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CADUCEUS

SYMPOSIUM ON
RHEUMATIC HEART DISEASE

On the seventeenth of April, 1972, the Hong
Kong Cardiologist Society held a symposium on
rheumatic heart disease. The venue was Pheasant
Room, Mandarin Hotel. The Chairman of the
Society, Dr John Leung, who, incidentally, is
Honorary Adviser of Caduceus, officiated the
meeting. In all, five eminent cardiologists spoke.
The papers presented will be published as ori-
ginal artic'es in medical journals. The following
is a record of the evening’s speeches as covered
by Caduceus with the kind permission of the Car-
diologist Society. It must be emphasized that the
present record does not represent the original texts
of the papers.

PREVALENCE & PATTERN

Dr Barnes, Senior Specialist,
Queen Elizabeth Hospital.

In recent years, the incidence and severity
of rheumatic heart disease in developed countries
have diminished greatly. However, the situation
in Hong Kong and in the East in general has not
been so fortunate. Thus, rheumatic heart disease
in New York, Boston and London has been quot-
ed as comprising about 15-25% of all heart cases,
whereas in Eastern countries (Hong Kong, India,
Thailand, Peking, Shanghai) a survey of heart
cases over the past two decades reveal that rheu-
matic heart disease in these places comprises
30-40% of heart diseases. In Hong Kong
in particular it has been observed that there is a
gradual and steady climb in the number of pati-
ents admitted with rheumatic heart disease into
government hospitals,

Rheumatic heart disease usually starts in
children from five years to fifteen years and about
one-third of hospitalised cases are children. This
is inspite of the liberal use of antibiotics and is
most importantly due to the low social economic
status from which most of these patients come
from.

Rheumatic heart disease occurs more fre-
quently among females. The forms of lesions dif-
fer in different age groups. Thus in the second
decade mitra! stenosis with incompetence repre-
sents the major lesion. With older patients, the
tendency to develop mitral stenosis is increased
so that in the fourth decade mitral stenosis is pre-
sent in a significant proportion of patients.

The majority of rheumatic heart disease
patients have one of the following lesions: mitral
stenosis, mitral stenosis with incompetence, and,
mitral incompetence with stenosis with the latter
predominating. They all do well with simple val-
votomy except for a significant number of the
last group who requires open heart surgery and/
or replacement of valves. The treatment for those
with both mitral and aortic involvement is dif-
ficult but fortunately they are not so numerous.
Those with only aortic involvement comprise only
a very small portion of all patients.

In children (12-15 years) the severity of car-
diac involvement has been compared on a four-
grade system:

Grade I No detectable valvular lesion

Grade II Detectable valvular lesion (i.e. with

audible murmurs)

Grade III With symptoms

Grade IV Severe valvular lesions

The last grade comprises 7-8% of the child
rheumatic heart disease patients, a significant
number of whom have to have valvotomy before
the age of 14, Considering the large number of
rheumatic heart disease patients we have (1000
hospitalisation per year), this group poses a
formidable problem.

In the second decade, most patients are in
sinus rhythm but as we go up the age groups
atrial fibrillation becomes more and more im-
portant so that in the fourth decade atrial fibril-
lation cases equal sinus rhythm cases and in
older patients atrial fibrillation cases predomin-
ate. Cerebra! embolism thus occur more frequent-
ly in older patients.
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Cerebral embolism becomes a significant
cause of death in the third decade and becomes
more and more important in older age groups. In
patients in the second decade, the cause of death
is mainly carditis with its sequelae of heart failure.
Generous use of prophylactic penicillin will pre-
vent most deaths from carditis. It is suggested
that anticoagulant therapy may prevent cerebral
embolism.

It is most unfortunate that most of these
patients come from poor families so that without
external aid they cannot be adequately treated.
There is thus a need to look into their plight,
particularly those young patients who are incap-
acitated from carditis.

CLINICAL PICTURE

Dr Jeseph Pan, Honorary Clinical Lecturer,
University Department of Medicine,

The clinical picture of chronic rheumatic
heart disease is that of chronic valvular disease.
Chronic rheumatic pericarditis. seldom if ever
causes severe hemodynamic disturbances, and
chronic rheumatic myocarditis, if giving rise to
trouble, often coexists with rheumatic endocarditis.
In 82.7% of rheumatic heart cases the mitral valve
is involved. Aortic valve involvement makes up
15.5% , with tricuspid valve involvement compris-
ing a small 1.8%.

Mitral valvular disease does not necessarily
give rise to symptoms which mostly appear late in
the course of the disease. The normal mitral valve
area of 3-4 sq. cm. must be narrowed down to 1
sq. cm. before symptoms appear. Thus early de-
tection of mitral stenosis depends on the recogni-
tion of signs. In rheumatic valvular disease, very
often either stenosis or incompetence predominates
and cases where stenosis and incompetence are
present to the same degree of severity is not so
common.

SYMPTOMS OF MITRAL STENOSIS

Effort Dyspnoea ............. 100%

Palpitation

Respiratory Symptoms
Bronchitis . . el auaiviang 90%
Hemoptysis - ja e a8k . o5, 65%
Orthopapea [fiatuts b oo e 62%

Right Ventricular Failure Symptoms
BUema - e L AR 58%
Abdominal Distension 58%
Epigastric Pain

Fatigie i s o e 32%

Acute Pulmonary Edema ..... 27%

Paroxysmal Dyspnoea ........ 27%

Precordisl’ Paim - 5T 08 s oL 19%

SYNCOPE: - ek it a e Ahn's Aaeh by rare

SYMPTOMS OF MITRAL INCOMPETENCE

Similar to those of mitral stenosis but with a
higher occurrence of fatigue,

SIGNS OF MITRAL STENOSIS
1 Cardiac Impulse

Normal™ & . 15505 J0 SR e 47%

Showing signs of right ventricular
enlargement .., S 280 LR 51%

Showing signs of bilateral ven-
tricular enlargement ..... 2%

2 First Heart Sound =

It is best heard at the cardiac apex. It is
accentuated and snappy. But in 3% of the cases
it is normal. Slightly less than half of the cases
(42%) are associated with an opening snap.
3 Presence of Diastolic Murmur

This is present in all cases and is diagnostic
of the lesion. The murmur can occur early in dias-
tole or late but invariably there is a gap between
the second heart sound and the murmur. The
duration of the murmur in relation to that of the
diastole varies and the longer it is, the more severe
will be the stenosis.

SIGNS OF MITRAL INCOMPETENCE

1 First Heart Sound

Typically it is soft, low or even absent. How-
ever it may not be truly absent because the pan-
systolic murmur starts with the first heart sound
and so may mask it. In the majority of cases it
is normal or softer than normal.
2 Pan-systolic Murmur

It follows immediately the first heart sound
and then has an uniform intensity continuing right
up to the second sound or may even go beyond
that. Mitral incompetence due to other causes does
not have a pan-systolic murmur and in its place
only a late systolic murmur is present. Thus the
pan-systolic murmur is an important differentiating
sign,
3 Third Heart Sound

In severe mitral incompetence, a third heart
sound may appear after the second sound or there
may even be a very short mid-diastolic murmur.
If the latter is present it will be difficult to differ-
entiate  between simple incompetence from
stenosis complicating incompetence. However, if
it is of sufficient duration, it is more likely to be
due to coexisting stenosis. If it is short, it can be
due to either one.
4 Signs of Left Ventricular Hypertrophy

In patients with signs compatible with both
mitral stenosis and incompetence. An enlarged
left ventricle will favor the diagnosis of mitral
incompetence.

AORTIC VALVULAR DISEASE

In contrast to mitral valvular disease in
which usually either stenosis or incompetence
predominates, aortic valvular disease, if rheumatic
in origin, tends to occur in varying degrees of
combination of the two lesions. Furthermore, aor-
tic incompetence is commoner,

LESIONS IN RHEUMATIC AORTIC
VALVULAR DISEASE

Al 32%
Al/as 26%
Al/AS 17%
AS/ai 12%
AS 13%

Another point of difference from rheumatic
mitra! valve involvement which occurs alone,
rheumatic aortic valvular disease tends to coexist
with mitral involvement. Thus

(continued on page 3)
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52% with mitral stenosis
25% with mitral incompetence
15% without miitral involvement
8% without mitral involvement but with

Austin — Flint murmur

The last group has to be substantiated by
post-mortem findings or by the absence of signs
of mitral involvement and the piesence of a
normal left atrium on X ray or ECG.

However. similar to mitral valve discase is
the fact that symptoms appear late and carly de-
tection of the lesion depends on signs. The aortic
valve area of 3 sq. cm, must be narrowed down
o 0.5 sq. em. before hemodynamic disturbances
4re severe cnough to cause symptoms.

SYMPTOMS OF AORTIC VALVULAR
DISEASE

There is not much difference between the
symptomatogy of aortic and mitral valvular dis-
CUSeS.

Dyspnoea .............. ... 83 %
Palpitation ........ .. .. ... 70%
Edcma (Right Ventricular

Failure) .............. 31%%
Respiratory Symptoms

Orthopnoea ............ 27%

Paroxysmal Dyspnoea .... 12%

Hemoptysis ............ 129%
Dizziness (Never in Mitra! Valve

Discase) .............. 15%
Precordial Pain ......... ... 13%
Fatigue ... ... . ... ..... .. 10%
Syncope (Rare in Mitral Valve

Discase) .............. 6%

SIGNS OF AORTIC VALVULAR DISEASL
I Cardiac Impulse

with normal cardiac impulse . ... 35%
with signs of left ventricular
hypertrophy  ....... ... .. ... 65%
2 Second Heart Sound (Aortic Component)
AS soft
Al normal or accentuated
AS/AL  anywhere between soft and loud
3 Murmur
With aortic valvular disease. murmurs are

best heard at the left sternal border either over the
sccond or third spaces. With aortic stenosis, the
murmur can also be heard at the right sternal bor-
der. In aortic stenosis, the murmur is an ejection
murmur, mid-systolic in timing, which tails off to
cnd of systole.  In aortic incompetence the mur-
mur follows immediately after the second heart
sound.
4 Arterial pulse

Here it is better to go for the carotid pulse
than the radial pulse.
Character of Pulsc

Al AS/Al AS

a  large & collapsing +
b pulsus bisfericns +
¢ moderate (normal) + +
d small pulse with
delayed upstroke +

Thus when the pulse is normal, it docs not
help one way or the other.

CARDIOLOGICAL
INVESTIGATIONS

Dr Peter Wong,
MITRAL STENOSIS
Hemodynamics

Mitral stenosis poses a mechanical obstruction
to blood flow through the mitral velve. In order
to maintain the same flow within the same time.
pressure in the left atrium increases. This will be
reflected on the pulmonary circulation. When the
mitral valve is closed, i.e., in systole, the left at-
rium and ventricle are disconnected and no sign
will be present. But once the mitral valve opens
(opening snap), the increased atrial pressure driv-
ing blood through a stenotic orifice will produce
murmur, mid-diastolic in timing. When near the
end of diastole the atrium contracts (a wave), the
flow through the stenotic mitral valve will be even
more turbulent — pre-systolic accentuation. The

gap between the second heart sound (aortic valve
closure) and the opening snap can be used to
gauge the severity of the stenosis. The shorter it
is, the more stenotic is the valve, because a higher
atrial pressure (i.c. a more stenotic valve) will take
less time for the falling ventricular pressure to
fall below it.

Pressure Tracing

Left ventricle normal
Left atrium mean pressure raised
large  positive  pressure  gra-

dient over left ventricle dur-
ing diastole

a4 wave may or may not he
present. If present, the heart
Is in sinus rhythm. It is absent
in atrial fibrillation.

v wave has a gradual descent
because of the narrowed lu-
men

Catheterisation

To measure left atrial pressure, catheterisa-
tion is necessary. An indirect method is to puss
the catheter into the pulmonary artery and push
it to the smallest pulmonary capillarics, neglecting
the small difference of the pressure there from
that of the left atrium.

Direct measurement in the left atrium can be
done by passing the catheter via the arterial side
into the left atrium. Or it is passed via the venous
side to the right atrium and then puncturing the
atrial wall (transseptal technique).

Calculation of Valve Area
In general,
Flow Rate

Arci =
Cx sq. root of (2G(P-P.))
where C: empirical constant
P.: proximal chamber’s pressure
P.: distal chamber’s pressure
G: gravitation constant
For mitral valve,
CO/DFP
Mitral Valve Area = —
31 x sq. root of (LA-LV)
where CO: cardiac output
DFP: diastolic filling period
LA: left atrial pressure
LV: left ventricular pressure

MITRAL INCOMPETENCE

Hemodynamics

Here the mitral valve cannot disconnect the
left atrium and ventricle in systole. so with each
systole a certam amoun of blood is regurgitated
into the left atrium. Thus left atrial pressure is
expected to be higher than normal, Cardiac output
will be diminished. This decrease is compensated
by left ventricular hypertrophy. The regurgitant
jet of blood produces a pan-systolic murmur.
When the mitral valve opens, because of the in-
creased feft atrial pressure. there will be rapid ven-
tricular filling giving rise to the third heart sound.

Pressure Tracing
Left atrium pressure raised
prominent v wave  with  rapid
descent when mitral valve opens
Left ventricle cnd-diastolic pressure is raised.
Angiocardiography

This method is important i the mvestigation
of mitral incompetence. A catheter is passed into
the femoral vein, brought to the heart, and passed
transseptally through the fossa ovale into the et
atrium and then down to the tip of the left ven-
tricle. Dye is injected. Antero-posterior and latera’
X rays arc taken, In miteal incompetence, it will
be seen that both the aorta and left awrium Gl on
systole. Very often a regurgitant jet can actually
be seen.
AORTIC STENOSIS
Hemodynamics

Because of the obstruction, the left ventricle
hypertrophies to maintain adequate cardiac output.
Systemic pressure is raised. Each time the ven-
tricle contracts, blood rushing through the stenotic

aortic valve wi'l produce the so-called cjection
mummur.

Pressure tracing

pressure raised

pressure raised

negative systolic pressure gradient
compared with the left ventricle.

pereussion wave with a slow as-
cent because of the stenotic valve

Left ventricle
Aorta

Ccleulation of Valve Area
CO/SEP
Aortic Valve Arca

44.5x sq. root of (LV - A)
where SEP: systolie ejection period
A: wortic pressure

Angiocardiography

The catheter is passcd into the tip of the left
ventricle and dye injccted.  Post-stenotic dilata-
tion of the aorta. narrowed valve, systolic jet
through the valve are important features that can
be seen.

AORTIC INCOMPETENCE

Hemodynamics

After each systole. the incompetent aortic
valve cannot close the lumen completely. Thus
with each diastolc blood flows back to the ven-
tricle — carly diastolic murmur. The left ven-
tiicle also hypertrophies and  systemic  pres-
sure tends to rise.

Pressure Trzcing

Left ventricle  pressure raised

Aorta sharp high percussion wave, with
rapid descent
lowered diastolic  pressure  (be-
cause of the regurgitation)

TRICUSPID STENOSIS

Simultaneous pressure tracing of the right
atrium and ventricle will show the presence of a
pressure gragient.

TRICUSPID INCOMPETENCE

The diagnostic feature is the huge v wave
similar to mitral incompetence. But here it is re-
ferred to the jugular veins.

MEDICAL TREATMENT

Dr. T. C. Yu, Honorary Clinical Lecturer,
Uriversity Department of Medicine.

There is no specific treatment for rheumatic
fever and its cardiac manifestations.

I Bed Rest

This has been overemphasized particularly in
the West where patients are put on bed rest for
3-6 months. In Hong Kong the duration is usual-
Iy only 6 weeks. The rationale behind compulsory
bed rest is to decrease the work load on the heart
and its valves.  Bed rest should be stopped only
when the Ervthrocyte Sedimentation Rate has re-
turned to normal but in Hong Kong for the lack
of bed spaces patients have to be mobilised even
though they still have a high ESR. Patients with
persistent crythrema marginatum will also be mo-
hilised because it is now not taken as a sign of
acute rheumatic activity.

Il Irradication of Residual Streptococcal Throat
Infection

Current therapy for this is one of the follow-
ing: henzathine penicillin IM. penicillin 1M, ery-
thromyein oral, penicillin oral.  Of course before
therapy is started, a throat swab is taken and cul-
ture done. In patients with streptococcal sore
throat. this  treatment given carly enough will
abort the occurrence of rheumatic fever,

HI  Suppressive Therapy
This serves to shorten the natural course of
the rheumaie fever and suppress the fever and
joint symptoms.  Either Calcium aspirin or pred-
nisone is used.  In the past it has been the prac-
tice to maintain high doses cven when the symp-
toms are contiolled.  Now it has been shown that
it is better to cut down the dosage once the symp-
tems are suppressed and with this overdosage can
be avoided.
(continued on page 5)
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INTERNSHIP

ONE YEAR OR TWO

From the previous ques-
tionnaire devised by the
Commission on  Medical
Education and the Second
Quadrennium Plan 1974-78,
it is found that the majority
(83%) favours a multi-rota-
tiona! housemanship.

48% three 4-month ap-
pmntmcnts

52% four 3-month ap-
pointments

After careful considera-
tion and consultation with
the staff, the Commission
realizes that a one-year
multi-rotational  houseman-
ship has several drawbacks:-
I. A 3 or 4 month ap-
pointment is too short.
The houseman has to
spend some time to
pick up the hospital
routine. He has little
time left to apply his
knowledge. (Editor’s
Note: The General
Medical Council de-
crees two 6-month as-
signments, one in medi-
cine and the other in
surgery)

There is a seasona!

variation about cases.

Also, some cases drag

for months. Therefore

a 3-4 month period

may not allow the

houseman a closer look
into the specialty.

3. The increased turnover
rate of housemanship
adds an extra burden
to the hospital staff.

Therefore, a 2-year multi-
rotational housemanship is
recommended. This would

(]

allow students more expo-
sure to different clinical
specialties and more flexibi-
lity in choosing a specialty.
Moreover, more graduates
will be retained in the Gov-
ernment wards to serve the
patients, The salary for
houseman in such system is
suggested to be the average
of that of the present house-
man and first year medical
officer.

In view of the imporlum
implication of this 2-year
housemanship, the Socnut\
has seeked the opinions df
the general student body for
reference of the Faculty by
issuing another question-
naire. The questions are as
follows:-

1. Are you in favour of a
multi-rotational house-
manship  within  one
year if this is possible?
(Yes 71%, No 29%.)

2. If the above is impossi-
ble, do you prefer a
multi-rotational house-
manship within 2 years

to the present 2 assign-
ments within 1 year?

(Yes 50%, Yes 50%)

3. Do you prefer a 1 year
compulsory and 1 year
e'ective (voluntary)
housemanship to the
present 1 year compul-
sory housemanship so
that you can get experi-
ence in the field which
you are interested in
but were not given the
chance in the first year
intern. (Yes 78%, No
22%)

e e e i = =
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It was at one time believed that steroids were
superior to salicylates. But this has been discre-
dited. In fact steroids and salicylates are equally
good and the prognosis of patients with rheumatic
fever with regard to cardiac lesions really depends
on the severity of cardiac involvement at the time
when trcatment started.

1V Prevention of Recurrence of Rheumatic Fever

(Prophylactic Chemotherapy)

It has been shown that over a ten-ycar period
70% of patients without prophylactic trcatment
will suffer from recurrent attacks of rheumatic fever
after the initial attack is suppressed with IL,
whereas only 2-5% of patients with prophylactic
treatment wil! develop rheumatic fever again.

For prophylaxis, benzathine penicillin IM,
oral penicillin and the sulphonamides can be used.
Because of overcrowding in Hong Kong, it is
necessary to keep the chemoprophylaxis up to the
age of 24 years or even for life. Even when on
chemoprophylaxis, if the patient should develop
sore throat, the prophylactic antibiotic must be
increased or supplemented with erythromycin or
cephaloridin.

V  Avoidznce of Subacute Bacterial Endocarditis

The patient must be told of his heart condi-
tion and warned of the possibility of development
of SBE. Thus patients must be reminded that
they have to tell their dentist of their attack of
rheumatic fever and the drug regime they arc on.
Cephaloridin IM injection before a dental extrac-
tion and antibiotic e.g. erythromycin maintained
for the next 24 hours will give good protection.

VI Reference te Valvotomy

The following are features favoring valvo-
tomy:
Exertion dyspnoea
Recurrent bronchitis
Pulmonary edema
Embolism
Prolonged diastolic murmur with opening snap
X ray signs of Kerley's B lines

It is better not to operate on patients below
20 years and over 60 years, though some cases
require operation even at the age of 14. With
carditis, it is better to operate at 6 months after it
subsides. More important is the accurate assess-
ment of myocardial condition, whether the patient
is suffering more from the valvular lesion or from
other myocardial factors. Thus in patients with
a long history of incapacity, myocardial factors
are more important in causing symptoms, because
even if there is stenosis of valve, the patient’s heart

would not be strong cnough to cause obstruction.
Surgery is also contraindicated when there is con-
gestive heart failure or when electrocardiogram
does not show signs of right ventricular hyper-
trophy.

VIl End-stage Patients

When congestive heart failure scts in and
digoxin and other diuretics fail to reduce the ede-
matous state. the patient will alrcady be in the
end of the discase.  They will cither die of the
low sodium state characteristic of this situation or
cerebral embolism.  However certain things can
be done.  The patient should be put on fluid re-
striction and hypertonic saline infusion and man-
nitol infusion may be instituted.

SURGICAL TREATMENT

Dr, K. H. Kwong, Honorary Clinical Lecturer,
University Department of Surgery.

Since the mitral valve is most frequently af-
fected in rheumatic carditis, small wonder that
mitral valvotomy is the most important. There
are three surgical methods: closed mitral valvo-
tomy, open mitral valvotomy, and, mitral valve
replacement.  The first is the standard trcatment
while much fewer cases require one of the latter
two.

Closed mitral valvotomy is simple, effective,
with minimal risk and lasting improvement.  This
is the treatment for simple mitral stenosis.  How-
ever, there are two dreadful complications: post-
operative systemic embolism. and operative mitral
incompetence.

Post-operative Systemic Embolism

Two points are pertinent: the interrelationship
between atrial fibriflation, clot in the left atrium,
pre-operative systemic embolism and post-opera-
tive systemic embolism, and, the effectiveness of
prophylactic anticoagulation.

Pre-operative systemic embolism, atrial fibril-
laticn and clot in the left atrium arc probably re-
lated to one another. However. their occurrence
has been shown to be of limited predictive value
for post-operative systemic embolism.  Only 5%
of patients with pre-operative systemic embolism
develop systemic embolism after operation.  And
only 8% of those with clot in the left atrium
develop systemic embolism post-operatively. Prob-
ably, the clot has cither become arganised or dis-
solved away by the fibrinolytic system when the
patient comes to the operation table.

Many pcople advocate the use of prophy-
lactic andticoagulants for patients with a history
of atrial fibrillation or embolism.  However, many
centres including us have found that post-opera-
tive systemic embolism without prophylactic anti-
coagulation occur in no more than 2% of patients.

Traumatic Mitral Incompetence

The incidence of this is low with both of the
two techniques  available.  The figure  fracture
technique is better because sometimes the Tubbs’
Dilator cannot be controlled so well and thus may
cause fatal mitral injury.

Open Mitral Valvotomy

Indications for open mitral valvotomy:
1 Heavily calcified valve

Because of the danger of calcium embolism
il a closed operation is done.
2 Referred case of mitral stenosis

It the valve is found to be badly damaged in
a previous operation, an open operation is indicat-
cd.
3 Significant Mitral Incompetence
4 History of Embolism

This is not accepted any longer because a
history of embolism has been shown to have little
or no predictive valve for clot in the left atrium.

Compared with a mortality of less than 2%
in closed mitral valvotomy, open mitral vallotomy
with or without valve replacement is less success-
ful. In both groups the mortality is 10-15%.

Mitrzl Valve Replacement

With prosthetic valves, the problem is systemic
embolism. For the newer oncs it is reduced to
1-3%. However, these newer prostheses have
narrower lumens thus giving rise to systolic pres-
sure gradient between the left atrium & ventricle.

With homografts, the difficulty is to procure
enough material for the incompetent mitral lumen.
Usually the aortic valve is used. Systolic pres-
sure gradient usually results because the aortic
valve is small,

With heterografts, the results are not promis-
ing because of the inevitable rejection, degenera-
tion etc. They do not usually last more than one
year.

Autologous tissuc grafts suffer more or less
the same fate with degeneration and calcification.
The material is usually fascia lata and pericardium.

Another problem is that for late cases, there
is a significant number with tricuspid incompen-
tence in addition to mitral involvement. There
have been conflicting opinions as to whether the
tricuspid valve should be replaced as well.

Surgical Treatment of Aortic Valvular Disease
The principles are the same as those discuss-

cd above. Surgery is indicated with

1 Systo'ic gradient of over 50 mm Hg

2 Symptoms of dizziness, syncope, breathlessness

3 EKG or X ray evidence of left ventricular
hypcrtrophy

4 Gross aortic regurgitation

THIS MONTH IN MEDIC CENTRE

17.
Tickets for the evening of
fun and gaicty are $40 per
couple for students and $60 was

A NEW DEAN

Professor Gibson, Profes-
sor of Pathology, was elect-
cd to replace Professor Mc-
Fadzean as Dean of the
Medical Faculty. This marks
the beginning of the end to
the tvrannical rule of Pro-
fessor McFadzean over this
medical school where any
length of hair is considered
obscene, any color other
than white indecent, where
when you are late for one

with Medics with fifty-eight
of them showing up for the
Blood Donation Day on May
2 in Physiology Department.

The tie that unties Medics
Yecar after year, entering
classes of freshmen clamour on
for the Medic Tie.
never seems to be available
for them before they pass
the Ist MB. Though every
senior assures them that they
nave cvery right to put on

The Questionnaire June
Epidemic

It seems that everybody is
issuing questionnaires.  The

But it ship. The Department of So- Kindly
cial and Preventive Medicine  Hipg!
issued one, probably in res- -
ponse to the 60 odd % of Under

unsatisfactory remark on the
department. The Surgery De-

suppliecd by

the  businessman-
like leadership  of Mr Ho tinction (2).
our Social Seeretary,

2ND MB
RESULT

At long last, the result of
the Second Professional Ex-
amination was ready. It
relcased on May 10.

1972, Saturday.

students have prepared two.  per  couple  for  qualified | Some stitistics of the Exam:

one for the Commission’s medical personnel and Pharmacology

consumption and the other others.  There will be a fa- Total (121). Absent (1);
multi-rotational  intern- shion show with costumes Pass (110); Fail (7); Dis-

tinction (3).

Pathology and Microbiology
Total (122); Absent (1);
Pass (111). Fail (8). Dis-

Shui

Failing in one subject: 13,

second for his lecture, you
will be required to remove
yourself, and where you
have to write your case on
blank paper 8" x 10.5",

Dracula comes to Medic
Centre

The Hong Kong Red
Cross had a successful day

the Medic Tic, no one quite
cares to exp'ain why at such
occasions as Freshmen Wei-
come Party the Medic Tic
is always out of stock. But
this year, this ‘tradition” will
be gone for ever. Medic tics
will be sold to first year stu-
dents, probably at the end
of this term.

partment also jumped on the
bandwagon and had its own
questionnaire  to  sce  what
people fecl about the teach-
ing of surgery.

MEDIC ANNUAL BALL

The Medic Annual Ball
will be held in the Grand
Ballroom, Hilton Hotel on

Kay,
with  his  star-studded  Or-
ganising Committee  (Wins-
ton Lim_ Cheng Chun Ho,
Helen Chan, Amy  Tong),
the Annual Ball will be a
surefire success, another so-
cial exercise for our Esta-
blishment-minded young gen-
ticnmien,

Failing in two subjects: 2
Distinctions  in Pharmaco-
logy:  Miss Harpaul Kaur,
Mr. Yan Tung Wing, Mr.
Yew Wing Wai
Distinctions in  Pathology:
and Miciobiology: Mr. Yan
Tung Wing, Mr. Yew Wing
Wial.
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