the future. You may recoil at this ambi-
tious design for though my seniority may
just excuse an excursion into retrospect, by
the same token, among my junior colleagues
at least, it would not be regarded as a
licence for prospect. Yet, as the present is
the offspring of the past, so is it the parent
of the future, and 1 am convinced that from
time to time we must pause and place the
preseni and the past in balance.

My concern is not with autobiographical
reminiscence, or with the fascinating topic
of expanding operative technicalities: rather
it is with the scientific concepts and philoso-
phies that seem to me to have influenced
surgical practice, and its humanistic basis.

The chief philosophy which now per-
vades all modern surgical effort is the legacy
of a handful of surgeons at the turn of the
century. Of these, two in the English-
speaking world tower above their fellows—
Halsted of Baltimore, and Moynihan of
Leeds. Both were superb craftsmen; but
both brought to an exquisite operative skill
something new—a reverence for human
flesh. 1 do not intend to denigrate Halsted’s
contribution by confining my observation to
the message of the great Leeds surgeon.
Halsted is unquestionably the father of
modern American surgery; but to us of
Britain and its Commonwealth, Moynihan
was the bridge-builder between the old and
the new surgery in our own ken.

Reverence for human flesh

When Moynihan entered the surgical
scene, surgical craftsmanship, thanks to
Lister, was safer and greater in enterprise
than ever before, but it was not notably
different in execution from the pre-Listerian
days. The limelight was still on the opera-
tion and the operator and the operator’s eye



was still on the clock. Speed and dexterity
were the acknowledged hallmarks of excel-
lence but with them, often enough, went
roughness, disregard for tissues and insensi-
bility of blood loss.

Moynihan  campaigned  vehemently
against this. He became the apostle of
gentleness. He preached, and he showed
by example, that surgery was a gentle,
indeed a merciful, art. A continental visitor
to his theatre, noting his meticulous control
of bleeding, exclaimed: "Is your British
blood, then, so valuable?”” To Moynihan,

it certainly was.

In the preface to his classic on “Abdo-
minal Operations”—a page of superb prose
which 1 think should be required reading
for all surgical apprentices—he declared:

“Surgery is not only a matter of operat-

ing skilfully. It must engage in its

service qualities of mind and of heart
that raise it to the very highest pinnacle
of human endeavour. A patient can
offer you no higher tribute than to
entrust you with his life and health, and,
by implication, with the happiness of
all his family. To be worthy of this
trust we must submit for a lifetime to
the constant discipline of unwearied
effort in the search for knowledge and
of most reverent devotion to every detail
in every operation that we perform.
Of all the temples in the world none
is more sacred than the operating theatre.

No high priests nor any acolytes engage

in nobler ministrations than do the

surgeon and each one of his assistants.

Nothing base should dwell in such a

temple. Since no joy is greater than

that of service in such a sanctuary, no
responsibility is greater than that which
falls daily to our lot”.

Moynihan himself remained faithful to these
high ideals throughout a lifetime. No trou-
ble was too much if it made for the safety
of those entrusted to his care. He was the
first to change into clean operating garments,
with cap and mask : one detractor called him
the “pyloric pierrot” and another, learning
of the clean white operating shoes, enquired
if he “intended to stand in the abdomen”.
Undaunted, he persisted with his so-called
foibles—rubber gloves, the green drapes,

the red towels of danger. His opening
address to the Association of Surgeons of
Surgeons of Great Britain and Ireland in
1921 was on ‘“The Ritual of a Surgical
Operation”—it too should be required read-
ing for the young surgeon—and yet a
famous metropolitan surgeon left the meet-
ing, angrily exclaiming that the only thing
“he would ever take off for an operation
would be his collar—and that not for the
sake of the patient’.

It is scarcely possible to overestimate the
influence of Moynihan’s philosophy on sur-
gical craftsmanship. His fame does not rest
on the development of a particular operation,
or a crucial discovery, or in practice amongst
the famous. It rests on the change he
wrought on the whole guality of surgery.
He blazed a trail along which British sur-
geons—and by implication the surgeons of
the British Commonwealth—have marched
ever since; and the “affectations’” for which
he was ridiculed have become part of the
inflexible ritual of every responsible surgeon.

Surgery more than the operative procedure

A second fundamental concept that
began to take root in the twenties was that
surgical therapy was more than the actual
operative procedure. This first emerged
when the need for scrupulous postoperative
management was recognised but it was soon
appreciated that the preparation of the
patient before operation was also vitally
important.

The compelling stimulus was the First
World War, with its appalling carnage and
the inability of the medical services fully
to comprehend the causes of so many of
the fatalities. The response was an accelera-
tion of a change in emphasis—already
haltingly begun—from anatomy and patho-
logy to physiology as one of the props of
surgical practice and from that to a revival
of the experimental method in defining the
scientific milieu of surgical practice.

After the discovery of anaesthesia and
antisepsis, surgeons for a time had become
too immersed in the excitements—and
rewards—of the clinic and the operating
room to spare time for the laboratory. The
message of John Hunter and of Joseph
Lister was for the most part unheeded, but
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the more shrewd observers had come to
recognise that the operations of surgery,
however beneficent, however skilfully execut-
ed, were all of them a form of injury,
succeeded by what Lériche called the
“maladie postopératoire”. The scrutiny of
homeostasis and its defences soon became
the urgent challenge of the surgical physio-
logist and, ever since, physiology has inter-
vened in a most gratifying way in every
aspect of surgical endeavour. The surgeon
no less than the physician has come to think
in terms of disordered function and its
correction, more than in terms of structure;
indeed his interest in morbid anatomy is in
its effects on function, and their possible
relief by his operative ingenuities.

Over the last 40 years the functional
and experimental approaches to the problems
of surgery have yielded a substantial divi-
dend, not only to surgery but also to all
the disciplines of Medicine. This is a story
for another day but, so far as surgery itself
is concerned, it is probably true to say that
today the gross circulatory, metabolic and
nutritional derangements that beset operation
and injury are appreciated, if not yet under-
stood in all their complexities. The steady
fall in the number of deaths following
operation is an index of this. Indeed that
so many surgical activities are accomplished
without anxiety and without complication is
one of the inspiring features of modern
surgery. Today it is more often the pro-
gress of the “disease’” that determines the
outcome of surgical therapy than any hazard
inherent in operation.

Stemming from a practical and purpose-
ful concern with hominal physiology, the
resurgence of experimental surgery since the
last war has added enormously to the scope
of surgical practice. There are still some
who, in ignorance of the diverse activities
of a surgical laboratory, disdain what they
stigmatise as "'dog surgery” but none can
afford to ignore its discoveries: discoveries
such as that of Blalock, in 1930, of the
cause, and the treatment, of surgical shock;
of the studies in cardiopulmonary physiology
which, on a muted key and with the help
of our anaesthetic and pharmacological col-
leagues, have created the safety of modern
anaesthesia and Assisted Respiration Units
and, on a major key, have mage possible the
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surgery of the lung and of congenital and
acquired heart disease; of the physiological
studies that have provided a rational basis
for the treatment of endocrine, metabolic
and alimentary diseases, and stimulated such
special ventures as Renal Dialysis and
Coronary Care Units.

Fortunately it is becoming gradually
obvious that the dicta of the self-styled
“pure clinician” are no longer accepted
uncritically upon the authority of even the
most distinguished unless they are backed
by relevant knowledge and pertinent scien-
tific enquiry. The attitude of mind that
automatically places scientific enquiry lower
on the scale than clinical work has been
an unconscionable time a-dying, but for the
last two or three decades it has been in its
death throes.

The concept of measurement

The application of the concept of mea-
surement—which in sophisticated form has
taken a long time to gain a foothold—has
become one of the most significant of the
factors that mediate modern surgery. Some
of you may recall that the great Scottish
physicist, Lord Kelvin, insisted that “when
you can measure what you are speaking
about, and express it in numbers, you know
something about it, and it is scientific”. In
my time as a house surgeon, the only mea-
surements available were the blood count,
the specific gravity of the urine, the blood
urea and a primitive test meal. Our ability
now to measure with mathematical accuracy
such variables as cardiopulmonary, gastric,
pancreatic, hepatic and renal function and
to dissect with precision the blood and its
chemical and biological content has not only
entrench surgery as a scientific discipline, but
it has also fostered a further change in
surgical philosophy.

Treatment of the patient: not treatment
of the disease

Until the end of the last war, most
surgeons in a therapeutic sense still thought
largely in terms of the treatment of a disease.
For peptic ulcer, for example, the operation
was a short circuit and all breast cancers
were submitted to radical mastectomy. Today
this “blunderbuss” approach has gone, and
surgical treatment more and more is becom-
ing “tailored” to the particular and often



the measured needs, not of the disease, but
of the individual patient.

Biological approach to surgery

It was a natural sequel to the study of
function, to experimental surgery and to the
growing sophustication of mensuration of
body activities that another advance should
occur 1n surgical philosophy—the tendency
that has grown up for surgeons to think
“biologically”. This is exemplified in such
conditions as cancer, in which dissatisfaction
and disappointment with the results of our
efforts has dictated a change of outlook
from the mechanistic to the biological. It
was disquieting that two cancers, apparently
identical and treated identically, could be-
have with such disconcerting and diabolical
difference. The demonstration in 1941 by
Nobel prizeman Charles Huggins that cer-
tain cancers could actually disappear after
the removal of the adrenal glands was a
breakthrough: the definition of cancer on
which we had been reared—that it was tissue
anarchy, autonomous and beyond restrain—
was no longer tenable.

It has become obvious that in cancer we
are dealing with a biological enigma which
as yet we have no means of resolving. It
seems likely that in many the disease has
been firmly established not only in its local
site but also distantly long before an oppor-
tunity occurs for treatment. The significance
of this is that it has stimulated a new philo-
sophical concept, namely, that since cancer
has so often disseminated before treatment
is sought we should think not only in terms
of cure but also in terms of the control of
its consecutive manifestation for as long as
is possible compatible with mercy.

So far my retrospection has concerned
only the humanistic and intellectual influ-
ences that have contributed to the evolution
of surgery in our century. However, I can
scarcely avoid reference to some outstanding
technical advances. Many of them have
stemmed from the discoveries in other disci-

lines which have been enlisted in the
orward march of surgery. The earliest of
these—radiology—is now of respectable age.
It is a far cry from the crude glass plate
shadows which the Medical Electricity De-
partment supplied in my student days to the
sophisticated radiodiagnostics and radio-

therapeutics of today. The development of
a myriad of endoscopic devices, of electronic
measurement and monitorship has culminat-
ed in a remarkable diagnostic precision and
in an ability accurately to keep trace of a
patient’s condition before, during, and after
operation.

The advent of the antibiotics, however,
is perhaps the therapeutic development
which has most significantly altered the
character and practice of surgery in the past
50 years. In the days of my surgical youth,
infections—and particularly pyogenic infec-
tions—carried a formidable and distressing
death rate; and drainage and even amputa-
tion—often that last act of desperation-were
often unavailing. I can recall such frantic
endeavours as immuno-transfusion, when a
parent was inoculated with staphylococci
some hours before donating blood in an
attempt, rarely successful, to save the life
of a child with osteomyelitis. But even
when the shafts of death were turned aside,
the legacy of deformity was enough to daunt
the most skilled and the most humane
craftsman.

Antibiotics have largely prevented the
surgical sequelae of infection. The need
for surgery in the complications of venereal
disease is largely past. Chronic osteomy-
elitis which had challenged surgeons since
before Lister until the last war has all but
disappeared from our surgical wards as
better control of the acute phase is achieved
by antibiotics and early drainage. The nature
and magnitude of the surgical management
of tuberculosis has in many parts of the
world been profoundly altered, though I am
well aware that there are still centres such
as this which demand—and I know have
received—surgical care that is renowned for
its originality of approach and notable for
its outstanding success.

At the same time the control of the most
common infections has given to surgery
more than it has taken away. It has extend-
ed the scope of operation to areas forbidden
of access because of the near inevitability
of postoperative infection (the chest, the
oesophagus, the colon and the bladder)
though the other supports of modern sur-
gery—blood transfusion, anaesthesia and the
control of blood chemistry—have had their
appreciable share in these successes.



Apart from this, the successful treatment
of formerly lethal infections such as pneu-
monia has been followed by a generous
extension of life expectancy, and has increas-
ed the numbers of old people with surgical
problems, especially those of malignant and
chronic degenerative disease.

Perhaps the crowning technical achieve-
ment of modern surgery—and the most
controversial—is the transplantation of
organs. Only time will answer all the
ethical, philosophical, and economic problems
posed by the current philosophy of "new
lamps for old”; and as one nearly beyond
the battle, I can only regret that our pro-
fession has not been left in peace to resolve
the difficulties we have created. Never-
theless, there are no surgeons who are
not proud of the brilliance of some of the
feats of transplantation; and many of you
will appreciate that on this high peak of
surgical endeavour the legacy of our surgical
past has yielded its most spectacular, if per-
haps not yet its most useful, dividend.

Prospect

And now, what of the surgery of the
morrow? Churchill, in one of his addresses,
said that “the longer you can look back,
the further you can look forward”. This is
not true of surgery, for so far as my recollec-
tion goes, nobody yet has predicted success-
fully its future development for even a
short, let alone a long, period ahead. How-
ever, what can be said, in the light of the
achievements of the last 30 years, is that
never have either the arts or the sciences
of surgery been more vigorous or more
invigorating: and that if the pattern in the
years to come is not clear, the fabric will
certainly be sound. The future is indeed
secure.

I imagine that we are within measurable
distance of solving the problem of the rejec-
tion of alien tissues and that transplant
surgery with then expand enormously;
though in one organ at least—the heart—
some sort of a mechanical pump will for-
tunately render the use of a human donor
heart unnecessary.

The continued elucidation of the intimate
and ultimate mechanisms of disease will
certainly lead to earlier and consequently
less demanding surgery; in some situations
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it may even diminish the need for such
costly remedies as transplantation, as, for
example, the control of vesico-ureteric reflux
in the induction of chronic renal disease.

In two areas there is opportunity for
significant advance. Trauma—now one of
the captains of the men of death—demands
a much more enlightened approach. The
crude parameters of the injured state are
well known, but the irreversible shock of
major trauma is a complicated problem in
morbid physiology and will take the surgical
researcher into the complexities of votal
cellular geography, or the cellular economics
of physiological derangement. There is no
doubt that if the tragic death toll of accident
is to be reduced, the principles that have
evolved in the years since the last war to
determine the success of modern general
surgery will have to be applied with more
enthusiasm—and sometimes even at the ex-
pense of the early correction of the anatomi-
cal sequelae of trauma.

But perhaps the greatest challenge to
the surgeon in the years ahead is that of
malignant disease. It is apparent, biological-
ly speaking, that cancer is unpredictable in
its behaviour and in its threat; and tech-
niques must be found for assessing its
inherent biological aggressiveness in time to
design an effective therapeutic program. The
disappearance of established cancers, and the
sometimes long regression of metastases,
point to a hitherto largely neglected aspect
of cancer research, the defensive resources
of the host. There is evidence that some
cancers provoke an immunologically based
resistance to themselves very similar to the
rejection mechanism in homotransplantation
which may for long contain them and some-
time induce their annihilation. Some hope
may lie in the exploitation of this immuno-
logical response, by enhancing it and so
stimulating the repulse of tissues that have
ceased to live in amity with their neighbours.

Mr. Dean: It would be inappropriate
in a lecture commemorating the laiours of
a great surgical teacher to ignore the educa-
tional problems that beset modern surgery.

But first let me say two things about
changes in the surgeon himself. I began
my surgical career some time later than
Digby, but still in the era of the great
surgeon-individualists. There are still some



who aspire to emulate this; but the rapid
advances, in knowledge of the disordered
physiology of disease, and the skilled mea-
surement of it, increasing diagnostic pre-
cision and the complex techniques ensuring
it, and the metabolic problems of pre-
opemtive and post-operative management
have left most surgeons only too thankful
to become members of a team, of which
happily they are sometimes the Captain!

There is a second change in the pattern
of today's surgeon. In most centres of
surgical education, he has become entirely,
or in large part, a “specialist”. This is an
inevitable result of the massive advances in
knowledge and technique. In surgery the
frontiers are now so wide that no single
individual is equipped to ride all the
marches; and save in small communities
and distant places, the day of the general
surgeon has gone forever.

The impact of this change on surgical
education has been slow to be recognised in
Britain and its Commonwealth, with the
exception of Canada which has subscribed
to the American pattern. Until quite recent-
ly the young surgeon in the United Kingdom
learned his surgery by apprenticeship to a
master—a preceptor, if you like—and by
personally contrived or inspired sojourns in
a laboratory or in one of the departments
of the sciences basic to surgery. The process
was notable for its lack of instruction; the
apprentice more or less climbed by his own
bootlaces, and perhaps I am nostalgic in
afhiming that to some at least there was
inspiration and stimulus in being somebody's
“disciple”. 1 was John Fraser's man, and
he in turn had been Stiles’, who was Caird’s
who was Annandale’s who was Lister’'s who
was Syme’s. You will appreciate that I am
conscious of my inability to discharge my
own obligations to such a past. But for
many apprenticeship was haphazard and
unsatisfactory. It is all the more remarkable
that it produced generations of surgeons able
to hold high their heads in any surgical
company.

In North America for more than 50
years there has been a controlled and super-
vised system of training characterised by an
arranged programme of increasing experi-
ence and responsibility. The product at the
end of the day was no different from—nor,

I think, any better than—our own of some
years ago.

However, it has to be accepted that our
former method is outmoded. One of the
principal reasons for this is the lack of
preceptors with the width of knowlefige and
practice to produce the complete “'surgical
man’’. For even amongst the depressed class
of general surgeon, a man’s practice is often
selective, and restricted to a particular corner
of even that contracting field. Long appren-
ticeship to such a one is intellectually and
practically unrewarding. Today for a wide
surgical training the embryo surgeon must
serve a succession of masters with different
skills and individual surgical interests. This
will be more easily possible if and when
the proposed divisional arrangement comes
to pass in which a number of the small units
typical of British hospital organisation are
combined under a chairman, one of whose
duties would be to ensure a variety of ex-
perience and exposure for the surgical tyro.
‘This is a change that will be strongly resisted
by the reactionaries, but I think it is inevit-
able if British surgery is to thrive.

The ambition of the British specialist
societies to hallmark their product, and the
proposal that the General Medical Council
should establish specialist registration has
stimulated new interest in education for sur-
gery. Amongst other effects has been the
formation by the Colleges and others of a
Committee on Higher Surgical Training
which seeks to lay down the outlines of a
programine for general surgical and specialty
training and implies strict standards in the
selection of centres where they may be
undertaken.

Many must deplore the loss of an oppor-
tunity even in title of distinguishing between
training and education. Training is the
absorpton of current knowledge and acquisi-
tion of the technical ability to use it. It
is intensely important to the surgeon and
to his patients; and there are many splendid
hospitals in which it can be conducted with
supreme efficiency. But it is different from
education, which is the stimulation of intel-
lectual and critical faculties, an ability to
receive and to follow new leads on the
frontiers of surgery and a readiness to sub-
mit both the new—and the old—to scientific
enquiry.
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It is possibly hair splitting to separate
training and education for the two are com-
plementary. But the difference is not only
a matter of semantics for, whereas instruc-
tion in, and practice of, a craft can ~be
acquired in many environments, education
can be obtained only where research and the
spirit of investigation are active, and where
close contacts with other advancing sciences
which have contributions to make to surgical
science are easy and intimate. At the mo-
ment—and for a long time to come—this
stimulating kind of environment can be
provided only by the universities. This
obligation has been long accepted in the
United States and in Canada. We in Britain
have lagged behind—a national characteris-
tic—and 1 would personally be glad to see
our new Committee renamed the Committee
for Graduate Education, with a predomin-
antly academic university representation.

I should have liked also to have seen
more emphasis on the desirability of ex-
osure to research in surgical education.
The value of this is sometimes denied, but
only because it is sometimes equated with
work in the experimental surgical labora-
tories. Surgical research is simply systematic
investigation, designed to increase the sum
of surgical knowledge: it may involve
experimental surgery, but equally it can be
carried out in wards and clinical laboratories
—as Cushing, Cuthbert Dukes, Francis
Moore and others have demonstrated so
admirably in our time. Its purpose is not
primarily to discover but to instil the habits
of analysis and assessment and to promote
the recognition of problems, the methods
of their possible resolution, and some famili-
arity with the modern tools of laboratory
investigation which are the clinical tools of
tomorrow. It is my personal view that a
period of research should be a compulsory
part of education for surgery. The argument
that some have no aptitude for the bench
or the laboratory is one that I find irksome.
Indeed an embryo surgeon who fails to
detect some problems in his clinical work
to interest him and who wants to be only a
"hewer of flesh and drawer of blood"” would
be better out of surgery altogether, and for
all time.

I appreciate that the implementation of
a compulsory research experience must in-
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crease the burden on academic departments
in terms of staff and of finance. On the
teacher it places great responsibilities—to
set a high personal standard in clinic and in
investigation, to ensure that the surgical
aspirant has the necessary time for the pur-
suit of knowledge and for reflection, and
to secure the appropriate facilities. Halsted
once said: "I want only good teachers and
receptive students; and the head of a de-
partment who can distil a contagious
enthusiasm, display imagination and vision,
and a humility proper to one who recognises
the still enormous gaps in his own know-
ledge will have many to sit at his feet, and
perhaps a Hunter or a Lister to inspire”.

This is a time of unease not only in post-
graduate education but in undergraduate
education also. In the last few years I have
been more than little disquieted by the
tendency to denigrate the importance of
surgery in the undergraduate curricula both
in Britain and the United States. Training
for surgery is a continuing educational
process that begins in undergraduate days.
It 1s essential that students should have an
adequate exposure to surgical work in its
widest sense in order that a proper propot-
tion of the best will be attracted to a service
that provides one of the most satisfying
postgraduate careers, with its unique blend
of intellectual challenge, practical skill and
humanitarian philosophy.

It has been too readily assumed in some
places that in the changing pattern of under-
graduate education the physician should
retain the major réle. There was a time
when this may have been appropriate, when
large tracts of disease had not yet come
within the ambit of surgery, and nostrums
and Galenicals were the order of the day.
I have no wish to stir the embers of old
controversy, however. What I must say is
that if the aim of current undergraduate
programmes is to produce a scientifically
orientated graduate able to understand and
to deploy the further inevitable advances in
medical science there is no better place
where the principles of modern med}:cine
and their use in the treatment of disease
can be displayed than in the surgical wards
and theatres, for today surgical practice is
almost literally underpinned by science.

And there is an additional bonus, a not



insignificant one. There is much talk these
days of preserving the relationship between
doctor and patient. This can never be more
intimate than is to be found between the
surgeon and his patient, and the student
should not be denied the opportunity of
seeing and learning from it.

However, it is my conviction that in the
years to come we shall see a progressive
blurring of the boundaries between surgery
and medicine, and even a departure from
the traditional geographical separation in our
hospitals between surgeon and physician.
No doubt the reasons for this segregation
were once cogent, for the two disciplines
were separated by more than tradition. Tt
was not, as the unkind gibe affirmed that the
surgeon worked with his hand and the
physician with his brain. Each discipline
tackled special and different problems, and
there was a time not so long ago when
intrusion by one into the supposed territory
of the other was likely to provoke resent-
ment.

Today surgeon and physician are more
and more concerned with the same clinical
problems, each bringing to them his parti-
cular diagnostic or therapeutic approach.

Increasing, and increasingly intimate,
clinical co-operation is one of the happiest
features of the modern scene and it would
be a logical extension of it to revise the
concept of medical and surgical “hospitals”,
or “slides”” or “services”. Medical and sur-
gical units dealing with similar kinds of
work should be geographically proximate, if
not indeed combined, since the methods and
the apparatus of investigation are common

to both.

I am aware that such a development
would not meet with immediate approval.
For long the palpable untruth has been
proclaimed—mainly by surgeons—that “the
surgeon is a physician who operates”. If
this was ever true, it is certainly not so now,
when the techniques and the apparatus of
investigation available to the physician have
advanced as much as the techniques and the
apparatus of surgery. The obligations of
both physician and surgeon have become

increasingly exacting, and often enough the
demands of the operating theatre leave the
surgeon with little time personally to under-
take the burden of physiological study that
may be needed in his most difficult cases.
In my experience the intimate association of
medical colleagues of equal standing pays
a rich dividend. It does not follow that
the surgeon then becomes so preoccupied
with his surgical manoeuvres that he leaves
everything else to the physician: indeed,
it is quite the reverse. He interests himself
in the functional aspects of disease and the
achievements, and the limitations, of medical
therapeutics as well as of his own. In such
circumstances it is not unusual to find that
the physician, brought into close contact
with surgery, becomes more aggressive as
the surgeon becomes more conservative!

Mr. Dean: I am afraid my discourse
has been superficial and discursive. Such
as it is, it is my personal homage—and I
hope yours to Kenelm Digby. In its ultimate
analysis, history is but the story of great
men. To some has been vouchsafed the
privilege of a memorial that is part of man-
kind’s perpetual heritage—the St. Paul’s of
Christopher Wren, the immortal lines of
Shakespeare, the imperishable symphonies of
Beethoven, the inspired canvasses of the
Great Masters.

Not so is it with those who have espous-
ed the arts and crafts of Medicine; but
nonetheless their memorials, too, are not
ephemeral. Pericles, mourning the flower
of Athenian chivalry slain by the spears and
bows of Sparta in the Peloponnesian War,
disclaimed :

“The whole earth is the tomb of great
men; nor is their story graven only on
stone that covers their clay, but abideth
everywhere  without visible symbol,
wrought in the stuff of other men's
lives:”

I am sure it has been scarcely necessary to
help you, his professional heirs, to keep
green the memory of a great surgeon, a
great teacher and a great gentleman; for
as long as the arts of Medicine shall endure
in this, the place of his adoption, some part
of Kenelm Digby will assuredly survive.
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MESSAGE FROM THE PROFESSOR

The road to surgical specialisation is long and arduous. A surgeon continues
to learn throughout his working life. He is a partner of his physician colleague
and while he is not a specialist in internal medicine, he must be familiar with most

of the medical conditions that may develop in a patient undergoing surgery.

For this requirement, he has to learn the basic principles of both the disciplines
of medicine and surgery. In order to acquire this, he has to begin as an under-
graduate, for it is in this period of his life that he is taught and learns to correlate
the basic sciences and clinical aspects of diseases.

Upon graduation he continues to learn the intricacies of surgery. He quickly
learns that an operative treatment is only a partial management of a surgical patient.
The pre- and post-operative care are just, if not more, important in seeing a patient
safely through his suffering.

The scope of surgery is expanding depsite many predictions to the contrary.
About half a century ago Lord Moynihan the great master from Leeds,
believed that surgery had reached its zenith but he did not live to see the great
advances made during the last 10 or 20 years. This advancement will continue
and many a medical student from our school, I hope, will take part in this progress.



STAFF MEMBERS

PROFESSOR ONG GUAN BEF’ 0.8.E., M.D. (Shanghai)
m.B.B.s. (H.K.), r.r.cs. (England & Edinburgh), F.R.A.CS., F.A.CS,, J.P.

Professor Ong, former resident in the Eliot Hall, graduated in 1947 with the degree of
M.B.B.S. from the University of Hong Kong. His medical studies were interrupted by the
second world war during which he escaped to Chungking where he continue his studies.
After the war, he returned to Hong Kong to finish his medical studies at the University
of Hong Kong.

Having gone through the training as house surgeon and surgical Registrar at Queen Mary,
he proceeded to the United Kingdom in 1951 to take his fellowship exams. He was Common-
wealth Fund (Harkness) Fellow in 1956 and studied in Harvard University, Massachusetts
General Hospital and the Bellevue Hospital, New York University. From 1957 to 1963 he
was surgeon-in-charge in Kowloon Hospital before the building of the Queen Elizabeth
Hospital.

In 1964 he succeeded Professor Stock to the chair of Surgery, University of Hong Kong.
His special appointments include being consultant surgeon to the Hong Kong Government,
the British Military Hospital Hongkong, Grantham Hospital, Kwong Wah Hospital and the
Austin Hospital, Heidelberg, Melbourne, Australia. He sits on the editorial boards of the
“British Journal of Surgery’’ and the ““Surgery”’, and he is Corresponding fellow to the Thoracic
Surgery Section of the Royal Australasian College of Surgeons, and to the Surgical Research
Society of Australia. He is also the Corresponding Fellow of the Association of Surgeon of
Great Britian and Ireland and the Represcntative for Hongkong of the International Society
for Burn Injuries. Only recently, he has been further honoured by being appointed to deliver
The Hunterian lecture (1969-70) in England, an honour which had in the past been similarly
bestowed on such great names as Sir James Paget.

Professor Ong’s publications include numerous papers on

1. Carcinoma of oesophagus.

2. Recurrent Pyogenic cholangitis.

3. Carcinoma of the liver.
and he has written chapters in the following books:

1. “Pye’s Surgical Handicraft” 19th Edition edited by James Ryle.”

2. “Progress in Clinical Surgery” edited by Rodney Smith Series III.

3. ‘“Operative Surgery”’—second edition, volume 4 edited by C. Nanton Morgan.

Professor Ong is married to the former Miss Christina Chou m.B.B.s., (H.K.), F.R.C.0.G.
(England), and they have six children.
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Dr. K. H. Kwong, m.B., B.S.(H.K.), F.r.C.5.(Eng.), M.s.(Colorado)

Dr. Kwong was a past graduate of La Salle College. Ho obtained his M.B., B.S. in 1958
with distrinctions in Medicine and Surgery. He also won the Li Po Kwai Prize in Surgery.

After serving as assistant lecturer in Surgery for two years in the University of Hong
Kong, he went to England and studied Postgraduate course in Surgery in the University of
Edinburgh. He passed the Fellowship Examination in May, 1962, followed by an appoint-
ment as Locum Registrar in Surgery in Cltterbridge Hospital. He was also registrar in
Surgery, Brompton Hospital in 1963, and later registrar in Thoracic Surgery, Path Hospital,
Manchester. He came back to Hong Kong and joined the Department of Surgery in
January, 1964.

In February, 1967, he won the China Medical Board Fellowship to study in the University
of Colorado, where he obtained the Master Degree in Surgery in June, 1967. In July 1968,
he was promoted to become senior lecturer.

Dr. Kwong’s special interest was in cardiac and thoracic surgery. His hobbies includes
Chinese painting, swimming and fishing.

Dr. C. G. Koo, B.A., M.B., B.CHIR.(Cantab), F.r.c.s.(Edinburgh), r.r.c.s.(England)

After completing his secondary school education at St. Stephen’s College, Dr. Koo
furthered his studies in Cambridge University in England. He was qualified in 1958 after
his studies in the London Hospital, London, England.

Dr. Koo then served as a Surgical Registrar at Bethnal Green Hospital, London from
1961-62. For the next year, he went to London Hospital, London, working under the same
post. As part of an exchange between the London Hospital and the Royal Victoria Hospital,
he flew to Montreal, Canda, where he became the Assistant Resident in Surgery at the Royal
Victoria Hospital and the Queen Mary Veteran’s Hospital. From 1964-65, Dr. Koo worked
as a Research Resident at the Department of Surgery, Royal Victoria Hospital and McGill
University; researching on clinical and experimental Renal Transpiration.

Dr. Koo’s special interest was in urology and Transplantation Surgery. His hobbies
include tennis and squash.

Dr. Paul, C. K. Yue, Mm.B, B.s.(H.K.), F.r.C.5.(Edinburgh), F.r.c.5.(England), p.c.H.(London)

Dr. Yue graduated from the University of Hong Kong in 1960. He had been a Medical,
Officer in the Casualty Department, Q.M.H., from 1961-62 the University Paediatric Unit
Q.M.H. in 1962-63, the University Surgical Unit. Q.M.H. in 1964 and the University
Orthopaedic Unit, Q.M.H. in 1964.

He won the Commonwealth Scholoarship to the United Kingdom from 1965-67 where
he obtained his F.R.C.S. (Edin.) in 1966, his F.R.C.S. (England) in 1967 and D.C.H. (London)
in 1967. He was also a Member of the International Society for Burn Injuries.

While he was in England, he was the Honarary Surgical Registrar to Professor Wilkinson
at the Institute of Shild Health in the University of London, and the Hospital for Sick
Children from 1966-67. He then came back and worked in the University Surgical Unit,
Q.M.H. as a Medical Officer in 1967.

Dr. Yue’s special interest is in Paediatric surgery. His hobbies include swimming,
fishing and music.
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Dr. Edward, C. H. Leong, m.B., B.s.(H.K.), F.R.c.s.(Edinburgh), F.r.c.s.(England)

Dr. Leong was a past graduate of St. Joseph College. He entered the University of
Hong Kong in 1957 and obtained his M.B., B.S. in 1962 with distinctions in Anatomy,
Gynaecology and Obstetrics.

He was appointed the Clinical Assistant in the University Surgical Unit from 1963-65.
When he was in England, he was once the Locum Surgical Registrar, in the New End Hospital
in London in 1966. He became a Permanent Lecturer in the University Surgical Unit in
1967.

While he was still an undergraduate, Dr. Leong had been the Editor of ‘Elixir’ from
1963-64. He then became the Chairman of the Medical Society in the University of Hong
Kong the following year.

His special interest was in mology and especially in bladder function.

Dr. Frank, C. Y. Cheng, Mm.B., B.s.(H.K.), F.r.c.5.(Edin.), F.R.C.5.(Lon.)

Dr. Cheng was a past graduate of Wah Yan College. He entered the Faculty of Science
in the University in Hong Kong in 1957 and then joined the Medical Faculty ni 1958.

During his undergraduate days, he won the Ho Fook and Chan Kai Ming Prize. It
was also with flying colours that he passed his M.B., B.s.xamination in 1963, with distinctions
in Anatomy, Biochemistry, and Surgery. He was also the winner of the Digby Memorial
Gold Medal in Surgery that year.

After two years training in the Department of Surgery Hong Kong, he joined the
Hammersmith Hospital as a Commonwealth Scholar in 1966, and later the Royal Postgraduate
Medical School in 1967. In the same year, he passed both fellowship examinations of the
Royal Colleges of Edinburgh and England. He came back to Hong Kong in December,
1967 and was appointed Lecturer in Surgery.

Dr. Cheng’s special interest was in gastroenterology, and his essay on ‘Gastirc Acid
Secretions’ won the Li Po Kwai Prize in Surgery in 1968.

Dr. Arthur Van Langenberg, m.B., B.s.(H.K.), F.r.c.s.(Edinburgh), r.r.c.s.(England)

Dr. Langenberg graduated from the University of Hong Kong in 1962. He obtained
his F.R.C.S. (Edin.) and F.R.C.S. (Eng.) in 1966.

He was Clinical Assistant in the University Surgical Unit in 1962 and then in the
Orthopaedics in 1965. During the years 1966-1967, he had been registrar in Sefton General
Hospital, Royal Southern Hospital and Warrington Infirmary.

His special interest was in cancer and surgery of the large intestine. The beloved warden
and teacher is also a great fisherman.

Dr. Mohankumar Adiseshiah, L.r.c.P.,, M.R.C.5.(London), m.B., B.s.
M.R.C.R.(London), fr.r.c.s.(England)

Dr. Adiseshiah was born in Madras, India. He studied in Wansworth School, London
in 1958-1960. In 1960, he entered King’s College, and in 1962, he entered with scholarship
to Westminster Hospital Medical School. He graduated in 1965 with the Arthur Evans

Memorial Prize.
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After serving one vear in the Westminster Hospital as house Surgeon, casualty officer
and later senior house officer in Pathology, he worked as senior house officer in St. Georges
Hospital in 1966. In 1967, he was trained in general and cardiac surgery in the Hospital for
Sick Children. In 1968, he passed the membership examination of the Royal College of
Physicians, and in the next year, he passed the fellowship examination of the Royal College
of Surgeons.

Dr. Robin, S. Y. Yih, Mm.B., B.s.(H.K.), F.rR.C.s.(England), F.r.c.S.(Edinburgh)

After receiving his secondary education in Royden House, Hong Kong and Acton
Technical College, London, Dr. Yih took up the M.B., B.S. Course in the Wniversity of
Hong Kong, 1956-1961. In 1963, he took leave to England and studied in the Royal College
of Surgeons for the Primary F.R.C.S. Course. In 1966, he finished his Final F.R.C.S. Course
at the St. Thomas’ Hospital, London, thereby obtaining his higher degrees.

While persuing his higher studies, Dr. Yih worked as Senior House Officer at the Royal
Northern Hospital in 1963, then Senior House Officer at the Whipps Cross Hospital from
1963-1964. For the subsequent two years, he was first Senior House Officer at Mosth
Middlesex Hospital, then Prince of Wales Hospital. Having obtained his F.R.C.S. degree,
he was appointed Surgical First Assistant, Professional Unit at St. George’s Hospital, London,
and stayed on the post for 2 years. He then refund to Hong Kong and joined the University
Surgical Unit as lecturer.

Dr. Yih shows special interest in Urology and General Surgery. In his spare time,
he likes to refresh himself by playing tennis and going swimming.

Dr. Mok Che Keung, Mm.B., B.s.(H.K.), F.r.c.8.(Edinburgh)

Dr. Mok graduated from St. Paul’s College, Hong Kong. He then studied medicine at
the University of Hong Kong. After graduation, he received post-graduate training as
Registrar at the Department of Orthopaedic Surgery, Queen Elizabeth Hospital, from 1965-66.
During the subsequent 2 years, he transferred to the Registrar, Department of Surgery,
University of Hong Kong, Queen Mary Hospital, Hong Kong.

Dr. Mok obtained his F.R.C.S. (Edinburgh) degree in September, 1968. His special
interest lies in Cardio thoracic Surgery.

Dr. W. T. Lee, m.B,, B.S.(H.K.), F.rR.Cc.s.(Edinburgh)

Dr. Lee spent her secondary schooling at Ying Wah Girls’ School and was matriculated
at St. Paul’'s Co-educational College in 1959. She studied medicine in the University of
Hong Kong, graduating in the year 1964. She obtained F.R.C.S. of Edinburgh in 1967.

After her internship, she became the Assistant Lecturer in the Professorial Surgical Unit,
Queen Mary Hospital from 1965-66. She was also the Temporary. Lecturer in the
Professorial Orthopedic Unit in the following year. During her stay in England, she worked
as a Senior House Officer in the Cardiothoracic Surgical Unit, Hospital for the Sick Children,
in London in 1967-68. In September 1968, She was senior House Officer in Hammersmith
Hospital in the Cardio-thoracic Unit.

Dr. Lee’s special interest was in cardiac Surgery. Her hobbies include sports, music
and swimming.

~ Dr. Lee is now a lecturer in the Department of Surgery of the University, and She
is also the only Chinese female surgeon in Hong Kong.
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Dr. C. K. Mok, m.B.,, B.s.(H.K.), F.r.c.5s.(Edinburgh)

Dr. Mok obtained his M.B., B.S. in the University of Hong Kong in 1964. He had been
the Registrar in the Department of Orthopaedic Surgery, Q.E.H. from 1965-66. He also
became the Registrar in the Department of Surgery, in the University of Hong Kong, Q.M.H.

Dr. Mok is at present a lecturer in the University Surgical Unit and also a member of
the Cardiac Surgical team.

Dr. Michael, K. G. Ma, Mm.B,, B.s.(H.K))

Dr. Ma spent his secondary school days in St. Paul’s Co-educational College where he
was also elected the Head Prefect in 1960. He then entered the University of Hong Kong
and obtained his M.B., B.S. in 1965 with distinction in Physiology.

He became the Assistant Lecturer in Surgery in the University Department of Surgery,
Q.M.H.in 1966. The following year, he became the Temporary Lecturer in Surgery, Attached
to University Orthopaedic Unit, Q.M.H. and in 1968, he was the Lecturer in Surgery, in the
University Department of Surgery, Q.M.H.

Dr. Philip Wu, m.B., B, (H.K\)

Dr. Wu completed his secondary education in St. Paul’s College. He graduated from
the University of Hong Kong in 1965. After serving half a year as a house officer in University
Surgical Unit (USU) and another half a year in University Pediatric Unit, he joined the Medical
and Health Department as a Medical Officer in Grantham Hospital in 1966. Except for the
first half of 1969 where he worked in University Orthopedic Unit, Dr. Wu has been working
in USU since January, 1968. Dr. Wu is interested in General Surgery, but likes to spend
his spare time in paintings.

Dr. Peter, Y. T. Tam, Mm.B, Bs.(H.K))

Dr. Tam was a past graduate of Wah Yan College, Kowloon. He entered the University
of Hong Kong in 1962 and obtained his M.B., B.S. with distinctions in Biochemistry &
Pharmacology in 1967.

When he was still an undergraduate, he had been in the Steward’s Committee in the
Student Union in 1965 and was also the Social Convenor of the Medical Society in 1966.
His extracurricular interest was mainly in fishing and swimming.

Dr. K. H. Wu, m.B,, B.s.(H.K))

Dr. Wu was a past graduate of La Salle College. Hc entered the Medical Faculty in
1962 and finished his M.B., B.S. in 1967 with distinctions in Anatomy, Pathology and
Paediatrics, Obstetrics & Gynaecology. He also won the Anderson Gold Prize and the Chan
Kai Ming Prize.

His special interest was in cancer research. His hobbies include bridge and hiking.

He passed the Privary F.R.A.C.S. examination in September 1969, and he scored the
highest marks in that examination. A Gold Medal of the Royal Australian College of Surgeons
was subsequently awarded to him.

Dr. Malcolm Chan, m.B., B.s.(London), F.r.Cc.5.(Edinburgh)

Dr. Chan, after having received his primary schooling in Canton, left for England in
1950 to complete secondary education at a London Grammar School. He then Studied
Medicine at University College, University of London and later University College Hospital,
London, from 1956 to 1961.
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After qualifying, he worked at various hospitals in and around London, and held posts
in Gencral Medicine, General Surgery, urology, obstetrics and Gynaecology, orthopedics
and casualty; with most time Spent in General Surgery. A good length of time was also
spent in General Practice in various parts of U.K.

Dr. Chan joined USU at Queen Mary Hospital in March 1969 as a Medical and Health
Officer.

He likes swimming, walking, music and reading.

Dr. John Leung Siu Man, m.B., B.s.(H.K.), F.R.Cs.
Senior Medical Officer
Cardiothoracic Surgeon, University Surgical Unit, Grantham and Queen Mary Hospitals.

Dr. Leung has been with the University Surgical Unit since 1964. Me has had clinical
attachments with Royal Northern Hospital, Middlesex Hospital and Bromption Hospital,
London, and has been surgical fellow in Cardiothoracic and Vascular Surgery, Green Lane
Hospital, New Zealand. He has conducted study tours to Chermside Hospital (Brisbane),
St. Vincent’s Hospital (Sydney), St. Vincent’s Hospital (Melbourne), Stanford University
Medical Centre (Palo Alto) and Oregon University Medical Centre (Portland).

In New Zealand, he worked on aortic valve homografts and heart transplantations. There
he received his Certificate in Cardiothoracic and Vascular Surgery in 1969.

His constributions to the medical fieldi nclude papers on ‘‘Surgical Management of Mitral
Incompetence due to Ruptured Chordae,” “‘Aortic Valve Homograft Observations,” and
“Surgical Treatment of Bronchiectasis in Children,” Dr. Leung’s interests stretch from
football to music. He plays the Violin, accordion and guitar. He won the British Common-
wealth Essay Competition in 1958. In addition, he is also an expert in rifles and pistol shooting.

A SHORT HISTORY OF SURGERY DEPARTMENT

Surgery in Hong Kong began in 1914
when Kenelm H. Digby was appointed to
the Chair of Anatomy at the University of
Hong Kong. Digby was Surgical Registrar
to Asbuthnot Lane at Guy’s Hospital,
London, and shortly after he was appointed
to the Chair of Anatomy, he was made
Honourary Visiting Surgeon to the Govern-
ment Civil Hospital. In 1915, the Ho
Tung Professorship of Clinical Surgery was
established in the University of Hong Kong
and Digby became Ho Tong Professor of
Clinical Surgery. In 1922 when this ceased
to exist, he became Professor of Surgery,
and was to remain in the chair for the next
thirty years.

Surgery in Hong Kong came to complete
halt during the Second World War when
the Japanese occuiped Hong Kong. When
peace was restored, Mr. John Gray,

FRCS, who had been appointed Surgica
Adviser to the Hong Kong Government
became acting Professor of Surgery and he
was mainly responsible for putting the
Department of Surgery on the road to what
it is today. In 1948, Mr. F. E. Stock,
0.B.E., F.R.C.S., was appointed to the Chair
of Surgery and in 1964, Mr. G. B. Ong,
0.B.E,, M.B.B.S., F.R.C.S. (Eng. & Edin.),
F.R.A.C.S., F.A.C.S., ]J.P., succeeded Professor
Stock to the Chair of Surgery, Today, the
Department of Surgery, University of Hong
Kong is one we can all be very proud of,
for in the words of Sir John Bruce in a
recent editorial in the Journal of the Royal
College of Surgeons of Edinburgh, “There
is no doubt that Ong’s Clinic has become
one of the most important surgical centre
in the Far East, a mecca for surgical visitors
from all over the world’.
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FOOD CUSTOMS AND MICROBIAL FOOD POISONING
AN INAUGURAL LECTURE FROM THE CHAIR OF MICROBIOLOGY

By Professor C. T. Huang, M.B. (Lingnan), Ph.D. (Leeds). M.C. Path.,
delivered on Gth Norember, 1969

Mr. Vice-Chancellor, Mr. Dean, Ladies and Gentlemen, 1 am greatly honoured by
the invitation from the Senate of the University of Hong Kong to deliver this Inaugural
Lecture from the Chair of Microbiology. As a well organised science Microbiology is
young. A co-incidence is that the Department of Microbiology of this University is also
the koungest of the departments of the Faculty of Medicine. In the past, Microbiology
was studied as a part of Pathology, but it became a distinct field of study about forty years
ago. In recent years, much new materials has been added to the science of Microbiology
itself. The subject is already so large that a beginning student can easily be lost in the
maze of its detail. Indeed, Virology has emerged as an independent discipline. The need
to train medical microbiologists is no less important than the need for training morbid
anatomists, but I need not stress that for two of my colleagues, Professor J. B. Gibson (7)
and Dr. W. C. Chan (1) have publicly expressed views on the importance of training
prospective pathologists. I have little to add to what they said but I share their stand, their
enchantments and their frustrations.

The scope of Microbiology is enormous even when the sphere is reduced to Medical
Microbiology because it embraces the pathogenic parasites, fungi, bacteria, spirochaetes as
well as the viruses. The choice of a subject for this address proved very difficult. I found
an almost embarrassing richness of materials before me and an almost inexhaustible source
of subjects and I have when considering this address limited myself to a subject in which
I have always been interested but which is also of general interest. I thought it might be
worthwhile to tell you something of the part played by micro-organisms in food poisoning
and how we allow them to play their roles in causing diseases. The subject “Food customs
and microbial food poisoning” introduces many of the microbial diseases which are common
and are closely connected with our food customs and we are all interested in food. The
terms food poisoning and food-borne infection are often used loosely. Microbial food
poisoning properly refers to an illness caused by a poison produced by an organism present
in the food. Food-borne infection is an illness caused by an infection produced by actual

invasion of growth in and damage to the tissues of the host by pathogenic organism intro-
duced in food.

Food poisoning must be as old as man himself. In the days of his dawning
intelligence, when driven by hunger or delight of the eyes to experiment with strange
foods, it was no doubt by bitter practical experience he had acquired a knowledge of good
and evil and this also applied to his food. Owing to the natural power of resistance, his
mistakes did not in all cases cause death. As men discovered for themselves the method of
cooking, the chances of contracting gastrointestinal diseases were considerably lessened.
Although we are no longer in the age of "eating hair and drinking blood (z5®fkim)” as
described by the Chinese historians in prehistoric mankind and although there has been a
great advance in the knowledge of bacterial and parasitic diseases in the last century, yet
certain food-borne microbial diseases still prevail in many countries of the world. They
g:;sist because of religious beliefs, long founded taboos, or social economic conditions.

ny of them are derived from nothing more than habits of gastronomy of a certain
population. The causes of these food-borne diseases are known, the dangers are recognised
nad their consequences are avoidable: yet in many communities these dangerous eating
customs are still fortresses impregnable to the attack of hygienists.

Many books on the subject of food poisoning or food-borne infection have been
written but publications linking eating habits and food poisoning or food-borne infection

* Reprint with permission from the Gazette.
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are scarce. That micro-organisms can cause putrefaction of meat was mentioned in the
Analects of Confucius —
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The second sentence reads that "'The master did not eat rice which had turned sour,

nor fish or meat that had decomposed. He did not eat what was discoloured or what
was of bad flavour, nor anything which was illcooked or not in season” and the 8th
sentence reads that “When he had been assisting at the Prince’'s court sacrifice, he did not
keep the meat he received overnight. The meat of his family sacrifice, he did not keep
over three days. If kept over three days, people could not eat it.” Book X, Heung Tang,
Chapter 8

The first part shows that soured rice or putrefied meat is unsafe for consumption.
The second part reveals that meat received from the Prince’s court sacrifice putrefied much
more quickly than that received from the sage's family sacrifice; because in the first instance
the meat was bound to be handled by more people and was, therefore, exposed to greater
contamination. However, there are exceptions. Putrefaction of food does not necessarily or
always give rise to toxic substances involved in food poisoning. An example of whole-
some food containing putrefactive bacteria and their products is the Limberger cheese.

Food-borne parasitic infections were known in ancient times because parasitic worms
passed out from the bowel could readily be seen and recognised by the naked eye. I,
therefore, use food-borne parasitic infections to introduce my address. Here I quote only
a few of the many examples, and especially those occurring in China, for illustration.
The commonest parasitic infection related to food habits in Hong Kong is clonorchiasis.
According to Hou and Pang (13), 609 of the livers in their post-mortem records showed
evidence of clonorchis infection. In an analysis of intestinal contents of over a thousand
post-mortem cases in our department, we found 36.4% of them contained clonorchis eggs
(17). Considering the complicated life-cycle ot Clonorchis sinensis and its high incidence
in Hong Kong the disease 1s clearly attributed to an eating habit of the people in this
part of the world.

Clonorchis sinensis is found in the bile ducts of man and some other mammals but it
requires a fresh water snail and a fresh water fish of the carp family as well as a mammal
to complete its development from the larval to the adult stage. Human infection comes
about by consumption of raw or undercooked fresh-water fish containing the metacercarial
stage of the worm. The consequence of infection varies with the numbers of worms in
the bile ducts and the duration of the infection. There may be no clinical symptoms at
all if the infection is light, or there may be biliary obstruction Jeading to stasis of the
bile flow and complicated by recurrent pyogenic cholangitis (5, 11). Evidence that it may
lead to an adenomatous carcinoma of the liver has been presented by Hou (12). This is
indeed a serious result. The worm does not multiply in man but the increase of the worm
load is proportional to the indulgence in raw fish.

Definite evidence of clonorchiasis in the Chinese population can be traced at least as
far back as the Ming Dynasty. Several years ago a Ming tomb of 1513 A.D. was excavated
in the vicinity of Canton: large numbers of clonorchis ova were recovered from the caked
faecal matters of the mummy (3). Thus, the infection existed in the Chinese population
three hundred years before McConnel first discovered the worm at autopsy from a Chinese
carpenter who died in Calcutta in 1875 (21).

Clonorchiasis is most common in South China, especially in the Kwangtung
Province (E## ). Though clonorchis has been found in dogs and cats all over China,
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human infection is highest in the south. The southern Chinese indulge in eating raw fish
in the forms of Yu-sen ( f44:) or Yu-sen congee (ffizkif;). Hsu and Chow (14) reported
that in a certain county of the Chung Shan ([if) district of the Pearl River Delta,
100% infection was discovered among the villagers. Human manure containing the ova
of the worm was thrown into fish ponds, where the snail and fish hosts were present. The
larval stages of clonorchis could, therefore, develop. Fish can be reared cheaply in these
ponds and it makes up the substantial part of the protein in the diet of the people, but
the well established habit of eating it raw perpetuates a vicious cycle of man-snail-fish-man
infection. In Hong Kong about 90% of the population originate from Kwangtung Province,
and many people still maintain this long established custom of eating raw fish. Moreover,
most fresh-water fish sold in the local markets is supplied from the nearby areas where
clonorchiasis is endemic. The cysts of clonorchis are not very resistant to the temperature
of proper cooking.

Paragonimiasis is another parasitic disease closely connected with an eating habit.
Paragonimus westermani is a trematode which lives in the alveoli of the lung, sometimes
in the bronchi and occasionally in other parts of the body, such as the wall of the intestine
or in the abdominal cavity. The infection leads to destruction of the lung tissue with
coughing up of blood and other symptoms resembling those of pulmonary tuberculosis.

Human infection with paragonimus is sporadic in China. It is particularly common
in the South-eastern provinces such as Chekiang (#7iL) and Fukien (ii@#t). According
to Hung et. al. (18) the incidence of paragonimiasis in a certain village in Shaoshing
(§@E) of Chekiang Province was 71.6% of the population. The infection there parallels
clonorchiasis in Kwangtung.

The lung fluke discharges its eggs into the sputum which then contaminates water.
An aquatic snail is infected with the first larval stage. After further developments in the
snail, the parasite encysts in the flesh of a flesh-water crab or crayfish. The final host can
be any carnivorous animal including the tiger and the leopard. Human infection comes
from eating raw crab or crayfish. People in the Chekiang Province traditionally eat crab-
meat raw or undercooked. A cuisine known as “drunken crab” (F®% ) is a local delicacy.
Crab is soaked in weak wine containing about 10-14% alcohol. The alcohol changes the
colour of the shell of the crustacean red, yet it is toc weak to kill the cysts of the parasite
in the crab-meat. The high incidence of infection in the Shaoshing district is attributed
to its famous "Hua Dew” (fEHf) wine brewed from millet. This sherry-like wine and the
tender crab-meat have an irresistible appeal to many connoisseurs.

A parasite which had influenced man for 30 centuries and in part responsible for
the ancient Jewish prohibition against pork, is Trichinella spiralis. It is a round worm
and the adults are found in the small intestine of the host. The larvae laid by the female
encyst in the striated muscles of the same host waiting as it were to be ingested by another
carnivorous animal, usually the hog or the rat, so that the life-cycle can be continued.
Ironically, the human host is a dead-end for the development of this parasite. In man
the adults are located in the small intestine and they may give rise to enteritis simulating
typhoid fever. If a large number of larvae encyst in the striated muscles, there may be

muscular pain and dysfunction. If they encyst in the brain or the myocardium, the results
can be more serious.

Trichinosis is common in the Slovakian countries and Central Europe where raw
pork sausages “'salami” or “wurzt” are local delicacies. In recent years the incidence of
trichinosis 1s causing alarm in the United States because of increase immigrants from Central
European countries. Although cysts of Trichinella have been found in a variety of animals
in China yet only one doubtful human case was reported by Faust. Pork constitutes an
important source of protein in the diet of the Chinese population, yet trichinosis
and taeniasis solium both derived from eating raw pork are rare in China. I believe the
way of cooking of pork either by cutting it into thin slices and frying in deep fat or by
stewing in a pot, saves the Chinese from these two kinds of parasitic infection. The cysts
of T. spiralis and Taenia solium are not very resistant to heat. They are killed by exposing
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at 55-65°C for a few minutes.

Taenia saginata and Taenia solium are two tapeworms for which man is the sole
natural final host. Cysticercus bovis, the larval stage of T. saginata, encysts in the muscu-
lature of cattle. T. saginata was known in China in ancient times. It was called the “one
inch white worm” (~f 48 ). According to Tsao Yuen Fang's ( $.5077) book The causes
and symptoms of diseases ( $IKFRH ) written in 610 AD. —
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“One inch white worm is one of the nine worms, it is one inch in length, whitish
in colour, small and flat and is active when man’s internal organs have become weak. Some
people believed that it is produced through the drinking of white wine, or the eating of
beef barbecued on twigs of the mulberry tree and the eating of uncooked maize. Taking
cheese after eating raw fish also produces the same worm’.

The entire length of T. saginata is about 10 or more metres. The gravid segment
is about 2 cm long and is flat and ivory white. This segment is passed out singly or in
chains from the bowel of the patient and it continues to wriggle after it is spontaneously
detached from the main part and glides along for some time. Tsao’s description of the
“one inch white worm” was in fact the gravid segment of this cestode and his association
of it with the eating of beef supports this supposition.

Beef is a popular food in Tibet and T. saginata is also common in that region.
The Tibetans cut beef into large chunks and barbecue it over a bonfire. Since there is no
control of human faecal pollution of the graze-land, a vicious cycle of infection of man-
cattle-man goes on. T. saginata infection is not confined to Tibet. It occurs in any country
where undercooked beef is tolerated and where there is no control of human faecal pollution
of grazing land. For instance, in Kweichow Province (1{jl#§), about 12-16 per cent.
of the Miao tribesmen ({#i#%) have been reported to be infected with T. saginata. They
have the habit of eating “sour-beef” which is prepared by putting dried pickled beef with
rice into an earthen-ware pot, earling it until the beef becomes sour and tender from
fermentation of the rice. The tribesmen lived in the upper storeys of the huts while the
ground floors were used to keep animals. Human excreta was allowed to fall from a
lavatory upstairs onto the ground-floor cow shed. Cattle obtained their infection in this way
(3).

In Hong Kong and in other parts of China, T. saginata infection has been reported
more often than T. solium infection. In certain areas such as North China where the
incidence of infection of pigs and cows with respective cyst stages is about equal, yet
incidence of human infection with T. saginata is much greater. This is because raw beef
is eaten more often and raw pork rarely. Since 1950 we have collected in our records
more than seven cases of taeniasis saginata is against one single case of taeniasis solium.
This can be attributed to the fact that the Chinese here have learned from western gastro-
nomy to eat rare or undercooked beef steaks, The larger the size the steak, however
expensive it is, the greater will be the danger of getting T. saginata infection.

Although taeniasis solium is generally rare in China, it is not uncommon in western
Yunnan (ZEE§), and in certain areas of Kweichow. There the people are very fond of
eating raw or half-cooked pork. Those who have been in Yunnan may remember with
affection the famous "Over the bridge rice noodles” (#E#EX¥} ). Pork is cut into very
thin slices and is served with hot soupy rice noodles. Customers merely dip the thin slices
of raw pork on the steaming noodles and so eat it half-cooked. It is very crisp indeed,
but it is very dangerous. The danger of T. solium infection is that the adult worm as well
as the cyst-stage can infect man. Certain native tribes in Yunnan eat their pork by burning
away the hair-coat of the whole pig in a bonfire, then open up the animal and cut the
flesh into small pieces. The meat is consumed after dipping into sauce. This reminds us
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of the “Pig Bel" disease of the highlands of New Guinea which I shall describe in a moment

Anohter group of tapeworms which infect man because of a habit of eating are the
broad tapeworms of the genus Dibothriocephalus (Diphyllobothrium). D. latus is a com-
mon tapeworm of man in cold regions. ‘Though it has a somewhat different life-cycle
from those I have mentioned, the infection with this worm is also due to eating raw fish.
Salmon and trout are the second intermediate hosts. Because of its enormous length, a
large part of the nutrition of the host is absorbed by the worm. The host suffers from
vitamin deficiency and an anaemia resembling pernicious anaemia. Infection is common 1n
those countries where smoked salmon, trout and caviar are delicacies. Tsao associated his
one-inch white worm with eating of raw fish was, perhaps, referring to this parasite, because
grossly it resembles closely to a taenia.

Human beings can be infected with the larval stages of other broad tapeworms
which are parasites of lower animals. Infection comes from eating raw or partially cooked
Hesh of the intermediate hosts of the worms for instance frogs and snakes which harbour
the second larval stage of the parasite known as sparganum. The ingested parasites will
then burrow through the intestinal wall and finally re-encyst in the tissues without under-
going further development but may lead to cystic degeneration of the hosts tissues.
Weinstein ez, al. (28) reported people in Korea were infected because of eating raw snake-
meat and in Indonesia sparganosis occurs because tadpoles are eaten as delicacies (20).
We have encountered two cases of sparganosis in Hong Kong and in one of them the
patient had a history of eating frog-meat (15). Patients in Japan became infected with
sparganosis because of eating raw or imperfectly cooked chicken containing the larvae (30).

I now leave the complex parasite and come to the subject of fod poisoning or food-
borne bacterial infection and this too, by and large, can be related to food custom. Food-
borne bacterial infection was discovered only after the development of bacteriological tech-
niques. Although putrefied foods are as a rule unsafe, food without signs of putrefaction
can be also dangerous. The danger can only bc disclosed by bacteriological methods of
examination.

Food-borne bacterial infection is classified into two big groups; the toxigenic and
the infective types. The toxigenic group is due to ingestion of the toxin or product of
the organism already preformed in the foodstuff. Strictly speaking, this is a type of intoxi-
cation. The infective type originates in ingestion of food contaminated by the organism
which has multiplied to large numbers in the foodstutf before it was consumed. Botulism
and staphylococcal food poisoning belong to the toxigenic category, and Clostridinm welchii
and salmonella food poisoning belong to the infective group.

Unlike food-borne parasitic infection which generally has a direct relationship to
the eating habits of the host, food-borne bacterial infection usually result from accidental
contamination of food by the causal agent before eating. But, as we shall see later, food
customs and eating habits still bear some link to the frequent occurrence of food-borne
bacterial infections.

Staphylococcal food poisoning is well known. Outbreaks occur every now and then
in Hong Kong as elsewhere. Investigating an outbreak in the St. Stephen’s Preparatory
School in 1965 we examined the vomitus, throat swabs, stools and rectal swabs of a number
of the patients who were admitted to the Casualty Department of Queen Mary Hospital
with sharp though transient illness. Staphylococcus aurens phage type 29/79 was isolated
from all, except two, of the specimens submitted for examination. This proved beyond
doubt that it was a staphylococcal outbreak from a single source. Staphylococcal food
poisoning occurs frequently when starchy food or cream products are eaten. Even a high
salt content in food cannot stop the staphylococci from multiplying, because Staph. anreus
can tolerate 6-109% NaCl concentration in a medium in which it can grow. Pastry, salad
pressed with cream, cold ham contaminated with strains of Staph. aureus capable of pro-
ducing enterotoxin are the usual sources of an outbreak.



An even more dramatic and certainly more serious form of bacterial food poisoning
is botulism. The causal agent is an anaerobic spore-forming Gram-positive rod called
Clostridium botulinum. 1t produces a very strong neurotoxin. This toxin has been puri-
fied to 30 million mouse LD50 per mg of the dried weight and it has been estimated that
1 oz. of botulinum toxin if appropriately applied could kill 200 million people which is
more than the entire population of the United States or 50 times the present population
of Hong Kong; provided of course there was a means to administer it personally to every
one of the 200 million. Botulism is rare, but it is always tragic and in some respects it
is still mysterious.

The toxin causes neuro-paralytic disease and it has affected man and animals in
various parts of the world and generally as a result of ingestion of a foodstuff containing
toxic metabolites from one of several known types of the organism, which normally inhabits
the soil of certain regions. Few diseases reveal more tragically the ancient truth that in
the midst of our life we are in death. Botulism does not spare the fit, the strong, and
the venturesome. It strikes quickly and inexorably like a bolt from the blue. It often
follows some hospitable or festive occasion; a party for friends, a holiday picnic, or
ironically a funeral wake or other semi-religious ceremony at which the specially prepared
but lethal delicacy is served.

A few examples of the horror of botulism are quoted here. In mid-August of
1922, amidst the tranquillity of lakes and mountain in Loch Maree in Scotland, a disaster
struck the patrons of a lonely hotel for holiday makers. Eight victims who had shared a
picnic lunch of sandwiches containing wild duck paste contaminated by CI. botulinum type
A toxin died. In 1924, the family of the Gerbers in Albany of Oregon State in America
was completely wiped out by an outbreak of botulism. All the 12 members of the family
died. The causal foodstuff was home canned string beans containing type A toxin. In
1960 in northern Honshu of Japan a comparable family tragedy was caused by type E
botulism.  The vehicle in this instance was a popular regional relish of rice patties con-
taining diced vegetable and raw fish packed in pots and allowed to ferment for about three
weeks—a delicacy known as “izushi”. A grandmother who had made these cakes sampled
one and died within 24 hours. As relatives and friends gathered for her funeral, they ate
the remainder of the cakes and eleven of those mourners also died (6).

In food-borne bacterial food poisoning eating habits are no less important than in
food-borne parasitic infections. Home canned food inadequately sterilised under conditions
in which much of the oxygen is excluded contributes to botulism. Blood sausages known
as "Bliinze” prepared by stuffing blood into pig stomach and preserving the whole by
smoking is an important vehicle of the disease. As a matter of fact, botulus means sausage
in Latin. In 1793 a classical outbreak of botulism occurred in Wiizthemburgh which
involved 13 persons of whom six died. It was said that Emperor Leo VII of Byzantine
who was, as we are told, a weak minded ruler chiefly occupied with unimportant wars with
the barbarians and struggles with churchmen managed nevertheless to forbid altogether the
eating of blood sausages because of their harmfulness to health.

Botulism could be derived from fish. Eskimos of the North West Territories of
Alaska and Labrador have been reported to eat raw, semi-rotten portions of the white
whale called beluga and also of seals. The vehicle in Alaska was chiefly “"Muktuk™ which
is an Eskimo delicacy prepared by cutting the skin and underlying blubber of beluga into
chunks or strips and hung-up to dry. These pieces were then cured for several weeks or
even months in the comparative warmth of the igloo, which permitted the spores of CI.
botulinum to germinate. Mouth sized pieces of the "Muktuk™” were sliced off as needed.
Two or three such pieces have been known to kill a hardy Eskimo male.

Another botulogenic vehicle variously called “salmon egg cheese” or “stink eggs”
is traditionally popular in the North West Pacific coast of the New Hemisphere. It is a
putrefied crude caviar comprising of eggs collected from salmon caught on their way up the
coastal inlets and rivers in the late summer and fall spawning seasons. This nauseating
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concoction usually eaten raw has been responsible since 1940 for 14 authentic outbreaks of
botulism involving 34 persons of whom 19 died.

For a number of years there existed in the Sibo Minority Autonomous Hszen
( 3B{EpCEI % ) in Chabuchar ( %4Ai## ) of Sinkiang ( it ) a paralytic disease of
undetermined etiology. From 1949-57, eighty-eight cases were reported with a death rate
of 44.1%. The disease occurred especially in women and children. It has strict seasonal
distribution between March and June with peak incidence in April. Though there were
several nationalities in Chabuchar Hsien, the disease occurred almost exclusively among the
Sibos and the only non-Sibo affected was one, who followed their customs and living habits.

In 1958, Wu et. al. (29) investigated into the epidemiology and disclosed that
the disease was botulism. It was caused by eating of a fermented steamed bread known
locally as “misofufu” used for preparing a flour-sauce.

Steamed bread was placed into a pot, covered with several layers of thick cloths,
sometimes cotton padded trousers and placed near the fire-stove ‘o ferment for 7-20 days
(usually 14 days). The temperature within the pot was about 26-35°C. After the fer-
mentation process, the bread was exposed to the sun for drying and then stored for use.
The hardened fermented bread was then ground into powder and mixed with brine to
make the “flour sauce”, which was usually taken during the Sibo’s festival in April.

Vast tract of virgin and pasture land in the Sinkiang Province was contaminated by
Cl. botulinum sports and in Chabuchar there was no exception. Wheat used to make
steamed bread was naturally contaminated. During the fermentation of the bread, the
temperature inside the bread pile and the anaerobic condition favoured the growth, multi-
plication and production of toxin of the Cl. botulinum spores. Housewives who made the
fermented bread usually tested the completeness of the fermentation process by tasting, and
children frequently stole the hardened bread from the kitchen of their home and ate it
as if for candies. It, thus, explains the high incidence of the disease among women and
children. These are but some examples to illustrate how certain special cuisines can be
closely associated with botulism.

Cl. welchii is another spore-bearing organism which is well known to cause food-
borne infection. That it could give rise to food poisoning was reported as early as 1895
by Klein, but much of the epidemiological picture was elucidated by Hobbs er. al. in
1953 (10). After an incubation period of 8-24 hours, affected persons complained of
abdominal pains and diarrhoea but rarely vomiting, and other signs of infection such as
pyrexia and headache were absent. The medium of infection was almost invariably a cold
or warmed-up meat dish, boiled, braised, steamed or stewed for 2-3 hours on the previous
day or some hours before it was required and allowed to cool slowly in the kitchen or
larder: the typical “hot gravy” dinner. The remains of the meat eaten by those affected
were usually normal in appearance, taste, and smell, and only occasionally was in sour
and gassing.

It was once thought that only the heat-resistant strains of C/. welchi; type A which
survive the cooking process much better than the other strains could produce food poison-
ing. Recent evidence shows that if food is contaminated by a heat-sensitive strain of CJ.
welchii type A after cooking this can also lead to food poisoning (26). Large numbers
of actively multiplying C/. welchii appeared to be necessary for the disease. The long
incubation period suggests that some of the action of the organism is in the lower intestine.
In many outbreaks, it has been shown that the common factor was large pieces of meat in
the form of joints, poultry, mince, cubes, or slices allowed to cool slowly and usually cooked
on large scale in institutional canteens. In joints greater than 6 pounds in weight heat
penetration and heat Joss are alike slow, and the organisms inside the joint instead of being
sterilised by heat will multiply rapidly. Similarly, rolled meat, stews and meat pies which
have not been cooked long enough can serve as favourable cultural media.

The increase of Cl. welchii type A food poisoning in England and Wales is attributed
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to changes in the social economic pattern and eating customs of the 1:[lxeople. Since the
second World War, more women are working in factories or business firms and are com-
pelled to eat in restaurants or canteens, and canned foods are more frequently used now-
adays. The change in eating habits of the population can thus be related to the increase
of outbreaks of food poisoning as a whole.

Another food-borne Cl. welchii infection is the disease known as ""Pig Bel” in
the New Guinea highlands (22). “Pig Bel” is the pidgin English name applied by Papuan
medical orderlies to the prostrating belly aches which sometimes follow such pork-feasting
in New Guinea. In Germany the same disease is known as "Darmbrand”; in the United
States and England it is called C/. welchii type C food poisoning. Whatever the name,
the lattitude, or the longitude, the disease is a necrotizing jejunitis which carries a 50%
mortality rate and predominantly affects children. The cases are caused by the beta-toxin
producing type C strain of C/. welchii. This disproves the widely held notion that only
type A is of importance in human disease.

Pig feasting is an important ceremonial event in the social and cultural life of the
native villages in New Guinea (23). Slaughtering methods are anything but hygienic.
Cooking is done among hot stones placed in an earth-oven pit surrounded with green
leaves which water is frequently poured. This cooking process lasts for two or three
hours, and this must tbe regarded as insufficient for thorough cooking. The intestines
are also cooked and eaten together with all other internal viscera and the intestines given
a perfunctory rinse with river water. Some of the pork may be eaten immediately, but
the bulk of it is carried away or stored until the next day, when it is consumed. In some
areas a second cooking took place, but this was not always so. Thus, semi-cooked pig's
meat and fat remained in the native huts was eatetn piecemeal over a period of two or three
days.

Gorging on contaminated meat of this kind might be expected to precipitate a
variety of enteric disturbances, and it seems clear the prevalence both of necrotizing jejunitis
and diarrhoeal diseases rise sharply after a pig feast. Over indulgence at a feast may also
predispose to a rapid multiplication of the betatoxin producing C/. welchii type C already
present in the intestinal tract of man.

Large outbreak of C/. welchii food poisoning are rare in Hong Kong. Perhaps the
way of cooking meat by the Chinese does not allow the organism to survive. But we
must not be complacent, because Turner and Wong (27) showed that 639% of hospital
patients in Hong Kong were carriers of heat-resistant strains of this organism. Further, in
an examination in our laboratory of locally made sausages, heat-resistant strains of C/. welchii
which can cause food poisoning were isolated from 41.99 of liver sausages and 9.9%
of pork sausages. These are often steamed over cooking rice and if left to be consumed
overnight may enable the organism to multiply. The hygienic standard of preparing
sausages locally is not without danger.

Salmonellosis provides the first important landmark in the bacteriological investiga-
tion of food poisoning. In 1883, Gaertner first isolated Bacillus enteritidis (Salmonella
enteritidis) from a meat poisoning outbreak in Frankenhaiisen in Germany.

The reservoir of salmonellas seem to be almost inexhaustible. Even animal food-
stuffs and organic fertilizer can be the sources of infection. Hardly a single year goes
by without some fresh types being discovered. Of the many salmonellas derived from
animal sources, Salmonella choleraesuis is by far the most important in China. It is widely
distributed in that country where it is second only to Salmonella typhi in causing human
infection with salmonella (16). Pigs are the main carrier of §. choleraesuis and processed
pork or sausages the usual sources of infection in western countries (9). Since it is animals
weaken by disease such as hog cholera or pneumonia that develop septicaemia due to
this organism, pork and pig offal derived from uncontrolled butchery are dangerous for
human consumption.

S. choleraesuis generally attack young or debilitated persons who may develop severe
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parental and fatal infections. In sick hogs, S. choleraesuis is most commonly isolated from
the mesenteric lymph-nodes, next from the liver and rarely from the meat. The liver,
kidneys, lungs and intestine of pigs are very often used in Chinese cuisine and this practice
is certainly one of the causes of §. choleraesuis infection in Chinese. Moreover, clotted
pig blood is also eaten by people here. The clot is sliced into small cubes and steamed
in rice gruel or soup. The temperature of the gruel may kill the organisms on the surface
of the clot but cannot be relied upon to kill those within the cubes. When considering
the incidence of trichinosis and taeniasis solium in China, and taking into account that the
cysts of the parasites in the pig flesh are not more resistant to heat than is S. choleraesuis,
it seems that the habit of eating offal and blood rather than pork is the main cause for
the prevalence of §. choleraesuis infection in China. Confirmatory evidence is found in
the tact of a low incidence in other regions of the world where pig offal is not included
in the diet. In Israel where pork is abstained, S. choleraesuis is completely absent (24).

We all know that the Japanese are very fond of eating raw fish and sea food.
Clonorchiasis was once very prevalent in that country. Because of rigid control of snails
and prevention of contamination of fish ponds by human excreta, clonorchiasis in Japan
has been reduced to a minimum, but the habit of eating raw fish and sea food has not
been abandoned. In recent years, a new tood-borne infection with symptoms of acute gas-
troenteritis similar to salmonellosis has been imputed to the custom of eating uncooked
sea fish and shellfish in the form of “sushi” or “shirasuboshi” (semi-dried sardine). The
bacterium involved is a vibrio called Vibrio parahaemolyticus. 1t has been isolated from
stools of patients and intestinal contents of autopsy cases. It is a halophilic, Gram-negative
marine bacterium found in sea mud, water and plankton and is carried by fish and shell-
fish (31). Outbreaks occur in the warm months especially because the organism brought
into the kitchen in fish, contaminates cooking utensils such as chopping boards and has
a chance to multiply rapidly at a summer temperature of 32°C. Raw fish or shellfish dishes
prepared with these utensils can then become very heavily contaminated by the vibrios even
if they are not already polluted. In 1962, fifty-eight outbreaks of “sushi” food poisoning
occurred in Tokyo with 3,617 persons involved. All were infected with V. parahaemolyticus.

Little is known about food-borne fungal infection. Mushroom poisoning though
mycotic in origin is not a food-borne infection, nor it is related to any custom of cooking
or eating habit.

The picture would not be complete if no mention is made of viruses and food-borne
infection. But there is no obvious relationship between any special food customs and food-
borne viral infections, because it is more difficult to follow the chain of events and so there
are limitations to the completeness of the record of epidemic food-borne viral infection (4).
Primarily, viruses are too small to be seen with the light microscope and they multiply
only in appropriate living host cells. Laboratory diagnosis of viral infections is still costly.
Moreover, the incubation periods in virus diseases are frequently longer than those caused
by bacteria. But recently there are a number of reports relating contamination of food or
of eating utensils with the virus disease infectious hepatitis. In 1956, Ross (25) reported
a hepatitis epidemic conveyed by oysters. Many other reports followed of infectious hepa-
titis being associated with the eating of shellfish such as oysters and clams which had been
held in polluted inshore water awaiting sale. All the earlier outbreaks occurred in persons
who ate the shellfish raw, but a recent study in Boston (19) suggested a significant asso-
ciation between hepatitis and the consumption of steamed shellfish.

To sum up, food-borne infections are due to contamination of food-stuffs by patho-
genic organisms which are sometimes present before and sometimes introduced after cooking.
Many of the examples 1 have given result from customs of eating food imperfectly cooked.
The temperature of cooking may enable the agents to multiply and be insufficient to kill
them; on the contrary it gives a misleading impression of safety, strengthened by customary
eating habits or merely ignorance.

There is an ancient Chinese saying that food of fragrant smell, delicious taste,
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strong wine and flesh meat are all pleasing to the mouth, but are harmful to health.
No matter how pleasing to the mouth the “Yu-sen”, the "drunken crabs”, the "'Bliinze” and
the “Mutuk” are, they can be and often are indeed harmful to health. But the dangers
are not confined to exotic places and bizarre tastes in food. Dangers exist whenever food
is prepared. Roast beef may be underdone to reduce shrinkage and make it go further:
it can be highly risky for salmonellosis, tuberculosis, taeniasis etc. Hampton (8) demons-
trated that heat penetrated very slowly into large pieces of meat such as joints of 6 pounds
weight. The interior temperature never reached higher than 60°C. The safety of meat
infected with tubercle bacilli or other pathogenic bacteria could not be quaranteed by
ordinary cookikng heat, because this temperature is lower than the pasteurization temperature

of 65°C.

Food consumed raw is, of course, the usual source of food-borne infections. Where
nightsoil is used as fertilizer, there is a greater risk of the presence of intestinal pathogens
that will affect man. Vegetables such as lettuce, radishes and strawberries, grown 1n ground
subjected to ordinary pollution. It is customary for Europeans in the Orient to soak
uncooked vegetable in a weak potassium permanganate solution for an hour, but usually
several cooks have to be discharged before one is found who will actually carry out what
he considers a silly notion rather than risk being caught not doing it. Though washing is
no doubt more effective, frying is even better. For, actually immersion for 24-48 hours in
1:500 potassium permanganate solution is required to kill the cysts of Entamoeba histolytica.

Many municipalities have ordinances which states that no person who is affected
with any disease in a communicable form or is a carrier of such diseases, shall work in
any eating or drinking establishment or be hired there. However, an ordinance to prohibit
a dangerous food custom is rarely implemented. There is an ordinance in Hong Kong
prohibiting eating of raw fish, but it was established to control cholera and not for clonor-
chiasis (2), and is more honoured in the breach than in the observance. Indeed, we need
more Emperor Leo VII these days.

One may argue that food poisoning including botulism has little importance as a
cause of death. Car accidents of a single day in the United States claimed more victims
than did food poisoning over several years. But we must not forget that with micro-
organisms we are dealing with the resourceful, baffling and crafty adversaries that have
repeatedly given us fair warnings and that they can adapt to new situations and exploit
man’s carelessness. Yet mankind is forgetful. "Blessed are the forgetful” said the philo-
sopher Nietzsche in a cynical beatitude “for they get the better even of their blunder”. I
think we need to be reminded of our blunder and our complacency time and again.
Though there is still much to be learned about microbial food poisoning, there is still
much that is known and not yet applied. I am not intending to paint a gloomy picture
of the foods we are accustomed to taking but I wish to point out to you that certain
traditional, habitual or convenient ways of taking them could bring us to the door of death.

The prevention of food-borne illness and contamination of food with micro-organism
of animal origin are complicated problems. Micro-organisms are widely distributed in nature.
Their presence could be detected only by bacteriological methods and sometimes their
prevention can only be achieved by vigilent public health control of food contamination
and education in food hygiene.

It is natural to play down hazards, to ignore past lessons, to assume that lightning
will not strike twice and to do nothing or ignore the evidence: this attitude may even affect
the scientists who are well informed and warned of the danger. Health is a national asset;
disease is a heavy liability, and human life is precious. It is simple arithmatic to calculate
the number of man-hours lost in a factory whose employees are stricken by an outbreak
of food poisoning derived from unsafe practice in its cantesn. The slow-down of produc-
tion and reduction of income follow, let alone the much more valuable time the hospital
staff and laboratory technicians wasted in handling these preventable diseases. There are
more women working in factories or in business firms in Hong Kong nowadays than ever
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before. According to the Hong Kong Government Information Services, there were 196,824
female manual workers employed in industrial undertakings in the colony in 1967 as
opposed to 58,454 in 1957. Eating in canteens or neighbouring restaurants is replacing
meals at home. This change in social economic pattern is relative to those in western
countries. It is only a matter of time that large outbreaks of Cl. welchii type A food
poisoning that occurred in England and Walse may occur in Hong Kong.

“Health” declared Réne Sand "is purchasable. We can buy human life. Each
country decides its own death tale” Shall we decide our own death tale in Hong Kong,
or could we? The answer is yes. The simple fact is that the causes of most of the
microbial food poisoning diseases are known and are preventable. But some one must
determine the level of our communal investment in Microbiology, both in dollars and
peoFle, the amount spent for health education such as in food hygiene and the control
of food handlers and specifically in the support for training of more microbiologists. The
microbiologists have been criticised that they are simply consumer of dollars and producers
of data. Comparing the value of the data they produce and the dollars they consume, the
dividends from the investment should be very attractive and profitable.
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SOME BASIC FACTS ON GENETICS
by M. Chou, D. Chu and K. T. Tan

introduction

The following article is not a treaties on the subject of genetics but rather an attempt
to organise in a as simple and readable form as possible some basic facts on genetics and
their influence on diseases. With each conquest of his environment, and with it a greater
ability to contol the environmental factors in the causation of diseases, man is beginning to
realise the significance of switching a greater part of the war against disease in the direction
of genetical disorders.

Human diseases can be represented in a wide spectrum. At one end of the spectrum,
environmental factors are mainly causative of the diseases while at the other end of the
scale, genetic cause are wholly responsible, and in between, environmental factors and
genetic defects play a mixed and varying role.

What are chromosomes

There are the vehicles that carry hereditary material and are found in the nuclei
of the cells of the body. A chromosome is made up of units of hereditary material called
genes arranged in a specific linear fashion and these genes are made up of deoxyribonucleic
acid (D.N.A). The position on a chromosome occupied by a gene is called a locus. At
each locus, there may be alternative genes called alleles and at some loci there may be
multiple alleles (ABO blood gps). When both chromosomes carry the same gene at the
loci, the person is said to be homozygous at the locus. If the genes are different, they are
heterozygous.

In man, the somatic cells have 46 or 23 pair of chromosomes. 22 pairs of these
chromosomes are autosomes and are found in the male or the female. Each pair of chro-
mosomes is identical, although each chromosome is different in genetic content from the
other and each pair appears different from the other pairs. In addition fo these 22 pairs
of chromosomes, the female has a pair of chromosomes called X chromosomes while the
male has an X chromosome and a Y chromosome.

In contrast to the somatic cells, the mature reproductive cell (i.e. a sperm or ovum)
each contains only 23 chromosomes; halfing of the number of chromosomes takes place in
meiosis so that when fertilisation occurs, each cell of the zygote will now have the normal
complement of 23 pairs.

All ova carry an X-chromosome and when a sperm carrying a Y-chromosome unites
with an ovum a male child is conceived (carrying X and Y chromosomes). When X-carry-
ing sperm unites with a ovum, a female child is conceived.

Abnormalities in the sex chromosomes can be determined by scraping a few cells
from the buccal mucosa, staining and examining it under the microscope.

Normal females with 2 X chromosome shave an area of darker staining called the
Barr Body or sex chromatin body. Normal males with a pair of X Y chromosomes do
not have this. Abnormal males with XXY chromosomes will have a Barr Body.

The presence of Y chromosome determines the sex of a person and the extra X
chromosome in him will not eliminate the basically male traits in him although it may

impart some female characteristics to him. Females with 3 X chromosomes will have two
Barr Bodies, Females with 4 chromosomes will have 3 Barr Bodies and so on. Thus,

No. of X chromosomes in person = No. of Barr Bodies + 1.

CYTOGENETIC DEFECTS
DEFECTS IN MEIOSIS

Meitoic non-disjunction, results in one gamete containing both partners of a particular

35



pair of chromosomes and another gamete containing neither.

If a reproductive cell containing both partners of a particular pair of chromosomes
unites with a normal reproductive cell, the new cell will have 47 chromosomes with 3
chromosomes of that particular set of chromosome sinstead of the normal two and the
condition is called trisomy. If a reproductive cell having 1 chromosome less than normal
unites with a normal cell the new cell will have 45 chromosome and the condition is called
monosomy. Monosomy and trisomy of this type occur quite frequently with mothers over
the age of 35 yrs and appear to have no relation to the age of the father.

In trisomy 21, the patient may have mental retardation, a large tongue slanted oriental
type of eyes (hence the name Mongoloids), abnormal palm and foot prints, poor muscle tone
and heart defects. Trisomies can occur in other chromosomes and commonly occur also in
the 17-18 chromosome group and the 13-15 chromosome group. These are associated with

severe developmental malformations. The children usually do not survive the first year
of life.
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Fig. 1
Monosomy & Trisomy in the sex chromosomes are fund also.

When mating occurs, it can be seen that many genotypes are possible (a genotype is
the fundamental hereditary constitution or assortment of genes)

Normal Sperm  Abnormal ovum Genotype
X XX XXY (Klinefelter's syndrome)
X XX XXX
X O XO (Turner's syndrome)
Y O YO 7 inviable
Normal Ovum  Abnormal sperm Genotype
X O XO  (Turner's Syndrome) or Monosomy X
X XY XXY  (Klinefelter's syndrome)
X : 5 § XYY
X XX XXX  (Trisomy X)

Monosomy and trisomy occurring in sex chromosomes are found in Turner’s
Syndrome (Monosomy X) and in Trisomy X respectively.

Monosomy X produces females who are abnormally short, do not menstruate, have
immature sex structures and are sterile. Trisomy X produces females with a high incidence
of mental retardation, who vary from normal fertile women to those closely resembling
patients with Turner's Syndrome. (XO)

Klinefelter's Syndrome (XXY) patients are males who appear normal and may be
fairly tall. They are sterile and have small testes. They have a high pitched voice and they
may have abnormal development of breast and often mentally retarded. Males with XYY
are usually over 6 ft. tall, extremely aggressive, fairly frequently criminally insane.
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Defects in Mitosis

Chromosomal defect can also occur when the normal mechanism of mitosis is
disturbed. Mitosis is the reduplication of somatic cell so that each daughter cell retains
the identical chromosomal constitutions found in the parent cell.

Several types of chromosomal defects can occur during interference of normal mitosis
and the 2 commonest are

1. Mitotic non-disjunction
2. Anaphase lag

The ‘abnormal’ mitotic mechanisms in early embryogenesis can therefore give rise to
the condition of mosaicism in which some of the cells contain 47 chromosomes, other 46
and still some 45 etc. This can be seen clearly by the illustrated diagram below.
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Mosaicism in which half the person’s cells are trisomic (47 chromosomes) and half

are monosomic (45 chromosomes).
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Mosaicism in which half the cells are normal (46 chromosomes) and one quarter are
trisomic (47 chromosomes) and one quarter monosomic (45 chromosomes).
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Mosaicism occurs not only in sex chromosomes but also in the other chromosomes
and the most common of this is mongol mosaicism in which part of the patients cells
have the normal 46 chromosomes and part have three chromosome 21.

Mongol parents have a higher risk than normal of bearing mongoloid children;
mental retardation here may be less than the type discussed earlier.

Defects in Mitosis and Meiosis

Other chromosomal abnormalities occur in mitosis and meiosis and only two of these
are described below:

1. deletion.

2. translocation.

Deletion is actual loss of a part of chromosome. The best known type is one caused
by the deletion of part of the chromosome in 4-5 chromosomes group. Affected children
have a characteristic “‘cat Cry”, small head, widely spaced eyes and are mentally retarded.

The other well-known type of deletion is found in the leukaemic cells of patients
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with chronic myeloid leukeamia. Here part of the long arms of a chromosome of the
21-22 gromtrs is lost and this deleted chromosome is called the Philadelphia chromosome.
This Philadelphia chromosome does not seem to run in families.

Translocation is said to occur when 2 chromosomes exchange fragments between them.
Sometimes when one of the products of exchange is very small, it becomes lost Trans-
locations tend to occur mainly in chromosome groups 13-15 and 21-22. Although they can
occur in any of the other chromosomes. The best known t);re is found in Down’s Syndrome
(Trisomy 21) where the extra chromosome 21 is attached to another chromosome in 13-15
groups or 22 chromosome.

In this way, translocation may occur and result in individual with 45 chromosomes
in which one of the product of the exchange being very small and insignificant is lost.
Translocation can also result in individual with 46 chromosomes but two chromosomes are
abnormal because of an exchange of fragments between them. Both groups are clinically
normal but are translocation carriers and the major ill-effect is that a translocation carrier
may have abnormal and normal children.

Mode of Inheritance: There are 5 main types of inheritance:

autosomal dominant,

autosomal recessive,

autosomal co-dominant,
sex-linked (X-linked) dominant,
sex-linked (X-linked) recessive.

oo o

Autosomal Dominant Traits. The genes responsible for the traits are present in the
autosomes, e.g. achondrophasia, neurofibromatosis and Huntington’s chorea. As was said
earlier, at any fParticular locus in a chromosome, there may be alternative genes. If both
chromosomes of a pair carry the same gene, the individual is homozygous of that locus; if
the locus carry the different gene, the individual is heterozygous at that locus. The dominant
gene will manifest itself both in the homozygous and the heterozygous states.

A = dominant gene responsible for trait.
a = allele.
N.B. (1) The usual 1:1 ratio of dominant gene. 1 of offsprings tend to be affected.

4 of offsprings tend to be normal. This means for each child, the chance of
being affected is 50%.

(2) There is skipping generation, i.e. the gene, through dominant, may not be
completely manifested in a generation, but will appear in the next descendants.

(3) Gene may be so lethal that the affected individual may die before reproductive
age, and the trait will not be transmitted. However, the trait will persist in
a population because of spontaneous mutation.

A A

AA
A&L Aq, aar

Affected Affected Affected Unaffected normal

Autosomal Dominant Inheritance
Fig. 4
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Autosomal Recessive Inheritance, e.g. phenylketonuria, albinism, Wilson’s disease,
galactosaemia, and fibrocystic disease of the pancreas. An autosomal recessive trait manifests
only in the homozygous for the gene concerned and are clinically normal.

As can be seen from above, each child will have 509% chance of being a carrier,
25% chance of being normal and 25% chance of being affected. It has been found that
consanguinius marriage (i.e. between blood relatives) tends to results in higher incidence of
the recessive disease as the trait may run in the family tree. In some instances, the
incidence in first cousin marriages in these parents is as high as 359 instead of the normal
0.1-0.4% in the UK.
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Autosomal Recesive Inheritance
Fig. 5

Autosomal co-dominant inheritance. This said to happen when 2 traits are both
expressed in the heterozygous state, i.e. codominants. This can be illustrated as follows. If
an individual is homozygous (HH) for the gene which synthesises normal haemoglobulin,
then only normal haemoglobulin will be synthesised. If an individual homozygous (SS)
for the gene which sythesises sickle haemoglobulin, only sickle form will be sythesised.
However, if the gene is present in the heterozygous state (HS), equal amounts of normal
haemoglobulin and sickle haemoglobulin will be produced.

Sex-linked Dominant Inheretance, e.g. Vitamin D resistant rickets due to renal
phosphaturia and glucose-6-phosphate dehydrogenase deficiency. The dominant gene respon-
sibl efor the trait is present in the X chromoosme (the Y chromosome so far has not been
proven to carry any gene).

Heterozygous affected females will transmit the disease to half the sons and half
the daughters.

Affected male will transmit the disease to all the daughters but not to the sons.
From the above it can be seen that if the son is involved, a search for the disease should
be looked for in the mother.

SEX LINKED DOMINANT INAERITANCE

( weecrew Y XX (uearrecrey Momer )
FATHER )

XY xY

X XX
Affected Affected Normal son Normal danghter
daughter son
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Recessive Sex-linked Inheritance. An outstanding example of this hemophilia.

_ From the above schemes, it can be seen that the disease predominately affects males
and is transmitted by females.
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Fig. 7

Conclusion

Of late, there has been a great upsurge of interest in genetics in the medical field.
Advances in cytological and biochemical techniquest have been mainly responsible for a
greater understanding of basic genetical defects. There is an increasing awareness of the
relationship between genetical aberrations and certain types of cancer, mental retardation,
congenital malformation leukaemia, monogolism, etc. There is also a growing awareness
of the need for genetic counselling for affected individuals when they marry. Much ground
need to be broken before the harvest could be reaped in the field of medical genetics.

The author is grateful to Dr. A. Chau of Paediatric Dept., University of H.K.
for reading over the script and for her kind advice.
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HIRSUTISM

Hirutism is an excessive growth of body
hair with a masculine type of distribution.

It could be constitutional or symptomatic.
Constitutional hirsutism is genetically deter-
mined. In the western race, it is probably
the source of keen concern disproportional
to the true significance of the condition. In
Chinese, however, the slightest degree of
hirsutism warrants investigations. Sympto-
matic hirsutism generally results from hor-
monal imbalance of the ovaries or adrenals
(primary or secondary to hypophyseal activi-
ty; congenital or acquired). Other causes
or associations such as Stein-Leventhal Syn-
drome, juvenile myxoedema, Achard-Thier’s
Syndrome are less common. Tatrogenic
causes should be borne in mind in making
the aetiological diagnosis.

Several classifications of hirsutism have
been attempted by different authorities, but
none is very satisfactory, probably owing to
the lack of understanding of hirsutism in
relation to certain disease entities.

The management of patients with such
complaint goes along two lines:

1. To exclude any possible organic
cause

2. To treat any underlying cause, and/
or to give any symptomatic measures.

History gives some hint. Constitutional
hirsutism most often appears in late child-
hood or at the time of puberty, gradually
increasing until stabilising in the third decade
of life. Symptomatic hirsutism may have
other associations such as menstrual irregu-

larity.

S. M. Chan

During physical examination, hirsutism
without other signs of virulism most com-
monly is of non-endocrine origin. The pat-
tern of hair distribution is important, for
instance, testosterone increases body hair in
general but causes alopecia.

In any case of hirsutism, the urinary 17-
ketosteroid is a very important guide. Other
more sophisticate investigations such as sup-
pressive or stimulative adrenal function tests,
chromosome studies, will be directed by the
finding of urinary 17-ketosteroid as well as
by the clinical picture of the patient in
general.

The treatment of hirsutism, except in the
very occasional cases amenable to specific
endocrinologic therapy, is unsatisfactory.

There are several means by which hirsu-
tism could be symptomatically controlled to
some extent:

1. Mechanical means: electrolysis,
bleaching, plucking, chemical depilators so
on. Shaving is the best, the popular belief
that it stimulates hair growth has no scienti-
fic proof.

2. Hormonal therapy: oestrogen, by
decreasing gonadotrophic hormones, hence
decreasing ovarian function with some pos-
sible decrease in androgen production, may
modify hirsutism.

3. SKF 7690 (17 alpha-methyl-beta-
nortestosterone), an experimental antiandro-
gen at target-organ level (i.e. pilosebaceous
apparatus). Its empirical use has resulted
in some success in retarding hair growth.
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PROSPECTS OF THE MEDICAL CAREER IN HONG KONG

This article aims to give its readers (Medical Students in particular) a general
survey on the prospects of various “sub-fields” in the Medical Career in Hong Kong. We
owe much thanks to Professor A. J. S. McCFADZEAN and Dr. P. H. TENG who have

kindly provided material for this article.

INTERNSHIP:

After passing his final M.B.B.S. Examniation, a medical graduate is required by the
General Medical Council to do a year’s internship before he is eligible for full registration.
During this period he has to complete two appointments of 6 months each in medicine and
surgery or their equivalents. For this purpose obstetrics is regarded as the equivalent of
medicine or of surgery but it may not be combined with gynaecology which is the
equivalent of surgery. Further a combination of medical and surgical sub-specialities is
frowned upon. The monthly remuneration for an intern is now $1,200 but he is charged
$150 per month for rent and domestic services. Because he is still learning an intern is
expected to work hard and he has to do round-the-clock duties over a 24 to 32-hour period.
Here probably lies the reason why there has been some misunderstanding that interns are
paid only a small salary but have to work long and tedious hours. It should be readily
appreciated that in order to gain experience, he must necessarily attend to emergency and
casualty cases, and follow up the progress of his patients so as to observe and treat changes
in their conditions. There is however no question whatsoever that he has to do such long
duties every day, but perhaps once or twice a week by rotation with others.

When an intern finishes his year and becomes registered, he can join a University
Department, or the Medical and Health Department, or one of the Government assisted
or private hospitals or he can go straight into private practice.

CAREER IN THE UNIVERSITY DEPARTMENT:

Those who wish to make their careers in a Department of the Medical Faculty
must possess, in addition to professional competence, an interest in teaching and in research.
In these latter two activities lies the major satisfaction of a University career. The facilities
in the Faculty which are available for research are unrivalled in the Colony. Each Depart-
ment is adequately housed and very well equipped and the close proximity of the Medical
Library to both Pre-Clinical and Clinical Departments is a most attractive additional feature.

The Pre-Clinical Departments of the Faculty are Anatomy, Physiology, Biochemistry
and Pharmacology and the Clinical Departments are Medicine, Paediatrics, Surgery, Ortho-
paedic Surgery, Obstetrics and Gynaecology, Pathology and Microbiology. It is hoped that
in the academic year 1970-71 the Department of Preventive and Social Medicine will
have a full-time staff and that a Department of Psychiatry will be created.

THE PRE-CLINICAL DEPARTMENTS:

Because of the nature and content of the undergraduate course in Biochemistry a
medical graduate would be at a distinct disadvantage in competition with a science graduate
for a vacancy in this Department consequently he is unlikely to consider making a career
in Biochemistry. But in the 3 other Pre-Clinical Departments the medical graduate would
know an advantage for it cannot be denied that these subjects are the better taught by
those who are acquainted with their ultimate application. Rarely do medical graduates in
Hong Kong consider making a career in the Pre-Clinical Departments. There are many
reasons for this not the least of which is the cruel differential in income between those
who follow such a course and those engaged in clinical practice. However, every year has
had its quota of graduates who, for one reason or another, were singularly unsuited for
the responsibilities attached to clinical practice and many of these would have been well-
advised to have made their career in a Pre-Clinical Department. Anatomists, physiologists
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and pharmacologists are in very short supply the world over and consequently there is a
bright future for the competent in any of these fields. This is a vastly different prospect
from that obtaining in clinical practice where the competition in all areas is of the keenest.

In a Pre-Clinical Department, the successful applicant, in the first instance, is appointed
Assistant Lecturer which i1s a probationary appointment. Within the first two years the
appointee is assessed by the Board of Selection as to his suitability for appointment as
Lecturer.

THE CLINICAL DEPARTMENTS:

In the Clinical Departments a formal training scheme for Clinical Lecturers has
been in operation since 1965. On entry the successful applicant is appointed Lecturer and
after a period of usually 3 years the trainee proceeds overseas for a period of 2 years for
further training in the chosen specialty and, as an incidental, to obtain the higher diploma
of the appropriate Royal College. Arrangements are usually made for the trainee to be
appointed as an Honorary Registrar in an appropriate Clinical Department. The period
overseas may be financed from a Commonwealth or other scholarship but if the latter be
of a value less than the former the University will provide funds to bring the trainee’s
income up to the level of a Commonwealth Scholarship. If a trainee does not succeed in
obtaining a scholarship then the University will provide funds equal to the value of a
Commonwealth Scholarship. On return to Hong Kong, provided the appropriate higher
diplama has been obtained, the trainee crosses the bar which lies between the Sth and
6th point on the Clinical Lecturers’ scale and becomes eligible for a clinical award. The
record of the performances in the examinations of the Royal Colleges of graduates trained
in the University Clinical Departments is an enviable one.

STUDY LEAVES:

The University recognises the academic isolation which is known in Hong Kong and
ample provisions have been made to offset its effects. All members of the teaching staff of
the Faculty earn long leave. Long leave, in whole or in part, and any approved extension
thereto may be designated study leave. If a member of the staff wishes to spend study
leave outside of Hong Kong the University will be prepared to consider an application
for the provision of a passage to and from the selected country. In addition the China
Medical Board of New York has been most generous in awarding Fellowships to members
of the Faculty for tudy in the United States. The University also recognises the value
of attending International Conferences. Members of the Faculty may receive substantial
financial assistance towards the cost of attending such conferences and in recent years the
sum of money allocated for this purpose has been greatly increased.

CAREER IN THE GOVERNMENT’S MEDICAL & HEALTH DEPARTMENT:
TRAINING:

In the Medical and Health Department one can according to one’s interest and
inclination apply to be trained in a clinical speciality such as medicine, surgery, obstetrics
and gynaecology, pathology, radiology, anaesthesiology, psychiatry, tuberculosis, ophthalmology,
ear, nose and throat surgery, dermatology, and forensic pathology. Before he is posted to
a clinical unit as a trainee he is usually required to do one year of general duties such as
out-patients or casualty. This year of general duties is designed to broaden the trainee’s
general experience before he starts specialising and is also necessary because often he has
to wait for his turn since there are usually other applicants on the list. After usually 4
years of post-graduate training, and if his work is considered satisfactory by the Post-
graduate Training Panel, on the recommendation of the Chief of the Unit under whom
he has served, he will be considered for study leave abroad in order to obtain his higher
qualification.  This oléfortunity quite understandably is further dependent on the availability
of funds and the stafhng situation in the Department. In this connection it may be men-
tioned that the Primary Examinations for the Fellowship of the Royal Colleges of Edinburgh
and Australia and the Fellowship of the Faculty of Anaesthetists of Australia have been
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held in Hong Kong and the Final Examination of the Fellowship of the Royal Australasian
College of Surgeons will be held for the first time in Singapore next year. If at any time
during the period when his work is regularly reviewed a trainee is regarded as unsuitable,
he will be taken off the training programme and transferred to general or other duties.

PROMOTION & SALARY SCALE:

A medical and health officer now joins the service at $2,629 a month with annual
incremental increases. While in training, like the intern, and for the same reasons, he too
has to work hard and sometimes long hours. After he returns with a specialist qualification
the next step in his promotion prospects will be a senior medical and health officer’s post
at a monthly salary of $4,947. There are at present 57 senior medical and health officer’s
post located in different streams, and for promotion, length of service and satisfactory
work are taken into consideration. A senior medical and health officer in a speciality can
aspire to become a specialist. All vacancies in specialist posts are advertised and appli-
cation is open to all who qualify. There are altogether 39 specialist posts. It has recently
been recommended that more posts for senior medical officers and specialists be created.
The monthly salary for a specialist has also been re-adjusted recently, he now starts off
with $6,100, then after a few years he may get on to $6,700 and eventually $7,200 after
another few years.

Recently Government has introduced a scheme for housing allowance: $850 per
month for married male medical and health officers with families, $700 per month for
married male medical and health officers without families, and $500 per month for single
medical and health officers on salaries on or above $3,424. These allowances however
are not given to those officers who have privately owned accommodation or Co-operative
Society flats, and others who are in departmental quarters. Medical and health officers on
a salary below $3,424 are given a special allowance of $300 per month.

OTHER POSTS:

If the graduate is not interested in specialising in a clinical subject then he has three
other openings in the Medical and Health Department. He can request for general duties
in which case he will be posted to a general clinic, a “health” job, or a casualty department.
After a number of years he will be put in charge of one of the larger clinics as a senior
medical and health officer and later perhaps one of the hospitals as a principal medical
and health officer. His work will then be partly administrative. Besides out-patients and
casualty departments, there are also the families clinics for government employees and their
dependents, the prison medical service, the clinic launches which call at the outlying districts
and islands, and the Medical Examination Bosard where physicai examinations of candidates
for the public service are conducted. Or he can join the health service and then progress
will be from health officer to senior health officer, principal medical and health ofhcer,
assistant director and deputy director. The main duties and functions of a health officer are
to investigate infectious diseases contacts, conduct inoculation campaigns and collect
epidemiological data and vital statistics. Health posts are distributed on a geographical
basis with an officer in charge of each of the 3 main regions, Hong Kong, Kowloon and
and New Territories and others in charge of districts within the regions. There are also
health posts under the Urban Council including an Assistant Directorship and, the Deputy
Director, Health' is in fact the Vice-Chairman of the Urban Council. In the Urban Council,
there are additional health functions, such as environmental hygiene, food hygiene and
control of sanitary nuisances. There are 3 types of specialised health jobs. There are
industrial health officers who are responsible for the inspection of factories, assessment of
workman’'s compensation in case of injury, prevention and control of occupational disease
etc. Then there are port health officers whose duties include inspection of ships and aircraft
and all aspects of quarantine work. The many maternity and child health centres are staffed
by health officers who are responsible for the organization of ante- and post-natal care of
mothers and infant welfare including regular examination and immunisation of new born
babies and health education for the mothers. There is also a school health service which
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provides inspection of schools and children regarding living, accommodation, recreation and
and toilet facilities and also undertake to detect and prevent infectious diseases among the
pupils and to assess their growth and development, physical defects and incidence of
diseases. Health officers are sent abroad to study for the D.P.H. which is now usually
taken in Singapore or New Zealand, and other diplomas such asa the D.I.LH. and D.C.H.

If the question of choosing between curative and preventive medicine for a career
has to be weighed then the decision must necessarily be made after carefully considering
one’s interest and aptitude. It should be remembered that from the point of view of
service to the community, preventive medicine is just as essential and rewarding as curative
medicine. As to the other question of whether Government service is to be preferred to
private practice or vice versa again it all depends on the individual. General practice
entails long hours and night duty too and the busy practitioners get even less time off than
the hospital staff because they are on their own. In institutional work there are other
attractions such as teaching and research. As regards remuneration it is generally said that
private practice offers much more. This is perhaps the main reason why doctors leave the
service after some years, some having done general duties and others having specialised.
It is also a fact that for the past 2-3 year a number of officers have left to emigrate to
other countries abroad. In addition to doctors who resign, there are others who ask to
retire early on attaining the retiring age of 55 year. The Medical and Health Depart-
ment depends largely on local graduates joining to fill its vacancies and it is clear that
shortage will result from an imbalance between resignations and retirements on one side
of the scale and recruitment on the other.

3k K K Kk K %

WHAT IS A MEDICAL TRAINING?

“Medical training has for certain types of people a ripening influence that no other
field of education possesses. Aside from the habits of hard work that it demands, it
embraces a broad survey of the biological field, enforces a considered consultation of the
fundamental science, and, on the human side, brings the thoughtful student face to face
with the emotional struggles, the misery, the courage and cowardice, of his fellow creatures
—to say nothing of the familiarity it gives him with sociological conditions, vice, crime
and poverty. There is in it a balanced education of the mind and the spirit which, in
those strong enough to take it, hardens the intellect and deepens the sympathy for human
suffering and misfortune”.

— Dyr. Hans Zinsser.



THIE RFASONS

“The decision by men and women to study medicine and become a doctor
is influenced by personal experiences, by chance and frequently by the desire
to follow a family tradition. Some study medicine because of compassion

for humanity, others select it as a profession because they are fond of science,
still others are drawn by prospects of an assured income or by a rosy picture
of medical life. Fortunately medical students the world over have always
been imbued with a basic ideal to serve mankind’ (Noah D. Fabricomt, M.D.)

“Why do you choose medicine?” The
reasons may be as numerable as there are
medical students. Be it a genuine love for
the science, a saintly call to serve mankind
or a mere crave from money and status, the
outcome is the same—all will become doctors
one day. (provided that one doesn’t quit
on the way). It is most comforting to
recall that the initial stimulus that drove
many famous doctors into medicine may be
just as triva' as ours. Nonetheless, once
they were in medicine, they learned to love
and explore the field with their inquisite
minds. It is not the least surprising that
they evantually emerged as prominent
doctors.

Dr. Merrill Moore. (Psychiatrist)

Several factors led Merrill Moore to a
medical carerr. For one, there had been
at least eight or nine physicians in his family.
More important influences, as Moore stated,
were the illnesses of his aunt and his father.
His aunt had epilepsy and her seizures were
a routine yet frightening part of their family
life. His father, a talented leader in
Southern literary and public life, had a
genuine depression that lasted a few years.
When a child, he considered their suffering
unnecessary and wondered: “How could
it have been prevented?”’ and ‘“What could
be done?”

His interests at college were literary, yet
he held to science as to a life preserver.
While an undergraduate, he realized that
some of the best people he knew were
physicians, of steadfast integrities and strong
humanistic qualities. In 1924, when he was
21, Moore had no wish to do anything but
medicine and he entered Vanderbilt Medical
School.

Dr. George W. Crile. (surgeon)

Humor occasionally plays a role in the
selection of a serious lifework. Some time
before he studied medicine, George W.
Crile’s interest was stimulated by an amusing
obstetric experience. The village physician
called Crile one evening to ask whether Crile
would watch a prospective mother while he
made a call on a patient requiring immediate
attention.  Crile agreed. Events moved
along rapidly. It was the first maternity
experience for the mother—to-be, as well
as for Crile, who expected the village
physiciand to return in time for the delivery.
To his great relief, a reinforcement arrived
at midnight in the person of a thin, aged
midwife carrying a small black bag.

About 2 a.m. matters seemed to be
reaching a crisis. Convinced that there were
fatal complications ahead, Crile kept close
watch on the old midwife’s face. Suddenly
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she exclaimed, “Well, Doc, don’t you think
we’d better quill her?” Although he had
no idea of what she meant, Crille quickly
approved. She removed a goose quill and
a box of snuff from the little black bag,
filled the quill with snuff, and inserted one
end of it into the patient’s nostril while
placing the other end in her own mouth.
The old woman blew hard. A tremendous
sneeze followed, and the baby arrived
precipitately. Thus was George W. Crile
first encouraged to become a doctor.

Dr. Wilfred Grenfell. (Surgeon)

When young Wilfred T. Grenfell first
began to display an interest in medicine,
his father urged him to discuss the matter
with their country family doctor. The old
doctor had an enormous practice and was
eminently successful. In those days this
was measured in part by the number of
horses he drove, in part by the number of
miles he travelled over rural roads.

What impressed Grenfell most during
his visit of medical inquiry—as he recalls
in his book, ‘“A Labrador Doctor’—was
that the old doctor brought down from one
of his shelves a large jar, out of which he
produced a pickled human brian.

“I was thrilled with entirely new
emotions. I had never thought of man’s
body as a machine. That this weird, white,
puckered-up mass could be the producer
or transmitter of all that made man, that it
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controlled our physical strength and growth,
and our response to life. . . . why it was
absolutely marvellous. . . . My father saw
at once on my return that I had found my
real interest, and put before me two
alternative plans, one to go to Oxford,
where my brother had just entered, or to
join him in London and take up work in
the London Hospital and University, pre-
paratory to going in for medicine. I chose
the latter at once—a decision I have never
regretted.”

Dr. Hans Zinsser. (Bacteriologist)

For a time after graduating from college,
Hans Zinsser had considerable difficulty in
choosing a career.  Although his early
ambitions were toward literature, Zinsser
questioned his own talents as a writer. His
teachers advised him to study medicine.
They believed that four years of rigid
discipline would contribute to his maturity—
he was only twenty at the time—and that
it would lead him into medical biology, a
field they thought where he naturally fitted.
He selected medicine as a way of life because
he was fond of science itself.

So do not be ashamed next time when
people ask “Why do you choose medicine?”
even if your cause is but a most trivial one.
Whatsoever that drove or lured you into
the profession does not necessarily count.
It is your attitude towards the training as
a whole that determines your ultimate
success as a doctor.

Slipping out one evening for a bridge game with the boys, the surgeon tossed his wife the most
high sounding excuse he coule think of “Very important case,” he said solemnly, *‘There are 3

doctors there already.”

MEDICAL EDUCATION

My 8-year-old daughter answered the doorbell. No, her daddy wasn’t ni, she informed
the caller’” He's at this hospital, doing an appendectomy.”’

“My,” said the caller, “‘that’s a big word for a little girl. Do you know what it means?”

“Sure I do” she answered promptly, ‘It means a hundred and fifty dollars.”
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A TALK WITH OUR NEW PROESSOR
OF ANATOMY

I heaved a long sign of relief. This
was the eighth time that I asked to see
Professor and found him free at last. My
curiosity to know something about the new
Professor would be satisfied (and I hope,
SO is yours).

Professor Lisowski, how comes that you
took up teaching Anatomy as your
profession?

In 1947, 1 graduated from the Royal
College of Surgeons, Ireland. There I
received my medical training. But I had
difficultly in choosing the subject I would
follow. Both Anatomy and Pathology were
appealing to me. After a talk with my
Professor of Anatomy, I made up my mind.
While I was a student I became a demons-
trator in Anatomy.

What is your attitude towards Anatomy?

Anatomy is an old subject but it has
been changed considerably. Before, facts
were mixed up with suppositions. In the
late 17th century, light dawned on Anatomy.
And subsequently great advances have been
made in every field, particularly by scientists
in France, Germany and Austria and later
in England, America and Japan. Human
structure has been greatly clarified. But now,
Anatomy becomes reorientated with em-
phasis on the functional aspect. This gives
function its due importance, for both struc-
ture and function are intimately related.
Also the boundaries between the preclinical
sciences are disappearing and there is more
of a synthetic approach.

In your opinion, how should the student
study Anatomy?

Crtical thinking is indispensable in the
study of Anatomy. Knowledge from books
should be correlated with experimental find-
ings in dissections, histology and neuroana-
tomy practicals.

How do you find H.K., the place, the
climate and the students?
HK. is a beautiful place. I think I shall

Rebecca

get used to the climate. 1 haven't the
chance to be acquainted with the students
here yet. But I chanced to meet some Hong
Kong medical students in England. They
left a favourable impression in my mind.

I am sure you have taken a brief survey
of the Department. Are you satisfied
with it? What are your plans?

The 2 museums are rich in material. I
understand, it is the work of Professor
Chang and his staff. Tribute should be
given to them, especially to Professor Chang
who deserves the fame he enjoys. 1 have
my plans. But unfortunately, the budget 1s
limited and we shall have to see. However,
the staff and I hope to continue research
on growth studies, growth patterns of soft
tissues, comparative primatology (I have
brought 26 dead Jilada monkeys with me)
and electronic microscopic research. It is
my intention that the work is cooperative.

For the 1st year students, a tutorial
system will be introduced. 20 students are
assigned to a tutor who will guide them
both in the study of gross Anatomy and
dissections. After covering each region, a
test will be given to see how the students
progress. So there will be no lectures on
gross Anatomy. If possible, I hope to
expand the tutorial system, covering histo-
logy and neurology as well. Changes in the
2nd Year are contemplated later.

Professor, do you find time to enjoy
yourself inspite of the tight schedule?

Of course, 1 am quite busy now with
meeting my staff and preparing the teaching,
planning for future research. But once they
are organised, I think I am able to reserve
a little time for reading. Historical works
and books dealing with the problems of
developing countries are my favourite topics.

Finally, I wish to add that Anatomy is
not an isolated subject. At all times, the
Department is ready to co-operate with the
other preclinical and clinical Departments
in order to benefit the medical curriculum.
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HONG KONG UNIVERSITY MEDICAL
SOCIETY ANNUAL REPORT (1968-1969)

The Hong Kong University Medical
Society has successfully passed another
academic year. Of the notable events that
occurred during the past twelve months,
those relating to University Reform were
most prominent. The efforts of our students
working both in the Medical Society and
in the Students’ Union have been instrumen-
tal in bringing about urgently needed
changes and have paved the way for future
improvements in the structure of the Uni-
versity.

The past year has also seen the Society
embarking onto the publishing of a monthly
newspaper “Caduceus” which is the same
name used in one of its pre-war journals.
Thanks to the ardent workers who partici-
pated in the founding of the newspaper and
those who constantly contribute to it, the
revival of an old publication has indeed
been auspicious and present indications are
that it will continue to grow in the years

ahead.

In late September, our Society acted as
host to the General Assembly of the Asian
Regional Medical Student Association for
the second time in three years. Delegates
came from the seven member countries and
had fruitful discussions on joint projects to
be conducted by medical students in this
region. The Organizing Committee, un-
daunted by the limited time and money
available, helped to make the conference a
splendid success.

In the field of sports, medical students
have again proved their ability by laying
claim to the Omega Rose Bowl.

Although achievements have been made
in these and other areas, there is still much
room for advancement. We shall continue
to press for better teaching in the Univer-
sity and improved conditions of work for
interns. The Elixir Loan Fund is still small
and ways of increasing it must be found.
Lastly, it cannot be over-emphasised that the
accomplishments of the Society have depend-
ed amiJ will continue to depend on the effort
of each of its members.
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The following is a summary of the
events during the past year.

STUDENT WELFARE
1. University Reform

After a series of discussions on Univer-
sity Reform both here and in the Students’
Union which entailed the holding of two
Extraordinary General Meetings by our
Socitey, proposals were formulated which
were handed to the Dean for consideration.
Some requests have since been accepted and
implemented. The Dean’s Undergrad Com-
mittee has served as a channel of communi-
cation between students and staff. A student
representative now sits on the Faculty
Appeals Committee. There is also student
representation on the Faculty Library Com-
mittee.

2. Elixir Loan Fund

11 out of 15 applicants received a total
of $8,000. The distribution was as follows:

1ystudenks, o S o $1,500
2 students. .. oakian $1,000
2 stidentdes siiect ok $ 750
6 students ........ $ 500

3. Canteen and Co-op

The Canteen is open for business from
8 am. to 8 p.m. daily except on Sundays
and Saturday afternoons and the Internal
Affairs Secretary and the Student Health
Committee of the Students’ Union have kept
a constant check on the quality of service.
The Society has provided money to stock the
Co-op with stationery and other goods.

4. Society Office

The Society was much honoured when,
in early December, the Dean provided it
with a room in the Medical Centre to be
used as the Society Office.

5. Medical Fraternity Committee

Since its inception in 1968, the Medical
Fraternity Committee has organized numer-
ous projects to promote better understanding
among students in the Faculty. The work



carried out include a aFreshman Information
Service, a Guided Tour for New Clinical
Students and starting this year, Tutorials
during the summer for first year students.

6. Medical Students’ Hostel

Through the generosity of Professor Mc-
Fadzean and Professor Ong, a television set
was installed in the hostel in March this
year. Regarding the relationship between
the hostel and the Medical Society, the
Council has decided that the interests of the
residents will at all times be represented
through their class representative in the
Council.

7. Miscellaneous

Lockers in the Surgery Museum were
rovided for senior and specialty clerks
through the kindness of Professor Ong.
Negotiations with the Department of Medi-
cine for the use of their lockers in Queen
Mary Hospital are continuing.  Society
Christmas Cards and key rings, ties, etc.
were sold to members. Past examination
papers were distributed.

SOCIAL ACTIVITIES

1. Barbecue

The annual barbecue was held on Decem-
ber 6, 1968 at the Sport Centre. The func-
tion was attended by over a hundred students
and about 30 staff members. 2nd year
emerged as winners in the inter-class singing
competition in which Professor Gibson and
Dr. Hsieh were adjudicators.

2. Christmas Carolling

About 40 members of the Society went
to sing carols in Sandy Bay Children’s Con-
valescent Home and Grantham Hospital on
December 23, 1968. Our members were
warmly received and they distributed gifts to
the children in these hospitals. Students of
the five classes had earlier donated a total of
$287.50 to buy toys and sweets for the
children.

3. Medic-Arts Get-Together

This inter-faculty gathering, started last
year, was again a success this year. It was
held on January 18, 1969 when it was at-
tended by about 50 ladies from the Faculty
of Arts and everyone present had an enjoy-

able evening.

4. Medical Ball

This annual function, the biggest on our
social calendar, was held at the Mandarin
Hotel on June 7, 1969. Thanks to the
Annual Ball Committee who spent so much
tmie and effort preparing the project, a total
of about $7,000 was raised to benefit the
Elixir Loan Fund.

5. Launch Picnic

The gods were kind on September 5,
1969 when, for the first time in four years,
our launch picnic took place on a bright
sunny day. About 100 students had a de-
lightful time swimming, playing cards and
joining in a game of bingo.

6. Medic Nite

The last function of the year was held
on October 21, 1969 at the Loke Yew Hall.
Final year (1969-70) emerged as winners in
the interclass drama competition. The even-
ing ended with the presentation of souvenirs
and awards to our sportsmen.

SPORTS

1. Interfaculty Competitions

Our members once again showed their
prowess on the field by capturing the Omega
Rose Bowl, the symbol of supremacy in
interfaculty sports. They achieved these
remarkable results:

Champions in: Badminton
Hocky (men & women)
Softball

Runner-up in: Table-tennis
Basketball

Overall Champions: Medical Society—
Owner of Omega Rose Bowl 1969-70

2. Interclass Competitions

The Braga Cup, awarded to the inter-
class champions, was won by 2nd year. 4th
year was runner-up. The individual results
were as follows:

Champion  Runner-up
SDOORE. . s0 vl itk 4th year 2nd year
oty (il 2nd year 4th year
Foktoneg: - L5 2nd year 4th year
Basketball ...... Ist year 4th year
Volleyball ...... 3rd year st year
Table-tennis
(men)  ..... 2nd year 3rd year
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(women) 2nd year 4th year
Badminton

(men) . .;.. 3rd year 4th year

(women) 2nd year Ist year
Tug-of-war ..... 2nd year 3rd year
Netball ........ 2nd year 3rd year

3. Sportsman of the Year

Th etitle of Sportsman of the Year went
to Mr. Wong Chun Kuen who was awarded
the Kirk Memorial Cup.

ACADEMIC AND CULTURAL
ACTIVITIES

1. Presidential Address

The Presidential Address entitled “Geo-
graphic Patology seen from Hong Kong”
was delivered by Professor ]J. B. Gibson on
May 9, 1969. A group photograph was
taken before the speech. The Society pre-
sented souvenirs on this occasion to Pro-
fessor K. S. Francis Chang and Dr. R. Boden
who were leaving the university.

2. Talks

The Medical Fraternity Committee ar-
ranged a lecture by a visiting Australian
gynaecologist on Birth Control and two
talks by practitioners of Chinese medicine.

3. Debates

Interfaculty Debates: The Society was
represented by three first year students who
were eventually second runner-up in the
competition.

Interclass Debates: Final year emerged
as winners of the Field Cup after an exciting
debate with 4th year on “Legalizing Abor-
tion in Hong Kong.” We would like to
thank all the members of staff who acted as
judges in the debates.

PUBLICATIONS
1. “Elixir”

Two issues of "Elixir” were published
and, as in the past, all proceeds were con-
tributed to the Elixir Loan runa.
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2. “Caduceus”

A monthly newspaper under the name
of "Caduceus” has been published since
January this year. The contents of the news-
paper include news and feature articles on a
variety of topics. It is distributed free of
charge to Society members, medical practi-
tioners in Hong Kong and medical schools
abroad.

EXTERNAL RELATIONS

1. Asian Regional Medical Student
Association

When India and then Singapore, the ori-
ginally scheduled hosts of the 4th General
Assembly of ARMSA, found themselves un-
able to accomplish the task, the Society
undertook to do it in order that the work
of ARMSA would not be disrupted. The
conference was attended by delegates from
the seven member countries and an observer
from Japan. In the coming year, the Society
will be responsible for the Standing Com-
mittee on Medical Education and one repre-
sentative will be the Board Member without
portfolio in the ARMSA Executive Board.

2. Visitors

During the year, the Society extended its
hospitality to visiting medical students who
were either here on short visits or who came
here to do clinical clerkships. In April, the
Society entertained a group of eight medical
students from the University of Malaysia
who were here for a visit of ten days.

In conclusion, the Society is much in-
debted to Professor McFadzean, Dean of the
Faculty; Professor J. B. Gibson, President
of the Society ; Dr. C. H. Leong, Vice-Presi-
dent; Dr. A. van Langenberg, Honorary
Treasurer; Dr. Frank Cheng, Associate
Members’ Representative Dr. K. S. Lai
Honorary Advisor to the Elixir Editorial
Board and Rudy Khoo, Honorary Advisor
to the Caduceus Editorial Board for their
constant  support and  encouragement
throughout the year.



Message from the Chaivman

Student welfare is nowadays one of the most talked about subjects in our
university. Welfare is of course important to everybody and one cannot blame
the students for emphasizing it.

However, if we would reflect conscientiously at some quiet times, we could
not help wondering if we have already had more welfare than most of the people
in our local community. Look at the world around us and we will see that
just to be given a chance to study in a university is already a far greater blessing
than what many others can dream of, and we will soon realise how much more
should be done to others instead of to ourselves.

As medical students we are trained for a profession that brings us intimately
close to the sick and suffering. We deserve the respect and confidence of our
patients only when we have, besides sound medical knowledge, a compassionate
heart for them; and the best way to achieve this is by starting to think less about
our own selves.

STEPHEN NG
Chairman

Hong Kong University Medical Society

P e e e e R I e s SR

CONTRIBUTIONS TO THE MEDICAL SOCIETY ELIXIR LOAN FUND

.- -

Since the publication of last issue of the Elixir the following donations were
received (up to Janurary 31, 1969) and for which it is gratefully acknowledged.

T et A A ol D e sl
N i S 0 i o s . il Db oo s ey iewiee il d 6.00
DI . LU L, G et e e $10. 00
S TR R CE DN E S PSR e T
Dr. K. W. Chaun SRi Eap tentipn T aasutiE gt sl b nga s R SN
Dr. Lim Tit Mooi .. .. $ 17.00

For those who wish to contribute to the ELIXIR LOAN FUND kindly
forward your donation to

The Financial Manager
ELIXIR

c/o Medical Students’ Centre
Sassoon Road

Hong Kong

Cheques should be crossed and made payable to the ‘ELIXIR’ Account,
Medical Society, University of Hong Kong.
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A PHYSICIAN'S PRAYER

g g i

By Father James Keller, M. M.

A PHYSICIAN’S PRAYER

Thank you, O Lord, for the privilege of being a doctor—for letting me serve as Your instrument
in ministering to the sick and afflicted.

May I always treat with reverence the human life, which You have brought into being.

Keep me constantly alert to see that the sacred right to live is never violated for even the least
individual.

Deepen my love for people so that I will always give of myself gladly and generously to those
stricken with illness and suffering.

Help me to listen patiently, diagnose carefully, prescribe conscientiously and follow through faithfully.
Teach me to blend gentleness with skill, to be a doctor with a heart as well as a mind.

Let me be calm without being cold, patient without being weak, and strong without being proud.
Help me, Lord, to give encouragement without overconfidence, to tell the truth without being blunt.
May I be prompt to relieve pain, quick to hold out the hand of honest hope.

Inspire me to show always a special tenderness for the poor and forgotten, for those who are broken
in spirit as well as in body.

Grant that 1 may continually bring to my work the same soothing compassion which You so
generously displayed centuries ago in healing the sick of Galilee.

And finally, O Divine Doctor, through my service to the sick, may I merit the heavenly reward
which You promised in these thrilling words: ““Come you blessed of my Fahter, possess you
the kingdom prepared for you from the foundation of the world.” (Matt. 25:24)

Father Keller was born in Oakland, Cal., in 1900 and was ordained a Roman Catholic
priest in 1925. He is the founder and director of The Christophers, Inc., and resides
in New York. His most recent book is ‘“‘Stop, Look and Live.”

# Reprinted with kind permission from WHAT'S NEW
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Fic. 1.
Fic. 2.
Fic. 3.
Fic. 4.
Fic. 5.
Fic. 6.
Fic. 7.
Fic. 8.
Fic. 9.
Fic. 10.

Answer to Pictorial Quiz

Osteogenesis Imperfecta

This is due to some congenital defect in the evolution of the connective tissue
cells. There is aboromal tendency for bones to fracture the malunion results in
gross deformity of the long bones of the limbs. Note also the blue sclerotics.
Otosclerosis commonly developes in the third decade. This disease is inherited
as autosomal dominant.

Amoebic Abscess of Liver

Note fluid level in abscess on right subphrenic area.
Chronic Gouty Arthritis with Tophi.
Tuberous sclerosis—adenoma sebaceum.

Meningomyelocoele—In this condition, the normally developed spinal cord of
cauda equina lies in the sac. Clinically, transmitted impulse can be sought from
the lumbosacral swelling to the anterior fontanelle. The cord or nerves can often
be scen as shadow on transillumination.

Rodent Ulcer—909%, of the basal cell carcinoma are found on the face, usually
above a line from the lobe of the ear to the corner of the mouth. The picture
demonstrates the characteristic raised rolled edge and central ulceration of the
tumour.

Peutz-Jegher’s Syndrome—The syndrome consists of familial intestinal adeno-
matous polyposis affecting mainly the jejunum, and melanosis of the oral
mucous membrane and the lips. Such polyps may bleed, intussuscept, but may
neveru ndergo malignant change.

Sacro-Coccygeal Teratoma—This is among the commonest of the large tumours
seen during the first three months of life. It arises between the scarum and the
rectum, and is firmly attached to the coccyx. Delay in removal of the tumour is
liable to result in fatal ulceration, infection, rectal or urinary obstruction, or
malignant change.

Papilloma of Buttock—The papilloma consists of a central axis of connective
tissue, blood vessels and lymphatics, and the surface is covered by suqamous
epithelium. The congenital form is a warty growth of brownish colour, but large
excrescences may be present.

Acromegaly—Erosion of pituitary Fossa.
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){hwest to Tokyo

nonstop every day

TOKYO

Northwest Orient has one hop, nonstop service to Tokyo
leaving Hong Kong daily at 9:30 a.m. It's a quick flight
that has businessmen in Tokyo by 1:55 p.m.

Or, if you prefer an afternoon flight, catch our 2:10 p.m.
direct flight any day.

On both flights you'll enjoy our lavish Regal Imperial
service featuring delicious food and drink. And, our
gracious stewardesses will make you feel right at home!
For immediate reservations, call the Northwest Orient
Ticket Office: St. George's Building, No. 2 Ice House
Street, Hong Kong. Telephone: H-243061.

Peninsula Hotel Arcade: K-675001.

\“) FLY NORTHWEST ORIENT

22 years of service in the Orient



ANGEL’'S CHORUS

Thorn

“You' re the only reason I want to get well.”

Ever since I was a little boy, my im-
pression of an angel is a creature wearing
a white robe with a pair of white wings at
the back with a halo around the head. But
when I grow up, I found that the angels
wear all sorts of colourful uniforms: white,
blue, red and yellow; and instead of the
halo they wear all sorts of fancy kerchieves.
If you don’t believe it, come to Queen Mary
Hospital and have a look.

* * *

It has been repeatedly remarked that the
staff-student relationship is not very satis-
factory, it seems that the angel-student
relationship is even worse. The higher the
rank she 1s, the less friendly she become!
There is no shadow of doubt about this
statement, I can assure and reassure you.

* * *

The angels in red are on the whole quite
friendly towards the medical students, with
certain exceptions of course. They are will-
ing to lend you a hand and stand by your
side on request. But perceiving their heavy
burden of work, we seldom ask for their
help but turn to our equal counterpart, that
is students of the fair sex.

ES * *

On the other hand, you may be greeted
by the angels with an exclamation, “Here
come the medical students again!” Every
now and then you may be greeted by more
hostile words. Can the Medical Fraternity
Committee do something about it?

* b ES

Although medical students belong to the
lowest class of creature in the hospital, they
may not be so in the eyes of some angels.
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The aetiology of this thought, which is con-
tradictory to almost everybody’s in the hos-
ital, and so to say is abnormal, is a foreign
dy in their hearts—cupid’s little arrow.

Even without that bit of foreign body
in their hearts, the angels occasionally do
not classify the medical students as the
lowest class, by virtue of their mistakes, of
course. From time to time, the medical
students attending O.T. are mistaken as the
bosses coming around to supervise the sur-
geons in their operations because they always
intrude into the O. T. in the middle of the
operation and leave whenever they like.
Thus you may be taken as supervising the
Professor's operation one day! Splendid,
isn’t it? What else has one got to say save
“Everything is possible under the sun’!?

Although the presence of an angel may

help your physical examination, sometimes

their presence may be an obstacle to the

correct diagnosis. A young man has missed

an extremely loud murmur simply because

the ward was graced by the presence of a

fairly pretty angel.
* * *

The angels are really angels to medical
students during the ward closure period
prior to final examination. Please take the
sound advice of receiving their informations
with a bit of doubt, for a LEFT hydrocoele
may turn up despite their tips about a case
of RIGHT inguinal hernia.

“That cute intern
asked me to movie
to-nite, but I am broke!”

DID qt?”

@:,Zf})
“Now this won’t 1 ‘ :
hurt. . .
4*_—_.
‘ \:‘

o

LAY

\‘
‘\

X
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THE FRATERNITY COMMITTEE

The Fraternity Committee of the

Medical Society, now just over one year

of age, aims to serve the following

functions :—

1. to provide freshmen with informa-
tion and advice on academic and
social affairs,

2. to foster a spirit of fraternity be-
tween junior and senior members in
the Medical Faculty, and

3. to promote society consciousness
among members.

Freshmen Information Service. This
was held in the Physiology Theatre on
29th August afternoon. The 90%
turn-up of the freshmen was very en-
couraging. The occasion was graced
by the presence of Professor Cheng of
Physiology. The enthusiastic support
from the seniors proved beyond doubt
that ‘fraternity’ foes exist among us
medical students. The senior, touched
by the freshmen’s eagerness to learn,
found it difficult to keep back anything,
including their old books, microscopes
and skeletons. The freshmen, out of
touch with ‘notes’ for so many months,
devoured our information notes on text-
books, names of Professors etc. like
anything. This is a happy day for all
who were present, juniors and seniors
alike.

‘All play and no work makes John a
a bright boy’. This is true when the
hoiiday is coming to an end. Thus on
19th September, a picnic to Cheung
Chau ( ) was arranged for the
freshmen. A fine day it was, and a
huge group we were. It is gratifying
to reflect that, despite the elapse of
three long weeks, about 50% of the
freshmen still remembered the day of
picnic. They never would regret having
remembered that, for it was a day on
which they succeeded in the impossible
mission of getting to know their future
classmates and colleagues. With the
help of games and name cards, they
were able to talk to one another like
old friends at the end of the day.

At the very beginning of the term, we
went to chair the election of their class
committee. Most of them knew one

Lam Wah Kit

another all right, but they lacked the
skill of firing questions at the candi-
dates. They took it in a couple of
seconds (our presence was of great help,
no doubt) and the candidates would
have had a most difficult time indeed
were it not for the lack of time.
From our experience, the first year is
capable of rendering tremendous service
to the various activities held by the
Medical Society. But we must first of
all get to know them and uncover the
hidden talents. To do this, we asked
them to fill in a form concerning their
personal details and abilities. Very
soon, we will be able to see new faces
in the various standing committees and
teams.
Under the Constitution of the Fraternity
Standing Committee, we have to carry
out the scheme that one senior guides
and advises 3-4 freshmen on academic
and social affairs throughout the aca-
demic year. In early November, their
class was divided into 30 groups at
random, and each assigned to a 3rd
year or 4th year senior. Their partici-
pation was 100%. On the part of the
seniors, they were so enthusiastic that
Ist year really needed considerable ex-
pansion. It is hoped that this important
scheme will be as successful as ever.
Our another regular job is to arrange
film-shows and talks for all members
of the society. The first film-show
arranged was on the topic of ‘Valvulo-
plasty of Mitral Stenosis’ on 24th
October, and was well received.
A friendly soccer match was planned
(1st year vs. 2nd or 3rd year). How-
ever, the Sports Centre nowadays is so
jammed with interhostel games that we
find it impossible to push ourselves in.
It will be held when things are better.
Two programmes are coming in the
academic year. When the 2nd year step
in their clinical years, we will be most
ready to tell them our experience so
freshly obtained. When the summer
holiday comes, tutorials will be conduct-
ed for st year. Finally, at the end of
the Committee’s session, a survey will
be made to see the response and remarks
from those under the scheme.
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people everywhere...

rely on*Brand’s Essence of Ghicken
to give them that extra strength
and keep them in good health
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Spirit of my Mother

I saw her shadow once more clear

And then she was no more again.

Once more she came back and kissed me
(They called it illusion but I was sane)

Gone-by years were lost in one swift moment
And I a cradled-child again.

She held me gently, ruffled my hair,
Owver her bosom I wept and smiled.

All that bereaved was gone in an instance,
All anguish and fear exiled.

She talked with her eyes—they talked of love,
No spoken word was said;

She spoke with her eyes—they spoke of love,
There was no more the world could add.

Once more the fermament was brightness,
Once more birds sang with glee,

Once more the sun was master
And everything a sweet rose to me.

No more could I desire
With the world beneath my feet,

I in my rocking cradle
Besides her dainty seat.

Out of darkness came the light,
Out of shadow came delight.

Then like many a time it happened before
The wvision faded out of sight.

It was incredible, but it was true,
I held her tightly, I held in vain!

One sweet moment—then she was gone. .

She was, then she was no more again!

Once more I am in the maze of stark presence,

They call this reality but I am delirious . . .

M.
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ARMSA

? Are You sayving something about the girls?

“Drink to me only with thine eyes”

“I've researched for years!”




Once upon a time, I was

also a green horn. ...




HEARTY WELCOME
TO THE NEWCOMERS

‘Do you get it! I've just been demonstrating

the action potentials in the cutaneous neves!

I wonder whether the life of a medical student is as wonderful as he says

FRESHMEN
WELCOME
PARTY
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Girls, watch out!
(See his ringfinger)

The difference between the boss & his ( B 4§ ? ) eeees

Who said that the Medics aren’t keen on mathematics?

¥




“A rose will bloom

“Romeo Darling, I'm Coming.”

“But vou don’t go away

'R

like that, Julict dear.

MADDER THAN THE HARE

THE MEDIC NIGHT




THl o RFMER

Enjoy yourself to night
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Students are known to the Staff usually because
they are outstandingly good or remarkably poor in

their work.
Nor so for this one.

He is famous for his flect.
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Two-way(?) radio antennse
»

/ 4

Injury Sustained while bird-watching.
Al i d in this pastime please note.
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(1) Long aerial

3 -
(3) Al silver body-work (2) Leather steering whell

Sterco-cassette tape recorder

)
Cluster

of lamps
and emblems.

(5) Initials/of name
printed at side of car
(DD of super luxury

(4) Wide racing tyres, deeply treaded

15 wrong)
NOT-SO-IDEAL CAR FOR A ‘HUNTER”

(1) Used to be long aerial

(2) Fake leather steering wheel

o
\

NOT-EVEN-IDEAL CAR G
FOR A “HUNTER” U




1 (1) Superlong Aerial

(2) Infra-Small Leather
steering wheel

(7) Big Big gear lever knob
(6) All windows closed (Where is Freud?) (3) All Gold Body -work.

(air conditioned)

(5) Name printed on side of car
(Cover up with elastoplast if
necessary)

(4) Ultra-Wide Racing Tyres

IDEAL CAR FOR A “HUNTER”

IDEAL CAR II FOR
A “HUNTER”

m-‘g"‘ -




The £, the $, the franc,
All are at the mercy of inflation,
Not so for cars in the medic centre, where

Deflation reigns supreme.






ICTORIAL QUIZ:
I

Here are some photographs of certain
ptinct clinical diseases. See now many of
‘=m you can recognize in five minuts time.

'We are thankful to the Surgical and
sedical departments for this kindness in

nding this photographs.

For answer please see page 55
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The May&Baker family
of cough preparations

When his cough becomes more than,
polite ‘““ahem’ he’s in trouble. He hg
enough on his tray without bott]e of
cough linctus as well. ‘Phensedy]*
capsules for him, and all coughing
workers.

That hot water bottle might keep
out the cold but it won’t stop her
cough. A bottle of ‘Phensedyl’

linctus would have more effect.

The coughing offspring.
Fruit flavoured ‘Tixylis*
will gently soothe away
their coughs.

- *trade mark :
MQB M&B brand Medical P

[ ’ ‘. ’ Goges -
Phensedyl Phensedyl Tixylix 4
: a children’s cough linctus |
Linctus Capsules contains Promethazine
contains Promethazine contains Noscapine B.P ydrochloride B.P.,
; Hydrochloride B.P., instead of Codeine. g{l?l( f)ld”’e 'B.P.la ine
ity MAy & BAKER LTD. Codeine Phosphate B.P. henylpropanolami

and Ephedrine Hydrochloride B.P.C.
Dagenham Essex Hydrochloride B.P. g
MASD!

RMI107XS England
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News From the Gazette

(1st November, 16°9)

PERSONALIA

Dr. S. M. Bard, Director of the University
Health Service, has been admitted to
membership of the Royal Society of Health.

Professor Daphne Chun was appointed
Visiting Professor of Obstetrics and Gynae-
cology at the University of Vermont, U.5.A,,
for September and October 1969,

Professor C. Elaine Field attended the
fourth Singapore/Malaysia Congress of
Medicine from August 15 to 17, 1969, and
delivered a paper entitled ‘A long-term
follow-up of Bronchiectasis from childhood’.

Professor A. J. S. McFadzean has been
appointed a member of the Medical Council
of Hong Kong for three years from July

8, 1969.

Professor G. B. Ong has been awarded a
Hunterian Professorship by the Council of
the Royal College of Surgeons of England
for a lecture on ‘Colocystoplasty for bladder
carcinoma after radical total cystectomy’ to
be delivered on February 12, 1970.

Dr. Irene F. Osmund, Assistant Director
of the University Health Service, attended
a conference of the British Student Health
Association held at the University of
Birmingham from July 14 to 18, 1969.

COURT

Gifts

The Standard/Sing Tao ‘Fat Choy’
Drive, through Sin Pohn Amalgamated
(H.K.) Ltd.: $50,000 to establish a loan
fund for medical students.

Dr. Jerome Wei Ping Lo: an annual
grant to establish a loan fund for medical
students.

FACULTY OF MEDICINE

Appointments

Rosie Young Tse Tse, M.D. (Hong
Kong), F.R.C.P. (Edinburgh), M.R.C.P.
(London), Senior Lecturer, appointed
Reader in Medicine from July 1, 1969.

(Mrs.) Huang Chan Shuk-Tze, M.B.
(National Chung Cheng Medical College),
Lecturer, appointed Senior Lecturer in
Anatomy from July 1, 1969.

Lai Kai Sum, M.B.,B.S. (Hong Kong),
Ph.D. (Edinburgh), M.R.C.P. (Edinburgh),
Lecturer, appointed Senior Lecturer in
Medicine from August 1, 1969.

(Miss) Liu Hin-Ching, B.Sc. (Sun Yai-
sen), Ph.D. (Hong Kong), Lecturer,
appointed Senior Lecturer in Anatomy from
August 1, 1969.

(Mrs.) Teoh Chan Ching Haan, M.B.
(Lingnan), Dip.Bact. (Manchester), Ph.D.
(Hong Kong), Lecturer, appointed Senior

Lecturer in Microbiology from August 1,
1969.

Constant Cheng Po Kong, M.B.B.S.
(Hong Kong), Assistant Lecturer, appointed
Lecturer in Physiology from August 1,
1969.

Shih Chi-Ching, M.B. (National Taiwan),
appointed Lecturer in Pathology from
September 29, 1969.

(Miss) Lee Wai Tsun, M.B.,B.S. (Hong
Kong), F.R.C.S. (Edinburgh) appointed

Lecture in Surgery from September 20,
1969.

Mohankamur Adiseshiah, M.B., B.S.
(London), M.R.C.P. (London), F.R.C.S.
(England), appointed Temporary Lecturer

in Surgery for one year from October 15,
1969.
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Luke Chu Ping-chong, Dip.Med. (Che-
kiang, China), Demonstrator, appointed

Assistant Lecturer in Anatomy from August
1, 1969.

Susanna Wong Siu-Chun, B.Sc. (Hong
Kong), appointed Assistant Lecturer in
Biochemistry from January 1, 1970.

Resignation

T. C. Yu, Lecturer in Medicine, from
November 27, 1969.

External Examiners

Professor John R. Anderson, B.Sc., M.D.,
M.R.C.P., F.C.Path., Professor of Pathology
in Glasgow University at the Western
Infirmary, appointed External Examiner in
Pathology for three years from 1970 to

1972.

Professor R. E. O. Williams, M.D., M.R.
C.P.,, F.C.Path.,, Head of the Wright-
Fleming Institute of Microbiology and Dean
of the St. Mary’s Hospital Medical School,
appointed External Examiner in Micro-
biology for three years from 1970 to 1972.

Professor Sir John Bruce, C.B.E., M.B.,
Ch.B., D.Sc.,, F.R.C.S., Regius Professor
of Clinical Surgery at the University of
Edinburgh, appointed External Examiner in

Surgery at the Final Examination to be held
in November, 1969.

Prize

The Mun Gold Medal in Psychiatry has
been awarded to Andrew Hua Su-Ping.

PUBLICATIONS

DEPARTMENT OF BIOCHEMISTRY

M. C. S. Lai, K. S. Au, and Doris Edna
Gray: ‘Alkaloids of Melodinus suaveolens
and their excretion as a common end-
product in the rat’, Biochemical Pharma-

cology Vol. 18, 1553 (1969).

E. O'F. Walsh, C. H. Lee Peng, and S. C.
Wong: ‘Sensitivity to insulin in witro is
morphine-dependent in muscle of chroni-
cally morphinized rat’, Biochemical

Pharmacolgy Vol. 18, 1529 (1969).

76

S. C. Wong and E. O’'F. Walsh: ‘Effect of
morphine of the hormonal control of
metabolism. V. Morphineinduced changes
in sensitivity of the glucose-uptake system
of muscle to extracellular potassium’,
Biochemical Pharmacology Vol. 18, 1979
(1969).

DEPARTMENT OF MEDICINE

T. K. Chan (with A. J. Bowdler): “The
time course of red cell lysis in hypotonic
electrolyte solutions’, Journal of Physiology
Vol. 201, pp. 437-452 (April 1969).

T. C. King (with C. R. Lowe, P. L. Pelmear,
H. Campbell, R. A. N. Hitchens, and
T. Khosla): ‘Bronchitis in two intcgrated
steel works’, British Journal of Preventive
and Social Medicine Vol. 22, pp. 1-11
(January 1968).

A. J. 5. McFadzean, D. Todd, S. C. Tso,
and Rosie T. T. Young (with W. J.
Irvine):  ‘Pernicious anaemia in the
Chinese: a clinical and immunological
study’, Clinical and Experimental Im-
munology Vol. 4, pp. 375-386 (April 1969).

DEPARTMENTS OF MEDICINE, BIOCHEMISTRY,
AND OBSTETRICS AND GYNAECOLOGY

D. Todd, N. C. S. Lai, Carol A. Braga, and
H. N. Soo: ‘Alpha thalassaemia in
Chinese: cord blood studies’, British

Jurnal of Haematology Vol. 16, pp.
551-566 (June 1969).

DEPARTMENT OF MICROBIOLOGY

C. T. Huang and C. H. Chan-Teoh:
“T'yphoid H-agglutinins in clonorchis in-
festated guinea pigs’, Japanese Journal of
Medical Science and Biology Vol. 22,
No. 1, pp. 43-50 (1969).

DEPARTMENT OF ORTHOPAEDIC SURGERY

A. R. Hodgson and A. Yau: ‘Vordere
operative Zugange zur Wirbelsaule’,
Actuelle Chirurgie 3, pp. 151-160 (1969).

DEPARTMENT OF PATHOLOGY

W. C. Chan: ‘The role of the lymph node
permeability factor in  nephrotoxic

nephritis in rats’, Journal of Pathology
Vol. 97, No. 3, pp. 568-572 (March 1969).



|
‘ T. Sun and J. B. Gibson: ‘Antigens of

Clonorchis sinensis in experimental and
human inflections’, American Journal of
Tropical Medicine and Hygiene Vol. 18,
No. 2, pp. 241-252 (March 1969).

P. C. Wong and J. B. Gibson: ‘“The effect
of methylcellulose on the Phagocytosis of
Mycobacterium lepraemurium’, Leprosy
Review Vol. 40, pp. 83-86 (June 1969).

DEPARTMENT OF PAEDIATRICS

C.Y. Yeung and C. Elaine Field: ‘Phenobar-
bitone therapy in neonatal hyperbiliru-
binaemia’, Lancet Vol. II, pp. 135-139
(July 1969).

DEPARTMENTS OF PAEDIATRICS, AND
OBSTETRICS AND GYNAECOLOGY

R. H. P. Fung, K. K. Yeung, and G. S.
Chung: ‘Screening of pyruvate kinase
deficiency and G6PD deficiency in
Chinese newborn in Hong Kong’, Archives
of Disease in Childhood Vol. 44, No. 235,
pp. 373-376 (June 1969).

DEPARTMENTS OF PAEDIATRICS AND
PATHOLOGY

J. Belamaric and Alice S. Chau: ‘Medullo-
blastoma in newborn sisters’, Journal of

Neurosurgery Vol. 30, No. 1, pp. 76-79
(January 1969).

DEPARTMENT OF PHYSIOLOGY

C. C. Liang (with J. H. Quastel): ‘Uptake
of acetylcholine in rat brain cortex slices’,

Biochemical Pharmacology Vol. 18, No. 5,
1169-1185 (May 1969).

C. C. Liang (with J. H. Quastel): ‘Effects
of drugs on the uptake of acetylcholine
in rat brain cortex slices’, Biochemical
Pharmacology Vol. 18, No. 5, pp. 1187-
1194 (May 1969).

DEPARTMENT OF SURGERY

F. C. Y. Cheng (with J. Spencer, G. P.

Burns, A. G. Cox, and R. B. Welbourn):
‘Differences between males and females
in the Hollander insulin test’, Gutz Vol. 10,
No. 4, pp. 307-310 (April 1969).

G. B. Ong: ‘Principles of minor surgery’,
Pye’s  Surgical Handicraft ~ Chapter
XXXIV, 19th Edition, pp. 473-487 (ed.
J. Kyle) (John Wright and Sons Limited
1969).

G. B. Ong: ‘Carcinoma of the hypopharynx
and cervical oesophagus’, Progress in
Clinical Surgery Series 111, pp. 155-178
(ed. R. Smith) J. and A. Churchill
Limited 1969).
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Breakthrough!

J. R. Geigy. S.A.,
COntrOl Of pain Basle, Switzerland

Effective medical treatment for trigeminal neuralgia

Control of epilepsy |
Comprehensive anti-epileptic control—seizures and
epileptic personality and behavioural disturbances

Tegretol Geigy




DONATE TO THE

ELIXIR LOAN FUND

BIGGER INTAKE OF MEDICAL STUDENTS
MEANS BIGGER NEED FOR FINANCIAL HELP.
YOUR EVERY DOLLAR HELPS A SCHOLAR

Kindly forward your Donation to

The Financial Manager
The Elixir Journal

c/o Medical Students’ Cente
Sassoon Road

Hong Kong.

THE WORLD'S LARGEST AND MOST EXPERIENCED
MEDICAL DEFENCE ORGANISATION

Membership exceeds 61.000 Established over 80 years

DOCTORS AND DENTISTS REGISTERED IN HONG KONG
ARE ELIGIBLE FOR MEMBERSHIP

THE MEDICAL DEFENCE UNION

TAVISTOCK HOUSE SOUTH, TAVISTOCK SQUARE, LONDON, W.C. |

The Medical Defence Union offers:

Experienced advice on all professional problems.

Legal assistance in proceedings of a professional nature.
Unlimited indemnity in respect of damages and costs in the event
of an adverse verdict or a settlement out of court.

Secretary : Dental Secretary :
Philip H. Addison, M.R.C.S., L.R.C.P. A. H. R. Rowe, M.D.S., F.D.S.
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