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Save$115.

Now, for just $350* students get one great ride with us from
Hong Kong to any of our U.S.A. west coast gateways: Seattle,
San Francisco, or Los Angeles. That's quite a saving—almost
one-fourth off the regular economy fare.

And, from the west coast, we can fly you on to other cities
across the U.S.A.. ... we serve 38 totally.

Your travel agent has complete details. Or, call the Northwest
Orient Airlines Ticket Office: St. George's Building, No.2 Ice
House Street, Hong Kong. Telephone: H-243061. Peninsula
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Diabinese
chlorpropamide

‘a close-to-normal insulin response
pattern makes hypoglycemia unlikely

FASTING PERIOD (24 HOURS)
GLUCOSE
INSULIN

MEAL
MEAL MEAL

500 mg Diabinese given at 7 a.m. 500 mg of Diabinese given on morning of fasting day

1. (Adapted from Chu, P.C. etal)

Chu et al.' have shown that the meal- not Diabinese—is the direct stimulator
of insulin release. In their study. the administration of Diabinese to fasting
diabetics was not followed by increased insulin secretion. This may account for
the relatively low incidence of hypoglycemia with Diabinese.

* Lowest incidence of primary and secondary failure proven in long term studies.

/

* Potency and demonstrated safety
1. Chu, P.C., Conway, M.J., Krouse, H.A. and Goodner, C.J.: Ann. Intern. Med. 68:757, Apr., 1968.




HE COVER

valth  education —
process in which
2 rocks of error and
rjudice are worn
ray by the impact of
mousands of drops of
Yormation, advice, and
passurance.”

Forefoord

For one reason or another, many a medical student has he-
sitated to answer the question on what field of specialisation he
will up on his graduation. We deem ir an advantage. therefore. if
not o necessity, that the siudent be acquainted with a knowledge
of the different careers he may join in his practice of the Art. With
this in mind we have in this issue taken the opportunity to share
the experiences of some of our predecessors who have taken their
rank in the Profession, some still fresh with memories of their un-
dergraduate dayvs while others having made their mark in their

practice.

In the Chinese section two writers have depicted, through rheir
vivid descriptions of davs spent on the soil of their homeland a heart-

felt love and desire for their own country that rings its echo in us
all.
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The Post-War Department of

A.J.S. McFadzean,

i

i O.B.E., Hon. D.Sc. (H.K.), M.D. (Glasg.),
t F.R.C.P.(Lond. & Edin.), F.A.C.P.
?

Professor of Medicine

In September 1948, sped by a quotation from Kipling at the Final Year Dinner
“When the half-made recruity goes out to the East

#MT EXPECTATIONS & DISILLUSIONMENT:

i

l

H He behaves like a child and he drinks like a beast”,

t the University of Glasgow for that of Hong Kong with great expectations. The quickest
1s of transport was by flying-boat which, if luck was with it, completed the trip in 5 days. At
jey’s end 8 days later disillusionment awaited me. The Department of Medicine was found to
ist of 2 wards each of 20 beds of which at least half was unoccupied; a laboratory, in which the
item of equipment was an irreparably damaged centrifuge of Japanese manufacture, and a small

=. The staff of the Department was one Professor — there wasn’t even a secretary. The stu-

5 posed no problem. There were but 20 in their final year and 22 in their penultimate year.

'l had not yet reached the nadir of my disillusionment. A request for funds to equip and run
Department was met by a niggardly allocation of $5,000 to which the Vice-Chancellor added the
uitous comment, “See what you can do with that!” The reply was unprintable. There were two
sses of action open. The first was to quit. . In the circumstances resignation would have been
xek, well-nigh childish reaction, as it commonly is, and would have led to the fulfilment of the
part of Kipling’s prophecy for the “half-made recruity”. The alternative was to “soldier on”

il he hope of better things to come realising if they did not then solace in the bottle might well
It in fulfilment of the second part of the prophecy. The latter course was chosen and the deci-

has never been regretted, at least, by me.

fUGGLE FOR FINANCIAL SUPPORT:

At the time of the decision I was not to know, although I soon found out, that the adminis-
ion of monies in the University was so lax that a Head of Department could “go into the red”
nout let or hindrance. With an unscrupulousness which beggars description and which appals

| today, advantage was taken of this laxity and certain basic apparatus was acquired. Subse-
intly the China Medical Board of New York aided the struggling Department with munificent
mis for the purchase of equipment and without these grants the Department could never have de-
oped as it has done, indeed, it is doubtful whether it could have survived. The then Hong Kong
fkey Club and numerous former patients made generous donations for the purchase of additional
rch equipment and, last but not least, the much maligned Hong Kong Government provided
r on a generous scale to equip the Department when it moved into the Professorial Wing when

mas built.

' 11




STAFFING THE DEPARTMENT:

Staffing of the Department presented a problem. After several unavailing attempts to recryt
from overseas, which in itself had certain obvious demerits, it was decided that the only  solutigy
was to embark on a programme of training our own graduates. The University, albeit very
reluctantly, accepted the decision but it was not until 1965 that formal cognizance was taken of
this programme. That it has been a success cannot be doubted and fears of the danger of in-breedmg
have, thus far, proved groundless. Perhaps the action which off-set this danger more than any othe
was the liberalising of the condition under which study leave might be granted to all members of
the teaching staff.

There remains one major staffing problem and that is a shortage of technicians. This shortage
has bedevilled the research activities of the Department and while there has been some increase in
numbers over the years the total still falls short of that which may be regarded even as barely
adequate.  This results in members of the teaching staff becoming their own technicians in their
research with a resultant deplorable loss in time.

THE PROBLEM OF ACCOMODATION:

Accommodation proved a harder nut to crack. The original laboratory was soon totally
inadequate.  The “old™ casualty room was seized upon when it was vacated and fitted out asj
Cardio-Respiratory Laboratory. Even undergraduates could not escape the rapacious physicians fu
their common room, such as it was, was converted into a laboratory and the attached lavatorie
into a fume cabinet and a dark room. The Wellcome Trust, in 1961, made a grant for the:
construction of temporary laboratory accommodation which would be used until such times as
Government provided adequate accommodation for the Department. Like all temporary structures
it bids fair to becoming permanent. Eventually constant dripping did indeed wear away stone but
it took 18 years before adequate facilities were provided. Tragically these facilities were designed:
for a maximum annual intake of 70 undergraduates into the Clinical Years and for the staff therefors
Shortly both the intake and the staff will be more than doubled and this necessitates an expansion .
of the existing facilities.

A FAR CRY:

It is a far cry from the single laboratory with its broken centrifuge of 22 years ago to the
excellently equipped suites of laboratories which house the Department today. The once solitary
Professor is now supported by 19 full-time staff members which include 2 Readers and 2 Senios,
Lecturers, all of whom are graduates of this University. The 2 half empty wards of 20 beds havs
swollen to 6 wards with 237 beds and all of these are occupied. It is also a far cry from 20 studenti
in the Final Year to the 143 of today.

If the reader has drawn the conclusion that the Department developed as a ‘“one man band
this is a misconception, In the early difficult years Dr. Stephen Chang, an outstanding teacher am
clinician, Dr, Gerald Choa, Dr. C. C. Wong and Dr. Joseph Pan contributed substantially to i
development, In later years Dr. David Todd, Dr. Rosie Young and Dr. K. S. Lai have been towex
of strength and each and every one of the less senior members of the staff have also made thed
contributions. Last but not least successive “generations” cof undergraduates have provided, albe
unwittingly, successive stimuli which have resulted in changes, usually but not invariably, for tH
better.

THE THREE-FOLD AIMS OF THE DEPARTMENT:

The aims of the Department are, and have been throughout its post-war existence, threefoll
The first is to provide the highest possible standard of patient care within the teaching hospital as
its associated clinics. The patient is not only the most important individual in the hospital but

12



i plays a most important role in the education of both undergraduates and doctors. If the
rd of patient care is of the highest possible there is no doubt that, in witnessing this, much
. off” on to even the most resistant of students and a number of such are always with us. The
il aim is to contribute to the sum total of medical knowledge by engaging in research and this
| xtricably interwoven with the third and more important aim which is, in the words of
o crates, “to impart a knowledge of the Art” to those who wish to learn. This is not a simple
- of merely teaching the Principles and Practice of Medicine. The teacher must inculcate, both
wactice and precept, an appreciation of the dignity of the profession for it is the bounden duty
1 graduates “‘to maintain the honour and noble traditions of the medical profession™  The
it also must acquire a knowledge of the ethics which govern the relationships not only between
wcian and patient but also those between colleagues for, again in the words of a modern version
s Hippocratic Oath, his “colleagues will be as his brothers”,

[PATIENT CARE:

. The standard of equipment available to the Department for the investigation and manage-
g1 of patients is of the highest and there is a corresponding standard of patient care. But the
jizal load of in-patients and out-patients carried by members of the Department is enormous.
I former is unavoidable for failure to carry it would result in a fall in the patient/student ratio
g w the acceptable minimum and clinical instruction would suffer. The latter load is grossly
issive and much of it should not be carried. The Department’s responsibility to outpatients pro-
} - should be restricted to seeing new patients and to managing patients who fall within the pur-
of specialists in the Department or patients who could not be adequately managed by others.
ortunately there are many thousands of patients with irremedial disease who could and should
nanaged in Government clinics but who, for a variety of reasons, are not so managed. The
zased number of beds in the Department and the passage of time will result in the unneces-
load being further and progressively augmented. A solution must be found to this problem

£ ithe clinical responsibilities known at present very materially interfere with the research activities
: he staff.

RESEARCH:

Despite the heavy clinical responsibilities members of the staff have found time to engage in
rarch in a wide variety of fields and these activities have been productive. How they have achieved
is a source of wonder not only to myself but also to the many distinguished physicians who
" se visited us, Numerous papers have been published in journals of international repute. Unfortun-
1y, an even greater number remains to be prepared for the Press. I know great pride in what has
' n achieved in and by the Department and especially when physicians of international repute speak
high terms of the professional and academic qualities of members of the staff. But the recognition
it in many areas the one-time pupils have outstripped their quondam master is a source of peculiar
asure to me.

“TO IMPART A KNOWLEDGE OF THE ART”:

The reputation of any Department depends to a very large extent upon the quality of its
Fjducts which are scientific papers and those men and women who have received their education

training in it. By restricting publication of the former to journals of international repute a high
ndard is ensured and, importantly, they are subjected to the critical appraisal of workers in the
me field in other countries. What then of those who have been described as “the parasites of the
spital who take but do not give” yet who are nevertheless the primary reason for the existence of
= Department, the undergraduates? In the opinion of all External Examiners in Medicine they are
» better and no worse then their counterparts in, for examole, the United Kingdom. The last Ex-
J'nal Examiner reported that their knowledge of Pathologic Physiology and Biochemistry was de-

| .



fective whereas Clinical Practice was of a very high order. In my view this is an accurate assesugy
for it was by no means a vintage year. It has proved impossible to persuade all but a few undey
duates that a knowledge of Applied Physiology and Biochemistry is a prerequisite to the adepy
understanding of the disruption of function produced by disease. What of those who make of ayy
a vintage one? Again in the opinion of External Examiners who have known the good fortune g
encountering such they would be outstanding anywhere. But there is another and important sig 4
this coin. What do the consumers have to say of the goods that the Department provides for they
In a recent survey of undergraduate opinion the goods were considered to be of quality. The rept
tion of a Department depends also on another product, its postgraduates and lecturers-in-training
be so classified. Examiners in the two major Royal Colleges of Physicians in the United Kingiog
have rated the professional competence of trainees from the Department very highly. Certainly they
has been an unusually high proportion of passes. All this is very gratifying but there is no douy
that both the undergraduate courses and postgraduate training programme could be improved furthe
Both have imperfections which are known and probably there are others which are not apparent g
us.

SOME THOUGHTS:

Sydenham, the Father of Modern Medicine, has been referred to as “a man of many douby'
Certainly he advocated for the physician what today would be referred to as periods of self-criticisy s
In writing this paper I have run the risk of being accused of the besetment of vanity and I have a4
mitted knowing pride in what has been achieved in and by the Department. But if 1 ask myself ty
question have I failed in any particular the answer is in the affirmative. 1 have failed to persuads
the medical profession at large in Hong Kong that. in order to practise medicine with any measura
of competence, the doctor must recognise that throughout his professional life he must undergo
process of continuous education. Tragically, in Hong Kong, education and vocational training all toa
commonly cease when full registration is obtained.

Let me finish on a lighter note. 1 have in the past frequently been asked the question why &
you refuse to leave Hong Kong. Nowadays. for good and obvious reason, the question is asked in thet
past tense. There are a number of reasons but one of the major ones is that, over the years, teaching
has given me the greatest pleasure of all and the Hong Kong medical student has come to occupys
place both in my affection and esteem. If, as has been frequently claimed, “he (or she) will brinp
me in my gray hairs in sorrow to my grave” a long time is being taken in encompassing my ded
cease. But it would be a fatal mistake to interpret my admission as evidence of a softening il
attitude and reactions. Be assured that the hard line still goes and vou will continue to know ti
rough side of my tongue when you merit it.

The young physician starts life with twenty drugs tor each disease, and the old physician ends up ik
one drug for twenty diseases ‘

— Sir William Osler
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Professor A.J.S. McFadzean,

O.B.E., M.D. (Glas.), D.Sc. (Hon. H.K.)
F.R.C.P. (Lon. & Edin.), F.A.C.P., J.P.

Professor McFadzean was born in Troon, Ayrshire,
Scotland. He received his medical education in the Uni-
versity of Glasgow from which he graduated M.B., Ch.B.
with honours in 1936. He was awarded the Brunton
Memorial Prize as the most distinguished graduate of the
year.

Following graduation Professor McFadzean held
house appointments in Medicine and in various specialities
appertaining thereto. From 1933 to 1938 he was an Honor-
ary Demonstrator in Pathology. On the outbreak of war
he joined the R.A.M.C. and saw service as a Regimental
Officer mainly in the Middle East. He became a casualty
just before the battle of Mareth and, on recovery, returned
to the practice of his chosen specialty in base hospitals in
Egypt where he became fascinated by tropical diseases.
Following repatriation to the United Kingdom he was
appointed Scottish Command Medical Specialist and
Officer-in-Charge of a Medical Division.

On demobilisation in 1945, Professor McFadzean
was appointed Lecturer and subsequently Senior Lectur-
er in the Muirhead Department of Medicine, University
of Glasgow. He was appointed Professor of Medicine in
this University in 1948 and, in the same year, Honorary
Consultant to the Hongkong Government, to the Royal
Navy and to the Army.

During his 22 years in Hongkong Professor Mc-
Fadzean was at one time Vice-Chancellor of the Univer-
sity and since 1967 has been Dean of the Medical
Faculty. He is a member of the Medical Council and of
the Medical Advisory Committee and he serves on a
number of other Committees.

In 1959, Professor McFadzean graduated M.D. with
Honours from the University of Glasgow and his thesis
was awarded the Bellahouston Gold Medal. He is a Fel-
low of the Royal College of Physicians of London and of
Edinburgh and he is also a Fellow of the American Col-
lege of Physicians. But the honour which he prizes most
highly is the Honorary D.Sc. which was conferred upon
him by our University earlier this year.

Professor McFadzean’s research interests have been
in a wide varity of fields. He is the author or joint
author of over ninety papers. For relaxation he plays
golf, writes poetry and paints but his spare time is mainly
devoted to reading for he is a voracious and virtually
omnivorous reader. b
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DR. DAVID TODD: M.D. (H.K.) F.R.C.P. (Edin.)

Dr. David Todd was Born in Canton, China in 1928. His early years were spent in Ca
Hong Kong, and various parts of South China moving with the tides of war. School was init
Diocesan Boys' and later Lingnan Middle School in Kukong, Kwangtung. After World War II ad,
year at Lingnan University, Canton. he transferred to the Medical School in Hong Kong and g
long awaited graduation took place one day in May, 1952. Life has been more or less insepariby
from the Department of Medicine at Queen Mary Hospital ever since!

Dr. Todd spent the major period of post-graduate studies abroad in the University Departmey
of Medicine, Royal Infirmary. Glasgow; and shorter visits to departments of haematology or mediciy
at University College Hospital Medical School, London: Washington University School of Medicix
St. Louis; various other medical centers in Britain and U.S.A. and the Department of Humg
Genetics, University of Michigan have followed.

Dr. Todd's special interests in medicine, apart from those dealing with the teaching of medicg
undergraduates, concern haematology — red-cell changes in splenomegalic states and hepatic cirrhosi,
secondary erythrocytosis, red-cell enzymes, thalassaemia and haemoglobin synthesis and publicatiom
have been mainly on these topics.

Dr. Todd's non-medical interests include music from Bach to Wagner, stamps, boating, hiking
good company, good food and good wine.

DR. ROSIE YOUNG, M.D. (HK.), F.R.C.P. (Edin.), M.R.C.P. (Lond.)

Dr. Young graduated in 1953 with M.B., B.S. (HK). After serving her internship in the Uny
versity Medical Unit and then in the Department of Obstetrics and Gynaecology, H.K.U., she joine
the Department here as an assistant lecturer. She obtained her M.R.C.P. (London and Edinburgh) i
1959 and became lecturer (1962) and then senior lecturer (1967) in the Department. Two yea
later, she was made reader in medicine.

Dr. Young’s main research interest lies in endocinology and much of her post-graduate re
search work and studies abroad is devoted to this specialty.

Besices her zeal for teaching and medical research work, Dr. Young chooses reading as ha
hobby and her taste ranges from English literature to modern history.

DR. K. S. LAIL. M.B,, B.S. (H.K.), Ph.D. (Edin.,) F.R.C.P. (Edin.).

Dr. Lai graduated from the University of Hong Kong in 1957 and joined the Department o
Medicine, H.K.U., in the following year. He went over to Edinburgh in 1960 and was awarde
Ph.D. (Edin.) in 1962 for his work on the biological assay of gastrin and its clinical application, DX
Lai obtained his MRCP (Edin.) in 1963 and was elected FRCP (Edin.) in 1970.

A major part of Dr. Lai’s research is centered on gastroenterology, with special reference
the stomach, liver, and pancreas. In 1964, Dr. Lai took the lead to cooperate with the Universii
Surgical Unit in establishing a combined gastroenterological Unit,

Personal interests include badminton (in the old davs!), bridge, and photography.

DR. S. C. TSO. M.B. B.S. (H.K.), M.R.C.P. (Edin.)

Dr. Tso is a past graduate of Queen’s College. He obtained his M.B.B.S., (H.K.U.) in 194
and joined the Department of Medicine, H.K.U., in July 1960. Dr. Tso takes a special interest
haematology and part of his post-graduate study was spent in the Department of Therapeutics, Uny
versity of Edinburgh (1962-63) and Paterson Laboratories, Christic Hospital, Manchester (1963-6]
Special research interests lie in the control of erythropoiesis.

Dr. Tso has been an active undergraduate. He has been the secretary of the University Hil
Student’s Association (1956-57), and a year later, he became President of the H.K.U. Students® Usic}
A game or two of badminton has been on old hobby.
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pR RICHARD Y.H. YU, M.B., B.S. (H.K.), Ph. D. (Lond.), M.R.C.P. (Edin.)

Dr. Richard Yu spent his secondary school days in Diocesan Boys’ School. He entered the

Ug rsity of Hong Kong in 1952, qualifying with M.B., B.S., in 1958. Since then he began _hls

tal training as medical officer in the Government Medical Unit, Queen Mary Hospital, working

yfe: Dr. G.H. Choa. Later he was trained in the Medical Unit, University College Hospital, Lon-

d&f ‘and obtained his M.R.C.P. (Edin.) in 1963, Dr. Yu was awarded Ph. D. of the University of
ton in 1966 for his work on the role of angiotensin in chronic hypertension in rabbits.

Dr. Richard Yu joined the Department here in 1966. His special intere§t embraces renal dis-
and clinical physiology, while his research centres mainly on the normal physiological role of
@1 and angiotensin and their role in hypertension,

JDONALD Y.C. YU. M.B., B.S. (H.K.), M.R.C.P. (Edin.)

Dr. Donald Yu was educated in Diocesan Boys’ School. He entered the University of Hong
'z in 1955, qualifying in 1960 with M.B., B.S. (Hons). Subsequently he joined the Department of
acine, H.K.U., as clinical assistant and then assistant lecturer. In 1964, he obtained his M.R.C.P.
in).

Dr. Yu received part of his post-graduate training in Brompton Hospital, Institute of Chest
ases, London (1964-66), working as senior house-officer and research fellow in the Medical Re-
ch Council Unit of Immunology, Brompton Hospital.

Dr. Yu’s special interest is respiratory physiology and his research centres around allergic lung
ases and mechanism of bronchial constriction.

. TK. CHAN. M.B., B.S. (H.K.), M.R.C.P. (Lond.), M.R.C.P. (Edin.)

Dr. Chan obtained his M.B., B.S. in 1961 with honours. Having served his internship he join-
the Department of Medicine, H.K.U. in 1962.

Dr. Chan won the Commonwealth Scholarship to the United Kingdom from 1965-67 where
worked in the Royal Infirmary, Glasgow and University College Hospital, London and where he
g ¢ Wained his M.R.C.P. in 1966,

i Dr. Chan’s special interest is haematology.

. ANTHONY K.Y. LEE. M.B., B.S. (HK.), M.R.A. C.P.

mel Dr. Lee is a past graduate of St. Paul’s Boys’ College. He graduated with M.B.. B.S. (H.K.
?“’g‘ 1in 1965 and joined the Department of Medicine, H.K.U., in the following year.
ion,
Dr. Lee was awarded the Commonwealth Scholarship by the Australian Government in 1968
t became a member of the Royal Australian College of Physicians in 1969 (M.R.A.C.P.). Since

2 :n he worked as research fellow in Walter and Eliza Hall Institute of Medical Research in Mel-
I urne (1969-70).

Dr. Lee’s special field of interest is immunology. In his undergraduate days, Dr. Lee has been
airman of Lugard Hall Students’ Association. (1963).

R. K.C. LAM. M.B., B.S.

Mcanwhile Dr. Lam is in Australia, sitting for his M.R.A.C.P. examination. Hence no in-
Irmation can be gathered.

'y |

34 Pt. VICTOR W.T. YAN. M.B., BS. (HK.)

’ Dr. Yan completed his secondary education in Queen’s College and entered the University of

| "8 ong Kong with Morrison’s scholarship in 1962. Dr. Yan has been with the Department since 1968,

7it as assistant lecturer and later as lecturer.
|
{
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_ Dr. Yan has been chairman of the University Hall Students’ Association (1965-66) and
hobbies include swimming, stamp and coin collecting.

DR. S.K. LAM. M.B, B.S.

Dr. Lam did his secondary schooling at St. Joseph's College after which he joined the Up.
versity Medical Faculty where he obtained his M.B., B.S. in 1967, After one year as an Assistay
Lecturer in the Department, he was appointed Lecturer.

Dr. Lam has found his interest in the branch of Gastroenterology, and wishes to specialize
in this field.
DR. CHRISTINA C.L. WANG. M.B., B.S. (HK)

Dr. Wang matriculated in 1963 from St. Paul's Co-Educational College. She obtained he;
M.B., B.S. with honours in 1968 and joined the Department of Medicine, H.K.U. in the subsequent
year.

Dr. Wang was one of the Nuffield exchange students in 1968 and during her undergraduate
days, she has been the Hon. Secretary of Medical Society, H.K.U.S.U. (1965-66).
DR. L. W. MAK. M.B., BS. (HK))

Dr. Mak is a past graduate of King's College. He entered the University in 1963. He was
one of the Nuffield exchange students to Sheffield University Medical School in 1968. With ou-
standing academic credits, Dr. Mak graduated with M.B., B.S. (Hons) in 1968 and joined the D
partment of Medicine, H.K.U. in the following year,

DR. T. F. TSE. M.B., BS. (HK.)

Dr. Tse spent his secondary school days in Wah Yan College, Kowloon. He obtained his
M.B., B.S. (H.K.) in 1968. Having served his internship in the University‘Medical Unit and Univer--
sity Surgical Unit, Dr. Tse joined the Department in July 1969.

Dr. Tse has been an outstanding sportsman in his undergraduate days and sports is still his,
favourite to-day.

DR. RONALD NG. M.B., BS. (HK))

Dr. Ng is a past graduate from Diocesan Boys’ School. He graduated from the University o
Hong Kong with M.B., B.S. in 1969 and joined the Department in 1970, ,

Dr. Ng has been an active undergraduate — being the Hon. Secretary, Executive Committee
H.K.U.S.U. (1967) and the Council Chairman, Union Council, H.K.U.S.U. in 1968, '

DR. ANDREW HUA. M.B., B.S. (H.K.) ¢

Dr. Hua graduated from Diocesan Boys' School and entered the University in 1964. During!,
his final undergraduate year Dr. Hua won the Nuffield Travelling Scholarship to Guy’s Hospitl}
London. He obtained his M.B., B.S. in 1969. .

Dr. Hua’s main interests include methods of communication and student work. |

DR. S.C. SO. M.B,, B.S. (HK)) J

Dr. So had his secondary education in Diocesan Boys™ School. He was one of the 2 Nuffiely
Exchange Students to Guy's Hospital during his final undergraduate year. He obtained his M.B., BY
with honours in 1969. Having served his internship in the University Medical Unit and University
Surgical Unit, Dr. So became a lecturer in the Medicine Department, H.K.U. in 1970. '

Special hobbies include basketball and motoring.

DR. C.S. TENG. M.B,, BS. (HK))

Dr. Teng is a graduate of St. Paul's Boys’ College. He qualified with M.B., B.S. (H.K.'lﬂl
in 1969 and served as house officer in the University Medical Unit and Government Surgical Unt

Though he has never dreamed of teaching before, fate led him to be a lecturer hn the Depa
ment of Medicine, H.K.U. in 1970, and Dr. Teng is now pretty fond of the task of “imparting t
knowledge of the Art” (Hippocrates).

Dr. Teng has some interest in the field of urology.
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1 wish first to express my sincers appreciation to
{: University Faculty of Medicine for inviting me to
¢« wer the second Digby Memorial Lecture. | am great-
~ nonoured and also very pleased to have an opportu-
; | to contribute in a small way to the memory of a
" | teacher. Looking back into the chronicles of Hong
. ng's own medical publications | was . fortunate to
. me across the first volume of ‘‘Transactions of the
" ngkong Medical Society” published in 1889. This
| siety was founded in September 1886 and its first
sident Patrick Manson in his presidential address
" ted “A worker: in China has in many respects a
gnificent opportunity. There is no lack of material
original and useful work.” Twenty-eight years later
12 January 1914, Caduceus the journal of the Medi-

Society of this University was founded largely
wough the initiative of the late Prof. Digby. Kenelm
. 3by’s presidential address to the Society in 1924 em-
‘msised the need for studies of Pathology so as to
 fablish ‘“standards” for the Chinese race. A very
| fing appreciation to this man of vision has been well
I‘:orded by our learned speaker Prof. Sir John Bruce
~men he delivered the first memorial lecture. It was a
| iilege to hear this lecture and has made my task of
| /lecting the topic of this second lecture easier. Sir
' ihn's references to team work and the realisation that
Due ©  « man's practice is often selective, and restricted to a
articular corner of even that contracting field” have
2en most reassuring.

Pathology originally grew out of clinical observations
' nd is still stimulated and benefited by contact with
inical problems. Thus when a pathologist speaks at

meeting to a mixed audience usually with more clini-
al interest, he is sometimes expected to provide the
‘undamentals” of the subject on which the clinical
henomena are based. This expectation is based on a
angerous fallacy. Our approaches to problems vary in
=ing made at different levels of biological organisation,
ut none of these is more fundamental than another.

Ihus in selecting the subject of this lecture on “The °

‘athologist and surgical pathology of head and neck

umours” | have in my mind certain problems which a

seneral histo-pathologist has to answer when confrontasd

) rv.ath tissues removed for diagnosis from these areas.

Unit -ke my predecessors | hold that morbid anatomy and

epi’ nistology still hold the key to some of the unsolved
‘roroblems which are an inspiration of research.

| Tumours of the head and neck cover a wide range
E’f Datholo_gy and in these regions many surgical speciali-
?-es are involved. Besides the many problems which

THE SECOND KENELM DIGBY MEMORIAL LECTURE

“he Pathologist and Surgical Pathology of
Head and- Neck Tumours

T.B. Teoh
M. D. Institute of Pathology

confront us in histopathological diagnosis, the patho-
logist in some instances has to understand the language
of clinicians. After more than 20 years contact with
them my only concern is, to borrow Sir John’s phrase,
“with scientific concepts and philosophies”. In these
complex areas of the head and neck selection of materi-
al for this lecture is necessarily restricted and confined
to one’s gradually narrowing interest. | hope they are
representative of problems which a general histopatho-
logist working in China learns to understand and ap-
preciate. The first group of tumours which attracted
my interest when | first started pathology was naso-
pharyngeal carcinoma.

In 1930 Digby and his colleagues noted that malig-
nant tumours of the nasopharynx “are seen with con-
siderable frequency in Hong Kong but are rare in most
parts of the world”. Patients usually presented with
unilateral or bilateral enlargement of the upper deep
cervical lymph nodes. Often biopsies of the enlarged
cervical lymph nodes were carried out and the growths
were diagnosed as either lymphoepithelioma, transition-
al-cell carcinoma or reticulum-cell sarcoma. Similarly
when small bits of tissue were removed from the naso-
pharynx, the same problems in histological diagnosis
were encountered. Among those diagnoses mentioned
none has caused more confusion among pathologists and
clinicians than “lymphoepithelioma”. Lymphoepithelioma
was originally described in France and Germany in 1921
as a cellular malignant growth in the nasopharynx ‘con-
sisting of a syncytium of large cells accompanied by a
mixture of lymphocytes. The prevalence of malignant
growths in the nasopharynx in this geographical. -area
presented good opportunities to clarify the histogenesis,
the typing of these growths and the accurate histologi-
cal assessment of biopsies.

Altogether 183 necropsies on malignant growths of
the nasopharynx among Chinese were thoroughly stu-
died, 125 were males and 58 females. By a special
technique the nasopharynx was removed as a block to-
gether with the base of skull. The cervical lymph nodes
were carefully dissected together with the large vessels
of the neck. The experience gained from adequate
histological examination of post-mortem material has
been helpful in typing biopsies of the primary naso-
pharyngeal growths from 2116 cases. These comprised
1437 males and 679 females. The aged and sex dis-
tribution are shown on the Figure.

Tha nakgd-eye appearances of the primary growths
are qredommant'y ulcers of varying sizes and depth
involving part or the whole nasopharynx. However, the
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roof and adjoining posterior wall are common sites for
the primary growths. A few show nodular growths with
or without ulceration. In one specimen the nasopharynx
appeared practically normal except for fullness of the
left pharyngeal recess. In such cases clinical detection
is difficult or impossible.

Histological studies of the primary growths and
those of the cervical lymph nodes show a similar range
of structural variants. The predominant type of tumour
cells contain moderately large, slightly irreguiar, ovoid
vesicular nuclei with prominent nucleoli. The cells are
often syncytial and may be arranged in sheets mixed
with plentiful lymphocytes, features identical to those
described for lymphoepithelioma. In other parts of thz
same growth there may be clumps of tumour cells
separated by fibrous septa of varying thickness. Be-
sides the type of tumour cells just mentioned, weli-
differentiated squamous cells with or without keratin
are also seen in parts of the growth in 8 per cent of
cases. Other structural variants which may be present
are pleomorphic, hyperchromatic nucleated cells and
those with spindle-shaped nuclei resembling a sarcoma.
In parts of the growth which show cellular ill-defined
masses of tumour cells with plentiful lymphocytes.
silver impregnation stain reveals reticulin fibres demar-
cating the tumour cell masses. However, there is no
reticulin between the tumour cells. Serial sections of
selected tumours may demonstrate continuity between
tumour cell areas and the overlying squamous epithe-
lium and also in-situ changes.

The histological study of metastases in organs which
do not contain lymphoid tissue reveal that only the
epithelial component is present. Furthermore in few
tumours where the primary growths only show features
of an undifferentiated carcinoma, the metastases contain
foci of squamous differentiation.

All these observations clearly indicate that the histo-
genesis of these tumours is from the stratified squamous
epithelium of the nasopharynx; they are thus epidermoid
carcinomas. The confusing term “lymphoepithelioma"
should be abandoned. The Ivmphoid component seen
among tumour cells in the nasopharynx and in lymph
nodes is only incidental and not neoplastic. The con-
clusion by light microscopy that these carcinomas arise
from the squamous epithelium of the nasopharynx was
further substantiated by Svoboda et al. (1967) who by
electron microscopy demonstrated keratin fibrils in
undifferertiated nasopharyngeal carcinoma cells.

I shall not go into detaiis about the direct spread
and metastases of nasopharyngeal carcinomas. Tables
I and |l illustrate the frequency of invasion of base
of skull and the distribution of metastases. Howaver,
one mode of spread of malignant head and neck tumours
worked out by Willis in 1930 is significant. He demon-
strated a correlation betweesn remote metastases and
tumour invasion of the neck vein by metastases in
cervical lymph nodes. He found that out of 25 cases
with remote metastases, 24 had cervical vein invasion.
In my original study cf 31 untreated cases, there were
15 cases with remote metastases and out of thess 11
had cervical vein invasion.

The aetiology of this disease is still puzzling. There
is adequate evidence supporting a racial predisposition.
Certainly environmental factors must plav a part and
have to be assessed from all angles. The early observa-
tion of Digby et al. (1941) suggested that thz high in-
cidence of nasopharyngeal carcinoma at a relatively early
age in Chinese might be due to the prolonged inhalation
of smoke in badly ventilated houses. However, epide-
miological studies did not substantiate this. Recent
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studies by Hadfield (1970) on adenocarcinoma of
paranasal sinuses among woodworkers in Oxfordshiream
part of Buckinghamshire, by Acheson and his colleagye
(1970) on nasal cancer among workers in the boot ang
shoe industry of Northamptonshire will stimulate Wider
investigations into unsuspected envircnmental carcinogens
in this area. Further the preliminary report o
nasopharyngeal carcinomas among bush pilots in Canad;
by Andrews and Michaels (1968) is of great interest ang
requires further study. A recent review by Epstein (1970
on EB virus quoted Henle who found that 100 per o
of patients with nasopharyngeal carcinoma have high titr
antibodies to EB virus. The significance of this curigy
relationship is not vet known. It has been rapeatedly
recognised from the start that the EB virus may we)
prove to be no more than an opportunistic passenger
living as a commensal in lymphoid celis. Although it j
quite possible that EB virus may turn out to be a wjy
goose, the chase will provide information for the purpose
of exclusion. Epstein commented that the role of viryse
in human malignancy presents a considerable dilemma
Once a virus has been found which, from direct or indiregt
evidence, is suspected of oncogenicity in man, direg
role in the causation of malignancy may be impossibie
to obtain. The question then remains as to the vale
of accumulating yet more and more evidence for th
association of this agent with human malignancy ay
yet this information can never give a final definitis
answer. It would appear at present that the only wy
to resolve this difficuity might be the long-term develop
ment of an experimental vaccine and the undertaking o
a trial pilot vaccination programme in an area of high
endemicity of the tumour, followed by long-term prospec.
tive surveillance to detect any consequential decrease in
the expected number of cases.

In animals tumours of the nasopharynx are rare but
tumours cf other parts of the upper respiratory tract
have been recorded in dogs, horses, sheep and cattle
This subject has been well reviewed by Cotchin (1967
of the Royal Veterinary College. In Hong Kong neoplasms
have besn cbserved in the posterior part of the nasi
cavities of Friesian cows which usually show marke
respiratory distress erd foul nasal discharge.

Malignant tumours in cattle presumably arising fromr
the mucous membrane of the ethmoid bone weres
described bv Stenstrom in Sweden in 1909 and 195..
The most detailed report of these tumours in 20 cattiesz
also came from Sweden by Magnusson in 1916. Sines
then there have been only isolatzd reports, one frome
South Africa in 1936 and another from India (194
describing a case of adenocarcinoma in the nasal cavilyy
of a bullock. Prof. Cotchin of the Royal Veterin_atw
College kindly confirmed the first tumour here as being
a carcinoma. This finding stimulated our interest and,
close collabcration with the veterinary surgeons of thei
Royal Hong Kong Jockey Club enabled me to study in
detail the heads of 16 Friesian cows. On naked-eye:
examination they presented usually as large, fungating
ulcerative growths. Gross invasion into the brain anct
paranasal sinuses was seen in 6 and 9 tumours respec?
tively. The histological typing of the tumours is shown
in Table Il which compares my findings with those ok
Magnusscn. Sarccmas and carcinosarcomas were note
seen in my series. On the other hand there were &
epidermoid carcinomas, histologically showing varyng
degrees of cornification, accompanied by squammﬁ
mataplasia of the respiratory epithelium. Downgrowthe
of this epithelium merged with the underlying carcinomat
In the adenocarcinomas, mucin can be demonstrated i
both the glandular lumen and in the tumour cells. Thei
undifferentiated carcinomas exhibit sheets or ill-definect
masses of tumour cells with scanty fibrous and reticulin
stroma. Mitoses are frequent.



\ to aetiology, intranasal inoculations of tumour
wal into the nasal cavities of normal cows failed to
«1= tumours. Transplants into the peritoneal cavity
. ubcutaneous tissue of rats failed to take. Explants
sse growths were cultured in vitro by Dr. Chang of
virus Unit. She had been able to maintain the
vh of these cells for more than 1 month and further
¢ igation is necessary to assess the significance and
1= of these cells.

ioeculatively, rhinitis might be considered as a
g:ole precursor lesion, being due at times to viruses,
aria, moulds or parasites. Again the nasal mucous
rorane of animals must be subjected to contact with
i-iety of chemicals, some of them on their way to
mucosa, and some it seems possible, on their way
! Prof. Cotchin has emphasised the need for world-
it study of these tumours so that features of
smiological significance may be found. These could
=y a bearing not only on upper respiratory tract
hpurs of animals but also those of man.

I .nother group of tumours involving the faciocervical
='in which is of great interest to both surgeons and
lologists is the salivary gland tumours. The great
usity of histologic patterns encountered in these
«surs bear little resemblance to the appearance of the
nal salivary gland. The histology has given rise to
h speculation and varied terminology.

Jp to the middle of the last century records of
ours developing in the salivary gland, especially the
itid, were scanty and lacked detailed histological
mination. Paget in 1853 in his ‘“Lectures on surgical
ology” was probably the first to regard the salivary
d tumours as a separate group, intimately connected
the salivary glands. His histological description that
e tumours were ‘“‘composed of cartilage, or fibrous
ilage, variously mixed with other tissues, and
scially with what appears to be an imperfect or a
verted glandular tissue” was accurate. Billroth in
5 described a separate type of tumour which he
“med “cylindroma” which | shall refer to later. In
"9 he published the histopathological and clinical
ords of 8 patients with tumours of the parotid and
mmaxillary region. All his tumours showed nearly
ilar features and four different types of tissue were
=ent namely: connective, cartilaginous and mucous
jues, and areas of closely packed polyhedral cells.
xe then the literature on the so-called ‘“mixed
nour” of the salivary gland has grown tremendously
| centered mainly on the histogenesis. Virchow’s
pory that mixed tumour was mesenchymal in origin
s not accepted by the French school which at a very
My period claimed it to be purely epithelial. To com-
cate matters further another theory suggesting their
zin from embryonic remnants was put forward. Because
khe varied histological structure, uncertain histogenesis
1 clinical course, the classification of salivary gland
nours before 1950 was based on diffusely delimited
~ups. The lack of distinction between different types
'h varying grades of malignancy led to uncertainty
ncerning prognosis and treatment of these tumours.
us uncertainty in evaluating malignancy explains the
sgread acceptance of the term ‘semi-malignancy”
ing publication of Ahlbom’s monograph in 1935 on
Jluicous and salivary gland tumours”. Except for
Farl.and’s work (1936 and 1942) the extensive literature
salivary gland tumours contained no good reports of
ge operative series until the early nineteen-fifties. It
) qnly in the past two or three decades, following
hnical advances in surgery of the major salivary
nd:.», that pathologists have been provided with suitable
terial to permit correlation of histological and clinical

features. Thus studies in the earlier half of the present
century suffered from the lack of recognition of some
now clearly differentiated pathological types. The work
of Foote and Frazell in 1954 confirmed earlier observa-
tions, provided more detailed information about the rare
types of tumours and gave us a more solid basis for
classification. However, there are still a number of gaps
in the typing of salivary gland tumours. The World
Health Organization initiated a study 4 years ago on both
major and minor salivary gland tumours to clarify
further the histogenesis of certain group of tumours and
their place in the classification. This classification for
histological typing of salivary gland tumours agreed upon
recently is shown in Table IV. Accurate typing of
these neoplasms will eliminate variations in terminology
and make comparison between one series of cases with
another possible.

The present investigation is based on materials and
records of the Institute of Pathology from 1961-1969.
(Table V). There were 178 and 24 tumours of the major
and minor salivary glands respectively. This collection
can be considered as a random sample since there was
no bias in the selection of cases for surgery; it therefore
indicates the incidence of these tumours here. From the
Table you will note that benign tumours are much more
common than malignant ones. | will concentrate my
discussion to the most common type, the pleomorphic
adenoma.

The term “mixed tumour” was introduced nearly a
century ago and is still widely used. This suggested that
the tumour was of both epithelial and mesenchymal
origin. Later Willis introduced the name “pleomorphic
adenoma’’, which is more descriptive of the structural
variants present in different parts of the same tumour
together with mesenchymal-like areas. At present most
authorities favour a purely epithelial origin and probably
from the intercalated ducts. The major problem in ac-
cepting the epithelial histogenesis of these tumours is
to explain the origin of cartilage-like substance from
epithelial cells.

Pleomorphic adenomas in this series of cases account
for approximately three-fourths of the tumours of the
major salivary glands. There were more females than
males and the largest numbers were seen in the 4th
and 5th decades. The distribution shown in Table
VI clearly indicates that the Chinese parotid gland
is equally susceptible to tumour formation as people in
the west. They occur approximately three times more
frequently in the parotid than in the submandibular
gland. This preponderance of tumours in the parotid
was also observed by Chen and Loucks in 1933 among
45 cases of salivary gland tumours seen at Peiping Union
Medical College. In contrast Marsden (1951) found that
a larger proportion of salivary gland tumours among
Chinese in Malaya arose in the submandibular gland.

For the minor salivary glands, pleomorphic adenoma
again is the predominant type seen in Hong Kong.
Even though the number of tumours in the
minor salivary glands is relatively small, the incidence
of palatal plecmorphic adenomas is comparatively high,
see Table VI. In 1935 Prof. L.J. Davis who was one time
Professor of Pathology in this University published a
detailed study on 4 cases of palatal mixed tumours.
These were encountered in only one year's routine surgical
pathology work and 3 of them were Digby's patients.
There were 3 females and 1 male. In the present series
of 16 cases, females exceed males in the ratio of 10 to
6. Besides Chinese, J.N.P. Davis and his colleagues
(1964) in Uganda also found a large proportion of salivary
gland tumours arising in the palate of Africans. Thus
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further work on tumours of minor salivary glands here
will shed more light on this problem of palatal salivary
gland tumours among Chinese. Clinically, Chen and
Loucks in their 1933 paper noted that among their 45
cases observed in Peking approximately three-quarters
had the tumour for 6-30 years and one patient for 37
years. In the present series 25 cases had histories of
over 10 years, and among these six had the tumour for
30 years and ona for 40 years. In the palate there were
two cases with histories of 14 and 20 years respectively.

Briefly microscopic appearances of a typical pleomor-
phic adenoma show strands and masses of proliferating
epithelial cells with differentiation into tubular or
adenoma-like structures and proliferating myoepithelial
cells. The latter merge with the myxoid, chondroid or
fibrous areas. Another distinctiva change noted among
the epithelial cells is squamous metaplasia. This change
was especially marked in one of my cases where the
tumour was present for 40 years in the parotid of a
female 68 years. It presented as a partly cystic growth
6 cm in main diameter. The cyst was lined by thickened
well-differentiated squamous cells. The diagnosis of
pleomorphic adenoma would have been difficult if not
for the masses of epithelial cells with tubular differentia-
tion seen on one side. In other tumours where myxoid
and chondroid areas predominate the plentiful stellate-
shaped myoepithelial cells present can be shown to
contain abundant glycogen. Histochemically Azzopardi
and Smith (1959) proved that myoepithelial mucin which
formed the ground substance of these areas belongs to
the connective tissue type and is distinct from epithelial
mucin. Besides glycogen, Mallory’'s PTAH stain when
properly processed will stain the myofibrils blue. Mylius
(1960) used this stain and the electron microscope to
identify myoepithelial celis. His electronmicrographs
depicted cytoplasmic rayofilaments in cells of the myxoid
area similar to those present in normal myoepithelium.
Besides myofibrils, myoepithelial ceils in pleomorphic
adenoma are seen in close association with collagen
fibrils. One striking pattern which | have observed is
the rosette arrangement of myoepithelial cells around
radiating fibrils of collagen. This strongly suggests that
the latter is a product of myoepithelium rather than
mere stroma of the tumour. This pattern was present in
pleomorphic adenoma of the parotid, palate and lacrimal
gland. However, in a paper by Coles and Jones (1967)
entitled ‘““Odontogenic tumour of lip” a very similar
pattern of radiating fibrils was encountered and inter-
preted as dentine-like structure, an interpretation which
| cannot accept. Last, electron microscopic studies of
the chondroid areas are conflicting. In 1968 there were
two papers, one by Welsh and Meyer and the other by
Doyle et al. The former maintained that true cartilage
cells were present together with epithelial and
myoepithelial cells in the stroma. In contrast Doyle and
his coiieagues failed to identify chondrocytes but observed
neoplastic myoepithelial cells embedded in a hyaline
matrix similar {o that of immature hyaline cartilage. They
further postulated that similarity of structure and
function of myoepithelial cells and visceral smooth
muscle indicated that myoepithelium probably s
mesenchymal in origin.

Another distinctive feature in a few pleomorphic
adenomas is the presence of small masses or strands of
cells surrounded by abundant cylinders or anastomosing
bands of hyalinised stroma. The term “cylindroma” was
used by Billroth more than a 100 years ago for a tumour
with a hyalinised stroma surrounding or within islands
of epithelial tissue. He used this term to designate a
stromal feature of the tumour and not the epithziial
component. The misuse of the term ‘“cylindroma” is so
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prevalent in the literature that it should be abandp
This structural variant in a pleomorphic adenoma
not be confused with another malignant tumour of the
salivary gland called adenoid cystic carcinoma.
hyalinised stroma | beslieve is a product of Myoepithely
cells. In this distinctive stroma, special stains
the presence not only of abundant collagen but gy
plentiful elastic fibres.

The other problem concerning pleomorphic adenom,
is the strong belief that the tumour is semi-malignay,
Masson introduced the term semi-malignancy and ws
later supported by Ahlbom whose -criteria for sem.
malignancy were high cellularity, predominance of
epithelial component, presence of cylindromatous strg.
tures, incomplete encapsulation and multiple  fy
Eneroth (1964) reviewed 562 plesmorphic adenomas of the
parotid more than 50 per cent of which were originally
classified as semi-malignant. Careful follow-up of these
cases, however, showed no higher incidence of recurrence
than those cases with benign features nor were they
responsible for metastases or death.

An illustrative case from the present series demon-
strates the difficulties in histological diagnosis. §
Chinese female aged 61 years complained of a growing
mass over the angle of right jaw for 21 years an
enlarging rapidly in the recent 7 months. A superficig
parotid lobectomy was performed in January 1965 fy
removal of the growth. The histological diagnosis the
was a pleomorphic adenoma, but when the slides were
reviewed, suspicious-looking cellular areas with mitotic
figures were seen. A follow-up study, 5Y2 years afte
the operation, showed that the patient is alive and well.

The risk of post-operative recurrence of pleomorphic
adenomas is generally considered high. McFarland in
1942 stated that more than simple microscopic examina
tion would be required for post-operative prognosis and
methods existing then were no more accurate or scientific
than the flipping of a coin. He noted a 48 per cent
recurrence among cases observed for 5 years. On th
other hand Wyatt and his colleagues (1967) noted a Il
to 12 per cent recurrence rate among cases with primay
excision after 10 years follow-up. This marked disce
pancy can be largely attributed to evolution of befta
surgical techniques for more aggressive surgery bass
on a sound understanding of the behaviour of thee
tumours. Foote and Frazell have rightly stated tht
recurrence rate of primarily removed tumours largey
reflects the quality of surgery within a special head an
neck surgical department.

At present | am not able to give the recurrence rate ¢
for pleomorphic tumours treated here. These tumours 3
have been operated upon by different surgeons in scat-4
tered centres wusing different procedures. To dealk
effectively with tumours of the salivary glands com
centration of material in one specialised unit is essential{
Such a set-up will permit better correlation of clinicak
and histological observations which have proved venq
useful in progncsis.

Recurrent pleomorphic adenomas invariably present s
multiple, discrete tumour nodules which are in cont
to the primary growths which are solitary. This featue
was seem in all 4 cases of recurrent tumours, two aﬂe'lf'
Frimary excisions 6 and 11 years ago and the other a
had two previous excisions with histories of the growt
for 14 and 30 yeers. These recurrent growths are i
almost all cases the result of incomplete removal 64
implantation of tumour cells in the operative bed. Oncs
recurrence has taken place it will be difficult to eradicatg
the tumour.



isgides recurrence pleomorphic adenomas may
g0 malignant change. There is general agreement
s in the literature and carcinomas may develop
¢ in long-standing primary pleomorphic adenomas
~urrences following unsuccessful surgery. Patey,
vray and Keeling (1965) gave an incidence of
ximately 5 per cent of malignant change in
y orphic adenomas. In the present series 5 car-
nas have been identified, three in the parotid and
'n submandibular glands. This gives an incidence
saproximately 3% per cent. All the 5 cases were
1 ry tumours and 3 of them have very long histories
ng from 10 to 30 years. None had facial nerve
\vsis. Spontaneous facial nerve paralysis which is
stent is a clear indication of malignancy. Eneroth
4 the Caroline Hospital, Stockholm, in a recent per-
: communication, observed that among 378 cases
¢ malignant parotid tumours 46 had persistent facial
« paralysis. Out of these 46 cases there were 6
(s whose first and only symptom was spontaneous
: nerve palsy without clinical evidence of a tumour.
tlogically carcinoma in pleomorphic adenoma may
. either singly or in combination, the features of
1ocarcinoma, epidermoid carcinoma or anaplastic
' smoma. Our 5 cases reveal some interesting histolo-
! : variants. In one case within solid masses of
| anoma cells there are small areas near the centre
wosed of closely packed collagen fibrils. Another
: ur shows the presence of bone surrounded by
oy differentiated epidermoid carcinoma cells many of
with clear cytoplasm. Glycogen is present within
= cells. Finally in one tumour there are bands of
Jle cells with moderately large, irregular, elongated
rchromatic nuclei between fairly well demarcated
.es of undifferentiated carcinoma cells. Van Gleson
reveals the presence of collagen fibrils in between
spindle cells. These were regarded as atypical car-
na cells by Patey, Thackray and Keeling and not a
pmatous component. However, Doyle's observation
‘he ultrastructure of the chondroid areas of pleomor-
adenoma showed morphological similarities between
=pithelium and visceral smooth muscle. This feature
fther with the fact that the mucin associated with
=pithelium is identical with mesenchymal mucin
pe them suggest that myoepithelium is of mesen-
mal origin.

e

WMr. Dean, in this limited discussion on tumours of
‘head and neck, | hope | have not disappointed those

very generously spare the time to be here this
ning. | have attempted to illustrate the efforts of a
cral histopathologist with many limitations trying to
ride some answers on problems of surgical pathology.
rt from those which | have already mentioned, one
olem lay beyond the scope of academic pathology.
's the communication gap between surgeons and
ﬂologists. The narrowing or closure of this gap can
achieved on the basis of genuine, common interests
certain clinicopathological problems irrespective of
artmental hierarchy. On the other hand it is the
-‘h.ol.ogist’s responsibility to try to offer diagnostic
cision. In order to improve this further one has to
x into the future and assess whether present day
s used for biological research can be utilised pro-
bly for diagnostic and analytical work. The applica-
n of e!ectron microscopy to surgical pathology has
an re[atlvely neglected. The belief is that tissues fixed
routme.histopathologic examination are unsatisfactory
evah{atlon of subcellular structure. In general there
.ng dispute about this but recent investigations of
a2 and Rodriguez (1968) have shown that tissues fixed
th.e usual way are suitable for the demonstration of
in cellular structures allowing for diagnosis of certain
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neoplasms whose identification by light microscopy IS
doubtful or controversial. They cited a puzzling example
of an enlarged cervical lymph node which showed pro-
minent sinuses filled with cells containing large nug:lel,
prominent nucleoli and indistinct cell boundaries. V_arlous
diagnoses such as metastatic anaplastic carcinoma,
malignant lymphoma and malignant histiocytosis o_f_ f(he
“histiocytic medullary reticulosis” type are possibilities.
The precision in histological diagnosis for such cases
is required for further clinical investigation and treatment.
Such cases without an obvious primary tumour the
electron microscope proved to be of value. The elec-
tromicrographs showed that the tumour had features pf
an epithelial cell, i.e. abundant tonofilaments arranged in
bundles, and numerous typical desmosomes. Thus a
diagnosis of metastatic carcinoma was made and careful
search revealed a small nasopharyngeal tumour.  This
is but one of the many problems which confront a
pathologist in the differential diagnosis of head and neck
tumours. In order that this tool can be used more
effectively a fixative for tissues has to be developed
which will serve both light and electron microscopic
work.

In histopathology the terminology has become more
precise and there is a general agreement on taxonomy.
This will facilitate the development of code systems for
computer work. This fascinating piece of equipment is
able to handle large amounts of data, the storage and
retrieval of which is essential for analytical work. The
full value of the computer in histopathology especially
tumour work has not been thoroughly explored. In the
identification of tumours the primary process is the re-
cognition of pattern and relating them to information
drawn from memory. This is a very complicated cerebral
activity. Direct application of the computer to this
diagnostic process is not yet possible. However, automatic
recognition of patterns by the computer has made a
beginning in the limited and relatively simple fields of
cytology and chromosome study.

Finally in the last analysis the human being is still
the prime mover. Looking back on Digby’s presidential
address to the University Medical Society in 1924, the
historian will have no difficulty in assessing this man.
His emphasis on imagination and critical sense, the
former restrained by the latter, is even more important
today when confronted with confusing material and
moral issues. My old chief Professor Hou whom many
of you knew well has repeatedly echoed these words,
not only in pathology but also in the study of Chinese
ceramics and bronze mirrors. In G.B. Ong's department
the foundations for a critical and visionary approach to
surgery have been laid and paving the way to bridge
the academic generation gap. Personally | have bene-
fited in some ways the fruits of his labours and | see
a bright future for contributions to the pathology of
head and neck tumours in Hong Kong.

Table I

183 NECROPSIES OF EPIDERMOID
CARCINOMA OF NASOPHARYNX DIRECT
INVASION

‘ No. of Casest Per Cent

BASI-OCCIPUT BONE

85 . 46

CRANIAL FOSSAE = 70 38
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Table 11
183 NECROPSIES OF EPIDERMOID CARCINOMA OF NASOPHARYNX METASTASES

7 7 Site No. of Cases Per Cent
CERVICAL LYMPH NODES . . . . . . . . . ... ... 18 0
LUNG . . .. . 70 g
LIVER . . . . . . . . . . . .. ... ... ... 9 | 49
SPLEEN. . . . . . . . ..o 18 0
BONES . . . . . . 89 . 4
Table 11l
MALIGNANT TUMOURS OF CATTLE IN THE POSTERIOR NASAL CAVITY
gggmg‘& ADENOCARCINOMA CARCIINOMA sarcoma | ARONOME & T0TA
MAGNUSSON . )
(1916) 0 ‘ € 6 5 20
0] -
](’E] 9H7O) 4 7 5 (4] o] 16
Table 1V

24

W.H.O. HISTOLOGICAL TYPING OF TUMOURS OF SALIVARY GLANDS, 1970

I. EPITHELIAL

A. ADENOMA
1. PLEOMORPHIC ADENOMA (MIXED TUMOUR)
2. MONOMORPHIC ADENDOMA
a) ADENOLYMPHOMA
b) OXYPHILIC ADENOMA
c) OTHER TYPES

B. MUCOEPIDERMOID TUMOUR

C. ACINIC CELL TUMOUR

D. CARCINOMA

ADENOID CYSTIC CARCINOMA

ADENOCARINOMA

EPIDERMOID CARCINOMA

UNDIFFERENTIATED CARCINOMA

CARCINOMA IN PLEOMORPHIC ADENOMA (MALIGNANT
MIXED TUMOUR)

Il.  NON-EPITHELIAL
1.  UNCLASSIFIED

IV. ALLIED CONDITIONS

A. BENIGN LYMPHOEPITHELIAL LESION
B. SIALOSIS
C. OTHERS

oL




Table VI

HISTOLOGICAL TYPING OF MAJOR SALIVARY GLAND TUMOURS
AT INSTITUTE OF PATHOLOGY (1961 — 1969)

‘ TUMOUR PAROTID SUBMANDIBULAR SUBLINGUAL TOTAL
' OMORPHIC ADENOMA 105 33 - 138
! BENOLYMPHOMA 12 % 3 -
| INIC CELL TUMOUR 3 3 . 3
& “COEPIDERMOID TUMOUR 2 . 2 5
B AENOCARCINOMA 2 - 4 2
Il
8 OENOID CYSTIC CARCINOMA 2 3 3 5
F WCINOMA IN PLEOMORPHIC ADENOMA 3 2 3 5
JDIFFERENTIATED CARCINOMA 5 3 - 8
TOTAL 134 42 2 178
Table V
DISTRIBUTION OF PLEOMORPHIC ADENOMAS IN
MAJOR AND MINOR SALIVARY GLANDS
LIPS AND
PAROTID SUBMANDIBULAR SUBLINGUAL PALATE o gl TOTAL
|
~ IPATEY (1931) 38 6 - 5 5 54
HARVEY ET AL. (1938) 230 21 2 6 9 268
WILLIS (1967) 35 6 1 5 ] 48
TEOH (1970) 105 33 A 16 7 161
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Figure

AGE AND SEX DISTRIBUTION OF 2116 BIOPSIES
OF EPIDERMOID CARCINOMA OF NASOPHARYNX
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Pro-Vice-Chancellor, Professor Walsh, colleagues,
usand gentlemen, it is a great honour to be invit-
, the Senate of the University of Hong Kong to
: an Inaugural Lecture from the Chair of Anatomy.
+, it would be the greatest of honours and of
gives for any anatomist to stand in my place this
| 'B.

ifore | begin | should like to use this occasion
:» my respects to two gentlemen. First to Professor
»s Chang, my immediate predecessor, who so vali-
built up the Department of Anatomy. He had
ourage and fortitude to embark on a vast pro-
ne of growth studies which are still bearing fruit
., He also was the creative spirit behind one of
inest anatomical museums which will stand as an
ing monument to him. At the same time | also
to remember my teacher of anatomy, the late
ssor E.J.R. Evatt of Dublin, whose enthusiasm and
ightedness stimulated me in my student days to
jup anatomy.

;an's interest in human anatomy is as old as man
olf, especially his interest in the anatomy of the
site sex. And thus one may say anatomy began.
probably one of the oldest of the medical scien-
iand since the earliest days has been one of the
rrstones of medical education, and this is a posi-
rwhich anatomy is likely to retain. | shall not bur-
(you with a lengthy discourse on the history of
omy, but rather deal with a brief account of the
development and trend of the subject and its
Jon to medical education and to research.

m tracing the history of the subject one actually
ws the evolution of the whole field of medicine.
2000 years anatomy dominated western medical
nce through the works of Aristotle, Herophilus and
n, while the anatomist Vesalius might be called the
der of modern medicine. We must also note that
today we are rediscovering the early contributions
e to medical science by the forefathers of modern
icine from ancient China, India and the Middle
. Their discoveries were either ignored or remained
lown since medical scientists in the West were un-
. to read their texts, and unfortunately the historians
| philologists of Europe and America were not, and
- are not, interested in the subject matter.

ﬁ;t was the achievements of Williams Harvey (1578-
) which provided a deeper insight into the true
s of medical science. For he established the vital
=ept that every organ has a discoverable function
Ef\ must be integrated within the functioning of the
&y as a whole. Here a physician was applying ana-
‘ical, physiological and mathematical principles both
! the advancement of knowledge and the benefit of
| l’patients, the first vision of medicine as an in-
 rition of primary sciences.

l
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AN INAUGURAL LECTURE

ANATOMY DEAD OR ALIVE

F.P. LISOWSKI

L.R.C.P:l., LR.C.S.l., LM. (Rotunda), Ph.D. (Birmingham)
Professor, Department of Anatomy

At this time too the professors of physic had to
teach not only anatomy but also logic, philosophy,
Greek, botany, zoology and the practice of surgery and
medicine. Thus at this stage medicine was truly in-
tegrated with the cultural background as well as with
all the disciplines that at that time had a bearing on
medicine. As knowledge increased, the subject matter
gradually became specialised and fragmented into se-
parate departments. And so in each branch the com-
pass of learning increased. Early in the 19th century
physiology separated from anatomy. The first chair in
physiology was filled by Purkinje at Breslau in 1824,
while the first chair of physiology to be established in
England under William Sharpey was at University Col-
lege London, in 1836. Later on further subdivisions of
anatomy such as histology and embryology emerged.
Pathology in its modern form originated with the re-
call of Virchow to Berlin in 1856. Since then every de-
cade has been marked by the proliferation of new dis-
ciplines, each one presided over by an autonomous head
who feels it his duty to his subject to see that suf-
ficient hours are allocated to it in the curriculum.
Thus the old principle of integration was systematically
overthrown.

During the 19th century the knowledge of gross
anatomy, histology and embryology increased enormous-
ly both in scope and detail. Topographical anatomy
was especially important in relation to the development
of modern surgery. Detailed information on anatomical
regions was vital for safe surgical intervention, parti-
cularly as with the advent of Lister and Semmelweiss
antiseptic practice gave an opportunity for more exact-
ing operative procedures. And at the turn of the cen-
tury the development of anaesthesia allowed for more
complicated techniques which were mostly based on
greater anatomical knowledge. At that time every
medical student had to learn his anatomy in detail and
was taught by anatomists who had at one time or
another practiced surgery. In Britain the latter had to
hold the Fellowship of one of the Royal Colleges of
Surgeons. This surgical diploma was both de rigueur
and de reg'e for any aspiring anatomist, while today it
is considered unscientific.

The observation and recording of the fine structure
of tissues as seen through the microscope became one
of the anatomical specialities. A great deal of funda-
mental material was accumulated, much of which
proved to be basic to the study of pathology and to
biology. And in another speciality, embryology, the in-
terests at that time were centered on the development
of different structures rather than on the causetive
forces at work.

In general the anatomists of the 19th century fol-
lowed the classical approaches of morphology and com-
parative anatomy. This period was the collecting phase
where details of structures and their relationships were
recorded and comparisons made with other organisms.
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The origins of tissues and of man were hotly debated.
The great Virchow pronounced that the Neanderthal skull
belcnged to a modern man who had suffered from ric-
kets, while Mayer of Bonn declared that Neanderthal
man was a demented Mongolian Cossack who had been
left behind by the Russian Grand Army in 1814, and
only an lIrish anatomist by the name of King from
Galway dared to say that he could possibly be one of
our ancestors.

With the rise of the experimental approach to bio-
logical problems all this began to change. The method
was first pioneered by the early physiologists but since
1875 it has been as much the tool of the anatomist. In
that very year Hertwig demonstrated that the essence of
the act of fertilization lay in the fusion of a single
sperm with a single ovum. This discovery together
with that of the principles of heredity by Mendel was
the dawn of genetics, the passing on through a solitary
sperm and egg of the hereditary qualities of the next
generation. Then Roux and his coworkers showed how
one could interfere with the course of development fol-
lowing fertilization. Thus they sought to infer the
course of normal development.

The experimental method, however, could not have
arisen but for the vast improvements in the microscope
and the development of better fixation and staining
techniques. It was the microscope that brought about
the reunion of morphology and function. Only a few
highlights need be touched on now. Schleiden and
Schwann introduced the cell theory, Roux in 1885 per-
formed the first tissue culture and, before the century
expired, His senior enunciated the neurone theory. This
was followed in the first half of this century by the
development of autoradiography under London and
Kotzareff, the introduction of the phase contrast micro-
scope by Zernike, and in 1931 Knoll and Ruzcka pro-
duced the first electron microscope which gave birth
to cell biology.

Towards the end of the 19th and the beginning of
this century anatomists, due to their interest in physi-
cal anthropology began to use biometry and statistics,
which they later extended to experimental work. It was
through morphology that this important mathematical
tool was introduced to the other medical sciences.
Already long ago Helmholtz had stated that all science
is measurement, to which Sir Henry Dale had later
added that all true measurement is essentially com-
parative. And comparison is the essence of experiment.

During the last twenty years anatomy departments
in Britain and other countries have made substantial
contributions in the fields of growth, neurcanatomy,
adaptation, endocrinology, cell biology and tissue culture
and transplantation. A few random examples will serve
as an illustration. In neuroanatomy comparison of the
regional effects of mental activity and visual stimulation
upon the electroencephalogram shows that these func-
tionally different cerebral activities have a neuroana-
tomically distinct origin within the brain. Endocrine
studies have demonstrated a specific role for adrenal
androgens in controlling sexual receptivity in the female
rhesus monkey, while ovarian hormone plays a significant
part in regulating the sexual preference of the male for
one of a pair of females. In the field of adaptation,
work on morphological changes in response to differ-
ences in altitude have revealed characteristic changes
in the structure of the pulmonary trunk. Investigations
of the growth of children in Hong Kong have given us
information on the influence of the socioeconomic status
on various growth parameters. Study of the fine struc-
ture of chromosomes in the mammalian oocyte has
shown that differences in chromosomal morphology may
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be correlated with interspecific variations in radigg
sitivity. And a technique has been developegi
maintaining prostatic tissue from monkeys ang
man with benign prostate hypertrophy in organ ¢
In this way it has been shown that the neoplastic tisgy
actively metabolises testosterone in culture.

In many instances anatomists have been Pionesy
in the development znd biological use of a variely
new techniques and instruments including histochem
try, cytochemistry and autoradiography. In addition
more traditional work in histology, comparative anat
embryology and physical anthropology continues to ey
hance our knowledge of human biology. Here WOrK fig
revealed that the action of intra-uterine devices in o<
mal rhesus monkeys cause constant histological Changs
in the endometrium, though hormonal normality of ty
latter is maintained. The investigation of changes i
oxygen tension in relation to early embryological dews
lopment has produced remarkable vertebral malform
tions that are helping us to understand some of thy
mechanisms of transformation during early growth, ayg
measurements of selected bones and muscles have e
used, in canonical analyses, to correlate structure with
locomotor activity in primates. These investigations
point to the relative importance of particular groups i
muscles in relation to the varied ways in which g
limbs are used in different species and emphasize ty
high degree of specialization found in man when Cing
trasted with sub-human primates.

Today the progress of anatomy depends, to a lag
extent, on the perfection of instruments of observatix
and control. Some of the most recent and most powet
ful adjuncts to anatomical study have come fron
physics. Thus the transistorised amplifier enables t
to measure minute currents and potentials in liviw
systems, as for example in the investigation of t¥
functions of the brain, and in radiotelemetric techniques
developed for stimulating and recording tension in t
muscles of conscious and unrestrained monkeys. ™
electron microscope which bridges the gap between v
light microscope and the interatomic dimensions st
died by X-rays, and the use of isotopes and tracer ele
ments which help in the elucidation of the actual pon
cess of transformation of chemicals in living syster
are carrying us to the very frontiers of cell and mole
cular biology. And more recently the laser beam h&
become an important tool in experimental work. Le
comotor and postural problems in primates are i@
being investigated on the basis of biomechanical prim
ciples. Similarly the advances in chemistry, such a
selective cytochemical methods, are of great benefit t
anatomy. In addition statistical theory, and the usee
computers in applying it, have proved invaluable ’
exacting significant information from the characterist
cally variable measurements of biological science.

These new methods are already transforming o%
concepts not only of biological structures but also -
biological functions and thus provide us with new Q
mensions in human biology. Anatomy has clearly evwl§
ed beyond the merely natural history approach of forme
ages. Structure and function are indivisible, the 0
is unthinkable without the other. In the light of the
modern developments Sir Wilfred Le Gros Clark red
fined anatomy as the science of the form and strud
ture of living organisms which is concerned with th
study and interpretation of those factors which deted
mine or modify form and structure, whether they ad
chemical, physical, physiological, developmental, or phd
logenetic, and with the precise relation between struy
ture and function.



., anatomy has adopted optical, radiological,
uc, chemical and mathematical aids. By so do-
« more, anatomy and physiology, and even bio-
\iy, are converging towards an unified discipline
‘in biology. All three deal with the mechanisms
i: processes, although their approach is different.
ias their research work is concerned the com-
'tal barriers that separate them have eroded, as
academic appointments go physiologists are be-
; anatomists and anatomists are becoming phy-
s, In addition zoologists, physicists and che-
are entering the basic medical sciences. The
s cf multiple advancss over the enormous field
man biology emphasize the ever-greater need of
“tion. Effective advance in this area is neces:
a combined operation. Having started off fully
s ed, the preclinical sciences diversified into many
icaned subjects in response to the discoveries
:r time and today we are again approaching the
i synthesis in medicine.

the present time medical education and its refor-
¢ are very much in the minds of all those concern-
1 the training of our future doctors. We are all
~that although the advances in anatomy and other
jical sciences have been truly prodigious, unfor-
sy these have been slow in making themselves felt
. sphere of medical education. Compartmentalisa-
ind the ideas of our mentors, a hangover from the
ays, still largely bedevil the curricular structure.
1= all victims of our pioneers. We are also victims
- own bright ideas. In this sense we relive in
educational experiment our own intellectual pala-
ogy, trying to justify earlier ideas, trying to suck
-hem their last drop of inspiration.

storically speaking, positive action to reorganise
al education along modern lines was first taken in
America during the early half of this century. New
ated programmes were designed that broke down
tificial boundaries between the disciplines and em-
s was placed on inculcating a research attitude in
graduates which has had a beneficial effect
Bhout medicine. Thus the students were trained
' the outset to think of the body as a whole. But
‘:Iso has to take heed, there are signs that some of
more spectacular experiments in medical education
merica are not turning out quite as well as had
‘.hoped. This is not an argument against such
Jiments but it emphasizes the importance of de-
|| planning and of avoiding gimmicks.

N Britain the first medical school to adopt such an
mk,' against considerable objection, was that of the
arsnty of Birmingham. And here | wish to take the
rtunity cf expressing my gratitude to Profassor Sir
. Zuckerman of the Department of Anatomy and the
~cal School with which | had the honour to be as-
ited _for some fifteen happy years. And | am glad
ly-Blrmingham continues in the forefront of medical
-ation. Gradually other medical schools followed
ar]d today there is quite a fsrment in British medi-
fthinking.

ince the Second World War a series of official com-
es have reviewed British medical education: the
e_nqugh Report (1944); the report of the British
Ciation (1948); the General Medical Council (1957);
in 1968 the most far reaching of these the Report
fhe Royal Commission on Medical Education, other-
known as the Todd Report. All of them demand
mthless pruning of the curriculum, the elimination of
il anq greater integration. The key principle to be
wed is tq educate more and instruct less and to
£ the medical student into a scientific doctor. How-

ever, it has to be remembered that any change in the
medical curriculum is difficult to assess since the whole
course takes over five years and the product must serve
at least for another five following qualification, thus
ten years have to elapse before a proper assessment
can be made.

The Todd Report, in many ways admirable, certainly
can stand as a guide for the next decade. However,
it is unfortunate that though the report contains a good
deal of preclinical evidence the committee did not
include a single anatomist or physiologist. This rather
underlines a notion that is current, and is generally
applied to the preclinical sphere as a whole, and stems
from the fact that we all seem to have been brought
up to believe that different kinds of scientific activity
can be graded socially because of a presumption that
some imply a higher intellectual quality than others.
Too often medical practitioners assume that medical
preclinicians are failed clinicians and that nonmedical
preclinicians have never quite made it! What has to be
realised is that anatomy and phsiology are sciences in
their own right, as biochemistry is, with their own dy-
namics and ethos and that the vocational aspect of
their subject matter, though of importance, has een
relegated to a subordinate position.

In certain quarters there has been some objection
to the proposed two-year preclinical course as set out
by the Todd Report. The feeling is that the curriculum
should be shorter and designad to train the clinician,
i.e. the course should be less scientific and more voca-
tional. The controversy as to how much of each is not
new. But the point of view that there is a fundamental
distinction between the medical scientist and medical
practitioner is errcneous since both employ the same
procedure in their work. When confronted by a prob-
lem both observe thz facts, reason out a working hy-
pothesis and then act upon it. The outcome confirms,
refutes, or modifies the hypothesis and this in turn may
lead to further action. Tha retntion of a certain amount
of vocational matter can also be justified educationally
in so far as the biology of man illustrates fundamental
principles, and one must realize that medicine is ap-
plied human biology. It is also quite clear that at the
moment the national budgetary exigencies in the tech-
nologically advanced countries as well as the shortage
of medical manpcwer tend to press for a rather greater
vocational content in the preclinical curriculum. In the
future, however, it may well be that the preclinical
period will be extended to three years, of which the
first two will deal with the basic medical sciences, while
during the last year an elective subject will be chosen
out of those covered earlier and that this will be treat-
ed in greater depth under the guidance of one or other
of the preclinical departments. The products of this
course will qualify with a B.Sc. in Medical Sciences
and it is from these that the future clinical students
will be chosen.

Wise decisions for today cannot be safely taken
‘uniess one realizes that those same decisions determine
the shape of tomorrow and possibly the day after. This
realization, as Sir Solly Zuckerman stated, may not lead
to the right decisions, but it might help to obviate
some of the worse (Zuckerman, 1966). The basic ob-
jectives of medical education are that fundamental prin
ciples should be emphasised rather than factual detail.
It is impossible to give a student a full training in the
preclinical and clinical disciplines and make each one
an expert in every subject. But it is possible to put
him in a position from which to continue his own edu-
cation. This means that he first must be trained to use
the scientific method. The aim of teaching is to make
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him think and to make him question common assump-
tions. He has to be made aware that medical knowledge
is not static. At the same time ons has to enable the
studerit to relinquish the security of thinking in well
defined channels and to find a new kind of stability bas-
ed on the recognition and acceptance of ambiguity, un-
certainty and even of open choice. The undergraduate
must be given a thorough grounding in those basic
sciences that are concerned with normal and abnormal
structure and function on which the clinical understand-
ing cf disease depends. It is unfortunate that all too
often the student considers the preclinical subjacts as
hurdles to be overcome rather than tools to be utilized
in providing the best heaith care. The grounding in the
primary sciences must be devised on the assumption
that the newly-qualified doctor may have a working life
of some forty years. And in this connexion it would be
unwise to select only that which is immediately useful.
Only if all these precepts are observed will it be possible
for the individual to extend his education throughout his
professional life and so safely exploit whataver advances
may arise. This is why the undergraduate curriculum
must also favour the acquisition of enduring habits of
work and thought and of enthusiasm for study. With
this training the young graduate should be able to enter
any of the main branches of medicine and to develop
his education in his selected speciality. Plato observed
that education is a life-long task, and the growth of
knowledge in medicine and in methods of education
means that any recommendations as to the medical cur-
riculum can never be final — they are always moving
to that end but they never arrive.

Anatomy is nearly always the subject most criticised,
partly this is bacause it has been identified with topo-
graphy and dissection alone. Many of the criticisms are
justified, anatomy has in the past been taught in far too
much detail. - But what is forgotten is that the subject
has changed enormously sinrce thz undergraduate days
of the clinicians and medical scientists currently most
concerned with reshaping the medical curriculum. The
belief of many clinicians that anatomy has not changed
is still very strong. One is frequently asked whether
students have to be able to discern the side to which
a carpal bone belongs, or whether they have to learn all
the branches of a particular artery. When one says that
this sort of anatomy is dead and passed away by the
erd of the Second World War, and that today’s students
are examining the intricacies of the cell angd the dynamic
changes that occur during growth, hands are thrown
up in horror and one is told “but that is not anatomy".
This sort of attitude is, of course, tantamount to an ana-
tomist saying that surgery is still at the chloroform and
open ether stage of anaesthesia! The basis for this hos-
tility towards anatomy is a psychological one, for the
established doctor of the present day remembers with
revlusion how he was harrassed in his student days with
morphological detail. He forgets that just as his own
speciality has evolved so has anatomy changed. Quite
apart from alterations in the content of the courses, a
glance at the time devoted to anatomy shows that con-
sideralbe changes have occurred over a period of seven-
teen years (Table 1). It is therefore essential that be-
fore curricular alterations are made those concerned
should ensure that they are truly acquaintad with current
conditions.

Mean Total (hrs.)

Year Country Range (hrs.)

1953 Britain 700—1400 950
1955 U.S.A. 562—825 650
1963 Britain 405—850 580
1969 Denmark 430 430*
1967 Hong Kong 712 712
1970 Hong Kong 525 525

Table 1. Total hours devoted to the teaching of anatomy.

* Students are sent to U.K. for an intensive three weeks
course in dissection (about 90 hours).
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When considering the contents of a New coury
anatomy there are several criteria for deciding selpss’
Some topics are useful as a tool for training i
scientific method, others provide a fundamental basi
other subjects, thus a knowledge of the anatomy of"
k!dney IS necessary for the understanding of the
siology, pathology and clinical aspects of this h
Practical work is essential for the need to develop
capacity for observaticn and investigation of yny
material by standard techniques. At the same time
allowance must be made for subject matter of x
tial scientific importance. Again, it has to be €Mphagg,
ed that principles rather than details must be ty
and that there has to be a reduction of factual oty
but not a total elimination of facts. We also have
remember that the study of anatomy introduces f
medical student to the greater part of medical ty.
minology, this is a point that is frequently lost to Sight

In connexion with the revaluation of anatomy with
the preclinical context and by way of comment, [
want to touch, in passing, upon a rather interegi
publication. Recently there appeared the first of a thrw
volume work, A companion to medical studies, whiy
was designed to deal with the preclinical sciences, Ths
volume has been hailed by many as torward-looking an
relevant to modern ideas in medical education, And |
am sure the authors wished to eliminate all that i8 it
essential and include all that is important and of
relevance today. While not wishing to detract from ey
merits of the work, | wonder whather those interestgx
ever considered it worthy of a statistical analysis. Suys
an analysis is most illuminating (Table 2). Over h
of the volume is devoted to anatomy, one quarter \
physiology, about one seventh to biochemistry, ang
about one seventeenth to such important fields as psp
chology, sociology, human genetics and statistics. I
fact topographical anatomy occupies more space thas
the total of physiology. Is this an indication of the rs
lative importance of the subject matter today? Thi
parts dealing with anatomy were quite rightly prunes
down to what was considered essential, but it was a
dead as that of any of the older textbooks, what wa
so lacking in topographical anatomy was the functiom
approach. )

It is quitz clear that a modern curriculum ms
keep pace with the new developments and has to @
flect not only changes but also differences in emphasist
In taking this into account one has in anatomy to dis
tinguish two parts, the scientific and the topographicas
To a certain extent this division tends to be artifiia
since the two are interrelated, but from a teachim
pcint they can be considered separately. Scientific ama
tomy deals with the fundamental principles, although
will, of course, include some matter that has a vt
tional bearing. Topographical anatomy, on the othet:
hand, though based on fundamental concepts of hun®
biology, is vocationally orientated and more of an
plied nature.

Scientific anatomy embraces certain basic subdivi
sions:

(a) Cell biology, which narrows the gap between md
phology, hiophysics and biochemistry and also i

Subject No. of Page % of T
Topographical anatomy 265 26.0
Embryology 85 83
Histology 126 123
Neuroanatomy 81 19
Total anatomy 557 54
Total physiology 254 2
Total biochemistry 148 la
Others * 62 Y

* Includes: psychology and sexual behavior 28p., so¢j
logy, 7p., human genetics 12p., statistics 15p.
Table 2. An analysis of A companion to medical SJ
dies, R. Passmore & J.S. Robson (eds) V
3, 1, Oxford: Blackwell (1968).



& s cytogenetics, the natural link for the study

juman heredity. It is a frontier subject that is

:.ing down the walls between the biological and

. cal sciences. Cytology without a doubt will
" 3, a prominent part in the future of anatomy.

g il logy, which is concerned with the structure —
" B .-ion relationship of tissues is intimately based

y cytology and is a solid link with physiology.

d .wth, which concerns changes in dynamic struc-
: relationships in space-time patterns and in-
\=s prenatal and postnatal development, the lat-
.s, of course, closely associated with paediatrics.
rtunately so far very few medical schools teach
Jhing about growth although a vital subject in its

1 right.
(@ W:arology, the organisation of the nervous system,
~h deals with the stimulus — response relation-

. here structure and function are more intricate-

: sound up with one another than in any other

- of the body. This is a subdivision that can only

properly taught in conjunction with physiology.
@ \stematic anatomy, which includes the study of
. general arrangement, form and gross structure
the skeletal, muscular, joint and other body sys-
ms, as well as those factors which influence or
\dify their spatial relationships. In this part one
<t also include human evolution, human varia-
1s and adaptations which in turn link with gene-
“ %, physiology and: pathology.

sse five subjects are already being taught or
> introduced in one form or the other in Hong
They should of course not be dealt with in isola-
ut rather integrated with physiology in the first
% =and with biochemistry and pharmacology where pos-
s This is the only logical way in which to present a
& 'tic view of the preclinical subject matter. Good
ation avoids much of the unnecessary duplication
‘ woes on in so many preclinical departments. As
1 oned before, the anatomist when discussing struc-
nas to mention function, similarly the physiologist
wntly finds it necessary to introduce anatomical con-
ftions in order to be sure that the student appre-
| the structural basis of the functions he is about
plain. From this standpoint any survey of a text-
| of physiology is most revealing. True integration,
wer, presents formidable problems of teaching or-
‘ation. The way to overcome this lies in concentrat-
nitially on those areas where the structure — func-
| W relationship is closest and where it is easiest to
M n such a course, as for example in neurology. Gra-
| &y this can be extended until ultimately most of the
| 8 nical disciplines are integrated. In this procedure
} seneral principles of development and structure of a
| 8 m or an organ should be presented first and then
| % ved by the functional aspect. Thus there is a cen-
‘ core common to anatomy and physiology, accom-
{ Fd on either side by one body of knowledge of purely
® omical interest and another of physiological interest
i In addition clinicians should be drawn into this
i am in order to point out the relevance of the scien-
ba_s.e to the clinical superstructure. In the matter of
¢ integration the preclinical sciences have gone a
‘ deal further than the clinical subjects, who, to a
i:extent, are still at the discussion stage.

‘ he second major division, topographical anatomy,

-h has been severely cut in Hong Kong in order to
porate some of the basic anatomical science ma-

' 1l and in order to relate it to the living body, is
r much more clinically orientated and in a sense

could be termed applied anatomy. It forms the founda-
tions for procedures in diagnosis, radiology, surgery, ob-
stetrics and in other medical fields and therefore is more
vocational in emphasis. Though concerned with practical
work in the dissecting laboratory, it does combine topo-
graphical with radiological anatomy and living or surface
anatomy. Topographical anatomy is a science of the liv-
ing, not of the dead, and though our knowledge is, per-
force, acquired from the cadaver it is in terms of the
living that we must think. It also teaches us something
about human and constitutional variations — no two
bodies are ever alike anatomically — and about the
plasticity of the human form and biological variation of
living populations. Thus, for instance, Ethiopians have a
large ascending loop of the sigmoid colon that may
reach to the level of the liver while most other people
have an intrapelvic sigmoid colon, this is the reason why
sigmoid volvulus is the commonest abdominal emergency
in Ethiopia. No course in topographical anatomy can be
considered without normal radiological anatomy since it
relates cadaver anatomy to living anatomy and forms the
backbone to the radiology of pathological conditions. In
the past too little attention has been paid to this im-
portant subject. And living anatomy only becomes mean-
ingful when muscles, bones and joints can be seen and
felt alive with movement and when palpation, percussion,
auscultation and endoscopic examination reveal what is
hidden to the naked eye.

A major criticism of topographical anatomy has been
the amount of time devoted to dissection, and owing to
this the question has arisen whether it might not be
just as good to learn the subject from ready dissected
specimens. The time factor can certainly be greatly re-
duced if the students are directed to dissect according
to a strict time table. As regards the value of dissection
versus a study of prepared parts, there is no doubt as to
which is the more rewarding. From experience gathered
in Birmingham and Addis Ababa it is clear that the
knowledge gained from dissecting a cadaver is retained
longer and more vividly than that gained from examining
prepared specimens. Dissection of the body is an essen-
tial basis for the understanding of human structure, or-
ganization and function. It is a visuo-tactile method of
learning and is of value as a discipline and as a training
in observation and investigation. It often comes as a
shock to the student to discover during dissection that
the body does not agree with the textbook. Dissection
is itself a basic research method in application for the
student which is carried out no where else in the pre-
clinical course — the student does his own investiga-
tion and confirms or contradicts the literature, i.e. actual
research in the proper sense, and he uses a technique
that is analytical in nature. One cannot teach locomo-
tion or the limits of joint movement until the student
has dissected the relevant parts, else he cannot under-
stand what is happening, except, of course, he can learn
the matter by heart from the book !

The question that arises in connexion with topo-
graphical anatomy is when should it be taught. Tradition-
ally it is dealt with in the preclinical years where it
exists rather in isolation. Topographical anatomy is one
of the firm bridges between the preclinical and clinical
periods and really ought to be taught during the clinical
years in conjunction with surgery, orthopaedic surgery,
obstetrics and the new field of traumatic surgery. Here
is the best place since otherwise many essential details
will be forgotten long before they can be used. The
reasoning for this is quite simple, a surgeon spends
much of his time operating and much of operative sur-
gery is no more or no less than applied topographical
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anatomy. Anyone who has had the misfortune to see a
surgeon flounder and fluster, completely lost in the depths
of the pelvis or the neck, or who has been called to
the theatre to sort out tendons and nerves divided at
the wrist which have perplexed the operator trying to
deal with them, or who has had to deal with the sad
business of a damaged biliary tree or a cut ureter,
realizes the value of a deep knowledge of topographical
anatomy. The great majority of practising surgeons spend
most of their working life using their anatomical know-
ledge which therefore ought to be imbibed during the
relevant clinical phase.

The amount of topographical anatomy that is neces-
sary varies from environment to environment and s
closely related to the socioeconomic conditions of a re-
gion. In technically advanced countries a good case can
be made that only the essentials need be taught while
the details can bz left to postgraduate specialist educa-
tion, thereby allowing more time for the scientific aspect
¢f the preclinical sciences. On the other hand in develop-
ing countries the need at this stage for a very much
greater concentration on detailed topographical anatomy
is obvious, for the moment the student graduates he is
expected to practise surgery, often in remote parts of
the country. To cite only one example, in one of the
African countries a young graduate of two weeks stand-
ing had to perform a hysterectomy by the light of a
torch held by a medical auxillary. In these environments
therefore a different sort of anatomy has to be taught
with a main emphasis on the vocational which is much
more directed towards the immediate needs of the
country.

As regards Britain, the Todd Report, while not deny-
ing the importance of topographical anatomy, recom-
mended that the major part of this ought to be taught
at the postgraduate level since it was mainly of specialist
interest to the surgeon. In this way too, British medical
schools would be able to continue to recruit their tem-
porary lecturers and demonstrators in anatomy who after
one or two years specialisation sat their Primary Fellow-
ship of the Royal Colleges of Surgeons. These people, in
fact, provide about twenty to forty per cent of the acade-
mic staff in a department of anatomy. Within the last
two years, however, the Royal Colleges of Surgeons, of
Physicians and of Obstetricians and Gynaecologists have
been considering replacing the Primary Fellowship by a
common examination in applied human biology. If this
plan goes through, it will raise one question and create
one problem. At what level in medical education should
topographical anatomy be learnt, for it must be dealt
with at either the undergraduate or the postgraduate
level. And the problem that departments of anatomy in
Britain are about to face is from where are they going
to get their badly needed staff? These medical graduates,
who have temporarily joined the academic world, have
so far belonged to the few who have been able to relate
the scientilc part of anatomy to the clinical subjects.
In future this useful source will be closed. The effect
will be serious for already ordinary recruitment into the
preclinical sciences is difficult.

The task of an anatomy teacher is to lead his class
through a course of instruction, but the responsibility
for progress rests entirely with the student. Unfortun-
ately the student's notion of a good teacher is usually
one who hands out exactly what he needs to pass the
examination, because this enables him to get through
with the minimum of effort. Obviously the teacher must
protect the student from work which is useless, and this
necessitates distinguishing between education and the
giving of information. Education develops the capacity
for scientific investigation and reasoning, whereas the
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giving of information, though important, never,

tends to suppress curiosity and to stifle critical thinkg
and can even lead to a waste of time and effort )
worthless detail. i,

Instruction in anatomy, as in any other sciens;
subject, is by way of lectures, seminars, tutorials g
practicals with the aid of audiovisual and other 8quiy
ment. In many medical schools anatomy, and inp;
ticular topographical anatomy, has been and is bep
taught by lectures. This form of presentation has pry
ably done the greatest harm to the reputation of g
tomy and has contributed to the notion that it is .
d_ead subject presented by living corpses. The regurgjté
t1c_>n of masses of dry facts is a traumatic experien
with devastating effects for it has not only sent my
an audience to sleep, but it has also instilled in
student an eternal enmity towards the subject. It wmj
have been better to advise the student to read a te:
book than to attend one hundred and fifty Iectures‘
topographical anatomy. For far too long lectures hg
been the standby in the preclinical departments.

The School of Education in the University of g
mingham recently did some investigation into 1
method of presentation (Stones, 1969). Although the
port is concerned only with student opinion and p
with the efficacy of the different methods useq
teaching, nevertheless it should be considered W
seriously. This investigation is backed up by other ¢
dence too. The report revealed that students pres
teaching groups on a seminar or even tutorial ba;
they reject the lecture and see its only function as
device for giving out factual information. Research
the efficacy of the lecture method (McLeish, 1968) she
that an instructional system which relies too hea:
on it is probably very inefficient. The method ape
ently copes with problems of large numbers, but:
would have bzen possible to achieve the same res
by other means such as guided reading, which woa
help to free students for small group discussions. L
tures must, therefore, be confined to subject ma
which is really suitable. It is clear that the semi
is preferred by students for very real pedagogic
sons, since it represents an optimum size which
increase the group resources of knowledge, variety
approaches to problems and the ability to provide fe
back without at the same time inhibiting indivio
participation. The students feel that they must mr
a personal contribution to the teaching and learrr
process and also that they need to do some prepg
tion for small group work, while hardly any feel
same about the lecture. Similarly too the tutorial
tem has obvious advantages.

One of the most admirable facets of British mecr
education has been the clinical teaching method.
tutorial or apprenticeship approach, known as clir
clerking, has withstood the test of time. Here a sh
group of students is guided by a series of sei
clinical tutors through the rigours of medicine and
gery up to the time that each student is ready to
sent himseif for the finals. This system incorpor
all that the seminar or tutorial method represents.
wonder that the student who enters the clinical wv
after surviving the preclinical torpidity breathes a
air and never will look back. Why is it that the
clinical departments are so slow in adopting
seminar system? The answer, as to so many proble
is financial: the clinical departments have a far la8
number of academic and honorary staff that they
draw on than the preclinical departments. Howeven
spite of these difficulties the seminar and tutorial
tems are slowly being introduced into the latter.



§ ian be arranged in small groups. Here in Hong
lectures in topographical anatomy have been
8 :ined, instead an effort has been made to teach
(@& 1 seminar types of practicals since this is the
8 difficult and dry part of the whole course. Small
o . of students headed by a tutor dissect to a
‘time table. During this course they have discus-
|3 throughout which function is stressed and they
| nave to present essays. Their work is constantly
d to the living body, and radiology plays an im-
st part in this. In addition it is planned to con-
\te the newly acquired anatomical knowledge with
lectures given by clinicians that stress the par-
& r relevance of a region to clinical practice. Owing
\ shortage of staff rather larger groups have to be
}ged in the microanatomical and neurological
1 cals.

'
nctcals are of inestimable value, particularly if
h

| the teaching has to be rather selective than com-
~.nsive much will be left to the students’ private
:f'\g‘ This requires careful supervision. It is unwise
y:cpect a student to use a 1000-hour reference book
2 100-hour course. Too many teachers persuade
uselves that students develop a sixth sense for
Wi ting relevant material. But how can they judge
4: is relevant when they have no knowledge of the
md half of the curriculum? Conscientious students
; easily drown themselves in detail. It also has to
remembered that textbooks may err. History may
repeat itself but the writers of textbooks do, and
nis way error is perpetuated.

apart from the educational side, anatomy has also

srvice function. This aspect has alrtady been men-

=d in connection with the various clinical fields and

quite obvious in such important branches as sur-
® | orthopaedics, traumatic surgery, neurosurgery, ob-
(B rics, gynaecology, and so forth. In  medico-legal
& < anatomists are of value in the problem of iden-
{Btion, sexing and age determination of human re-
| ms. Archaeology too derives a good deal of help
- anatomy in the analysis of prehistoric demography

population migrations, much of the latter is of a
vistical nature. In his study of the evolution of man
. human adaptation and variation, the anatomist has
. a considerable influence too on physical anthro-
ogy. And an understanding of anatomy has been
sdamental in art and sculpture, for in these works
| exterior surface contours and expressions reflect
. underlying fascia. muscles and bones and are
Jally brought to life.

' But there is one other service that anatomy can
~form, and indeed it applies to the other medical
ences as well, and that is the help that can be
'en to medical schools in the developing world. |
3ll briefly mention this in relation to Africa though
is also relevant to other regions. The urgency of the
sdical manpower problem is underlined by the fact
at many governments in Africa still rely heavily on
atriate medical staff. Thus the percentage of ex-
riate doctors for example (Bennett, Lutwana & Hall,
4), is 47 per cent in Mali, 80 per cent in. Niger
d 82 per cent in Congo (Brazzaville). In Ethiopia, with
i population of 23.5 millions, there are about 340 doc-
s (1968) of whom about 40 are Ethiopian, i.e. 88.2
“l cent are expatriate. In addition it has to be realis-
I that in some African countries considerable num-
(s of private practitioners (this term includes doc-
15 belonging to religious missions and private enter-
Ises, as well as those engaged exclusively in private
‘actice) do not take part directly in the work of pub-
= health services. They work almost exclusively in

urban areas where only a small percentage of the po-
pulation lives.

To attract the right kind of university teachers is
absolutely vital. In the first instance they will have to
be to a large extent expatriates, though the main aim
should be to train local experts as well. The continued
reliance on expatriate academics in the various branches
of medicine, though traditional, has certain inherent
dangers since there is a great shortage even in the
developed part of the world, owing to the rapid ex-
pansion of medical education and the national health
service demands. Such a sustained demand for gra-
duates by the advanced countries will widen the man-
power gap even more since it will encourage a brain-
drain to the developed regions from areas that can
ill afford such losses. Here individual departments of
medical schools in the advanced countries can give real
aid. Thus some of the more fortunate anatomy depart-
ments can be of service in the training of anatomists
for developing countries. If they have the possibilities
and facilities then they have, in fact, a duty to help the
weaker departments. In many ways this is a two-way
halp — it helps the poorer country to get its medical
teachers trained and on the other hand they help the
staffing situation temporarily in the better-off medical
schools. Though the trainee should be shown and at
least introduced to the latest techniques, yet primarily
he must be trained to meet the teaching and research
situation that obtains in his home country where elec-
tron microscopes are at present unobtainable and the
experimental use of laser beams at this stage verges
on criminal waste of badly needed capital and effort.
The man must bz trained to use local resources and
be able to do aobplied research that can benefit his
country more immediately.

The proliferation of medical schools in the under-
developed countries at this stage of their development
is a real danger, since this duplication will inevitably
lead to an underutilisation of intellectual capacity and
a continued squandering and dispersion of resources.
Only an integration of medical education can ensure
the high level manpower specialisation which is so es-
sential for public health development. In fact medical
imperatives necessitate integration Medical schools are
extremely expensive and only worthwhile and effective
if properly set up. These sorts of projects demand
inter-country cooperation, i.e. between neighbouring
countries.

No department of anatomy can exist on teaching
alone. Research, the spirit of inquiry, must permeate a
scientific department, this is part of its life force. By
its very presence this spirit can be transmitted to the
students and fire their imagination and stimulate them
in their studies, thus preventing them from becoming
mere imbjbers of information and disinterested or even
disenchanted with the subject they are studying. The
dual role of research and teaching in a university de-
partment is obvious — one fructifying the other, simi-
larly the service and research aspects of anatomy are
interrelated, often resulting in important discoveries.
The pure science part and the applied side have pro-
gressed conjointly over the years, the pure fertilizing
the applied with ideas, and the applied often providing
the pure with the physica! apparatus to help in the
next intellectual leap forward.

Various broad research fiields in anatomy have al-
ready been mentionad when dealing with its scientific
side. Time does not permit delving into topics of my
own interest. Suffice it to say, that the Department of
Anatomy in the University of Hong Kong will continue
with its research into the growth of children of this re-
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gion, and various histological and cytological investiga-
tions are now also bearing fruit. In addition studies
have been started on functional morphology in the field
of primatology and more specifically in human biology.
This work shows that the skeletal and muscular systems
are plastic and easily adapt to changes in posture and
locomotion with resultant wide spread morphological ef-
fects. This is not only of importance to the orthopae-
dic surgeon, but also of significance to the physical
anthropologist. For this approach indicates that this
method is of particular help in the elucidation of the
sequential changes that occur in the fossil primates and
will throw further light on the evolution of upright pos-
ture and locomotion.

In conclusion one may sav that medical science is
no more than the body of knowledge which is always
being added to by scientists, through controlled and
reproducible observations, which in turn must ultimately
affect medical education. When considering anatomy,
as indeed any other scientific discipline, and the rela-
tionships between the various subjects within the medi-
cal education at any one phase in our history. We
must be flexible and courageous in initiating change,
we must try to do it as logically as possible. While
stressing one's own subject one must at all times be
conscious of the greater unity of the whole, for medi-
cine is a natural as well as social science, in the sense
that it is concerned with human beings and is directed
more immediately towards human welfare than any
other natural science.
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Ladies and gentlemen, it is my contention that
tomy is not dead but very much alive and awars “lnt
responsibilities within the totality of medicine, &
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There has recently been much public and

% § ~ivate discussion on the need of an abortion law
! 1 Hong Kong. Opinions expressed are diverse.
\ om.Those who speak in favour of legalizing abortion
kg e the recent case of an orphan girl who was

.alegedly raped and was refused abortion, t.he.re-
' creating hardship for and heaping humiliation
‘8 ;1 her. They also claim that criminal abortions
. #e0 . yhich are on the increase in Hong Kong can be
L@ educed or wiped out with the introduction of
" he abortion law. Their opponents, however,
argue that the present law is adequate in en-
abling the medically indicated cases to have
therapeutic abortion, Furthermore, they con-
tend that no person has ever been prosecuted in
carrying out the present practice of therapeutic
‘abortions,

Perhaps it is time to examine the present
“abortion law” to see how it works in Hong

t

b

L

i

:

: : ;
' Kong, Reference to this can be found in the
' Hong Kong Ordinance, Cap. 212, 1964 Ed. un-
| der the caption “Offences against the Person”,

which states:

“ATTEMPTS TO PROCURE ABORTION,

46. Any woman, being with child, who,
with intent to procure her own miscarriage,
unlawfully administers to herself any poison
or other noxious thing, or unlawfully used
any instrument or other means whatsoever
with the like intent, and any person who,
with intent to procure the miscarriage of
any woman, whether she is or is not with
child, unlawfully administers or causes to
be taken by her any poison or other noxious
thing, or unlawfully uses any instrument or’
other means whatsoever with the like in-
tent, shall be guilty of felony, and shall be
liable to imprisonment for life.

(Amended, 30 of 1911, ss. 2, 4 and 5)

47. Any person who unlawfully supplies
OF procures any poison or other noxious

g or any instrument or thing whatso-
ever, knowing that the same is intended to

!
|
|
|
|

Daphne Chun and H. K. Ma

be unlawfully used or employed with intent
to procure the miscarriage of any woman,
whether she is or is not with child, shall be
guilty of a misdemeanor, and shall be liable
to imprisonmnt for three years.

(Amended, 30 of 1911, ss. 2 and 5)”

It has been inferred, fom the use of the
word “unlawfully” in the above two sections that
termination of pregnancy can, under certain cir-
cumstances, be lawful. This is when the life of
the pregnant woman is threatened by the preg-
nancy. However, a court of law may give a
different interpretation of its meaning.

On 26th September, 1956, Dr. Leung Hon
Man was charged under Section 46 of the Of-
fences against the Person Ordinance with using
an instrument with intent to procure miscarriage
(Hong Kong Law Reports 1956). The accused
did not deny using the instrument but pleaded
that, at the time he did so, he believed that the
foetus was dead. He was acquitted even though
the pathologist showed that the foetus had ante-
partum injuries,

It seems, therefore, that induced abortion
in cases where the foetus is dead, is not unlaw-
ful. There is no law, however, to protect a case
where the foetus is alive but where the mother’s
health is endangered by the continuation of the
pregnancy. The present “Hong Kong law” is, in
fact, similar to that covered by Offences against
the Person Act of 1861 in the United Kingdom,
which did not recognize therapeutic abortion. It
implies that every case of induced abortion, no
matter how genuine it may be, is liable to pro-
secution if the court of law chooses to do so.

In 1936 Mr. Aleck Bourne, after terminat-
ing the pregnancy of a young girl who had been
raped, was charged under the act. He claimed
that continued pregnancy would have been de-
trimental to the patient’s future mental and phy-
sical health and was acquitted after standing trial
in the Old Bailey. Since then, this case law had
been referred to as something like a judicial per-
mit for therapeutic abortions. With the intro-
duction of the abortion law in the United King-
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dom in 1967. this case law can presumably be
no longer valid in Hong Kong.

The concept of terminating pregnancy to
prevent the death of the mother or to preserve
her health is not new. Soranus (2nd Century
A.D.) stated: *“The fruit of conception is not
to be destroyed at will because of adultery or of
case for beauty, but it is to be destroyed to avert
danger appending to birth, if the womb be small
and cannot subserve perfection of the fruit, or
if it has hard swellings and cracks at its mouth.
or if a similar condition prevails.™

During the late 4th Century A.D. Priscianus
wrote: “Only where the uterus is diseased or
where the mother is exposed for other reasons to
danger through pregnancy, is an abortion per-
missible . Just as it is sometimes of advan-
tage to remove the dry twigs of a tree in order
to save the whole tree or as a heavily laden ship
may find it necessary in a storm to throw over-
board some of its cargo in order to prevent a
ship wreck.”

The current attitudes towards abortion are
of recent origin. They first arose when the
Christians accepted the tenets of the ancient
Hebrew teachers who permitted abortion only
when pregnancy threatened the life of the mo-
ther. The present adamant stand of the Catholic
church authorities against abortion for any rea-
son took sometime to develop, for there was no
proscription against abortion by the early church
leaders in Rome. The beliefs of most Protestant
sects are more liberal but the church would not
like an amendment of the Act to make abortion
a mere matter of choice. They favour some
liberalization of the law on abortion so long as
the purpose of such liberalization is to preserve
the health and well-being of the mother.

The indications of 20 years ago were sim-
ple; they were purely organic and were usually
confined to advanced cardiovascular and renal
disease, tuberculosis and similar conditions. Ter-
mination was not often considered if it seemed
likely that the patient would survive the preg-
nancy, even though the mother had to remain
in bed in the hospital for the entire period and
was expected to die a few months after delivery.
Abortions for psychologic reasons and those to
prevent birth of abnormal children were rarely
considered.

In present day medical practice, conditions
posing a threat to the life of pregnant women
have been greatly reduced as a reseult of the
advances in medical knowledge in recent years.
Many serious diseases are being prevented and
others such as diabetes can now be treated ef-
fectively. Serious organic heart diseases occur
less often now and many acquired and congenital
cardiac defects can be corrected surgically.
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Fewer women develop pyelonephrit
there are potent antibiotics with which 10 tres
infections. Even tuberculosis can now be efy
tively controlled. Thus, therapeutic abortiy
are less frequently performed for these lesiong

About the only therapeutic abortions
formed in the interest of the infant before 192
were those for lethal hereditary conditions wiy
an abnormal infant could be anticipated in ey
pregnancy. However, they were rarely and -
luctantly perfcrmed.

In 1941 Cregg reported a high incidence
congenital anomalies, mostly involving the ey
heart, brain and hearing in children who.
mothers had had rubella during pregnan,
Subsequent prospective studies indicated that -
risk 1s about 20 per cent.

Some physicians, making reference to t
figure of 20 per cent., have asked *‘Shall
destroy 80 normal embryos to prevent the bi
cf 20 affected infants, particularly when camdt
defects can be corrected and when so many bl
people get along so well?” Others, howev
argue that such pregnancies should not be :
lowed to continue even though a certain perc
tage of the embryos will be unaffected. It n-
be remembered that the miseries and suffer
resulting from congenital anomalies are
confined only to the affected children but h
to be borne by the family as well as the cc
munity. A few decades ago, terminating a pr
nancy was rarely undertaken even though
meant giving birth to an abnormal child. W
formed and mentally incompetent children w
cared for within the family group and did
impose the enormous economic, social, and en
tional drain on the family members that suchi
individual now does. In addition, while an
normal child in the home creates problems
the family members. its siblings pose &
greater problems.  The financial obligai
necessary to provide adequate care for such
abnormal child will make it difficult for the a:
age familv to provide long-term educational :
port for the other children. As a result, t
children may be inadequately equipped to
vive the competition of our demanding societt

Mumps is suspect of an abnormal fog
Certain drugs. such as thalidamide, methotre?
and other antimetabolites may disrupt emb{
genesis. Therapeutic abortion should be m
available, if requested, for such women as .
may give birth to a deformed child.

The opponents to induced abortion |
out that it carries a high incidence of comp¢
tions including death. However, these com
cations are certainly very much higher where
termination of pregnancies is carried out by



. tionists than by experienced gynaecologists
it l)\pltals
In the United States, as many as one-third
e maternal deaths in some states and two-
. s or more of those in large cities are the
o 1t of illegal abortions. In fact, these figures
mot reveal the true picture because an un-
an number of deaths following abortion are
srded as being from other causes. The re-
- on Confidential Enquiries into Maternal
uths in England and Wales (1964-1966) re-
Is that 98 out of 133 abortion deaths were
..sified as due to illegal interference of the
Znancies.

In Hong Kong, the analysis of abortion and
-ernal mortality rates (Table I) in the past
= years show that the average abortion mor-
ty rate was higher than that of the average
sternal mortality and in some years (1960,
51 and 1964) it was two to three times higher.
the cases of abortion admitted to the Oueen

4-‘ma-.-ﬁ

hry Hospital from 1961-1969 the incidence of

teure 1 Stick showing
erine perforation and
nscess cavity.

nplications was alarmingly high. Out of
49 cases admitted under the care of the
naecclogical unit there were four deaths giving
mortality rate of 0.67 per 1,000. For com-
-ison in the corresponding period, there were
deaths due to obstetrical complications out
58,761 delivered at the Tsan Yuk Hospital

giving a mortality rate of 0.10 per 1,000. Clear-

ly the mortality rate was almost seven times
higher in the cases of abortion. Apart from the
deaths there were also other complications. The
previous analysis (Braga, 1963) of emergency
abortion cases admitted to the Queen Mary Hos-
pital show that the morbidity rate was 59.9 per
cent and the present analysis reveal that it is
40.5 per cent with 7 per cent suffering from
serious complications such as severe blood loss,
anuria, perforation of uterus and fulminating
infection. Three of the cases are illustrated be-
low to show the seriousness of the complications
encountered:—

Case 1 was a 26 year old multiparous wo-
man separated from her husband. She was
seven weeks pregnant when an abortionist in-
serted a “‘rubber tube into her vagina”. She
suffered from chills and fever with a tempera-
ture of 106°F. On examination, general peri-
tonitis with a pelvic absess was found. At la-
parotomy, both the uterus and the descending
colon were found to be perforated and there was
an abscess on the right side of the uterus. The
colon was repaired and the uterus with the ab-
scess removed. With intense antibiotic therapy
she made a complete recovery. Fig. 1 demons-
trates the perforation in the uterus leading to
the abscess cavity.
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Case 2 was a 43 year old multiparous
woman complaining of abdominal pain and pro-
trusion of a mass per vaginam. On examination,
the protruded mass was a loop of bowel coming
down through a perforation in the uterus. A
hysterectomy and resection of bowel were per-
formed. With intense antibiotic therapy she
fully recovered after a stormy convalescence.
Fig. 2 shows the perforated uterus and a loop
of the prolapsed bowel.

Case 3 was a 23 year old woman complain-
ing of abdominal pain and vaginal bleeding a
few hours before admission. On examination,
she was found to be in endotoxin shock which
was promptly treated with antibiotics, blood
transfusion and fluid replacement under central
venous pressure monitoring. An X-ray of the
abdomen revealed gas bubbles in the pregnant
uterus indicating gas gangrene which was con-
firmed at laparotomy (Fig. 3). A total hysterec-
tomy was performed to remove the gangrenous
uterus, partially necrotic placenta and dead
foetus (Fig. 4). The patient recovered after six
weeks’ hospitalization but two years later, she
developed severe psychosis due to the loss of the
reproductive function,

Thus, in each of the above three cases, even
though powerful antibiotics, blood transfusion

38

Figure 2 Uterus showing
chorionic villi, perforation

and prolapsed bowel,

and fluid replacement were administered, it was/
still absolutely essential to remove the necroti!
uterus in order to save the patients’ lives. The!
loss of the uterus i.e., the organ of reproduction,
is the greatest tragedy that can befall upon ai
young woman. As a result of the psychologicl!
trauma, Case 3 developed sever psychosis.
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Figure 3 Gangrenous pregnant ulerus

laparotomy.



~  Because women do not always disclose the
~ wrrence and circumstances, it is impossible
~ have accurate information about the propor-
~ 1 of criminal abortions out of the total of
~ 49 cases admitted to the Queen Mary Hos-
~al.  Judging from the high morbidity rate it
i be deduced that many of the cases were
" wally induced. Women take their secrets to
. graves. We witnessed a case of post-mortem
formed by the late Professor P. C. Hou. Be-
' % her death this woman had repeatedly denied
~ =rference with the pregnancy, and yet, at the
. st-mortem Professor Hou found a piece of
»d in the peritoneal cavity where he also
and massive gangrene of the pelvic and ab-
minal organs,
In countries where there is a liberal abor-
in law the mortality rates as well as serious
mplications are low. In the eastern European
untries and Japan, the mortality rate for legal
well as illegal abortions was 0.06 per 1,000
0.09 in the 1950s. In the recent years the
ortality has dropped to 0.01 to 0.04 per 1,000
legal abortions which is lower than the lowest
aternal mortality of 0.05 per 1,000 recorded in
= World today. Other complications are also
iresponding lower (Tietze, 1969).
The complications of induced abortions are
e, in most instances, to the use of unsterile
astruments and dangerous techniques by lay
sortionists. The instruments used by them are
ther for penetrating or injecting. The former

Figure 4 Necrotic
uterus, placenta
and dead foetus.

include Crochet hooks, knitting needles, bicycle
spokes, pencils, pieces of wood and rubber tubes.
Of the injecting instruments, the Higginson’s
syringe is by far the most popular. The nozzle
or an adaptor is inserted into the cervical canal
and fluid consisting usually of soap solution, with
or without an antiseptic is forcefully pumped
into the uterus. The most common causes of
death under these circumstances are infection
and haemorrhage. Other causes are anuria and
embolism.

Induced abortions carried out by the un-
skilled medical practitioner are also fraught with
danger, even though he may use accepted
therapeutic procedures. Dilatation and curet-
tage resulting in perforation of the uterus, hae-
morrhage and even the removal of coils of intes-
tine through the cervix account for many deaths.
Uterine pastes have also caused death in unskill-
ed hands.

The position is quite different when the
therapeutic procedures are carried out by experi-
enced gynaecologists in hospitals with modern
facilities. ~ Both the morbidity and mortality
rates are low as shown in Table II (Jurukoviski,
1969) and are far less than those associated with
childbirths. This Table also shows the incidence
of complications in relation to the methods used.
There were two deaths out of 7.833 abortions
terminated by the classic technique i.e. dilatation
and evacuation and no deaths in 10,925 by the
suction method and saline induction. The mor-
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bidity is lowest (3.90 per cent) in cases terminat-
ed by the suction method and highest (4.82 per
cent) by the classic technique, Vacuum evacua-
tion is therefore the safest method for terminat-
ing pregnancy in experienced hands but it should
only be used when the gestational period is
within 12 weeks. In the United States com-
parable results are shown in Table III (Cush-
ner, 1970). Out of 385 cases terminated by this
method in the Johns Hopkins Hospital there was
no morbidity or mortality and in the state of
Maryland the morbidity rate was 0.5 per cent in
435 cases.

In our unit, 13 cases of therapeutic abor-
tions were performed in the last ten years and
there were no complications. In cases under 12
weeks gestation the suction method or dilatation
and curettage was used. while hysterotomy or
saline injection was used in those with a gesta-
tional period of 12 or more weeks. One of the
pregnancies terminated recently was for a pa-
tient four feet tall with marked thoracic kyphosis
(Fig. 5). She was three months pregnant and
her vital capacity was 600 c.c. Of the two phy-
sicians consulted, one was in favour and the
other against therapeutic abortion. We termi-
nated the pregnancy because we felt that with
usch a limited vital capacity and severe thoracic
deformity the continuation of pregnancy could
be disastrous. The method chosen in this case
was hysterotomy, as at the same time she re-
quested permanent sterilization by tubal ligation.

The present techniques for the operation,
when it is performed by a competent gynaecolo-
gist are so safe that the risk to life is well below
the risk of childbirth itself, For this reason, an
abortion law with an aim to eliminate criminal
abortions was introduced in the United Kingdom
in 1967. In America, this law has been enforc-
ed in some of the States for many years and a
few more have adopted it recently. Singapore
and some cities in Australia have also introduced
this law. The indications vary from medical
conditions to the control of population.

In Hong Kong, there is a wide-spread con-
cern over the plight of women whose mental or
physical health is endangered by pregnancy or
where there is a serious risk of the birth of a
deformed child or where pregnancy is the result
of a sexual offence. These are indications for
terminating pregnancies that many people would
like to see recognized by statutory law so that
doctors would, with a clear conscience, be free
to recommend and carry out therapeutic abor-
tions.

It is inadvisable or would even be harmful
to introduce abortion merely for socio-economic
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Figure 5 Marked Thoracic Kyphosis.

reasons. The unwanted pregnancies should |
have occurred. Here is a field in which y
ventive medicine has an important place. I
one in which educational and social worl
have a reasonable part to play. In a series
12,351 therapeutic abortions analyzed by Le
(1969) 47 per cent were performed on sis
women, eight per cent on widowed, divorced
separated women and the remaining 45 per ¢
on married women. The abortions could
have been carried out on medical grounds.
they were more frequently performed on worn
without husbands rather than those with H
bands and especially as far more of the la
group become pregnant. When pregnancies
terminated freely for indications not stri
medical, it encourages promiscuous sexual
lations leading to the decline of morals in



1
! |

Besides, the women concerned tend to
~ne again quickly, In a series studied in
1 m 20 per cent requested another abortion
1 1 6 months and 50 per cent within 12 to
@ nonths. In Sweden 38 per cent and in
! noslovakia 50 per cent of women whose
yancies were terminated had a second un-
o =d pregnancy within two to four years
alized Abortion, 1966).

For the control of family size and popula-
y induced abortions are very effective. Birth
; have generally declined in countries in
;1 it has been legalized. In the eastern
Buopean countries with liberal abortion laws
i pirth rates dropped by 40 per cent during
‘ﬂecade or so following liberation. 1In the
it Union, the decline was about 15 per cent
in Japan about one-half (Tietze, 1965).
2ver, without relying on induced abortions,
onrth rates in Hong Kong had dropped from
020 per 1,000 in the past decade. Family
| ning programmes carried out in the Colony
ione much to achieve these results. It must
emembered that all contraceptive methods
;afe whereas therapeutic abortions even when
‘ed out under the most ideal conditions are
~ithout risk. For those who have had their
ed number of children, one means of pre-
ng the unwanted pregnancies is to sterilize
‘r the female or the male partner. There are
r ethical objections and complications to
= operations than those arising from ter-

i

,ltion of pregnancies.

:

1

Finally, the long-term psychological reac-
tion to abortions should be considered. A fol-
low-up study (Willson, 1967) reveals that
patients who have been least affected by abor-
tions are those whose pregnancies were terminat-
ed because of a fear of the birth of a deformed
child. Most of them became pregnant again
soon after the abortion and have had one or
more children. They accepted the abortion as a
welcome solution to a temporary but serious
problem. Others, whose abortions were per-
formed because of physical or mental conditions
have had more trouble. They were well aware
that their pregnancies were terminated because
the birth of their children would be dangerous
to their welfare. Many have been advised
against future pregnancies and some with irre-
versible defects have been sterilized. They are
likely to feel that they are different from normal
women who can conceive and can carry a
pregnancy successfully even though they do not
choose to.

If the indication is flimsy and fleeting it is
more likely that the patient may suffer a sense
of guilt for the rest of her life. The incidence
of serious permanent psychological sequelae is
variously reported as being between 9 and 59
per cent. Therefore, in deciding whether the
induction of an abortion is justified, the person
performing the operation has to make sure that
the risk of allowing the pregnancy to continue
is, for that particular patient, greater than the
danger of terminating it.

Table 1

Maternal and abortion mortality rates (Hong Kong)

Maternal mortality rate Abortion mortality rate

ear (excluding death due to per 1000 cases of
r abortion) per 1000 births abortion
o beo 0.70 1.45
il 961 0.44 1.08
Seres
y Le ?62 0.41 0.68
n il 963 0.45 0.22
3 964
per 0.28 11X
;ﬂ 965 0.33 0.25
ol 1966 0.32 0.45
} 967 0.39 0.18
cies 1968 0.28 0.17
m: Zrage 0.40 0.63
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Table II

Morbidity and mortality following legal abortions (1965-68)

(Jurukovski 1969)

Abortidns Total N I:/lorbn(ﬁyi . Monéiﬁi
performed Number No. % No. g
Classic technique 7,833 377 4.82 2
Suction method 10,586 413 3.90 — -
Saline induction 339 15 4.42 — -
Total 18,758 805 4.29 20
Table III
Incidence of Morbidity following Legal Abortions
(Cushner 1970)
" Manland | Johns Hopkins |
Method ~ Morbidity Morbidi
Number per cent Numbg»r per cen
Vacuum aspiration 2/435 0.5 0/385 0.0
D & C 12/580 2.1 - 0/83 : 0.0
Saline injection 25/888 2.8 14/617 23
Hysterotomy 34/139 " 245 22/60 36.7
Hysterectomy 5/92 5.4 14/60 233

Stroke indicates combination with one other method.
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COMPARINON BETWEEN THE EMPLOYMENT OF
“*GENERAL” AND “LOCAL” ANAESTHESIA

Z. LETT
MD., F.F.ARCS (Eng. & lre.:. D. A

The objective of anaesthesia is to enable surgical operaticns (and investigations) to be carried
o =¢ from pain and in a safe manner. The painful stimuli from the area of operation travel along
fhl.i:nsory pathways and reach the sensory cortex. where they give rise to a very unpleasant and
offli even unbearable sensation called pain.

We have, at present, several ways by which to prevent this pain due to surgical procedures:—
(a) By the use of “General Anaesthesia”, the central nervous system (C.N.S.) will be
depressed so that consciousness is lost and pain not appreciated. Any number of drugs
(Narcotics) such as diethyl ether, Halothane, Methoxyflurane, Fluroxene, nitrous oxide.
trichlorethylene, chloroform and others, are caoable of producing general anaesthesia.
(b) By the use of “Local Analgesic drugs” injected around nerves from the operation field
— conduction of stimuli along these nerves will be interrupted and thereby pain pre-
vented from travelling along the nerves towards the C.N.S. As a modification of this
method and for operation on mucous membranes. a local analgesic drug can be applied
to the surface of the membrane (Topical).
(c) There are in addition modifications of general anaesthesia known as—
i) Neurolept anaesthesia (by drugs such as Haloperidol)
ii) Dissociation anaesthesia (by drugs such as Ketamine or “Ketalar™,

In these methods full unconsciousness does not have to be produced, but in neurolept
iesia, a powerful analgesic such as ‘Fentanyl™ has to be added. while “Ketalar” has sufficient
iesic proporties of its own to be used alone for certain surgical procedures.

Surgical interventions require. however. not only anaesthesia or analgesia. but also in addition
rious amount of deoression of reflexes (or muscular relaxation). This could. theoretically, be
wved by general anaesthetic drugs alone. However. the dosages required would have to be so
@s to assume toxic proportions. Consequently, when general anaesthesia is used for surgical
~zdures needing more than a mild degree of muscular relaxation — a group of drugs called
scle Relaxants™ are used in addition to G.A. These substances can be divided into “Depolarising™
amethonium decamethonium) and “non-depolarising™ (d-tubocurare. Gallamine. didllyl nortoxi-
e, pancuronium).  As these muscle relaxant drugs cause indiscriminate paralysis of all the
ted muscles including the respiratory ones, artificial resoiration (or intermittent positive pressure
iration — [.P.P.R.) has to be taken over by the anaesthetist. usually through a cuffed endotracheal

On the other hand. by employing local anaesthetic drugs (such as lignocaine. prilocaine,
hocaine and others) around nerves or groups of nerves not only sensory but also motor con-
jion can be abolished and muscular relaxation achieved. Appropriate examples are Epidural (or
‘adural) analgesia. subarachnoid block (spinal analgesia) Brachial Plexus block and others. When

I a mixed block has been successfully achieved. there is no pain sensation from the surgical field
i consequently, the patient may remain conscious.

ézs of General Anaesthesia

The production of unconsciousness (including general anaesthesia) is. however, not without
to the patient. The protective reflexes are obtunded (depressed) and the the airway may be
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jeopardised.* Vomiting or regurgitation of acid gastric contents presents a special problem. Inha,
tion of even small amounts of highly acid gastric contents can lead to bronchospasm, cyanosis gy
cardiovascular collapse. (This was described by Mandelson and is called “Mendelson’s syndrome
Larger quantities of gastric contents and/or other foreign materials inhaled by the patient may Jey
to either immediate respiratory obstruction (and anoxia. death if not corrected quickly) or |y
dramatic pathological changes such as pneumonia (lobar or broncho). atelectasis or abscess formati
In any case, it is imperative that in the care of the unconscious patients, the most important aspeg
are

i) the provision and maintenance of a free airway,

ii; continued respiration (either by the patient or by artificial means) and

iii) sufficient oxygen in whatever the patient is breathing.
Meticulous attention to all the details associated with the patient’s respiration and other vital aspec
are the groundstones on which proper patient care of unconscious patients and those under G.A, a
based. Failure on the part of the attendant to spot and correct speedily any deviations from thy
rule may have disastrous consequences. There are, in addition. other dangers of major or mingy

significance.
Risks of Local Analgesia

Local and regional analgesia for surgical procedures, although it may interfere less with the
patient’s airway and respiration is also not entirely free from risks or danger. Local analgesic drug
by themselves may have toxic effects on the cardiovascular or central nervous system or both and
also alergic reactions. The particular anaesthetic procedures may lead to complications, e.g,

Spinal — arachnoiditis, paraplegia, headache, blood pressure drop (due to sympathetic block),

respiratory paralysis (due to “total spinal™), injury to cord. injury to intervertebral discs.

Epidural — similar to spinal, but less hzadache. On the other hand abscess formation,
anterior spinal artery syndrome and broken catheters are among many complications reported.

Brachial Plexus Block — intra-arterial injection, puncturing pleura and lungs and others.

It can therefore be seen that, like in all other spheres of human endeavour and activities,
in anaesthesia there will be danger and complicat’ons also. Our solemn duty towards the patient
is, by our actions, skill and knowledge to reduce all risks to an absolute minimum. This can only
be achieved by living up to the exhortation by Dr. J. Alfred Lee who enjoins us ‘“‘never cause any
harm to the patient” and “Eternal vigilance is the price of Safety”.

I am grateful to the Hon. Director of Medical & Health Services, Hong Kong for his kind
permission to publish this paper.

* The tongue may drop back againsf the I;haryngeal wall causing respiratory difficulty andlﬂ,
obstruction.
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THE RIGHTS OF THE PATIENT

AND

THE RIGHTS O THE DOCTOR

iished with kind permission
¥ the quthor and the Medical
ience Union, London.

Jonathan Chick
Edinburgh University

The Rights of a Doctor

As well as his relationship with his patients, a doctor also
has a relationship with the state. Certain legal and moral claims
arise out of both these relationships. There seem to be two
main rights which derive from the doctor’s contract with the
state:

The Doctor’s Relationship with the State

The doctor must pass certain examinations before being al-
lowed to practise medicine. Once he is granted the right to prac-
tise and accepts explicitly or implicitly the ethics of his profession,
the state undertakes to guarantee his rights as a physician.

The first, which is guaranteed by statute, is the right to
protection from unauthorised practitioners. The Medical Act 1956
enables the public to distinguish between qualified and unquali-
fied practitioners by prescribing penalties for the unlawful use
of certain recognised titles such as doctor of medicine.

The second right the state guarantees the doctor is pro-
tection from improper interference, direct or indirect, either with
his right to practise or with his professional relationship with
his patients. At times, however, the state itself interferes with
the doctor’s professional relationship, for example, when a court
orders a doctor to divulge in public details confided to him in
his surgery and which the patient does not wish to be disclosed.
Three years ago, the Law Reform Committee “‘did not consider
that doctors should be given the statutory right to refuse to
answer in civil proceedings questions which might violate the
Hippocratic Oath™(1). Some years earlier. Lord Dawson had
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lamented lawyers’ tendencies “to think that the
vindication of the Law is always the supreme
interest of the state”. whereas. “in reality, oc-
casions occur on which other considerations
properly overide those of the Law™(2).

The Doctor’s Relationship with his Patient

When the doctor accepts a patient he
agrees to furnish professional services and to
use diligence and skill in effecting a cure. This
duty of care is generally held to be independent
of the existence of a contract. the law of torts
stating that

“one who enters on the doing of anything

attended with risk to the persons or pro-

perty of others is held answerable for the

use of a certain measure of caution to

guard against that risk™(3).
However, unless there is “indolence or careless-
ness” or “gross ignorance and unskillfulness™(4)
the doctor is not held responsible for unfore-
seen outcomes of his efforts to cure his patients.
He pledges the use of his knowledge and skill
but does not guarantee a cure. Thus. he has
the right to “immunity from responsibility for
equal consequences™.

In general in Britain a doctor legally has
the right to refuse to examine. treat or aid a
stranger, whether in an emergency such as a
road accident or elsewhere(5). This is not the
case for a general practitioner working under
the National Health Service. He is “under an
obligation to visit a person in an emergency
even though that person is not registered either
with himself or one of his partners. provided
that the person’s own doctor or deputy is not
available™(6). Similarly, the Health Service gen-
eral practitioner does not have the right to re-
fuse to take on his list a patient allotted by his
Executive Council if that patient has been un-
able to gain acceptance from another doctor
in the area,

In France a greater degree of public res-
ponsibility is expected of the doctor. Under the
Code de Déontologie it is the doctor’s duty to
render assistance to any person in an emergency
on pain of a prison sentence or a heavy fine(7).

The doctor has the right to withdraw from
a case if he wishes, but only providing he makes
other arrangements for the care of the patient
and his withdrawal does not adversely affect
the patient’s health and well-being(8).

As spelled out in the *‘conscience clause”
of the 1967 Abortion Act, a doctor has the right

48

to refuse to participate in treatment Which },
objects to on grounds of conscience. Byt if
1S a general practitioner he apparently s y
entitled to refuse to refer a patient seekingi
termination. He “must fulfill his obligation |
provide treatment for any patient on his Natiog
Health Service list and to refer her to hy
pital if necessary; alternatively, he may arry
for a competent deputy to take responsibiy,
for the patient™(9). '

The Rights of a Patient

The moral claims that patients have in g
doctor-patient relationship will now be discusgy

The Right to Secrecy

The patient’s right to expect that persoy
details given to his doctor will be regarded y
confidential has already been touched on. Ity
fundamental to the therapeutic relationship thy
patients should not feel inhibited in talking y
their doctor or revealing symptoms. Though a
occasions the Law may override the right t
secrecy. it has not been slow in condemning
doctors who allow persons other than official
bodies access to professional secrets. In the
Kitson v. Playfair libel case, £12.000 was
awarded against a doctor who discussed with
relatives the adventures of his sister-in-law whon
he had attended for an alleged abortion durin
the lengthy absence abroad of her husband. A
Simpson has commented, “whatever the pw
priety of his feelings, (he) paid heavily for m
observing the strict professional secrecy his s¥
ter-in-law had a right to expect from him"(1f

The Right to Protection from Negligent
Treatment

A patient may also anticipate the Lawg}
support where his doctor has failed to exerc
the degree of skill and care that is reasona
demanded by the circumstances, i.e. where the
doctor’s conduct has been negligent.

If, as some say, patients experience excest
sive difficulty in establishing claims of negligeno¥
then there is a risk that this important right mifi
in practice be undermined. This was the vie¥
expressed by the consultant surgeon who wroll
to the Observer in November 1969 followingﬂ
article describing a father’s vain attempt to i
stigate an investigation into the circumstances @
his son’s death(11). An anaesthetist had faw
to attach correctly the oxygen inlet to a ventistf
ing machine and did not notice his mistake.




= letter read:
“Whenever it is possible to do so,
liability is denied . . . Often, a patient
attempts to obtain justice in the law
courts. He finds, to his cost, that in
order to establish his claim hc needs
powerful medical testimony, This is
practically never forthcoming, and even
if he gets such support he will only
too likely find his ‘expert’ confronted
by one equally eminent who will
solemnly swear that the tragedy in
question, though rare, and much de-
precated by all concerned, is neverthe-
less a recognised risk.™
the 1880’s, when the medical profession
beg§l to organise itself in order to protect its
mediors from slander and litigation, it appears
thi@ .ttacks on medical practitioners were in-
crflig in number . . and many prosecutions,
orllats of them, were animated by malice or
ba@ »n frivolous pretexts™(12). Solidarity within
theé® ofession and financial support to those with
legh -xpenses, though enthusiastic, was until
tha ntirely ad hoc,

8 ‘c have already listed as one of the rights
off doctor, the right to immunity from res-
pd ility for equal consequences. It seems a
pd ¢ risk that in organising itself to exercise
thll ght the profession may become too pow-
el

! seems probable that, as a reply to the
Ol ver pointed out(13), the letter overestim-
al the extent to which this risk had become
rd . The reply denied that all allegations of
nll ence were unsuccessful and that those
Wl succeeded concerned errors “too outrage-
ol v defend”. Nevertheless, the founding of
all ients’ Association and the proposals for a
# :al Ombudsman indicate that the public
# nely fear that the profession may become
Wl ailable.

'Right to Refuse Treatment

The intentional interference with another
W without legal justification amounts to as-
8. As a legal principle in medicine. this
.oeen summed up as follows: ‘

“Every human being of adult years and
B sound mind has a right to determine what
M shall be done with his own body. and a
M :surgeon who performs an operation with-
Bl )out the patient’s consent commits an as-
M sault for which he is liable in damages.

This is true except in cases of emergency
where the patient is unconscious and where
it is necessary to operate before consent
can be obtained™(14).

In particular, patients with religious be-
liefs concerning certain therapies are entitled to
respect for their beliefs. The doctor is not justi-
fied in transfusing a member of the Jehovah
Witnesses or the child of a member without first
obtaining consent, though in cases where a
child's life is at stake and where attempts have
been made to persuade the parents, a blood
transfusion without parental consent would pro-
bably be held to be justifiable(15).

The Rights of Psychiatric Patients

It has been held by some that man’s most
fundamental right is the right to freedom from
interference, implying that no one should be
coerced, even for his cwn good.

The insane and the subnormal are persons
to whom this principle is not applied. Therefore
there exist, in this country at least, certain safe-
guards to protect the remaining rights which
these persons possess and to protect “normal”
people from being deprived of their rights by
being classed as subnormal or psychiatrically ill.

The Mental Health Act 1959 and Mental
Health (Scotland) Act 1960 lay down a
mechanism via which patients compulsorily ad-
mitted to hospital or their relatives may appeal
against their detention. Provision is also made
for protecting patients’ property and in Scot-
land, an independent body. The Mental Welfare
Commission investigates allegations of ill treat-
ment and deficiencies in care and treatment in
psychiatric hospitals.

The Right to be Told

Sometimes actions for negligence are
brought against doctors because they have fail-
ed to disclose some matter to the patient or
failed to give sufficient explanation to him of
his condition or of the advantages and disad-

‘vantages of alternative forms of treatment.

Lord Nathan has presented a series of such
cases and concludes that, from the legal point
of view, when a patient does not wish to place
himself unreservedly in the hands of his doc-
tors he has a right to have his questions answer-
ed fully and accurately. In certain circums-
tances, however. the doctor appears to be en-
titled to withhold information or even give
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false answers provided that he is “acting genu-
inely in the interests of the patient as he sees
them™(16).

A frequent dilemma is in deciding whether
to tell a patient with a fatal condition the na-
ture of his disease. Most doctors bear in mind
how far his patients needs to set business af-
fairs in order. But it is usual for doctors, while
not denying in principle that a person has a
right to be told if he is dying, to arguc that
for all but a small minority of “stable™ in-
dividuals, it is seldom best for the mental state
of the patient for him to be told the truth.

In fact, there seems to be no evidence apart
from the anecdotal kind that patients either pre-
fer not to be told or. except in the immediate
moment of realisation, react in a distressed way
to being told, providing that they are assured of
comfort and support. It is ironical that when
doctors or lay people are questioned both groups
alike tend to state that if they had advanced can-
cer they would prefer to be told and yet recom-
mend that others with similar conditions should
not be told. However, it is now being documented
that a sizeable majority of patients with advanc-
ed cancer in hospitals where it is the policy for
patients to be told their diagnosis think that
cancer patients should know the truth. As well
as helping them to understand their illness and
providing some peace of mind. the knowledge is
said to help them plan their further medical care.
their religious and their family life (17).

The defence organisations are unlikely to be
faced with allegations against doctors who have
withheld knowledge from: the dying. Dying
patients do not sue and in most situations the
doctor ‘covers’ himself with respect to the rela-
tives by informing them of the prognosis.

It is a man’s final dignity to be able to face
death with understanding and some serenity. This
is hardly possible in an atmosphere of deception
and simulation. Doctors experience anxiety in
discussing dying with their patients and often feel
ill-prepared to give emotional support to dying
patients. It is tragic that their understandable
limitations receive ratification from false assump-
tions and are reinforced by their early training
in hospital. It may be that doctors do not have
the right to withhold this knowledge from their
patients,

The Right to Decide One’s Own Death

There are situations in which the doctor
must decide whether or not to comply with his
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patient’s expressed wish to die. This g
challenges the doctor's most fundamenta] &
to preserve life. In discussing the patient’s rigy
It seems important to raise some of the sy
in suicide and in voluntary euthanasia.

For some doctors, including for ex
members of the Catholic faith, suicide is
because it violates the natural law. The g
mainder of the profession seem to rationyy
their denial of the patient’s right to Ccomay
suicide by a tautologous argument: no man j
his right mind would wish to kill himself, thep
fore the suicidal person is mentally ill; if pey
mentally ill his reasoning is not normal therefop
he does not really want to commit suicide.

Of course, many suicidal DErsons  shy;
symptoms of psychiatric illness or can be s
to be reacting to temporary external stress. B
this is not to assert that ne man has the right
decide to commit suicide,

There is also a social argument why aniy
dividual does not have the right to coms
suicide, namely that the act is too disturbing ax
disrupting for society: it allows people to opt op
of their responsibilities, it causes distress to
immediate social nexus the suicide leaves behin
and it reminds that community of its failure 1
support its weaker members. However the dof
tor must not be over concerned with the requim
ments of society. His duty, according to his ol
is to his patient. The dilemma is rather whel
his obligation to preserve human life overridd
the loyalty he owes to his patient as an ii
dividual. In general, it seems that doctors this
it does.

Similar problems arise over whether an i
dividual has the right to request euthanasia. T1
arguments are numerous, depend on metaph
sical viewpoints and cannot be discussed int
space available. Legislation permitting volunis
cuthanasia in Britain seems unlikely to be paj
ed, partly for religious reasons and partly 1
cause of the practical difficulties in ensury§
against abuse, However. for doctors, it is p§
sibly less important to debate whether a s
man has the right to request euthanasia thani
ponder why he should ever in fact feel in nel
of it. Hinton has reminded us:

“It seems a terrible indictment that the mi

argument for euthanasia is that many sui

unduly because there is lack of preparatf
and provision for the total care of
dying.”(18)
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‘sht of thé Doctor to Make Decisions

~seems appropriate that the final section
|. essay should concern the ultimate con-
A/ of the relationship between doctor and
pt§! the doctor’s role in making decisions
abill ife and death. For centuries, obstetricians

& ic lives of patients have become available,
yi icular with the advent of artificial means
pilacing the functions of the vital organs.
j ating  machines and haemodialysis are
el neless in  limited supply and although
b+ medical considerations play the largest
] n allocating facilities, value judgements
y .0 be made.

§-on to the doctor’s role in making decisions
life and death. Emotive discussion of heart
g rlantation has caused the public to lose some
of- trust in doctors and to challenge their right
& -ide, for example, that even though a per-
heart is functioning that person can be
ed as dead if his brain is diagnosed to be
-ersibly damaged”. Professor Calne in his
gt book seems to argue that doctors should
W itrusted with these decisions on the grounds
these decisions are analogous to others they
§ in their allotted profession:

¥ "When a surgeon advises a routine opera-
§i tion, the patient trusts him to have made a
't correct decision and to operate skilfully to
“the best of his ability.

' Exactly the same trust is involved in the
[ . care of the dying, diagnosis of death and or-

gan removal”(19)

The analogy does not seem completely
i. For one thing, the patient who has under-
: an operation can appeal if he feels his
:ment has been unethical, just as can the man

has been sentenced, in his view unjustly, to
imprisonment. However, the patient, and the
oner, who have received a death sentence
= comparatively little time if any to demand
zcond hearing. It is worth noting that .our
Isety, in deciding to abolish hanging, has
udiated its right to decide whether an in-
ydual should live or die.

This discussion seems far removed from
practicalities. We may or may not hold that the
doctor has the right to decide whether a patient
should be offered, or continue to be supported by,
certain expensive life-saving procedures. However,
even if society sets up legal mechanisms and safe-
guards, the prime responsibility will in practice
lie with doctors. Also, the public alarm over
heart transplantation may have been less about
whether doctors have the right to transfer a
living heart from one body to another than about
the motives of doctors involved in this work. If
it is suspected that personal ambition, profes-
sional acclaim or other selfish motive have dis-
placed the doctor’s obligation to his code of
ethics, his very right to practise medicine is in
doubt. The right to be a doctor is forfeit when-
ever indifference towards a patient dislodges
compassion.
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Message from the Chairman

It has been my greatest pleasure to write a few words in this issue
of the Elixir to all the members of the Medical Society, serving as a

channel to promote better understanding among us.

With the intake of 150 medical students this vear the Society has
been better equipped with manpower which must be directed towards
fostering a spirit of comradeship and professional unity amongst our

members.

I have always been objecting to the idea that the pressure of academic
work is too heavy for medical students 1o participate in other activities.
The actual problem is towards which field our extra effort must be devoted.
The medical training we are receiving now better enables us 1o help in
improving the local health situations. The health project last vear was a
sign to show that medical students were getting our of the ivory tower and
were doing something beneficial to the community. This spirit that begins
to emerge needs to be encouraged and. it is towards this aim thar the Society

noves.

It is time for us as students to show our concern towards the com-
munity and our willingness to offer the best of our ability to serve the pub-
lic. I would like 10 emphasize this: Let us try to make our 5-year stay in
the university a memorable. worthwhile and meaningful one. Once gone, it

will never return again.

Wan Ho Yue

lanuary 1971
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it’s not called

Largactil

for nothing!

-the tablet that started

the psychiatric revolution

in 1954, derives its name
from an early worker’s des-

cription of chlorpromazine’s
LARGe variety of ACTlons.

Of fundamental importance throughout
the world, LARGACTIL has achieved
success in the treatment of major and
minor psychoses; neuroses; behaviour
disorders; senile dementia; alcoholism;
chorea; spastic states; nausea; vomiting;
hiccough; obstetrics; analgesic
potentiation; anaesthesia; terminal pain;
pruritus; hyperpyrexia.

Alone, or as an adjuvant.

Are you making FULL use
of Largactil?

Full information is available on request.
An M&B brand Medical Product.

% MAY & BAKER LTD &

Dagenham Essex RM10 7XS

‘Largactil’ is a trade mark of May & Baker Ltd for its preparations
of chlorpromazine. A 701

e




HONG KONG UNIVERSITY MEDICAL SOCIETY

ANNUAL GENERAL REPORT -69-70

The session 1969-1970 of the Medical Society began on October 28, 1969 and ended on
N-ember 16, 1970. The following were the office-bearers:
Chairman :  Mr. Stephen Ng
General Secretary ¢ Mr. Ambrose Ng
External Affairs Secretary: Mr. Wong Shou Pang

Financial Secretary : Mr. Vincent Leung
Social Secretary ¢ Miss Grace Tang
Sports Secretary ¢ Mr. Wong Chun Chung

Internzl Affairs Secretary : Mr. Andrew Ho

During the session, one Extraordinary General Meeting, 6 Council Meetings and 4 Emer-
¢y Council Meetings were held.

Broadly reviewing the traditional activities of the society, all were being carried out with the
sption of two functions, The Medic Ball netted $4000 plus to add to the Elixir Loan Fund.
- Omega Rose Bowl was retained by the society. The Presidential Address, the Medic Nite and

Medic Barbecue were all held with success. The Elixir and the Caduceus were published
ularly.  The launch picnic was cancelled owing to poor response. The interclass debate was
celled because of low attendence last year.

New activities and developments were considerable. The most remarkable of these was the
ension into the field of Community Health Care by the setting up of a Standing Committee on
alth and the launching of a Blood Donation Publicity Week in conjunction with the HKFS. The
nstitution was revised at an Extraordinary General Meeting. A TV set was purchased by the society
d installed in the Residential Common Room in Medical Students” Centre, The society also took
-1t in the Union Carnival and the 2nd University Open Day.

Despite these and other achievements, it must be stressed that newer ways and means must
devised in order to deal with the various new problems that will likely arise with the expanding
zulty and the extending Medical Students’ Centre.

The following is a summary of the events during the past year:

TUDENT WELFARE:

Faculty-Student Relationship: The Dean’s Undergrad Committee continued to serve as an effec-
tive channel for students to discuss and to suggest solutions on problems concerning students’
welfare, Students were represented in the Faculty Appeals Committee and the Medical Library
Committee. :

Elixir Loan Fund: This year $8300 were loaned to 7 medical students.
$1500 each to 3 students.
$1000 each to 3 students.
$ 800 to one student.

Canteen & Co-op:

The canteen contract was renewed. It offered food to students at the same price as before
in spite of the generalised inflation in Hong Kong. The co-op were stocked with various items
of stationary, society souvenirs for sale to the society members. The society also provided ties
and car badges for sale to its members.
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Medical Fraternity Committee:

The committee organised a series of activities with the aims of promoting the
understanding of the freshmen on the society affairs and of providing helo to them in thej
studies. Among the functions were a picnic, a sale of old books, skeletons and micros
Under the Fraternity scheme, 3 to 4 first year students were assigned under the guidance of
third or fourth year medical students.

SOCIAL ACTIVITIES:

1.

Medic Barbecue: The BBQ was held on 8th December. 1969 in the University Sports Centy
It was attended by over 100 members and over 25 staff. The traditional singing competitiy
highlighted the evening. The championship was won by the final year class. The evening oy
cluded in the presentation of souvenirs to the Past President-Professor Gibson, Past VicePx

sident-Dr.  Leong, Past Hon. Treasurer-Dr. Langenberg; and the Past Associate Membg
Representative-Dr. Frank Cheng,

2. Christmas Carolling: Two carollings were organised, one on 19th December, 1969 to Granthy
Hospital and another on 23rd December, 1969 to Sandy Bay Children's Convalescent Hom
Donations were collected from the society members to buy gifts for the children.

3. Union Carnival: The medical society took part in the Carnival on 13th December. 1969.
stall was set up in the fair in the University Sports Centre and the second prize was wy
in decoration.

4.  Medic-Arts Get-Together: The social gathering was held in January 1970 in the Medic
Students” Canteen. There was an overwhelming attendance by our society members.

5. Medic Ball: The annual ball was held on 6th June. 1970 in the Mandarin Hotel with all t
profits going to the Elixir Loan Fund. Around 100 couvles attended the function, A sum
around $4000 was netted for the Elixir Loan Fund.

6. Launch Picnic: The annual picnic sheduled on 18th September, 1970 was cancelled because
poor response.

7. Medic Nite: The light drama competition was won by the final year class (70-71). Then spog
awards were presented, Mr. York Chow was awarded the title Snortsman of the Year (69-T#
Medical Society. The Braga Cup was presented to the 4th year class for the interclass cha
pionship.

8. 2nd University Open Day: The Medical Society participated in the Union Open Day
November 7, 1970. The program consisted of a guided tour, an exhibition on Physiology,
exhibition on Biochemistry and an exhibition on Medical students’ life and the extension of t
Medical Students’ Centre.

SPORTS:

1. Interfaculty competition: The medical society again proved sunreme in the field of sports
retaining the Omega Rose Bowl — symbol of interfaculty championship. Out of 10 kinds
games, our teams managed to secure 6 championships and one runners-up.

CHAMPIONS : Lacrosse, Lawn tennis, Squash, Badminton, Hockey and Softball.
RUNNERS-UP: Table-tennis.
2. Sports Awards (69-70): Our society members won many highest sports awards of the Universil
Sportsman of the year : Mr. James Hwang — 4th year.
Sportswoman of the year : Miss Therese Chan — 4th year.
University Colour (Badminton) : Mr. York Chow — 5th year.
University Colour (Lacrosse) : Mr. Wong Chun Kuen — Graduate Class '69-70.
3. Interclass Competition: After a series of matches in 9 kinds of Men's games and 3 kinds
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en: Badminton: 2nd Ist
Basketball: Ist 2nd
Lacrosse: 2nd 1st
Hockey: 2nd Ist
Soccer: 2nd Ist
Squash: 2nd Ist
Table Tennis: 2nd Ist
Tug-of-War: Ist 2nd
Volley: Ist 2nd
‘vomen: Badminton: 1st 2nd
Netball: 2nd Ist
Table Tennis: 2nd 1st

A OEMIC & CULTURAL ACTIVITIES:

1§ *residential Address: Professor C.T. Huang delivered an address ‘Pet, pest & pestilence —
nfections transmitted from dog to man’ as President of the Society on May 28, 1970 in the
°hysiology Lecture Theatre. Light refreshments and a group photo were taken before the
wddress. At the occasion, souvenirs were presented to the staffs who were leaving the faculty
.o0n.

- ralk: A talk on Doctor-Patient Relationship was arranged by the Medical Fraternity Committee

on January 30, 1970. The speakers were Professor Field, Dr. Todd and Dr. Paul Yue.

3 Debates: Three first year students represented the Medical Society in the interfaculty debate
- ‘B competition and managed to capture the Runners-up.

B ERNAL RELATIONS:

Asian Regional Medical Students’ Association:
a) Close liaison was maintained by the External Affairs Secretary with the Association.
b) Asian Students’ Conference: Two of our members represented the ARMSA to observe at
the Conference held in August, 1970 in Chung Chi College.
x) The society decided to send one delegate and one observer to the Sth General Assembly
which would be held in 1971 in Australia.
[Visitors: In March, 1970, our society was visited by a delegation of students from University
jof Malaya.
In Aoril, 1970, a group of Malaysian medical students visited Hong Kong and was
sentertained by our society members,

ILICATIONS:

"Elixir: 2 issues of the society magazine were published with all the proceeds going to the
Elixir Loan Fund.

Visitors: In March, 1970, our society was visited by a delegation of students from the University
practitioners and medical schools abroad.

AMUNITY HEALTH PROJECTS:

Standing Committee on Health: On May 6, 1970, a Health Officer and an Assistant Health
Officer were elected to the Standing Committee on Health with the aim of promoting medical
students’ consciousness in society health probléms,

Blood Donation Publicity Week: From May 9-13, 1970 in conjunction with the HKFS, a
Blood Donation Publicity Week was held with the aims of improving the public’s knowledge
- on blood and also blood donation. The program included an exhibition on the knowledge
- of blood, a poster competition, talks and film shows in various secondary schools and a TV
talk on the knowledge of blood.

' To conclude, the Hong Kong University Medical Society is very much indebted to Professor
i Huang, Dr, K.H. Lee, Dr. Paul Yue, Dr. LK. Ding and the Dean of Faculty, Professor
r~adzean for their kind suoport throughout the year.

‘ Sd. Ambrose Ng

vember 16, 1970. General Secretary
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SUMMERISED PROCEDURE:
(a) Bathing of the baby with Phisohex instead of olive oil application immediately after delivery and thereafter

every day.
(b) Washing of hands with Phisohex by all personnel coming in contact with the baby before and after each

contact.
(¢) Regular washing of mother’s hands and breasts (if breast feeding is used) with Phisohex. .
(d) After discharge from hospital continued use of Phisohex for baby’s bath and mother’s and other attendants’ ) m '

hands in the home.
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CHERUNIVERSITY ARMS

H.B. Ng

T jconception of a university in Hong Kong, modelled on a British university, to serve the
o :ning China of the early 20th Century had long been in the mind of Sir Frederick Lugard
(g1 Lord Lugard of Abinger), Governor of Hong Kong, 1907-1912, whose handsome but some-
. austere- lool\mg bust stands justly guarding the entrance hall of the University library. His
yi§f rary university was only brought a step nearer reality by the generous pecuniary donation of
Mpuater Sir Hormusjee) Mody. Even so, it took Lugard much negotiation to remove the obstacle
1. home. Finally, however, the Colonial Office consented to the idea; and the foundation stone
@Iz University of Hong Kong was laid on March, 16, 1910. The University Main Building was
@i=d on March, 11, 1912. The University Arms were granted by Letters Patent on May, 13, 1913.

The Arms of the University of Hong Kong are probably more familiar to most under-
ates than the history of the University; but few perhaps know little more than how they look.
[ often hear the Arms of the University being erroneously spoken of as the badge or, less fre-
‘ly, but just as wrongly, the crest of the University. Whiie it would be lmDOSSIble in an article
is nature to dwell at length in the distinction between arms and badge and crest, let it suffice
Wl to say that arms, badge and crest are three entirely different things. So the familiar badge of
Ol iniversity students is in fact the Arms of the University.

The Arms of the University of Hong Kong are blazoned: Per pale Vert and Azure an open
. proper bound and edged Or inscribed with Chinese characters Sable on a chief Gules a lion
ant guardant Or.! The above blazon is the official description given to the writer by
wol‘ege of Arms; this blazon also appears in a commemorative postcard issued by the Univer-
Jon the occasion of its Golden Jubilee in 1961.

~ The main component of the University Arms as are all coats of arms — is the shield,
'h is of the so-called ‘heater-shaped’ variety. The shave of the shield is of little significance in
dldry and is not specified in the blazon; it often varies according to the whim and taste of the
icular heraldic artist. But this type of heater-shaped shield seems to be most popular, at least
g British heraldists, in the present century. On the shield are various devices which are the
@ ortant part of the Arms. These devices are called charges in heraldry. An open book and a
ﬁ . lion form the main charges of the University Arms.

The field of the shield on which the various charges appear is divided vertically into two
es: green on the dexter? half; blue on the simister3 (blazoned: Per pale Vert and Azure).

Books are often used to symbolize learning and knowledge. It is, there-
. only natural to find books being used as charges in the arms of schools
universities, The Arms of Oxford University, which dates back to the
y fifteenth century, have an open book as the main charge (Azure be-
2n three open crowns Or an open book proper leathered Gules garnish-
and having on the dexter side seven seals Gold and inscribed with the
Is Dominus Illuminatio Mea). (fig. 2) A book also figures in the arms
the universities of Cambridge, London, Leeds and Liverpool,

V‘i
¢
[

;:’

‘

yollege of Arms Record: Gts LXXXII/164
light side from the voint of view of the bearer of the arms
£t side from the point of view of the bearer of the arms Fig. 2 Arms of Oxford University
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|
and, probably, many others. The Armsvof t.he University of Hong Kong is no exception. Placmi .
_central]y on the divided field of the University Arms is an open book, which is bound in gold Wi il 4
its leaves also edged in gold (blazoned: bound and edged Or). Upon its open pages arebinséﬁbl;:\‘mu

in black four Chinese characters: ming-te ke-wu (84 {&454p) written in li-shu (3£%), which i «| L.
style of script in vogue during the Han Dynasty. The two characters ming-te (%9 #) used in theg? |
versity Arms have often brought comment, being of somewhat unusual form. There is a num[l,):’ ?
of variant forms in this style for the two charactzrs; the forms used, according to the Univerg"- It
authorities, are taken from some of the most highly-regarded Han inscriptions, & gin[
by
{oul
14
fine
Fig. 3 i

Royal %\rms of Afrlss ?)f l W‘
England Sir Frederick J
Treves |
fike
j S
’lht'
mot
of |
TREVES Use

The four characters in the University Arms are a combination of two phrases from the Con
fucian classic The Great Learning (% #%); they may be translated thus: ming-te — bright virtus S
ke-wu — the investigation of things. These two phrases come close in meaning to the Latin mottd 5

Occupying the upper third of the shield is the red chief, which is what is known in heraldr.“hf
as an ordinary, regarded also as a charge placed ‘on’ the shield. It is important to stress the wor la}d
‘on’ because in heraldry there is the so-called Rule of Tinctures which maintains that a colour (rec 3"
(red, blue, green, purple and black) cannot be placed on a colour, nor a metal (gold or yellow

silver or white) on a metal. Since the tinctures of the field of the University Arms are two colous 1
viz. green and blue, and that of the chief also a colour, viz. red, obviously the Rule of Tinctue |
is violated in this case. But why is the Rule deliverately violated? The answer perhaps can &
sought from the lion on the chief. |

i

Almost occupying the whole area of the red chief is a gold lion. The lion, unlike man
heraldic animals — such as the unicorn, the phoenix, the griffin — which are mostly mythical,
known in natural history. It is regarded as the king of animals and is known for its ferocity am
prowess. Ever since the advent of heraldry the lion had been adooted as a regal symbol, befittm
of only kings and queens. Today the lion is still to be found in the arms of the Royal Families o
Great Britain, Norway, Denmark, Sweden and Belgium. The lion appearing in the University Arm
is described as a lion passant guardant. A lion passant means a walking lion; it is by conventic
walking toward the dexter side, with its right forepaw raised, and the tail curved over the baci
Guardant describes the position of its head and means ‘with its face turned to face the front, that
the spectator.” A gold lion in heraldry conventionally has its tongue and claws coloured red. Bi
when a gold lion appears on a red field it is painted with blue tongue and claws (described, the:
as langued and armed Azure), as in the University Arms. Any other representations of a gold lict
on a red field are, strictly speaking, incorrect. y ~

But, what makes the gold lion of the University Arms interesting is that it happens to lie
a red chief. Such a lion passant guardant Or on a red field is what may be called a ‘lion of En;’
land’ since the English Royal Arms, first used by King Richard I in 1195 in his Second Great Se:
and still retained in the first and fourth quarters of the present British Royal Arms, consist of thre!
such lions (Gules three lions passant guardant in pale Or). (fig. 3) It is therefore tempting to su
gest that the red chief with the gold lion in this case is meant to denote Royal patronage of !
University of Hong Kong, of which Her Majesty is the Patron. That, besides, will also explain W
‘red’ is used, in contravention of the Rule of Tinctures, as the colour of the chief. In fact, a

60




lmgland in chief (that is, the same chief as that of the University Arms) was granted as an aug-
itation of honour (fig. 4) to Sir Frederick Treves, Bt., Surgeon to King Edward VII (and who
:membered today for an operation named after him — Treves’ operation), to signify the deep
sure of the King. A red chief with a lion passant guardant Or also figures in the Arms of the
« of Canterbury, alluding to its situation on what was once crown land. We have seen, then, that
jsn passant guardant Or on a red chief is often used to symbolize a connexion with the crown or

. monarch. However, the College of Arms was unable to confirm this theory of the writer. But,
. why has a lion passant guardant Or — of all charges — been chosen for the University Arms?

-, not, say, a red lion on a gold chief? That would also leave the Rule of Tinctures unviolated.
€ 1d it be merely for aesthetical reasons that a chief of England was incidentally adopted in the
wersity Arms? The exact reason probably will always remain unknown since the reason for
¢:osing the charges is not stated in the grant of Arms. But, then, one can always conjecture too!

:

The motto of the University is: Sapientia et Virtus. It is borne on a scroll placed beneath
{: shield. Sapientia is the Latin for discernment and wisdom. Virtus is a distinctly Roman quali-
1 which, like so many other Roman qualities such as constantia, gravitas, severitas etc., is not
rdily translatable into English without suffering some diminution of its rich meaning. We may
.= virtus to embrace manhood, integrity, valour, courage, heroism and virtue. So, if I must make
iimple word-for-word translation of the University motto, I will, at the risk of being derided by
4. knowledgeable, but it as: Wisdom and Virtue. It may interest the readers to know that the
itto originally used by the University was a much more ambitious and less introspective one: Light
\ the Orient.* A Latin version of somewhat similar aspiration — Lumen ex Oriente — in fact was
~ « as the motto of Lugard Hall prior to its amalgamation into the Old Halls.

To conclude this study of the University Arms it may be worth mentioning that the Univer-
| - Arms probably created heraldic precedent by having as charges four Chinese characters, which,
& all likelihood, were unknown to European armory before. Thus in the University Arms we see
art of Chinese calligraphy so harmoniously blended with the European art and science of her-
ry. Perhaps nowhere else can one see the confluence of two great Cultures so eloquently symbo-

' =d. It only remains for this University to live up to this aspiration,

;_ugard: The Years of Authority, Vol. Il P. 371, by M. F. Perham

“Mrs. Spencer, nurse tells me you have a
Home Medical Book concealed here somewhere!”
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Dealh of A Dream

— Clement Ho

Somewhere
last night
in the wilderness of the city

* There was
a funeral march down the road
And [ was there
My crying was
the muted music of the funeral band
And my many shadows
the long trail of bereavement
the whole procession was me
Something beautiful
had gently passed away
A dream of the highest order
died a victim of circumstances
And a scapegoat of a thousand wrongs
I was the executioner
Yes [ pained so much
As T walked it to its burial
Grieve not for it's now dead
be content for it once had lived
After a flower withers
A flower grows again
when the next season comes
So this beautiful dream of mine
though now lost forever
Will be conceived
and be reborn
in other forms
Someday
At this sorrowful moment
of mourning in my life
1 only knew
I must bear the hurt
And through these misty eyes
I'll look
into the eternal depth
of the ocean
i the sky.
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A HOUSE OFFICER’S
REFLECTION

by Uictor Goh

f It is now some 4 months after we have received the good news of the MB BS Final results,
f{most if not all of us are well settled in our newest venture, or shall I say adventure — that
. House Officer’s post in a hospital. Did I say ‘well’ settled? Let me qualify it further,

@ Graduation found all of us jubilant at the completion of a milestone, the first major step

qur carcer, We were of course very excited about the forthcoming experiences of being able to
[ Wlime some resoonsibility, be it big or small, on our own. Most of us were on our jobs well
W ire the Ist of July (whether this was wholly on account of enthusiasm is beside the point).
way Enthusiasm soon gave way to Frustration as we became caught up in the hustle and bustle
e everyday ward routine — there were various different kinds of forms to be filled for sending
“stigation material to the laboratory. In those early days, wrong forms were inevitably used now
' again, and we had the ‘pleasure’ of receiving notification from the laboratory technicians of our
ake. Notifications were at least better than having the specimens sent back altogether. Then
e were always the various ‘unavoidable’ mishaps involving specimen bottles on the way to the
oratory, which testified strongly to the need for achieving close co-operation with all members
he staff — it is surprising how a round of drinks satisfies not only thirst but a lot of other
gs besides.

I must not forget to mention the practical difficulties of Venepuncture which are immensely
daravated by blunt, over re-used needles and fat, chubby individuals with tons of subcutaneous fat
‘curing the view; and God help you if you're not successful at the first attempt, because your
litement will usually cause a second failure besides having to endure the cursing and muttering
' the individual concerned-usually a fat sow at that!

Then comes the Night Calls. I never knew the joy, the utter bliss, of undisturbed sleep
| now, and if this isn't the cure for Insomnia, I don’t know what is!

Perhaps the most difficult job of all is having to inform a patient’s relatives that there is no
oe of recovery, or worse still, of having to break the bad news itself to them. There is always
sense of guilt that you haven't done enough, and after vou have said the crucial few words, how
1 wish you had a truck load of Tissue Paper on hand to quell the ensuing deluge.

A very strange experience is to meet members of the older generation, and to have them call

i ‘doctor’ now, whereas you were probably known by some much more juvenile term previously.

' fact, it is much better to try and avoid bumping into some well meaning relative than to have

v spill your usual nickname unintentionally. Come to think of it, things haven't really changed
- that much since graduation, have they?

1




Experiences and Thoughts of A Radiotherapis

My first impression when [ joined radio-
therapy was that everything was gloomy. All
the ptaients seemed in very low spirits. as
though they were just waiting to die.

The impression has changed quite a lot
during myv few months’ practice.

All the inpatients suffer from malignant dis-
eases, with the exception of a few cases of thyro-
toxicosis, the commonest being nasopharyngeal-
carcinoma, carcinoma of the cervix in the second
position. The rest include carcinoma of larynx.
lung, and oesophagus, leukaemia, melanoma. and
so on. The patients are admitted when they are
in poor general condition or when their treat-
ment has to be under close observation. Those
in good general condition are treated as out-
patients.

At first 1 found it hard to believe that at
least about half of the patients do not live the
impression that they are suffering from a malig-
nant disease. For instance. some of the patients
coming back for follow-ups are gay. and leading
normal lives, free from all their initial suffer-
ings, having no complaint whatsoever, and say
that they have returned only because they were
told to do so. Of course, these are the luckier
ones who are considered to be cured.

But. for another group, the treatment offer-
ed is mainly palliative. These include secondary
metastases causing a lot of pain; secondary en-
largement of lymph nodes, secondaries to skin.
dyspncea in ca larynx and ca lung, dysphagia in
ca oesophagus. All these cases are referred to us
as inooerable, but, no one can ever say for sure
how much longer they have to stay in the world.
Radiotherapy and chemotherapy can offer quite
a lot by way of palliation with minimal trouble
to the patient. The bone pains may subside com-
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— A GRADUAT,

pletely: lymph nodes shrink to normal sz
ulcerative areas stop bleeding, swallowing po
longer leads to pain or to an obstructive sens;.
tion; and the whole lung may respond ang
dyspnoeas disappear.

These patients are full of gratitude, hope
and the determination to live, realizing that g
sciences progresses everyday. every tomorrowy
holds a new future,

The third group are those undergoing theis
first course of curative treatment. Since they are
not yet sure of their future, they are always wor
ried at the beginning, but, as treatment continues
they feel better and their suffering is relieved
Confidence and hope grow every time then
come to see us. In fact, I have the same
feeling inside and pray that my efforts may no:
be in vain.

Of course, there is also the group of tn
minal cases that are nearing the end of thei:
lives in a matter of days. For these all we
do is to give them heavy sedation and strong
analgesia to relieve their suffering.

And it is this last group that draws the b
out of a doctor, the best of his loyalty to the
patient and to the Hippocratic Oath. It canno
be overstressed that a patient with a malignan:
disease in his terminal stage deserves just ¢
much attention as a patient that offers extreme
ly good prognosis. My acquaintance with this de
partment has prompted me to end my 'short stor
with a quotation from the Hippocratic Oath.

“ . . I will give no deadly medicine !
anyone if asked. nor suggest any suct
counsel . . . with purity and with holiney
1 will pass my life and practise m
Art . . .7



THE TRAINING AND EXPERIENCE
OF THE ANAESTHETISTS

by Z. Lett, M.D, F.F.A.R.C.S. (Eng.) & (Ire.), D.A.

Although the well trained anaesthetists by
« of their knowledge, skill and experience
§1 for some aspects of their work. be very
ally engaged outside the operating theatres,
:7e mentioned later). it is mainly in the op-
~ng theatres that the major part of their
essional duties will be carried out. The main
B .ct of anaesthesia is to render surgical proce-
d s (operations and investigations) free from
j§ and safe (for the patient and also all the
gwding staff). It would be beyond the scope
i his article to go into a detailed description
¢ 2ain, Suffice it to say that pain at best is a
- unpleasant sensation that, in the case of
rical procedures, might well become unsuffer-

i There are, basically, two ways in which this
1 1 from surgical interventions can be alleviat-
¢ —

(i) by the employment of local anaesthetic
drugs. Injection around a nerve — mo-
tor and sensory — will abolish tem-
porarily conduction along a nerve
blocked in such a manner, the patient
may remain conscious.

(i) by the use of drugs acting on the cen-
tral nervous system (general anaesthe-
sia). The patient is rendered uncon-
scious and so oblivious to the pain.

It is a matter of history that anaesthesia was

rn in the 1840s, when Dr. W.E. Clark of
ochester, N.Y. gave ether for a dental extrac-
m in 1842 and Dr. Crawford Williamson Long
moved a tumour from the neck of his patient
ider ether anaesthesia a couple of months later
- lefferson, Georgia. However, the credit for
illing anaesthesia on the map is usually attri-
med to Dr. William Thomas Green Morton.
nis gentleman administered ether (in the now
mous “‘ether dome™) in the Massachussets Gen-
sal Hospital in Boston on 16th October, 1846
a patient named Gilbert Abbott. The surgeon,

Dr. J.C. Warren was so impressed, as he was
painlessly removing a tumour from the patient’s
jaw, that he exclaimed in amazement “Gentle-
men, this is no humbug!™

Originally the only drugs available for the
production of anaesthesia were ether and chloro-
form (introduced by Dr. James Young Simpson
on 4th November, 1847 in Edinburgh). Later
other substances were being introduced until to-
day the anaesthetists have at their disposal a
variety of drugs acting on a variety of anatomic-
al and physiological levels,

As, from the ealiest days of anaesthesia, it
was the poduction of unconsciousness and the
subsequent care of the unconscious patient that
anaesthetists had to achieve, it was not surpris-
ing that they became more expert in their field
than other physicians who by the nature of their
duties look mainly after conscious patients. Un-
consciousness of any sort, however (including or-
dinary sleep), may embarass the free airway by
the tongue falling back and the deeper the coma
(anaesthesia) the more danger to the airway.
Furthermore, the risk of inhalation of vomited
or regurgitated stomach contents and/or any
foreign bodies increases during anaesthesia
when the patient’s protective reflexes are de-
pressed. It became, therefore, more essential to
secure the freedom of the airway by the passing
of endotracheal tubes. Although the earliest re-
cord of this being done in human patients was
in 1878, when Macewen in Glasgow introduced
intratracheal intubation through the mouth, en-
dotracheal intubation was an art and skill that
only very few acquired, and in those earlier days.
when endotracheal intubation was considered
necessary, it was not uncommon for the E.N.T.
surgeon to be requested to come to the operat-
ing theatre just to place the tube into position.

This situation persisted till the 1914-1918
World War. During the warfare in France, the
number of casualties, including facio-maxillary
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injuries, was very great. This encouraged two
British anaesthetists, Dr. Ivan Magill (Now Sir
I. Magill of the Magill’s tubes fame) and Dr.
Rowbotham to develop their “blind naso-tra-
cheal intubation™ technique. Even this requires
considerable experience and skill and there were
not too many who became proficient in this.

The introduction of the “muscle relaxants™
by Griffith and Johnson in 1942 in Canada and
later Gray, Halton and Patterson in the U.K., by
producing paralysis, made endotracheal intuba-
tion easicr and all anaesthetists are now taught
and trained to become experts in this field.

Production of generalized paralysis by the
use of these “muscle relaxants™ added, however.
a further dimension to the duties and cares of the
anaesthetists — the maintenance of the patient’s
respiration. This was done by ventilating the
patient usually with a mixture of Nitrous Oxide
and Oxygen (although air and ether has also
been successfully used as advocated by Sir Ro-
bert Macintosh) through a cuffed endotracheal
tube, using intermittent positive pressure respira-
tion (I.P.P.R.) Originally it was the anaesthe-
tists’ hand that supolied the motive power by
squeezing the reservoir bag on the anaesthetic
machines. Gradually, however, various
mechanical respirators were being introduced for
this purpose, utilizing various physical principles.
By employing mechanical respirators. the anaes-
thetists may be relieved of the actual physical
or mechanical work of squeezing the bag, but
this has, of course. led to the necessity of brush-
ing up and mastering their knowledge of physics
(as there are as many as 60-70 models of res-
pirators on the market today).

The tendency to operate on the more sick
and elderly patients has also brought with it the
necessity to employ more monitoring equipment
in the operating rooms.

As more numerous and powerful drugs are
being employed even before the patients come
for anaesthesia and surgery, the interaction be-
tween them and between the drugs (and
methods) used in anaesthesia must be under-
stood and evaluated and taken into account. A
thorough and extensive knowledge of pharma-
cology becomes mandatory. As patients needing
surgical intervention will often be suffering (in
addition to their surgical condition) from one or
more derangements of their systems. ranging
from metabolic conditions, diabetes, to endo-
crine disorders and obstetrical complications, a
knowledge of these and other numerous condi-
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tions and diseases is also essential,

Many surgical patients are either in g
before they come to the operating theatre of My
develop it during the operation. Here a thorough
working knowledge of fluid replacement ad
electrolyte balance and blood gases is importay

For the successful blacement of loca]
analgesic drugs a good idea of topical anatomy
and landmarks is also required.

Training & Qualifications

In the British system of training as anae.
thetist the medical practitioner starts after b
coming registerable. There are no house-officey
appointments in anaesthesia. Training is carrig
out mn all Teaching Hospitals and a number of
other Hospitals. These latter have to be r.
cognised as training hospitals by the Faculty
Anaesthetists of one of the Royal College
The highest qualification obtainable in this fielg
is the Fellowship of the Faculty of Anaesthe
tists in one of the Royal Colleges (F.F.AR.
C.S.). There are four Royal Colieges with Facul-
ties — England. Ireland, Australia and South
Africa. The examination consists of the Primary
and Final. The Primary comprises Anatomy.
Pharmacology and Physiology. As from 1971
Physics is likely to reolace anatomy as a major
subject in the Primary. The Final F.F.A. com
prises Medicine, Surgery. Applied Anatomy and
Radiology. and, of course Anaesthesia in all its
forms and aspects.

As a matter of interest, the Royal Colleg:
of Surgeons has recently published the follow-
ing notice regarding the Primary F.F.A. e
amination:—

“In the Primary F.F.A.R.C.S. Examinationt
there will be one three-hour essay papr
in which candidates will be required
answer three questions with a choice ot
one question out of three in each subjec:
of the examination, namely (a) Physiologn
(including the relation of structure to funci
tion), (b) Pharmacology, and (c) Physics2
the principles of Clinical Measurement ana
the principles of Clinical Chemistry will
special stress upon those general principle¥
which concern anaesthetists.

The multiple-choice question pagd
will last for three hours and will consi%
of ninetv questions covering these thred
subjects.”

There is also another examination for th‘r:
Degree of Dinloma in Anaesthetics (DAl



i:ar but not quite as extensive and thorough
irledge will be required as for the Fellow-

~'With all this training and experience,
ve does the sphere of action and duties of
sresent day anaesthetists lie?
In the Operating Theatre —-
Here the anaesthetists 1s completely in
completely in charge of the patient’s an-
aesthetic requirements and also respiration,
where appropriate. The anaesthetists will
also, in consultation with their surgical and
other colleagues, be responsible for the
patient’s circulation, temperature (when
hypothermia is used) fluid and electrolyte
replacement positioning and protection of
patients against anything harmful (e.g.
burns, nerve damage due to over exten-
ston of arms, etc.). The choice of the
method of anaesthesia as well as the drugs
to be used will fall largely within the
anaesthetists’ responsibility,
The recovery room which is usually adja-
cent to or within the operating theatre is
used to keep the patients under surveillan-
ce and treatment after operation until they
are considered fit by the anaesthetists to
return to their wards.

Outside the Operating Theatre —

a) In the wards anaesthetists will often
be consulted about the patients” pre-
operative  preparations,  premedica-
tion, cardiac and respiratory der-
angement and any other factors
that may adversely affect his pro-
gress later.

b) Intensive care unit: here the anaesthe-
tists have also a prominent part to
play in dealing with patients in mo-
derate to severe cardio-pulmonary
derangements and deficiencies.

¢) Anaesthetic outpatients clinics: in
many countries these clinics, where
the anaesthetists can see patients who
are due to be admitted for surgical
operations can order various investiga-

tions and treatment thereby saving
valuable hospital beds and time, are
becoming popular.

d) Pain clinics: patients with in-
tractable pains, for whom other modes
of treatment have proved unsuccess-
ful, may be referred to this clinic where
anaesthetists can block the nerves lead-
ing to the painful area thereby render-
ing the patients’ lives more tolerable es-
pecially in incurable malignant dis-
case.

As can be seen from the foregoing the an-
aesthetists are deeply involved in many aspects
of patients’ treatments and care. And the pati-
ents, by placing their lives and well-being into the
hands of the anaesthetists are putting a very great
and burdensome honour on the Anaesthetists’
shoulders. The anaesthetists in turn will by their
knowledge, skill, constant vigilance and atten-
tion ensure that the patients’ confidence will be
fully justified.

Many advances in our knowledge of phy-
siology, pharmacology and respiratory and
other care and resuscitation stem directly from
better understanding and realisation of the les-
sons learned in our care of the unconscious and
anaesthetised patients. The extension of the sur-
gical possibilities depends, to a large measure,
on the ability of the anaesthetists to keep pati-
ents alive during surgical procedures and
manouvers (as in open heart surgery, organ
transplant surgery etc.) The anaesthetists’ con-
tribution to the well-being of the community is
being progressively more realised and appre-
ciated. The late philosopher, Prof. C.E. Joad
in one of his latest books “The Recovery of
Belief™” has this to say about anaesthesia “There
1s a time-honoured controversy as to the mosts
important single discovery of the human race.
Some opt for fire, some for the invention of
the wheel, some for the growing of corn. For
my part 1 would give my vote to the invention
of anaesthetics.”™ I am grateful to Dr. Gerald
Choa, the Hon. D.M.H.S. Hong Kong for his
kind permission to publish,
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Stresses of The Medie Student

Dr Sabardikary examines the part played by stress in creating this problem and lists the

stresses to which medical students are subject.

1. The feeling of helplessness in relation
to the instructor's power.

2. Examination strain,

3. The initial experience with the cada-
ver.

4. Difficulty in adjustment to the tran-
sition from preclinical to clinical year.

5. The initial experience with the phy-
sical, gynaecological or rectal examination of
patients.

6. History taking, representing as it does
an invasion of the patient’s privacy,

7. The encounter with psychiatry with its
own emotional problems and conflicts.

8. Autopsies, venereal and leprous pati-
ents.

9. Fear of error in diagnosis.

10. Fear of contagion and acquiring dis-
ease.
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11. Death of a patient.

12. Discovery that the physician is not
omnipotent and he is studying for uncertainty.

13. Isolation, the effect of limited recrea
tional and social outlets,

14. Long-term conflict over the dependent
role the student must assume.

15. Protracted sexual conflicts.

16. Nosophobia. Medical
prone to fears of ill health,

17. War with the faculty-concern with
impressing or failing to impress the faculty and
concern about his ability to absorb all of the
material in the given time. He usually has too
much to learn but is given little guidance to
select the important things.

students are

Because of these stresses many studens
will require some psychiatric guidance and help
and therefore a student health service must be
staffed with psychiatrists and clinical psycho-
logists.

— Adapted from Intermedica Vol. XI No. 1, 1969



oggter Cwo yearo

On CThe Department o} “Physiology

by @.<D. K. eheng

- In the past two years, 1 was asked hundred
dl mes by my former classmates, friends, col-
jives and students why 1 joined the Depart-
a1t of Physiology. I wish the following para-
pehs will serve as a sort of answer to this
g:stion.

Frankly speaking, I think it is a shame that
¢ ew our medical graduates join the preclinical
¢artments, It seems that the University itself
i rectly discourages such a move, for reason
+lained later. Also, preclinical teachers are
; erally not respected by medical students (es-
jially when they have passed their Ist M.B.
£ mination), or by their clinical colleagues. The
¥ ers appear to think that we are the failures
# the medical profession; they think that we
4 ¢ up physiology because we are not good en-
% 2h to do medicine, or we take up anatomy

rause we cannot do surgery. They forget that
basis of the practice of medicine is the know-
;ge of the structure and function of a normal
man being and that this knowledge is in the
iin explored and broadened by the members
preclinical departments, The desire to search
- such knowledge is the reason for my deci-
‘n to take up my present post.

Medicine to-day is still far from being a
ence. It is as yet mainly the application of
apirical formulae and the excision of diseased
rtions of the body. A patient is seldom cured
the sense that the cause of the disease is -com-
stely irradicated and the whole body is restor-

to the original state before the illness. To

hieve the latter end, we require a complete
mderstanding of the functioning of the human
ody under various conditions of external en-
wmonment. There is still a long long way to go
l-fore we can apply the word ‘complete’ to our
nowledge of the human body, and it is even

probably that we shall never be able to achieve
the goal. But the hope that I might contribute a
fraction of an inch in the march towards this
goal made me choose a laboratory rather than
a hospital ward as a place to work.

Physiology is a challenging career. You have
to design new experiments and new techniques
every day. It is also an interesting career. The
field is so broad that you can almost do any-
thing that interests you. The daily work is never
like routine ward duties. Unexpected results
and discoveries are frequent, and you will have
a wonderful time in analysing and explaining
them. Then you put the results together into a
paper, and the satisfaction when you see your
own paper published in a learned journal is
beyond description. In a preclinical department,
the working atmosphere is very friendly, for it is
not necessary to try to push your fellow col-
lcagues down in the competition for the scholar-
ship or fellowship to go abroad for the mem-
bership examinations. Your sole competitor is
Nature who hides the secret of the truth that you
are sceking.

From the above description, it seems that
I should be one of the happiest man on earth.
The cruel fact is, 1 am not. I have my unhappy
days and these come once every month, at the
end of each month. around the pay day. How
would you feel if. you. know that your former
classmates, with the same qualification. working
in the same faculty of the same university, and
teaching the same students, are paid much bet-
ter than you? The immediate feeling when T first
learned of the differential treatment was that 1
was betrayed and made an outcast by the medic-
al profession. What bothers me is not the dis-
crepancy between the clinical and preclinical
scales but the fact that there are two different
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scales. In most other universities, there is no dis-
crimination between preclinical and clinical
medically qualified teachers (for example: Uni-
versity of Manchester, University of Malaya.
University of Auckland and University of Zam-
bia, etc.). In some, there is is a special allow-
ance for medical qualification (for example: Uni-
versity College, Cardiff University of Glascow,
University of Newcastle upon Tyne, University
of Adelaide, and University of Otago, New
Zealand, etc.). So I keep on asking myself
whether it is worthwhile to remain in the Phy-
siology Department and continue to receive a
salary five to ten thousand dollars less a year
than a clinical lecturer, or to shift back to a
clinical career. It is due to the fact that I like
experimental research so much that I have final-
ly decided to stay on at least for a few more

years. But our other medical graduates appar-
ently do not think this worthwhile. [ believe
b *

that this is the main reason why so few of gy
medical graduates join the preclinical depart.
ments,

The above is just an account of my
thoughts, views and feelings after working two
years in the Physiology Department. As a cop.
clusion, I have a piece of advice to all doctors.
to-be. If you can afford it financially, (for yoy
will join a preclinical department as an assistan
lecturer with a salary of less than two thousand
dollas a month), a couple of years spent in re.
search in basic medical sciences is not a waste of
time. You will be trained to be more observant
to small deviations from the accepted normal,
more critical of other people’s views and more
rational in drawing conclusions. All these will
be very beneficial whether you will eventualy
take up clinical practice or preclinical science a
your career.

of

Wtk the Compliments

| Orchid Garden Restaurant Ltd.

37, HANKOW ROAD, KOWLOON
481, LOCKHART ROAD, HONG KONG




the experiences of a fight surgeon

The development of aviation medicine
s from full recognition of the almost insur-
wuntable human problems imposed by modern
tlitary aircraft. It is the primary mission of
2 flight surgeon to make it possible for the
ot to adapt to the conditions created by the
rzater speed, higher altitude, extended range and
reased complexity of operation which chara-
ize the aircraft of today and tomorrow. The
zht surgeon, therefore, has to have the cap-
ility to pursue the art of practice of aviation
xdicine by the full ultization of all available
iowledge.

The principal objective of the flight sur-
on’s activity is the continued maintenance of
« pilot in the highest possible state of fitness
er all circumstances. So, selection of the fly-
ss falls within the domain of the flight surgeon.
seviewing the history of aviation medicine, the
vimary motivation for organising the Aero-
zedical Society in the States after the first world
Ar was to set up the criteria for the selection
[ flyers. With the advent of supersonic jet flight,
wore critical selection of flyers is necessary so
such so that the flight surgeon has to have more
rcurate and expert experiences.

In addition, the flight surgeon has not only
) manage the probable accidents induced by
e stress of flving, but also to prevent untoward
appenings which may occur when then unfit fly.

Adequate administrative control of flyers is -

herefore necessary and this is never an easy job.
it takes a lot of time and energy to accomplish
fhe goal of the flight surgeon.

~ Critical problems are probably encountered
m the area concerned with the protection of the
Myers against the hazards and stresses of flights.
The complexity of these problems is readily re-
rognised when one briefly considers the many
mazards and stresses encountered by the aircrew
If modern operational aircraft. In high altitude

dr. won kyu, lee

flights, exposure to hypoxia, dysbarism, tempera-
ture extremes, ozones, cosmic radiation and
visual problems are inevitable. The very high
speeds produced by acceleration forces — linear.
angular and radial produces extremely high tem-
perature and also poses certain important visual
problems.

The occasional necessity for the flyer to ab-
andon his aircraft in flight presents many pro-
blems of escape, such as high speed and high
altitude. Inevitable crash landings and ditchings
make it necessary to consider the problems of
crash deceleration forces and the protection of
the individual against these forces. There are also
many special stresses which may plague the fly-
er, such as exposure to toxic substances (includ-
ing those associated with aircraft operation and
those of unconventional warfare), vibration.
sound, ultrasound, hazards of many types of
projectiles, fire, and circumstances which induce
sensory illusions of flight. The solution of all
these problems may be found in the proper ap-
plication of three programs: survival training,
equipment and physiological training and medical
indoctrination.  But most important of all the
flight surgeon should make a close observation
on and establish rapport with the pilots,

The flight surgeon is the key figure in the
success of these important activities. The day's
work begins with line visit of the assigned
squadron in early morning, listening to briefing
of their daily mission, observing the physical and
psychological conditions of each pilot. giving
them chance to consult him on their problems,
and finally advising the commander on medical
aspect of validity of their mission.

Sometimes the flight surgeon also join in
the flight, in fact. he is required to maintain cer-
tain amount of flying time in order to be able
to meet with the problems of the flyer properly.
Another important requirement connected with
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the medical aspects of flying safety is in the
training of the flight surgeon in handling emer-
gency crash and casualty. The investigation of
aircraft crashes is a first consideration in the
flight safety research program; and the flight sur-
geon’s part of the investigation is often invalu-
able because of the high incidence of human
factors in the causation of accidents. This is the
reason why flight surgeon must always be ready
for the emergence call to arrive on the spot of
aircraft crashes as soon as possible.

Every medical school graduate in Korea has
to experience the army life once. Many are
frustrated to drop in the three year delay but if
we think it is our inevitable duty to serve in the
army for our national defence, will it not be a
wonderful chance to be a doctor of the sky en-
joying life with the flyer?

b3

The author, Dr. Won Kyu, Lee, a 1969 gradu-
ate of the Yonsei University, College of Medi-
cine, a member of the World Student Chris-
tian Federation Asia Committee, 1968-1972, is

now working at the research laboratory in the
Korean Air Force, South !
Korea. He has visited the University of Hong
Kong in March 1969 and again in April 1970.

Aeromedical Centre,

Membership exceeds 65,000

THE WORLD'S LARGEST AND MOST EXPERIENCED
s MEDICAL DEFENCE ORGANISATION

Established over 80 years

e e e PR -t §

3 DOCTORS AND DENTISTS REGISTERED IN HONG KONG
b ARE ELIGIBLE FOR MEMBERSHIP

1’

: THE MEDICAL DEFENCE UNION
4 TAVISTOCK HOUSE SOUTH, TAVISTOCK SQUARE, LONDON, W.C. |
E The Medical Defence Union offers:

of an adverse verdict or a settlement out of court.

Secretary :

Philip H. Addison, M.R.C.S., L.R.C.P.

Experienced advice on all professional problems.
1 Legal assistance in proceedings of a professional nature.
Unlimited indemnity in respect of damages and costs in the event

Dental Secretary:
A.H.R. Rowe, M.D.S., F.D.S.
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Degree Congregations
Thursday, 26th November, 1970

At the Seventy-sixth Degree Congregation held on Thursday, November 26, 1970 at 10.30

.. the following degrees were conferred by the

aiker. K.C.M.G., O.B.E.. J.P.

oEGREES OF BACHELOR OF MEDICINE
AND BACHELOR OF SURGERY

1970

~nours List
Ching Lung %! 5 #E (with Distinctions in
Anatomy, Pathology and Microbiology, Pre-
ventive and Social Medicine and Obstetrics
and Gynaecology)

1969

s List

Michael Chan Sai Yu Jf ﬂi it
“han Yiu Cheung B # 2

Vincent Chau J§ %

oabriel Cheung Ka Shing i % &
"homas Ho Ock Ling i |7 #
‘Albert Kwok Kam Yin % 38 %%
—eung Chi Wah #: 7 [k
“rancis Liang Huno Kuang
Mak Sheung 2 il
lsang Hing Kwong & B% ¢
Joseph Yu Wing Ch-eong ok E

7
S
%

1970
uss List
IMiss) Eileen Au Tak Kwan [& & i

‘Au Yeung Yick Bong #kFB#F1 (with Distinction

in Paediatrics)

Bong Shu Chun Jii 5k %

Peter Chak Kong Wah 72 M| 7«

Chan Chi Keung B £ @

Chan Fu Chat B % -

Chan Kwok Ping [ g 4

David Chan Moon Cheung [ % @i (with Distinc-
tion in Paediatrics)

Che Yee Ming i —

Acting Chancellor, the Hon. Sir Hugh Norman-

(Miss) Vicky Chen Siu-Ming @i /v 53

Cheng Po Chu & @ ¥

Cheung King 3 i

Denis Cheung Kwok Tai #E [5] %

Cheung Sai Ping iff H 23

Cheung Sik Hin 35 # F

Cheung Yung Cheong i # F) (with Distinction
in Preventive and Social Medicine)

Chiu Shung Chou #§ £ ik

Thomas Chiu Tak Wai #i i1 /%

Chow Sow Ching [ ¥ %

Stephen Chow Wun Chung & # th

Frederick Choy Yuk Lun %% F @

Chung Hon Wah §f %

Fan Sik Man #t f‘fa e

Fong Ka Man 75 % B

Dominic Foo Kam So {# # #

Fung Hoi Chu & & &

Fung Shiu Kee & # #

Desmond Fung Shun Sun % JIf§i #&

Victor Goh King Man % #; ¢

Ho Yiu Man i # R

Ricky Ho Yuen Yau fi] ¢ 45

Ip Pang Fei 3 fj# 7% (with Distinctions in Phar-
macology and Pathology and Microbiology)

Anthony Koo J 35 {=

Kwan Po Yuen @} #¥% &

Peter Kwok Po Wong 3 % 12

Steven Lai Cham Lun % ¥ @

Lawrence Lia Fook Ming & jig Ay

Joseph Lai Hoo Wah & 3% 3¢

Lai Kwan #§ e

Patrick Lam Chi Wai #k & (&

Henry Lam Hung Shun HK AL iy

Lam Kam Hing #k 8 &l

Lam Wah Lit #k # 3

Lau Kin On ¥ % %

Alan Lau Kwok Lam % [ %
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Edward Lau To Hung %] i& #t (with Distinction (Miss) Tina Tam Wing Fai 8 % ¥ |
in Physiology) Timothy Teoh Sim Chuan i % # | 1
Law Shiu Kwong 4 Jt Carl Ting Sing Hwa T 3 ¥ 1
Lee Sum Ping # i[» (Miss) Mary Tsang Kwok Kwan & i = é
Steven Leung Chor Hung ZZ #& it Tsang Wai Kwok & / & 3
Patrick Leung Kwai Hee %= ZF E2 Andrew Tseung Chun Hin ¥ i & ir
Kim Leung Pak Chiu % # i# Wong Chun Kuen i #z i# 17
Leung Sze Kee % + Wong Chun Yip # i ¥ {2
Ronald Li Sai Lai Z= {# /& Wong Sai Woh i fif §1 (with Distinction i } E '
(Miss) Lim Suy Guiok # % £ Anatomy) | %
Stephen Lim Thuan Kiang # & &3 (Miss) Dora Wong Shik Fung % f& JE(with Dis. | |/
(Miss) Minnie Lin Wen Yi # 7 & tinction in Obstetrics and Gynaecology) ‘
Ronald Lo Joy Wah @ i David Wong Tai Wai F X ;
(Miss) Lena Lo Shui Ying @ /h 3% Wong Wing Fai 3 & il
Kevin Loh Kai Tsuf# %l jifl (with Distinctions in Wong Ying Kau F JiE &
Paediatrics and Obstetrics and Gynaecology) (Miss) Rebecca Woo Wan Ching 2 &£ # !
(Miss) Irene Luk Wen Yee [ ZE 5 Pedro Woo Yuk Chiu 3 &; i#
Michael Mak Hoi Hung Z& 7§ Wun Yuk Tsan B & &
Gregory Man Ching Kwan 77 iF #¢ Patrick Yau Wing Ho % 7% % ]
(Miss) Helen Ng Wai Ling %5 # &% William Yeung Chan Yin # # 5 f{ :
Roger Pang Heng Mun & B E (Miss) Yeung Lai Shan #§ B ;
Richard Poon Kwok Ming % [ i Yeung Wah Hin #5 #HFE 8 £
(Miss) Evelyn Shiu So Mai A 3 7#%(with Distinc- David Yip Chi Pang #: & fi (with Distinction in 5’_
tion in Obstetrics and Gynaecology) Anatomy) & =
Edric Sum Chuen Hong 7l {# % Yip Ka Wai # 3 4 g 3
Benjamin Sung Sai Cheung 4 it jif Yu Hon Chiu 4 % B8 E '
Sze Hon Ming jfi ¥ BH Tommy Yuen King Him [t #f i

- b Wm o 9N

O S gy [ PP ey R Y St
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DRUG APPEAL FOR EAST PAKISTAN

This was a project of the Medical Society to ask for donations from local
drug firms for the survivers of the disaster in East Pakistan.

The following were collected:

Erthrocin 1,500 tablets
Humatin Kaps 200 x 16’s
Chlorostrep Suspension 800 x 60 ml
Humagel 200 x 114 cc
Midicel Suspension 327 x 60 cc
Iberol 11,520 tablets
Dayalets-M 29,880 tablets
Chewable Calcium Tablets 75,000 tablets
Multiple Vitamins 5 Kg

Cash HK$500.00
The above were delivered to the Pakistan Government Trade Commission in
Hong Kong, who had promised to deliver the drugs to Pakistan by the Pakistan
Airlines,
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