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Hello to Manipalites ot ter,

The Editorial Team would like to wish all of
you, a Merry Christmas and a Happy New
Year! “Howzit" for the year 20137 Hava you
made your resolutions yat?

Chakadae? Hahaha. ..

Well, firstly let me introduce mysalf, as | am sure that many of
you guys do not know me as yd. | am Dr. Eugene Tan, an ex-
Mealaka Manipal student (Batch B to be exact), currently doing
my Masters in Internal Madicing in UMMC. | have been asked
to stand in as Editor for Howzit Mewsletter fwhilst Dr. Simon
Martin who is the present Editor is taking a braak) by none other
than Mr. President, Dr. Nirmal Singh. Wow, | cannot believe that
| zaid "YES" on that very day in November 2012 and am now
writing my wvery first editor’s column. Mind you, | never had any
exparience in writing any of thess before. So, in preparation
for this big responsibility, | made a faw internet searches, read
the past newslotters and with some assistance by the experts,
namely, Or Koh Kar Chai, | am lettering my thoughts in this
column lika the frash grean vegetables in the market.

But, just to begin with, | am known as the youngster in the
Alumni. After | graduated from MMMG in 2006, | knew of the
existance of this Alumni but unfortunataly did not attempt to join
at that time due to work commitment, until Dr. Simon Martin
introduced this to ma sometima in 2008 via Facebook and then
made my first physical appearance during the last 27" AGM at
Royal Salangor Club in May 2012,
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Since then, | had to change my thoughts and perceptions
on you guys, as my initials thoughts was that this will be just
another mundane association. Guess | was sowrong; this group
of people is not like MMA or others, we manage to improve
ourselves through CPD programs, we do charitabls work via
Community Services, we have reunions during the Convention,
and we hava fun from the sports activities and much mora. With
the graat ideas and visions of the cumant Executive Committes,
a young and dynamic teamn, | am very sure that our Alumni can
reach even better haights.

Currently, the team under Dr Philip George i= taking on a
mammeth duty to organize our very first International Manipal
Alumni Health Sciences Convention planned to be held in
August 2014 in our capital city, Kuala Lumpur. 3o far, we
have been geiting good vibes from the Intemational Manipal
Alumni community and we are expecting many delegates, (Ex-
Manipalites/ Ex-College Mates) from all over the world to visit
our home country, Malaysia, not only just for a propar Sciantific
Meating but moet importantly a Reunion, a long awaited avant
from thosa undergraduate years, | am sure you guys want to
mest your ofd fiends of which you have bittar sweet memaories
from your teanage time back in Manipal'Mangalora.

Well, going back to the Howzit, | am sura you would have noticed
a differenca in the appearance and comtents as we feel the need
of a change in order to flow with the new trend nowadays.
The frash look of the front page was done by Dr. Sivarashan.
Besides, | would like to give my sincars appreciation to all the
contributors of the articles in hera. | had to spend tima reading
all of your articles before publishing it and well | did learn some
naw things along the way. Thank you to our advert sponsors,
without tham | am sure we will not be abla to circulate this to all
our members,

Lastly, it is a pleasura for me to pan this column for the very first
time. | would definitely welcome any comments regarding this
Howzit nawslattar. With your suggestions and thoughts, hopefully
wa can improve further and make this livelier az per what you
like it to be. You guys can reach me at wjintan@hatmail. com. So,
aenjoy the harvest of this newslatier.

At the time of writing, it's a week before Diwali and it will be
the week before Christmas as you read this. So, from the
committee to you, Happy Diwali, Merry Christmas and a

Happy and Healthy New Year.

Since the May 2012 AGM, a number of happenings have
occurrad, What has come to pass and their related avents and
issuwes are in the subheadings balow.

Community Service

Our community work = slowly mosving along. Kampong Aman
in Sungai Bulch gets monthly visits with two doctors on Sunday
mornings. We will ba embarking to help another community in
Sungeai Siput, Perak on the 87 of December 2012, This will ba
a Stage-1 exploratory effort to identify medical problems and
issues that are affecting the community. Stage-2 is to usa the
information gathered to craft a structurad approach in assisting
tha community, Govermmental zupport may be sought to bolstar
our efforts. We hopa it will be farthcoming.

Before Perak however = on the 19" of November - we are
meating the Panang Welfare Dapartmant to discuss how we can
throw our weight behind offorts to provide community work in
the state. We are looking forward to this.

In summary, before the tum of the year, we will have charitable

sarvices nunning iz three states. This i= good news but | fear we

ara spreading the butter much too thinly across the braad. This

brings ma to the two critical issues wa faca:

= Mor medical manpower neaded

= More accurate deployment of effort required {1 will discuss
this below)

Manpower

Currantly the set up iz rotating two doctors from a pool of
volunteers for Kampong Aman. Sincers thanks to those
volunteers, f wa do not expand this pool wa will facs burnout
from too many Sundays taken up from helping in three states.
Tha bigger the pool, the rotations will come to you less oftan.
And MAMM can help without feeling overburdened or too much
of personal tima taken. We are strongly appealing to more
doctors to voluntear. To voluntesr your senvices please contact
any one of us and we will put you on the list. After all, is it not
in cur oath to halp the underprivileged? This brings ma to my
next point.

Accurate Deployment

Cur attempts so far, though well intentionad, have mot truly
been targeting the underprivileged. We unfortunately came
to this malization after a few months of effort. | need to tread
carefully hers; | do not mean to say that the work was futile. The
community work camied out has without doubt halped people.
But can these peopla afford the treatment that was given? | say
yes. The wery definition of charity is "the voluntary giving of help
to those in need”. Tha key hare is to find these in nead, not
want.

MMMC and Recruitment

Cther than trying to expand the volunteer pool, we have also
been at work expanding the membership base by liaising with
Malacea Manipal Madical College (MMMC). At their mid-year
convocation, MAAM gifted medals and free life memberships
to the recipients of the excellence award. After the ceremony,
wa had the honor of meating Dr Ramdas Pai, Profassor Datuk
Dr. Abdul Razzak the pro vice chancellor, Prof Dr Jaspal Singh
Sahota the Dean of MMMC and other academic staff of the
institution. The consensus was that we work closely with the
studant body and improve our mambar benefits.

In good faith, we will offer the MIMS Mobile app further
information below) free-of-chame to MMMC student members.
MMMC has additionally requested routine caresr guidance talks
from MAAM members for out-going studentz. Volunteers are
nesded here. Wouldn't you have loved some learned advice
whan you wers studying?

To date, we deliverad a talk to MMMC students during their
Post-Graduate Fair on the 39 of November. The purposs of
thae talk was to educate the attendees on the varous courses
available and the complexities of Post Graduate studies. Dr
Rishya Manikam = HOD - ER - UMMC was tha opening speaker
with an overview of Post Graduate studias, held the audisnce
in stitches with hiz entertaining delivery. He Iater spoke about
Emergency Medicine. Dr Rishya is from the 12 batch of MMMC
having swapt all tha gold medals availabla throughout his stay in
MMME. There were talks on Orthopaedics, Paediatics, O & G,
occupational Medicine and General Sumeary. We put up a booth
and yas, we managed to recrnuit new members.
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During the induction for the twinning / retuming students to
MMM (2.5 years in good old Manipal, India), we spoke to them
about MAAM, our activities, and the importance of joining the
alumni.

As you can see, recruitment is a critical issue to us as MAAMs
life depands on numbears and young blood. We might require a
youthful sub-committes for recruitmeant of MMMC students. [ da
ot gualify for this | think. Maybe last year | would have been of
age. Mot this year | fear. Not this year.

Benefits for Members
Ah, the thing you have beenwaiting for. | had to insert this toward
the end to get you to read the other topics.

MIMS Mobile App (i05 and Andriod)

The drug index as most of us know it is the MIMS. This is also
available on lime, which is FOC. it is also available as an "app”™ on
the |-phone and the androids. This is called the “MIMS Mabila™.
it is an added advantage for young Doctors on the "go”, post
graduate students and the 1T sawy.

This "smariphone app” is curently available at the price of
RM350 per year. Thanks to UBM Medica, it is now for sale to
MAAN membars at only AMS0 per year. All you nesd to do is 1o
inform our sscratarat that you would like to purchase the MIMs
Mobile and we will lizise the whole process for you. Shamelass
product endorsament ahead. Dr Philip George — our Assistant
Sacrotary, psychiatrist and the Deputy Dean of International
Medical University — is exiramely imprassed with it after
purchase. He says it is an excellent on-the-move app for both
the doctor and the medical studant...

USMLE

A training course organized by MMMC for the USMLE
examinaticn iz on the drawing tabla. Refer to the advertisement
in this issus of Howzit.

Banking and Insurance

Alliance Bank has offered special privileges for members but
dua to red tape in the banking industry this is taking longar than
initialty expected. All that | can say at this junciure is if you nead
any banking facilitios with Allianca Bank, call us and we will put
you through to the comect persons. We do not need to know
your bank balance —no fear.

2012 Annual Convention in Penang

The convention want vary well. Despite a smaller crowd versus
the 25th anniversary, the event was executed with clockwork
pracision. Kudos to the Organizing Chairman Dr Roshan (and
his trusty iPhone sidekick). We amployed the services of event
management company to halp with certain sactors of the evant.
This gawva the organizing commities more time to deal with top-
fine issues like partying

2013 Upcoming Annual Convention

Might as well start working on this now that the last one is over.
We are working on some new ideas. Keep logged on to our
website and look out for our e fivers for updates. Fora short in
sight

Thie AGM in 2013 & & non slection AGM and we plan o combineg
some interesting CPD and games with the AGM probably in April
2013,

For tha 2013 convention.....Kuanian probably will b2 the sitain
June f July 2013.

What do you think? Put it io a vole. Log on to the MAAM wobsits
and post your comments and ideas. Put your yellow shirts away;
this will be a clean, fair and transparant vote.

2014 Inaugural Global Manipal Scientific Health Sciences
Conference

The confarence is being organized for the 78 and 8% of August
2014. The 107 will sae a Manipal-style dinner event take place.
The Crganizing Chair is our Assistant Secratary Dr. Philip. The
Sciantific Chairman is Dr. Jaspal Singh Sahota, an ENT surgeon
who is the Dean of MMMC. The scientific commities has been
formed. The working committes is for now made up of the main
MAAM committes. It will soon expand in order to work this epic
event.

As iz the norm in this article, we need voluntesrs. Pleass
come forward wherever you are. You ecan be of assistance
whomevar you are and whatevar your skills. Sand an email to
manipal il.com

Venus is to be confirmed. It will probably be fimmed up by the

DEGREE in MEDICINE

DEGREE in DENTISTRY
FOUNDATION in SCIENCE
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'BE E § tima you read this. |deas are being bounced and getting hot
B ¥ ﬁ E Initial discussions are underway with insurance companies. In and we hope to strike up a good working relationship with all
TR E’ g the near future, we hope to be able to give you great benefits. concarmed. Our target for this event - the first in our history is
< ;—'ﬁ o H 500 delegates for the scientific conferance and 1000 attendees
W "i L E for the dinner.
pr | = ey
5 > = 3
o i X = Goodbye for now.
o n a Till the neaxt tima in 2013, yours truly,
§ L
r Dr. Nirmal Singh
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5?5%%%“5[‘5 CKD-Practice Points for GPs

BE PART OF THIS
EXCLUSIVE NETWORK

OF INVESTORS

Practica points for GPs in the managemant of renal ansamia in chronic Kidney disease.
Thiz iz a project which was undartaken recantly by the Malaysian Medical Association.
Cwr alummni is proud that a sizeabls number of the working group comprised of us
Manipalites, no kess than our own President, Dr Mirmal Singh. The Chairman of this
working group, Dr S.R. Manalan, President of the Malaysian Madical Association iz
also a Manipalite himseif.

This was made possible with an unrestricted educational grant from Rocha {Malaysia)
Sdn Bhd. The amount of hard work put in by all culminated i the launch of the
Practica Points booklet by the Honorable Health Minister, Diato’ Seri Liow Tiong Lai at
the PJ Hilton on 2, November, 2012,

Chronic Kidney Disease is when there is an imaversibie loss of kidney function over
a penod of at least three months. It is associated with multiple related medical
problems either as it's cause or it's conseguence thus becoming 3 major blerden on
the haalthcare resources of this country.

Anaamia is a known complication of chronic kidney disease and it's severity is closely
related to the rasidual renal function. Thus it is important for those who arg in primary
care to recognise and undarstand this commeon complication.

This Practice Points booklet is a worthwhila
atiempt to introduce the managament of renal
anasmia in chronic kidney disease to the
general practitionar.

Dr Koh Kar Chai

« FREE Membership for life
» Crown Jewel Forum - Learn about investments and reaching Financial Free
- Investors Bargain Night - We make b
* Exclusive Sales Previews - Purchase ne
* The Property Post - Get up

What Do You Need to do to Become Our Club Member for FREE?

Call: 603-61512242/61512243
Email: info@propertycrown.com
Website: http://www.propertycrown.com
Sign-up: http://www.propertycrown.com/investorlogin.aspx Maripel Al Assocetion ewsieter | 7




® Manipal
m international
university

Excellence by Tradition

mi

Universal?

To stay ahead, 1 have to be
universally versatile.
AtMIU, I can.

With a commitment to revolutionise and inspire, the School of Management &
Business at Manipal Intemnational University (MIU} incorporates the best of
theoretical and innovative applications to produce revelutionary business leadars.

With six decades of experience in providing quality education and expanding global
presence, excellence is indeed a tradition at MIU, a member of Manipal Global
Education Group.

MIL is committed to transform students into innovative, entrepreneurial and skilled
graduates whao are able to drive the new economy.

Programmes at MIU are approved by the Malaysian Qualifications Agency (MQA)
and students have access to education financing under The MNational Higher
Education Fund Corporation (PTPTN).

#r Schaoal of Man agement & Business
. Fuundamrnmﬂ‘l.mnﬁs
Bachelor of Business Administration {Hons)

Foundation in Enginearing
Bachelor of Civil Engineering (Haons)
Bachelor of Chemical Engineering [Hons)
Bachelor of Computer Enginesring (Hons)
Bachelor of Electrical & Hlectronics Engineering {Hons)
Bachelor of Electronics Engineering {Communication) (Hons)
Bachelor of Mechanical Engineering (Hons)
Bachelor of Science [&D‘technnlugﬁ [Hans}

M.aslers in Eusuness ﬁdmuanm {MBA)

** Intakes open in January, March, June and September

Manipal international University smmormass
fée. 2, Jalan Stadium S5 7/15, th:.m.
47301 Petaling Jays, Selangor, Mal
Phuwmmmrummm1
Email info@miu.edu.my

( 1800 222 648 | www.miu.edu.my

yesgam!

Our first Community Camp

forour @doOpted’ village,

Kg Sri Aman in Sungai Buloh,
was held on March 25th 2012.

By: Dr. Thomas John

NGOs working in the area alorted us to the situation of the
inhabitants of this village, who have to deal with poor living
conditions; thay also have difficulty in getting madical help as
tha noarest health cenfres (at Sungai Buloh and ljok) are at least
12 — 15 km away. The axacutive commities thersfore decidad
o adopt the willage and make ragular visils there evary 1 -2
manths, in the hope of improving their general haalth by doing
meadical checkups and scraening for any new aimants, on a
miors regular basis.

The village comprises 100 families, mostly Indians, who bacame
economically displaced once the surrcunding rubber and palm
oil plantations wers convertad info housing schamas. They usad
o work in thase estates; since the closure of tha estates, thay
have had to fand for themsalves. Thay have chosen to stay onin
tha area and manage a5 best thay can, because buying homas
in the new housing schemes is cosily, and too far beyond their
maans. Each housahold consists of a minimum of 5 - 8 paopla.

Cn ouwr first wisit in March, wa went with a team of 5 doctors, 1
orthopaedic doctor, 2 dentists and 2 pharmacists. We also had
voluntaars to halp us with such tasks as registering the patients
and recording thair height and weight. Further assistanca was
provided by Gribbles Laboratory, who helped with taking the
pationts’ blood to ba chacked for sugar, cholesterol, atc. Wa
saw a total of 104 patiants; among them, there were many new
cases of DM and HPT, as well as many cases of Arthntis among
tha clder folks. Almost all tha children under the age of 12 years
wara also screenad for dental hygiana,

Om a lighter note, in order o foster a greater sense of community
between ourtaam and tha villagers, our voluntsers alsc organised
a futzal game for the young kids in the village. They had a really
great time, and in fact wanied to know whan we would be back
for the next game!

Our next visit to Kg Aman was on 57 August 2012. This time
wa had a smaller team of 2 doctors and 2 nurses, who halped
us with ragistration &5 well &3 dispensing of medicafion. We
managed to see around 50 pationts duning this wisit.

Om 237 Soptember 2012 we again visited with 2 doctors and 2
nurses, and saw a total of 59 patients. Our most recent visit was
on 21° October 2012, when we managed to sae 30 patients.
Tumout was relatively iow this time because there had bean
anothar medical camp in the area just one week prior to our
visit thera.

Overall, our visits there hawva beon wvery encouraging, but
we still need to make greater and more integrated effords to
help the villagars. They neaed not only medical halp, but also
encouragement and counsalling in other areas, to help them
take a mom positive and proactive approach to their situation
so that they can try to improve their [ives. In order to ba able
o halp them with this, we need mone doctors to volunteer thair
samvices. Unfortunately, this has not bean forthcoming so far
We urge you to consider your own good fortune, and try to help
those far less fortunate than oursalvas.

Maripal Alumri Azsocalion MNessister |
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Combined
CPD Program
- Melaka

By: Dr Roshan

A Symposiom on Anti-Aging, Aesthetic and Beganarative
Medicing in collaboration with SAAARMM {Society for
Anti- Aging, Assthetics and Regensrative Medicing),
MAAM (Mamipal Alummi Association of Malaysia) and
INMA (Indian Muintional Medical Association) was
conducted on the 22nd September 2012 at the Avillion
Legacy in Melaka. it was a very successful event with
more than 75 participants. The MAAM sponsored 20
students form the Melaka Manipal College as part of its
program o nuriure the next generation manipalites. It
was a full day event with topics that wers very differant
and interesting at the sama time. The afternoon breakout
=assion saw an iniroduction to Aasthetics by our fellow
Manipalite, Dr. Kuljit Singh. | think the studants really
anjoyed this session. Thare were many mors renowned
spaakers, Dr Raibans Singh, Dr Salvarajah, Or Lenny Da
Costa, Dr Femando Cortizo, Dr A Sreskumar, Dr Hamam
Singh, Dr Kamalakaran, on of course our President Dr
Nirmal Singh. The MAAM would ke to thank all the
participants that attend the svent, SAAARMM and INMA
for all the effort that went into organizing this event.

10 | sanips Aumnl Aszocanion Mewsietisr

Cardiac-type Chest Pain

Presenting
N Primary Care

By: Dato’ Dr Devan Pillay.

When GP's treat patients with chest pains, they have to decide
whether there is a serious underlying pathology requiring urgent
action or whether a ‘wait and see’ sirategy can be applied.
Chast pain can be caused by a wide range of differant linessas
among which life-threatening cardiac disease is of the greatest
concern. However, chest pain is causaed by Coronary Heart
Disaase (CHD) in only around 15-20% of primary cars patients.
For most of patients with chest paing, the GP remains tha main
point of antry into the haalth care systam. The effactivenass of
the GP's gatekeaping role ies; identifying patients with CHD and
protecting patients from over diagnosis and treatment depends
on the accuracy of their provisional diagnosis after taking the
patients’ history and performing the basic clinical examination.

Assessment for possible acute coronary syndrome

Consider the history of the pain, any cardiovascular risk
factors, history of ischaemic heart diseass and any pravious
treatment, and previous investigations for chest pain.
Symptoms that may indicate acute coronary syndrome (ACS)
include:

- Pain in tha chest andfor other areas (29 the amms, back or
13w lasting longer than 15 minutes.

- Chast pain with nausea and vomiting, marked sweating
and/or braathlassness, or hasmodynamic instability.

- New-onset chest pain, or abrupt deterioration in stable
angina, with recurrent pain occurring frequently with kitle
of no exertion and often lasting longer than 15 minutes.

The response to glycaryl trinitrate {GTN) should not be usad

to make a diagnosis and symptoms should not be assessad

differently in men and women or among differant athnic
gIoUpS.

Patients with pre-existing angina should be adwised that

when an attack of angina cccurs, they should:

- Stopwhat they are doing and rest.

- Use GTN spray or tablets as instructed.

- Take a second dose of GTN after 5 minutas if the pain
has not eased.

- Take a third dose of GTN after a further 5 minutes if the
pain has sfill not sassed.

- Call 299 for an ambulance if the pain has not casad after
another 5 minutes (ie 15 minutes after onset of pain), or
aarliar if the pain is intensifying or the person is umwell.

Presantation
A full cardiovascular assassment is essantial.

Chest pain due o cardiac ischaemia typically tends to be
retrosternal or epigastric, tight and crushing in quality, and
may radiate to the arms, shoulders, neck or jaw.

* Aprfic dissection tends fo cause pain with a tearing quality;
pencarditis and pulmonary pain fend to be worse on
inspiration {pleuritic) and oesophageal reflux pain has a
burning quality.

+ Cardiac ischasmia pain tends 1o be retrosternal.

» Siable angina is likely if chest discomfort or breathlessness
is associated with effort, emotion, food or cold weather,
sympioms are relieved by rest and/or glyceryl trinitrata (GTN)
and one or mom risk factors for coronary artery disease are
prasent.

* |n patients with acute coronary syndroms:

- Chest pain may be associated with sweating, nausea.
vomiting, dyspnosa, fatigue, and/or palpitations.

- Shortnass of breath may be the main symptom of cardiac
ischaemia, associated with angina pain, or a symptom of
heart failurs.

- Atypical presentations ars commaon (aspecially in wormen,
ohder men, people with diabstes and people form ethnic
minorities), & abdominal discomfort or jaw pain; eldarly
patiants may be presant with altered mantal state.

= The assassment of any patient with possible cardiac
chest pain should include smoking history, past history
of cardiovascular disease and comorbidities, espacially
diabetas, hypertension and hyperfipidasmia

Examination

+ Many pationts will have entirely normal examination
findings. Howaver, a thorough cardiovascular examination is
assential.

* Always check pulse rate and rhythm, blood pressure,
auscultate heart sounds {ensure no mummurs, =g aocrtic
stanosis can present with angina) and chest {to exclude
signs of heart failura).

« Consider findings suggesting non-cardiac chost pain, eg
tenderness of the chest wall spigasinc tendemess due
to a peptic ulcer, and focal lung signs associated with
PrEUrmonia.

Martpal Al Assocition Newsstier | 11



Differential diagnosis of chest pain

The main causes of chast pain includs:

- Angina, scute coronary syndrome (ACS) (nclude myocardial
infarction)

- Acute pericarditis.

- Pneumonia, pulmonary embolus, pneumothorse.

- (Gastro-oasophageal refiux, oesophageal spasm.

- Peptic ulcer disease.

- Gallstonas, cholecystitis

- Acute pancreatitis.

- Chest wall pain, eg Tiolze's syndroms, trauma, shingles,
nb sacondaries, osteoporosis.

- Apriic dissection.

- Anxiely, depression,

Investigations

Depanding on the clinical state of the patient and any suspicion
of myocardial infarction, the patient may require immediats
transfer to hospital befors any investigations are performed.

» [nvestigations may be required to exclude non-cardiac
causas of chast pain, eg chast X-ray (pneumonia), abdominal
ultrasound (gallstones), senum amylase (acute pancraatitis).

» |[nitial blood investigations include cardiac enzymes,
fasting lipids, fasting glucose and full bicod count {fo
exclude anasmia, and high white cell cownt may suggast
pnaumonial.

» Resting ECG — a resting ECG is normal in ower 80% of
patients with recent sympioms of angina.

» Chest X-ray —this may be useful in evaluating the presance of
heart failure or an altarnativa diagnosis, eg aoriic aneurysm,
praumeonia, rib fractures, rib secondaries or ostecporosis.

* Exarcise ECG festing should not be usad to diagnoss or
exclude stable angina for pecple without known coronary
artery diseasa,

» Deapanding on the presentation, further invastigations may
incluse eechocardiogram, coronary angiography, ViAQ
scan or pulmonary angicgraphy (pulmonary embolus), CT
aortography (aortic dissection) or upper gastrointestinal
endoscopy  (gastro-oesophageal refm  diseass, peptic
uicar).

Practice Points

+ A detailed history is important to establish the ikelihood of
coronary disaase and whather sympioms are compatible
with angina. Patisnts with unstable sympioms should be
identified at tha outsat.

» Electrocardiogram stresstesting or stress imaging techniquas
may be used to determine the presance and extent of
ischaamia.

= Additional laboratory or imaging tools may be required
to exclede altamative diagnoses or detect associatad
conditions such as heart failura or valve dissasa.

+ Opitima medical therapy, ideally with aspirin, statin beta-
blockade, and angiotensin-convarting enzyme inhibition,
should be considerad in 2ll cases, with additional anti-anginal
druegs as reguired for symptom control.

# Risk factors such as smoking, diabetas and hypertansion
should be idantified and treated appropriataly.

+ Hisk stratification should ba performed by clinical evaluation
responsa to strass testing and quantification of left ventricular
function to establish the nead for coronary angicgraphy.
Assessmant of reversible ischasmia should be considerad
mandatory in most casas.

+ The extent and location of coronary diseass on angiography
{if performed) should be incorporated into the risk assessmant
to datermine whether revascularization is appropriate.

+ The choice of revascularzation method [percutanmesous
coronary ntervention or coronary artery bypass graff)
iz dotermined by the extent and complaxity of disoasa;
prezance of dizbatas; co-morbidities which increase sungical
risk; ability to take dual anfiplatalet therapy; and patient
prefarenca.

*IF IN DOUBT, ALWAYS REFER TO A CARDIOLOGIST *
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3M" Micropore™ Surgical Tapes

e Rehab\e\

50 years ago, 3M infroduced the industry’s first
hypoallergenic, breathable tape, a frue breakthrough
for patient safety and comfort. Today, 3M™ Micropore™
family of surgical tapes remain the #1 brand of surgical
tapes globally. Micropore™ paper tapes:

* (ffer gentle adhesion for at risk skin

* Are conformable and highly breathabla

+ Reliably secures dressings and devices to skin

» Are hypoallergenic and latex-free
Suggested applications:

* Securing small to medium dressings, especially

on damp skin
* Securing light tubing
* Securing Ostomy pouches




SHOCKING NEWS!!

Diabetes DOES NOT
cause

By: Dr. Kewaljit Singh

This was the shocking news that we found whan Howzit

interviewad ophthalmologist Dr Kewaliit Singh - a fallow

Manipalite. When asked to axplain this controversial statement ,

he said ets review some facts about Diabetes that we ali know.

1) Pravalence of Diabetas in Malaysians aged 20 and abowve is
about 15%.

2) Diabetic Retinopathy (DR) is tha COMMONEST complication
of diabstes and is the LEADING causs of Blindnass among
working ADULTS

How does Diabetic Retinopathy cause Blindness?
1) LEAKAGE

3
S

Leakage from blocd vessels spread to macula causing macula
caedema  and resuliing i wision loss. Eary detection and
treatment can prevent macula oedama and vision loss.

2} OCCLUSION

Occlusion of blood vessals causes hypoxia which results in
new wessal formation. These new vassels bleed easily rmsulting
in witreous hasmomhage and blindness. Early detection of new
vassels and laser tragtment causes regrassion of new vessals
prevanting vitreous hasmorrhage and blindness
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BLINDNESS

MALAYSIAN STATISICS

Data from the Diabatic Eye Regisiry of Ministry of Health showed
that 26.8% of Diabetic patients had DR and 14.7% had SIGHT
THREATENING DR.

What does this mean to us doctors?

It means that if there are 20 diabetics under your care, 7 of tham
hawve Diabetic Retinopathy out of which 3 of them have SIGHT
THREATENING DR. The guastion is which 3. How to identify
thess 3 out of 20 diabstics.

All diabetics should have a metinal examination every year. Early
detection and traatment is the best way to prevent Bindness
from Diabelic Retincpathy.

Malaysian NHMS(MNational Health & Morbidity Study) 2008
showead that 55% of patients with diabetes had never undergone
aye sxamination.

Among the 45% who had aye ewamination previously only
32.8% or 1/3 had their examination in the last year. In summary
only 153 Diabetics had their eye examined in 2005.

The 85% who did not have their ayes checked have a high risk
of having sight thraatening DR and go blind.

My Question is:
“Did Diabetes cause their blindness?”

The answer once again is

NO - DIABETES DOES NOT
CAUSE BLINDNESS.

Diabetes can causs Diabetic Retinopathy.

BLINDMESS i= causad by FAILURE of the DIABETIC patient to
hawve their YEARLY EYE EXAMINATION. Most Bindness caused
by Diabetic Ratinopathy is PEEVENTABLE by sarly detection of
DA and laser treatment if necassany,

With the incidenca of Diabetes nsing, the number of patients with Sight threatening DR is going to incrazse and mors diabatics are going
to go biind. World Sight Day and World Disbatic Day have just gone past. Did we do anything for our patients to save their vision?

‘What can we do? In Part 2 we identify the problems and will give you fips that you can apply to prevent blindnass in your diabetic

pafiants,

PART 2 -
PREVENTING UNNECESSARY BLINDNESS

Wa have now agread that Blindness in Diabetics is not causad
by diabates but by failure of regular yearly eye examination.

Why is it that B5 % did not have their eye chacked in 2005 and
55% never had their eyes checked. Accerding to Malaysian
NHMS the low percantage of patients who had undargone aye
examination may be due to:

1. lack of awareness among Health Care Providars regarding
tha need for diabsetic retinopathy scresning

Non-adhersnce to the CPG;

Patiants defaulting on follow-up examinations

overcrowding at public health clinics

HCPsnot being proficient inthe use of diract ophthalmoscopes
to emamine the fundus.

i

Below(in italics] is my view regarding the NHMS reason

1) Lack of awarenass amang Hagith Care Providers
This may be true among the paramedical =faff but not the
doctors. | befieve all our doctors are aware of the nead for
diabetics to have their eye sxaminafion yearly. However there
i a NEED to EMPHASIZE on the importance of a YEARLY
EYE EXAMINATION. And to ENSURE that diabetic pationts
under our care have their sye examination.

2} Non-adherance to the CPG
We nead ta adhers to the CPG - Yoary Eye Examination for
All Diabatics.

3} Pafients defaulting.- Need to educate mare.

4} Ovarcrowding in clinic —good problem for GP. Can afford to
empioy anotfar doctor

5} Not proficient in Direct aphthalmoscope — Attend Manipa/
Alumini - Cphthalmology made Ezsy for GPs Wonkshop

Here are a couple of tips that may be helpful.
TIP 1: Just check your Diabetic patients I1C No. Whenever their

birthdlzy manth jusf fell them to freat themselves fo an eye chack
LD,

Tip 2: The longer the Diabefes the higher the risk. Start today —
make sure that EVERY Diabefic who has Diabetes for mora than
10 yaars has their EYE EXAMINATION. Mark him HIGH RISK and
"HOUND™ him to have his eye axamination every time you see
him. We cannof do this fo evary Disbetic but for 2 starf et us get
the high risk patients. Once finished with this group, fargef the
naxt hatch who have Diabates for mora than 5 years.

Tip 3: Ask pationt whather any bluming of vision.

Check patients vision. If wision biur or decreased, advice fo see
gye specialist { a iths late buf might sfill be able to save some
sight as wa have ssan many cases who coma in vary late)

TIP 4 : If you can use your direct ophthalmascope go ahead and
dilate both eyes. Don't be afraid. Just ensurs thera is someone
ta take him back. Also advica that in the very very vary very rare
instance that he gets headzche and vomiting whan he goas
homea it could be 2 glavcoms attack and all he needs to do i=
go fo Emergancy Dept of any hospital and fet tham know fie had
ditatafion done. Glaucoma aftack can aasily be traafed especially
if they go sarly.

These are some simple things that we as doctors can do. Cur
statistics do not fe. We ars just having too many diabetics who
have unnecessarily becoms blind. Some of us are doing whataver
neads fo be done but what | belisve is we ail can do that fitte bit
EXTRA. Once again DIABETES DOES NOT CAUSE BLINDNESS
if we ENSURE that ALL the Diabetics under our care have thair
EYE Examination.

With the New Year just around the corner hers is a great 2013
New Year Resolution for us:

1AM GOING TO MAKE SURE THAT ALL DIABETIC PATIENTS
UNDER MY CARE HAVE THEIR EYE EXAMINED IN 2013.

Wizhing al you Maripafites 2 HAPPY NBW YEAR and let us
togethar make a diffarance and save the sight of our diabetics.
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| evels of
Prevention

in Cancer

By: Dr D. Jayandran

Cancer is not a single disease but 3 group of rolated
diseases. Many things in our genes, our lifastyle, and the
envimnmeant around us may increase or decrease our risk of
getting cancer. It is thersfore not surprising that at least one-
third of &l cancer cases are preventable. Pravantion offars the
most cost-effective long-term sirategy for the control of cancer
and thers are 3 levals at which preventive sirategies can be
anpressed. The natural history of disease is closely linked to the
appropriate level of prevention at each staps.

Primary Prevention

Primary prevention encompasses the slimination or reduction of
guposure to recognized risk factors in susceptible populations
to prevent a disease. Evidence of effective primary prevention
measures inreducing cancer rates ane, for exampls, the chsarved
dacrease in cases of male lung cancar from a fall in fobacco
smoking, or reducad bladder cancer among dye workers after the
glimination of aromatic amines’ exposures. Primary pravention
is an important means to improve public health, and it is by far
tha most cost-affective and sestainable intervention for reducing
the burden of cancear gicbally. A WHO study found that at least
1.3 million cancer deaths annually could be prevented through
healthy working and (iving environments.

Some primary prevention recommendations  in acconrdance

with personal habits and environment include:

+ Consuming a low fat diet (no more than 30% of total daily
calorias) high fiber diet {20-30 grams/day)

« Eating fiva-nine servings of fruits and vegetables sach day.

» Controlling ong's calorie intake in order to maintaining or
achieving ideal body weight.

* Not using tobacco products.

+  Avoiding excessive sun exposurs without protective clothing
and sun scraen.

« Avoiding alcohol or consuming only in moderation. This
means no more than 1 drink/day for females and 2 drnksd
day for males.

* Avoiding exposure tocancer causing chemicas and matenals,

« | sing protective clofhing during exposurs to hazamous substances.

+ Chacking one's home for cancer causing agents, such as
asbestos and radon.

* Practicing safe sex
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A= such primary cancer prevention sncompasses a haalthy
lifestyle and includes all measures to avoid Carcinogen Sxposune
and promote health. The focus of primary prevention is to prevent
a cancer from ever deveioping or 1o defay the development of
a malignancy. For individuals with a particularty high risk of a
cancer (such as those with a known genstic predisposition),
prmary prevention: may include the use of chemopreventive
agants or prophylactic surgery to pravent or significantly reduce
the risk of developing a malignancy.

Secondary Pravention

Secondary prevention refars to the eary datection and swift
fraatment of subclinical, asymptomatic, or early disease in order
o io cure diseass, slow its progression, or reduce its impact
on individuals or communities. The activities involve organized,
dindscmmgﬁdtsammhnufﬂmpublk:hprmda
early case finding of an individual with disease so that prompt
intarvention can be instituied to halt pathologic processes
and limit disabifity. Befora starting on sacondany prevention
programmes, the available avidence should be analysed fo
estimate the effectivencss of the proposed activities.

Tha main aspects of sscondary pravertion includs:

a. Public education to promots breast ssii-examination, use
of home kits for detection of occult blood in stoo! specimans
and familizrity with the seven cancer danger signals.

b Cancer registries - hospital based or populstion based

c. Early detection - Screening may include physical
laboratary tests. or other examinations: Balow ane screening
testzfeaminations available to you. Ask your doctor which
tosts are appropriate for you and how frequently you should
have them parformed.

Prostate - Digital rectal exam/ Prostate Specific Antigen (PSA)}
Colon - Digital rectal swamy Stool blood test! Sigmoidoscopy

of colonoscopy
Skin - 2kin exam by & health care provides
Oral - Orral exam by dentist
Breast {fomale) - Breast exam by health providear!
Mammogram

Cervical - Pelvic sxam/ Pap test

Tertiary Prevention

invalves monitoring for and praventing recurmance of tha crginally
diagnosed cancer and screaning for second primary cancers and
long-tarm effects of treatment in cancer survivors. The focus of
this form of prevention is aimed at detecting complications and
second cancers in long-term survivors when treatment is most
likaly to be effective and uitimately improve their quality of fife.
"Tertiary prevention efforts have demonstrated that it is possible
to slow the natural course of some progressive dissases and
prevant or dalay many of the complications associated with
chronic diseasss.”

Tertiary prevention is conducted primanly by individuals and
thair health care practitioners (physicians, nurses and allisd
haalth professionals).

For peopls with cancer, tertiary prevention often includas
maasures to keep the patient comforiable and the disaasa in
remnission for &s long as pessible and in so0 doing, heslth care
professionals may maka use of rehabilitation programs, chronic
pain management programs and patient support groups.

A number of factors can influence the effectiveness of a teriary
prevantion programme; for instance peopls are mors fikely to
follow through on parsonal lifestyle changas if they have baen
heavily endorsed by their haalth care providers.

Cancer Chemeprevention in the 21st Century: Genetics,
Risk Modeling, and Molecular Targets

The remarkably consistent resufts of tamoxifen in preventing
breast cancer (reduced mvasive breasicancer rales by 48%)
cover all thres basic chemoprevantion settings, which include
primary prevention of breast cancer in haalthy women at high
rizk for cancer development in the Breast Cancer Pravention
Trial {(BGPT), secondary prevention of breast cancer in patients
with ductal carcinoma in situ (DCIS), and tertiary prevention
of contralaters! breast cancer in definftively treated breast
cancer patients. Tamoxifen in breast cancer and Celecoxib
in Colon cancer ara the first definifive. procf of ‘principle for
chemoprevention, and demonsirate that premalignancy can be
revarsad, and second primary cancers can be praventad through
pharmacological means.

The results also provide a strong rationale for the use of
mechanistic/molecular-targeting and translational studies in
developing new chemopreventive agents. There are on going
chemoprevention trizls in cancers of the head and neck, lung,
esophagus, codon. biadder, prostate. skin, and braast. These ars
being conducted in the belief that If certain molecular afterations

{or pansis of alterations) can be linked to cancer davelopment,
their reversal could be used as a sumogate end point for cancer
pravention, just as the raversal of high cholesteral lavels is
aceepted as a swrogate for heart disease prevention. With
advances in mobecular genstics, imaging, and novel screening
tools, we are optimistic that it wil be possible io detsct
pramalignant disease and sarly-stage cancer in more and more
people. We balieve that patients diagnosed with pramalignancy
will becoms a growing subset of medical oncology practice, and
chemopreventive approaches will be an effective therapeutic
opticn for thesa individuals. Through molecular imaging
techniguas, it will be possible to identify abnormal clones and
target specific agents to suppress or eradicats clones to make
a significant impact on cancer prevention. Egually important,
genetic polymorphismy/ phenotypic marker stedies will allow
individual nsk to be pinpointad in patients who have not yet
developed cancer. The uss of long-term chemoprevantive
therapy to delay cancer onset in high-risk patients could offer
thess individuals many more vears of healthy, high quality lifs.
We hope that this type of managament will aveniually allow
cancer risk to be treated and monitored as a chronic dizease, as
5 hyper -cholesteramia in the setting of heart disease.

Ecenomic implications

The prasent financial crisis will affect cancer prevention
through several avenues: personal lifestyle choices, awposure
to environmental risk factors, decisions made in the private
sector and public policy on cancer prevention. Whilst it is cleary
problematic to reach solid conclusions on a direct connection
betwasn sconomic crises and cancer mortality, we can identify
trends that provide guidance for further aclion. For scme
lifestyle choices such as smoking or dist, we amgue that public
palicy may channel existing tendencies during times of crisis for
clear sdded value. In other areas, including research and haalth
system investments, we will make the case that the resources
not used now for cancer pravention efforts will lead to increased
costs (both financial and human) down the road. Policy makers
face a clear choice: thay can follow a cost contention stratagy,
which may reduce sxpenditure in the short-term only toincrease
it in the long-tarm, or they can use the financial crisis as an
oppaortunity to make difficult choices in terms of health sarvice
rationalisation, whilst at tha sams time strengthening evidance-
based prevention policies. In short, wa argus that despite the
scarcity of funds and the governmental priofities on economic
recovery, cancar prevention is mora relevant now than ever
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Eyh

MAAM

Convention

Penang has always been a beautiful island
for rest, relaxation and comvention. it was the
Mardeka weskand, but we went ahead anyway
and organized the 26th MAAM Convantion....
tha theme was Take it Easy. | have
aways liked the idea of a Hawalian
Luau Party, so my informal theme was
decided. Mirmal gave me a frea hand
in erganizing the event so with a strong
and supportive committes behind ma, |
set out to work.

Tha kids had a graat tima, all the gadgets and games kept
tham busy till late evening.

We started the Luau Party by Spm, the Hawaiian
dancers kept the crowd entertained till sunset, tha
ambianca just kapt getting better as night fall. ... you
had to be there to understand what I'm trying to put
into woms. We decided to have a transparent canopy
this year and that simply added to the ambienca, The night
started with our Hawsaiian dancars giving us a wonderful
parformance followed by some amazing fire dancers., Wea
had a lovely spread of food, the hotel out did itself.....
thank you Bayview. Suparnova took ovar after dinnar and
rocked the night away.

For thosa who attended, you can skip to the nest aricle, for
those who could not attend, all | can say is that you missed a
gmeat convention. We had a 3 day 2 nights Comvention as usual,
but had ocur CPD on Friday aftamoon, there were a lot of free
gifts and Lucky draws. Tha Ipad 3 for the Friday's session went
to Dr. Nesa Mani.

Saturday morning was light, the ladies had a lingaria sale
and tha children had a telematch. We started the day
with & Lunch symposium by Rocha and a property talk
by Property crown. Again themre were lots of free gifts and
luck draw. The 2nd ipad was snatched by Mr. Arasu and
the Golf sets weora auctionad off to Dr. Jayendran and Mr.
Arasu.
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After lunch a good lunch we opened the Hospitality suite on
the beach, the kids enjoyed kite flying and soma water games,
the adults played futsal and the rest just lazed about under the

canopies sipping a cold beer. As the sun sat, everyone started

getting ready for the Pre cocktails and the Gala dinner.

The foyer of the Grand ballroom was filled by Manipalites in their
beat, Hamid Khan entertained us with some lovely instrumantal
music. We were graced by the presance of the honorabla Chiaf
Ministar of Penang, YB Lim Guan Eng. After our ocpening video
presantation, our President Dr. Nirmal Singh gave hiz opening
address; The Chief Minister gave an excellent spaech. Dinner
was sarved with entertainment by Touch Mahal Acoustica. The
Chief Minister had to leave by 8.00pm but only did so much later
as everyona wantad a photo with him. Please contact me if you

want a copy of your photo @ polikinikreshan@gmail. com.

After dinner we were antertained by Andrew Netto, by this time
the children had finished their Disco night party and had joined
U= in the Grand baliroom, my kidz wera in stitches with Andraw's
jokes. Tha night was getting livelier now. Touch Mahal Acoustica
came back for their 2nd sat. Thiz year | wanted to start the

dance with live music and the Shasha knew how to entartain the
crowd. In fact they were so good that they played till 1.20am, my
poor DJ didn't even get a chance to spin.

Supper was served at the foyer and the party continued on long
after the music stopped. Eventually the crowd slowly thinned
out, a few went straight for the Sunday moming breakfast.

On behalf of the MAAM committas, | would like to thank each
and avery mamber that joined ws to make the 28th Convention
a great succass.,

Thank you Manipalites... Sea you soon

Roshan

{Wice President & Organising Chaiman)
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1#* International Manipal Alumni Health Science

rh 177
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are of

’I ST INTERNATIONAL MANIPAL ALUMNI
HEALTH SCIENCES CONVENTION

In conjunction with
28" Manipal Reunion

paTe: (th to 10th of August, 2014

SUPPCRTED BY
Manipal Melaka Medical College

Owerall Event at a glance

Scientific Comention

Thursday ™ Aug, 2014

Friday 8™ Aug, 2014 Scientific Convantion continues

Am to pm Ewvening night cut in respactive
batches from Manipal

Night

Saturday 9% Aug, 2014 Alumni and family gamas eq:
cricket, futsal, tennis, squash,
netball ste...

Am to pm

Night Gala Dinnar

Sunday 10 Aug, 2014 Breakfast and goodbyes

For more information please visit our website at: www.manipal.org.my
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Hotel baliroom

Same

TBA

Hotel

014

All registersd delegatas

All Registerad delagatas

All Maripal Alumni delagatas

All Manipal Alumnni & families

All Manipal Alumni & families

Manipal Alumni & familics

(ral Cahcsr

"The visible aero digestive tract cancer”

By: Dr M.Thomas Abraham, Consultant Maxillofacial and Oral Surgacn
Hospital Tengky Ampuan Rahimah Klang, Prasident, Malaysian Association of Oral & Maxilofacial Surgeons

The term "Oral Cancer™ has bean used to describe any
malignancy that arisas from the oral fissues. Sguamous call
carcinoma is the most common vaniety and it accounts for about
20- 85% of oral malignancies

Cral Cancer is the 6th commonast form of cancer in the world. 1t
accounts for haf 2 milllion new cases diagnosed every year, and
about quarter of a million deaths every yaar..

In-any cancar the prognosis of the disease is measurad in tarms
of 5 year survival rates, the 5 year survival rates for oral cancer
is lass than S50%: and this figure has more or less remained static
over the last three dacades. The 5 year survival rates reported for
oral cancer is poorer than colorectal , breast and carvix cancars.
The rea=on for the poor prognosis has besan attributed fo :

g Advanced siage of the disease when the diagnosis is made
b} Distant metastasis of the disease
¢} Poor responsa to chemotherapy.

Howaver at tha same time we wish to highlight that the disease
if diagnosed and treated early, the 5 year survival rate is over 80
%6. It is impertant that we need fo understand

tharsasons whyoral canceris been diagnosed late. Tounderstand
this it is important to recognize the varied prasentations of oral
cancers, It can present as a

a) Exophytic growth
b} Ulcerative or infiltrative growth.

Pictura 1 Picturs 2
Showing Cancer of the Tongue  Showing Cancer of the Corner
of the mouth

The question then we nesd to ask ourselvas = Why are oral
cancers being diagnosed late?

Oral cawity dus to its location is the most easily accessible part
of the body and hance oral cancers logically can be detacted at
early stage without the need for any costly diagnostic aids and
vt in the magority of casas, the diagnosis are made late. To give
you an example 80% of the cases that we ses in cur hospitals
are ssually in stage 2 or stage 4. Wa all have experiencad mouth
uleers at some time or the other and we all know how painful
thesa ulcers can be. Those who had these ulcers know the
pain they experience, when aating, speaking or swallowing etc.
Because they are painful you sesk medical treatment aimost
immediately. Unfortunately the cancearous or malignant ulcers in
the sarly stages are painless or asymptomatic, and hence the
dalay in saeking madical help. It is evident from our interaction
with the patients we soe, whean wa ask them as to the reason for
seeking medical treatment so late and the common reply we
get is 'If it is mot painful or asymptomatic then why do you nesd
to go and see the doctor’. The other common reason is being
ignorance. [t is womying that there are some professionals who
have tertiary education are al=o ignorant about mouth cancars.

‘Warning signs to look for?

1. Any ulcer or a lump which does not heal in two weeks.
Thosa of us who have experenced mouth ulcars know that
these ulcars usually haal within 10- 14 days. Henca it is important
that wa send the right message. Any ulcer which does not haal
needs to be seen by a health care practitioner and a biopsy
neads to ba dona fo confirm the diagnosis.

2. Lump or thickening of the oral soft tissues

3. Difficufty in chewing swallowing or eating

4. Difficulty in moving the jaw or tongue

5. Mumbnsass of the tongue, lips or mouth

6. Radiating pain especially to the ear.

Look for additional a waming signs like :

Picture 3 Ficture 4

Showing Leukoplakia Showing Erythroplakia
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Leukoplakia — It means awhite patch, as the name suggests it
is a predominantly 2 whita lesion of the oral mucesa that cannot
be characterized as any other definable lasions. These lesions
hawve a higher incidence of malignant transformations

Erythroplakia — This tsrm is used to describe the lesion of the
oral mucosa that present as red arcas. Thess lesions have a
highest potential for malignant transformation

Lichen Planus — This lesicn has a white and red forms and thay
can exhibit different patterns which can appear as a lacy pattarn
of &5 a raised plague or can have areas with in this pattemwhich
is ulcerative and it is this variety carries the risk of turning into
a cancemous growth.

Picture 5 & 6 showing Lichen Planus of the chaeks and lips

Oral submucous Fibrosis - They can affact any part of the oral
mucosa characterized by mucosal rigidity and the normal feel of
the pliable soft mucosal feeling is jost, this is clinically manifested
by tha patient as having difficulty in opening of the mouth

Are there any Risk Factors

Thesa rizk factors can be broadly classified into two:
Environmental : Betal quid uss
Tobacco use
Alzohol uss
Excassive exposure to sunlight in fair skinned
people
Fungal and viral infections | Human Papilloma
virus , Candia albicans)

Genetic = High risk population
Younger age groups
In individuats with a family history of mouth
Cancers

Other Contributing factors:

Age: Commonly oocurs in the 4th to 6th decade of iife, with the
highest prevalence in the &th decade of life

Gender: More commonly in men than women depanding upan
the axtant of and the type of tobacco habits prevalent among
tham, But in the Malaysian scenario it is higher among the Indian
Women

Race [ Ethincity: in the Malaysian scenario this is wary obvious
with more than 60% of the casas occumring in the Indian
population followed by the other races. Cultural, Social and
relfigious fraditions is a very impertant contributing factors. For
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exampla The Malays who are predominantly Musiims do not
take alcohol while they chew Betel guid and wse tobacco. On
the other hand the Chinase use Tobacco and alcohol, culturally,
but do not use Betel guid, while the Indian use all the three,
this explains why thera is such 2 vast differsnce in the incidence
among the Indian population followed by other indigenous
groups such as Orang Ash, Dusuns, Kadazans stc.

Malays
» Chinese
; Race Incidence
Indians 60%
Malays 10%:
Chinese  10%

PliL Al Cthers it 20
includas Orang Asii,

Indians

Graph showing incidence of oral cancers among the diffarent
races in Malaysia

Diet: Scientific studies have shown that in a population with a
diet rich in frash fruits and vegstables and olive oil and curcumin
(Turmezric) can lower the incidence in cancers. This is very
evident from the studies emerging from the East European
block of countries like Bomania, Hungary Czachoslovakia atc.
Thase East European couniries over the last two decades have
showed an increasing trend in the incidence of oral cancers
while their counterparis in the Mediterranean countries have
shown a decreasing trend. The only explanation to this trend is
that the Mediterranaan countries used a diet rich in Frash fruits
and wagetables with olive oil while the East European countries
lacked this in their dist

What does oral Cancer look like?

Picture 7 Showing cancer of the jaws

It can present as an ulcer or as an exophytic growth, and can
occur anywheare in the cral mucosa, which is not painful initialky.
It is usually occurs a3 single desp ulesr which does not heal
evan after wo weeks, which bDieeds on touch, with indurated or
hard margins and the edges are usually raised. It is commonly
associated with swollen hymph nodes

Oral cancer is conventionally treated by Surgery, Radiotherapy
or chemotherapy or in a combination of the abowe thmee

Dusuns, Kadazans, efc.

mathods, it all depends upon the stage of the dizaase and the
ewtant of spread of the dissasa and distant metastasis. Surgery
and radiotherapy is usually the preforred choice of troatment,
while chamotharapy is less effective in Oral cancers.But with
the adwent of newsr Chemotherapeutic drugs, some of the
lesions are showing good responss to chemothsrapeutic agent.
The decision to treat by one or all the three methods depends
upon the patients medical condition and the ability to withstand
the treatment and the decision whethar they are planning for a
curative or palliative outcomea.

In any form of cancar the outcome is usually stated as a 5 year
survival rate. The 5 year survival rate for oral cancer is 80% in
the garly stages and in kocalized disease. Once the disease or
cancer has spraad to the lymph glands in the nack region, this
5 year survival rate drastically decreases to £09% and the 5 year
survival becomes less than 20% once the disease has spread
o other organs or what we call a5 metastasis of the disease. S0 it
is vary important that these lesions ane picked up early and treated
appropriately for betiar cut comes o prognosis of the dissase.

Like amy other cancer there is a ot of research is being camied
out giobally as well a3 in Malaysia. The Oral Cancer Rasearch
coordinating Centre (OCRCC) and the Cancer Research
Initiative Foundation (CARIF) are cumrantly camrying out numemnus
researches in this fisld. Some of the work has been directed
towards identifying tumor markers in oral cancer. By identifying
the tumor markers in oral cancer it opens up a whols new phase
in identifying the prognosis and managing the disease.

Like any other cancer there are a few things one can do to
prevant the disease. First of all abstaining from the risk factors
which was menfioned carkier like Batel quad. Tobacco, alcohol
etz can play a big role in preventing the diseass. The second
thing onz can do iz "Mouth Self Examination™ We normally
take a minute or twe o brush our testh on a daily basis, butwe
wiould like to suggest that at least oncs in a fortnight take an
additional two minutes to stand in front of the mirmor and have a
proper lock in your mouth. Look for any lumps or bumps in the
mauth, any ulcer or break in the continuity of the mucosa. Also
look for any change in colour of the mucosa like a white patch or
red patch or any white pattems. Seek medical treatment for any
uicer which has not haaled with in two weeks

Thare are approximataly 7 steps to systematically examine your

maouth

1. Look at the ips with your mouth open and closed positions

2. Look at the inner aspect of your upper and lower lips by
pulling your fips outwards

3. Lookon tha inner aspect of your chesks on both sides

. Examing tha roof of your mouth including the soft palate

5. Protrude your tongus and take a look on the surface of the
tongue and also on bath the sides of the tongus

8. Lift your tongue up and look on the under surface of the
tongue and on tha inner aspact of your teath

7. Fedl for any swollen glands with in the Head and neck
region

=

Lastly maintain a good oral hygiena and visit your dentist every
six months idaally or &t least cnes a year.

The Oral Haalth division of the Ministry of Heatth conducts out
reach screoning camps either individually or in conjunction with
other NGO's , take time to visit one of thess camps and gst your
mouth looked into to allay your fears. You can also visit your
Dental haalth care practitioner s and they would be able to make
appropriate speciafist referrals.

To conclude if there is one message we wish to leave it is sask
professional halp if you have noticed any lump or an ulcar which
has not healed with in bwo weeks. Remeamber that an if you saek
professional help early, it will help in early diagnosis and early
managemant of the problem which gives a better out come.

Thiz article appeared in Star on the 25th of Novemebr 2012 in
the column “Fit for Lifa™

Lastly is there anything | can do to prevent the disease?

Like any other cancer thera are a few things one can do to
pravent the disease. First of all abstaining from the risk factors
as mentionad earlier fike Batel quid. Tobacco, alechol etc can
play a big rols in prevanting the dissass. The second thing oneg
can do is “Mouth Self Examination™ We normally take a minute
o brush-our feath on a daily basis, but we wiould like to suggest
that at least once a week take additional two minutes fo stand
in front of the mirmor and have a proper look in your mouth. Look
for any lumps or bumps in the mouth, amy wlcer or braak in
continuity of the mucosa. Also ook for any changs in colour of
the mucosa like a white pateh or red patch or any whita pattems.
Seck medical treatment for any ulcer which has not healed with
in two weeks.

Thers are 7 steps to systematically examine your mouth

1. Look at the lips with your mouth open and closad positions

2. Look at the inner aspect of your upper and lower lips by
pallireg your lips outwards

3. Look on the inner aspect of your chaeks on both sides

Examing the roof of your mouth including the soft palate

5. Protrude your tongues and take a look on the surface of the
tongua and also on both the sides of the tongus

6. Lift your tongus up and look on the undar surface of the
fongue and on the inner aspect of your teath

7. Feal for any swollen glands with in the Haad and nack
region

*

Lastly mainiain a good oral hygiens and visit your dentist every
six months ideally or at least once a year.

The Cral Health division of the Ministry of Health conducits out
reach screaning camps either individually or in conjunction with
other NGO's , take time to visit one of thesa camps and gat your
mouth looked into to allay your fears.

To conclude if there is one massage we wish to leave it is saek
professional help i you notice any lump or an ulcar which
has not healed with in fwo wesks. Remember that if you saek
professional help early, it will help in carly diagnosis and early
managemant of the problem which gives a betier out coma.
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Legal Rules Relevant
To a Claim Based On Clinical Negligence

“In the airline industry, the evidence.... from scheduled airlines is the risk of death is
one in 10 million. If you go into a hospital in the developed world, the risk of death

from medical error is one in 300",

Medical errors are and were common in the past. Howewvear, 20
years ago who would have thought of suing a doctor considenng
tha high esteam in which they were held. The pravailing attiteda
of society has gradually changsd and it is not uncommon now
to find more and more claims brought against doctors for clinical
negligenca.

In a clinical negligance claim, the claimant has to overcoms four
hurdles for a successful claim. Thase include:

1. Duty of cara

2. Breach of that duty of cars {also refermred to as standard of carg)
3. Causation .. the link betwsen breach and damags

4. Foresesable damags.

The onus of proof is on the claimant and the standard of proof is
an the balance of probabilities =

1) Duty of care.

To bring clinical nmegligence claim, the claimant must first
astablizh that a duty of care was owed to him by the defendant.
The gquestion that need to be answered will be, who owsas the
duty, when does tha duty arise, what is the extend of the duty
and is there one or more duties? The duty is owed by the health
carer and or the health carer's employer. In English law thems
is only one duty but for simplicity it is divided into saparate
componants e.g. the duty to disgnoss, the duty to provide
information (as defined by Bolam v Friern H CCP and the duty
to provide post-operafive care etc. The duty will begin when
treatment begins and will end when the treatment is completed
or whan the patient or the haalth carer dies. Defining when the
duty begins is easy but dafining whan the treatment (and the
duty ends) can be problematic* Who owes the duty? The duty is
owad by all persons involved in the care of the patient {doctors,
nursas, physiotherapist etc.). Inexperiance has no bearing on tha
nature of duty (insxpanence is no defenca).” Can a duty be owad
to a third party? In English law the propasition is that A cannot
be liable for harm caused by B to © except in vary sxceptional
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circumstances.” However in American law a doctor cwes a duty
to-a third party in respect of the activties of his patient.”

Z) Standard of Care

The sacond link in the clinical negligence claim is to show that
the dafendant’s action fall below the standard of cam expected
of the particular health carer. In determining this question the
courts apply the “Bolam test’ which originated from the case of
Bolam v Friern where McNair J said:

“The test is the standard of the ordinary skilled
man exercising and professing to have that special
skill. A man need not possess the highest expert
skill; It is well established In law that it is sufficient
if he exarcises the ordinary skill of an ordinary man
exercising that particular art™

It is an objective test — it iz what a reasonable and responsible
group of health carars with similar skill to the defendant would or
would not have done. The standard remains constant no matter
what the treatment and inexperience is no defence. The Bolam
fest demands that the doctor comply with all accepted medical
practice and this practice must be current. How current will
depand on the length of time the knowledge has been availabla
and thers is no absolute ruis.

One areawhara the Bolam test has causaed the most consternation
is in relation to disclosure of risks. it has baen argued that the
patient should be told all the risks associated with the procedurs
and not just what the medical professional thinks the patient
shoubd know. The Australian courts have rejected Bolam in
this area. The courts stand is that the patient should be told
evarything whan he needs to make an informed choice about
his traatment. In Roger v Whittakar® the Australian High Gourt
found the defendants’ were in breach of their duty of care for
falling to disclose a 1/14.000 risk to the claimant, wheraas the
English court in Sidaway v Board of Govemors of Bethizsham
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Hospital® was not prepared to do the same whene the risk was
1-2 %

In 1897 the House of Lords in Bolitho v City and Hackney H.A™®
tock an opporiunity to re-explain the Bolam rule. The Londs
commented that it was not enough to glibly raly on medical
opinion and that the opinion itself must have a "logical basis™. In
Boditho the arsa of risk disclosure was omitted in the judgement.
However in Pearca v United Bristol Healthcare NHS Trust,” Lord
Woolf said that "where there is what can raalistically be called a
“significant risk™, than in ordinary event... the patient is entitied
to be informed of tha risk’.

In 2008 the English courts furthar extended the doctors dufy
and standard of care in the area of risk disclosure. In Birch
v University London Hospital NHS Trust  the court found
nelrmsungecns and neuroradiologists liable for not discussing
afternative treatments with the claimant prior to taking consent.
Had thay done so the claimant would have declined cathater
angicgraphy and so avoided a stroke. Failure to adhere fo
clinical guidelines by Mational Bodies can also result in a verdict
against the doctor.»

3) Causation

The most difficult obstacle for the claimant in a successiul
chnical negligence claim is to show that the defendant’s lack
of carg caused his injuries. The claimant must proof this on a
balance of probabilities and it cannot be assumed. Causation
is usually proven by the *But For” test. The claimant says that
but for the defandant’s negligence he would not have suffered
damage. This will be true if there is only one cause of the injury
{i.e. the defendant’s breach). Howsaver in climical negligence
casas thers are often mora than one cause of the damage.

In Gracia v East Lancashire Hospital NHS Trust™ the claimant
failed to proof that a breach of standard of care i.e. a delay in the
dalivery of the baby caused cerebral injury in the baby. it was
shown in this case that the cerebral hypoxia caused by the delay
in defivery was not the causs of carabral injury but the cersbral
injury was dug to embolization which was not caused by the
breach of standard of cara.

In Bameit v Chelssa & HKensington Hospital Management
Committee™ there was a breach of duty in not attending to a
patisnt with arsenic posoning but the claimant failed to recover
for damages. The court hald that the patient would have died
awen if there was no breach of duty and that the breach was not
tha causse of the death.
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Where thers is more than one possible cacss of damage but
only cne of which is the defandant’s negligenca then it sufficient
for the claimant to show that the defendants conduct materialiy
ceniributed to the damage'® or that the negligent act matenially
increased the risk of damage. ™

English law does not aliow 2 loss of chance claim in madical
negligence. In Hotson v East Barkshie HAM™ the healih
authority admitted negligenca in dslaying a diagnosis of a
traumatic slipped femoral epiphysis and the claimant developed
avascular necrosis of the faemoral head (AVN). The claimant
falled to claim for damages because AVM would have a 75%
chance of developing from the fall amyway. Hera the delay in
diagnosis and treatment had not materially contributad to the
devaloping AVM on the balanca of probabilities (51/49). The final
word on the subject of loss of chance was uttered in Gregg v
Scott," whera the House of Lords did not allow the claimant to
recover for damages from a delay in diagnosis of Non Hodgkin
Iymphoma, because on the balance of probabilitizs his chance
of cure aven if diagnosed aarly was lass than 50%.

The English courts do not generally accapt the doctrine of Res
Ipsa loguitur (Latin for “the thing or situation speaks for itself’)
m clinical negligenca cases. It would probably be appropriate
i a situation where the patient is unconscious in the operation
theatre and had no idea of events that took place to b able
to prove causation. In such cases the onus would be on the
defendant to explain why the damage occumed. If the defendant
15 unable to give a reascnable explanation he would be liable.
Simple clear examples would be leaving swabs in the body or
amputating the wrong limb. Such casas usually don't reach the
courts and are sattle anyway.

Departurs from the traditional principles of causations has
in recent ysars become common in cases of non-disclosure
of risk. In Chester v Afshar® the claimant allegad that the
defendant had negligently failed to inform herof 2 0.8 t0 2 6 risk
devaloping nenve root injury following a three level discectomy.
Although the non-disclosure did not cause the damage which
could have occurred anyway, the House of Lords found in favour
of tha claimant In an Ausiralian case of Chappal v Hart the
court found in favour of the claimant and it was sufficient for the
claimant to say that she would not had the operation that day
had she boen properly advised of the risk of surgery. Atthough
Chester did not establish a gensral causation rule, it is obvious
that causation has been modified on policy grounds to afford
remady on grounds of justica. Gurrant law as it stands reguires
that tha health carer neads io advise the patient on all possible

risks involved, so that the patient can make an informed decision
about his treatment.

4) Damage

The last fink in & clinical negligence claim is to show that
the dafendant’s lack of care has injured the claimant and
consequentty he has sustained some form of damage. There
is & nead to identify the different heads of damage and the
compensation to be awarded. This area of medical law will be
of interast to the practicing lawyer and | will skip it for the saks
of brovity.

Conclusion

| have brisfly outiined the current legal rudes that are relevant toa
claim based in clinical negligance in English law. | am not familiar
with Malaysianlaw but | gather that the legal rules ars very similar.
| am sure that this short article will give you sufficient informaticn
{0 help you in avoiding ptfalls in your practise. Generally it is
essential for us to devalop rapport with cur patients for which
good communication is necessary. Language is often a problem
whan wea have to explain technical terms to our patients. Thare s
no substitute for a good history and physical examination which
must be claarly recorded in the patients file. We cfien sea that
the GP’s do a better job of this than the specialist. Investigation
such as MRI can't help us make a diagnosis withouwt a proper
history and examimation. It is also pertinent that we do not
record physical findings that do not axist just to fit them into the
MR diagnaosis. This deceit can easily be picked up during record
review by the expert witnass. The nead to spand more fime with
the patient when taking consent for elective surgary cannot
be overamphasised. Introducing a system to address patient
grievances in our practise and in the hospital where we work
will go a long way in rducing litigations. When we are asked
to prepare a medical report addressing grievances it is wisa 1o
miake them short and factual and not give opinions especially
when hitigation is anticipated. Leave this fo the expert witness
who will be in a beiter position to do so. Last but not least we
need to stay current especially for those of us who are in private
praciise. Knowledge is only click away.

Dr K 5 Dhillon

Crthopaedic Surgeon

Shah Alam, Selangor.

P3. This article is only for usea for the Manipal Alumni Bullefin.

In criminal proceading the standard of proof higher, |t is proof beyond
reasonable doubt.

Bolam v Friem H GC [1857] 2 ALL Er 118,

For example, doas the GP's duty ends when he relers the patisnt to
8 conzultant.

Wilsher v Essew AHA [1986] 3 ALL 801,

Home Office v Dossat Yacth (1970] 2 ALL ER 204, :
Tarasaff v Regents of the unmversity of California (15976) 551 F2d
334 Hére a psychotherapist was hald to ows a duty for his patisnt
hﬁummhpﬁnﬂhﬂmﬁsﬂhmhh
therapist.

Roger v Whittaker (12034 Med LR 70

Sidaway v Board of Governors. of Bethlehem Hospital [1584] 1 ALL
ER 1018,

Bofitho v City and Hackney H.A [1997] 4 Al 771

Pearce v United Bristol Healthcans NHS Trust [1999] J5BMLR 118.
Birch v University London Hospital NHS Trust [2008] EWHE 2237,
Martin Adshead v Dr Sarsh Tottle (unreported) (2008).
(Gragia v East Lancashire Hospital NHS Trust [2006] EWHG 2060,
Eamett v Chelsea & Kensington Hospital Management Commiltes.
[1869] 1 OF 428. .

Bonnigton Casting Ltd v Wardlaw [1958] 1 All ER 815.
MaGhee v N.C.B [1972] 3 Al 1008.

Hotson v East Berkshine HA [1067] 2 Al ER 00,

Gregg v Scott [2005] UHKL 2.

= Chegler v Afshar [2004] UHKL 41.
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Dear All,
Balow are tha details of the meating with the Penang State Gowvt today for the committee's consideration and decision

Tima :4.30pm
Data :18/11/12
Veanue : Office of YAB Lim Guan Eng

Present

1. YB Phee Boon Poh, Panang State Exco in Charge of Health and Welfare
2. Mr. Theng Kah Nyean, Special Assistant to YB Jeff Ooi

3. Ms. Annia Choo, representative from Housa of Hope, Panang

4. Dr. Sham Kumar

| prasented tha proposal as per letier to YAB Lim Guan Eng from Dr. Nirmal and also shared information regarding Kampung Aman
and work baing done. | also highlighted that theme is an exploratory mesting with Dr. Jeyakumar scheduled on the 8th of December.
| voiced our concarn that we needed to work with a genuine community of needy people to foster a long term relationship without
any abuss from any party be it partnars or patisnts who were not really neady. In response fo this YB Phes rmquested us to work with
tha House of Hope and to adopt the community of familias at the Bifie Range flats in Air ttam which reprasants a hardeom urban
poor community of approximately 2000 families or approximately 4000 people. At the prasent the Housa of Hope is working with the
State Gowt to deliver moniestary and food sid to the distrassed in the area and thers is a3 genuina nead for medical back up. Currantly
thare ara & few doctors visiting forinightly to examine and refar patients to the GH. He has reguested Manipal Alumni to consider
this community as a siart and to ses if wa could garner tha support of other organisationsMNGOs and pharmaceutical companies to
sat up formal clinics, pharmacies and other senvices. He also hoped that based on this we could spearhead a system to expand our
zanvices into other poor communifias in the state a5 a lead runner.

| responded by saying that it was a viable proposal but we would like to start off in a small way by firstly holding monthly clinics
and then basad on response and support to extend to fortnightly or weekly. This was alsc based on funding and phama support.
Int the meantime | will liaise with Ms, Anniz Choo to visit the area and give further feedback to the cantral commities. | was given to
understand that the have a basic satup of community hall, offica and heipers at the fiats and that they can identify other faciliies to
mowve forward with registration and clinic spaca.

Maeting ended at 5.30pm.

Hagards
Dr. Shamiumar
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Dir. Jaspal, Dr. Rishya and
Dir. Marmal at tha MMMC
Paost-Grad Fair 2012

—

Datuk Dr. Jagjit Singh Hullon recaiving the Darjah Pangkuan Sen Mefaks (DPSM) award
from the Governor of Malacca on 13/

-
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MIMS Mobile (Malaysia)

Drug information on-the-go

The new MIMS Mobils (Malaysia) is comprehansive and easy- =
to-uee app that allows doctors to search the extensive MIMS
drug information databases anytime, ampwhere, even if you are
nct connected to the internst.

Medical professionale can search and view concies or detailed
drug prescribing information, check drug dosages, indications,
eide effects, contraindications, precautions and check for drug-
drug interactions on-the-gol

MIMS

MALAYSIA

The MIMS Mobile {Malaysia) iPhona/iPod app advances MIMS'
ongaoing mission to empower physicians at every point of care.
In collaboration with the Manipal Alumni Association Malaysia
(MAAM), the app wil be made available to all Aumni members

at a special discount rate of RMB0 for 1 year subscription,
instead of BM300 for non-Alumni membere,
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Some of the features are;

Concise Presoribing Information

Delivers concise summaries of key prescribing information 1o
allow quick on-the-go referencing of drug indications, dosage,
safety precautions, contraindications and packing information.

Detailed Prescribing Information

MIMS Mobile provides the complete and

approved prescribing information detatling

comprehensive information on all aspects of =

the medication. insialty, 150 g wrco caly, My be reomaesd v
- 300 g onoe daly,

Adrelnistration
blay be ko with o withost fod.

Coniraindications
Pragaancy & lsoalin.

Manufacturer Contact el . Spocial Procactians

Information = Tama it | il o b
Allows convenient access to
contact information of drug

manufacturers and distributors.

Adyedes Rescions
Diasrhed, Flash,

An evide
tool enablir
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Primary Care Doctors
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