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The schedule of events is in place but as 
with all events, final touches and alterations 
will inevitably happen as the date nears. 
The program certainly looks interesting, 
especially since, for the first time, we are 
combining the medical conference with 
a conference dealing with other fields 
covered by Manipal as well.

The scientific program comprises two full 
days of talks, with hands-on workshops in 
some breakout sesions.

The engineering program is in the able 
hands of Dr. PLNG Rao, the new Vice 
Chancellor of MIU, whose reputation 
precedes him (incidentally he is a pediatric 
surgeon from Manipal, having lectured 
some of our present day Doctors of 
MAAM).

On the medical side, the three pre-
congress workshops – full day sessions 
in Emergency Medicine, Ultrasound in 
Obstetrics and Gynaecology, and Uro 
Gynaecology – have been confirmed.
The ENT Primary Care post-congress 
workshop is also moving along very well. 
More and more participants are signing up, 
so please get your names down for these 
sessions; due to the “hands on” nature of 
the workshops, participant numbers have 
to be limited.

That’s the ‘work’ part of the conference. Of 
course we also have to have some ‘play’ 
time, and that’s what Saturday is all about. 
The Saturday is purely an Alumni fun day 
and absolutely should not be missed. It’s all 
about sports, fun and family togetherness.

The family and sports events for Saturday 
morning are being sponsored by our long-
standing member Datuk Dr. Jagjit Singh 
Hullon (batch of 1972). I must mention here 
that Dr Jagjit Hullon has, in his individual 
capacity, been supporting our events very 
generously for many years now. I applaud 
him and trust you will do the same. He is a 
true, selfless Manipalite, an example for all 
of us to follow.

It’s a wet, rainy Friday morning with 
nothing much going on in the clinic, our 
Howzit editor is screaming for articles, 
so I reckon it is about that time again 
to sit down and pen my usual words of 
wisdom.

This will be my last article as President 
of MAAM, and I must say it has been 
a pleasure and an honor to represent 
Manipal Alumni over the past few years. 
I am certainly happy to be going out on 
a high note. In just 50 days(at the point 
of writing), the biggest event in MAAM’s 
history will be launched. 

There is not a day that goes by in our 
circle, without August 2014 being 
mentioned. Word is spreading, and to 
date, we have more than 400 registered 
participants. This is a good number, but 
it falls short of our target of 800. Perhaps 
everyone is afflicted with the usual 
problem of doing everything at the last 
minute. Do register soon, and get your 
friends to register too, so you don’t miss 
the conference!

All those involved in the preparation for 
the event have been extremely busy for 
several months now. It’s been ‘brother 
this’ and ‘brother that’, interspersed with 
occasional bouts of flying tempers. But 
it’s all in the spirit of cooperation, as we 
have a common aim - to deliver an event 
of the highest standards, as befits the 
Manipal tradition.

There will be golf on Saturday morning, 
and depending on numbers we may be 
able to organise a bus to ferry the golfers 
to the Templers Perangsang Golf Club 
(well known for roaming tigers in its early 
days; but don’t worry, you’re unlikely 
to encounter any today). I had the 
privilege to play there some years ago. 
Surrounded by thick jungle, it is a nice 
mature course with the right mix of water 
ways, and it is especially serene and 
cool in the early mornings. The morning 
ride will take about 40 minutes from the 
hotel so we encourage an early morning 
departure with an hour at the club for 
breakfast before tee off.  

The rest of the morning will be a “family 
day”, with a 20-over cricket match, 
futsal, children’s telematch, ladies’ 
netball, and volleyball. After all this 
activity, there must naturally be lunch. 
This will be provided at Kelab Aman, the 
venue for these sporting events, which 
is less than 5 km away from the Royale 
Chulan. A shuttle bus service will be 
provided from the hotel. Lunch promises 
to be a delicious affair, as the club boasts 
excellent Punjabi Cuisine.

And of course, all this healthy outdoor 
activity has to be balanced by a bit of 
nightlife. The night starts at 6 pm with 
cocktails followed by a gala dinner. 
The event is aptly themed “Remember 
Yesterday”, so it will be about nostalgia, 
catching up with long-lost friends, and 
reliving our youth. I predict a huge turn 
out on the Saturday night. So come 
along, it’ll be well worth the effort.

But apart from remembering yesterday 
and wallowing in nostalgia for our glory 
days, we should also look towards our 
future. Our biggest effort in achieving 
that end is in fact our shift towards 
more scientific content in our events, as 
represented by this convention. 

The convention has taken up practically 
all our time and attention over the past 
two years. After all, organising a global 
event on this scale takes a great deal 
of effort. This isn’t just about catching 
up with old friends. We have been 
determined to ensure that we deliver a 
quality event that really puts Manipal on 

One thing is for sure, the experiences and memories that you will 
be getting during the occasion will be priceless. I also know that 
many are still reluctant to come for this inaugural event due to 
various reasons, but rest assured, this kind of event do not come 
often. I am sure you will not want to miss all the chatter about 
your time in Manipal. For example, how the seniors ragged the 
brains out of you when you stepped foot on Manipal ground? 
How macho you are as a senior there, telling stories to the 
juniors? Or how was the time when you played football in the 
mud during the Monsoon season?

I hope these things will trigger your memories. I can ascertain 
that there are many things which can be said and remembered  
if everybody come and share their sweet memories during the 
convention. So what are you guys waiting for? Go and register 
now before it is too late.

Lastly, even if you seriously cannot make it for the August 
convention, please do come and give your support in one way 
or another to the largest Alumni group in the medical fraternity in 
Malaysia. We have our own Facebook page, Twitter account and 
website for you to get any information on the latest happenings 
around. For your info, both Dr. Nirmal and Prof. Philip had 
appeared recently on BFM, Traxx FM, News Straits Times and 
The Sun newspaper to promote our Alumni and the upcoming 
convention. Did you hear or read about it? I sincerely hope 
to meet you guys and gals there; all seniors and juniors are 
welcome.

From your friendly editor,

Dr. Eugene Tan 

As for me, I am indeed experiencing a challenging feat of many 
tasks to do at one time. As some of you guys might not know me, 
I am currently pursing my Master’s degree in Internal Medicine, 
presently in the third year at University Malaya Medical Center, 
Kuala Lumpur. I think It is a mammoth duty to juggle daily duty 
as a medical officer and also “so-called” studying for the exams 
when actually we are at work every day to care for the patients 
that are entrusted to us. In the midst of getting the degree, I am 
also preparing my case reports and research project as part of 
the requirement. I guess that is part of the life of becoming a 
specialist in the future.

Anyway, let us put aside my story and look into the realm of our 
Manipal alumni here in Malaysia. Well, the preparation for the 
1st Global Alumni Health, Science and Technology Convention 
had begun a long way back and I must say that the organizing 
and scientific committee had put their every best effort to make 
this mega event a memorable one. Just take a look through the 
program and schedule of the talks that are going to be held and 
I am very sure that you will not want to miss it at all.

From the Editor’s Desk

President’s
message

Dear friends, brothers and sisters,

How have you guys and gals 

been doing? I hope things are 

well in these challenging times. 

Remember when the going gets tough, 
the tough gets going.

Announcement:

29th MAAM AGM
5.30pm, 8 August 2014,
Tun Sri Lanang 1,
The Royale Chulan Hotel, 
Kuala Lumpur.

RSVP: 
Ms Josephine
03 2282 7355/ 016 223 8079
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the scientific map. In line with this, we 
also intend to initiate a scientific journal, 
to continue the scientific dialogue that 
will begin in August at the convention. 
And to ensure that the dialogue continues 
at an international level, we have plans 
in the pipeline to create a Global Alumni 
Association. More on these big initiatives 
in August 2014!

And now on to the other issues which 
have occupied us over the past couple 
of years.

We have seen a dramatic increase in 
membership over the past two years, 
from 800+ to more than 1400! This is an 
excellent development, because we can 
only carry out all our ambitious plans if 
we have enough hands on deck to do the 
hard work. It is also exciting to see more 
and more young people joining us – they 
are the ones who will be taking over from 
the more ‘vintage’ members, and it’s 
good that they involve themselves from 
an early stage.

We are also making greater efforts to link 
with our members through the internet. 
Our website has been undergoing steady 
improvement. Right now, we are in the 
process of adding a picture gallery, which 
will allow members to log on and view 
pictures of all our events. These pictures 
can be downloaded, so members can 
keep their own copies and maybe build 
up their own albums.

Apart from cyber communications, we 
also have our more traditional form of 
communication with members, namely 
our newsletter, Howzit, which was 
started by the illustrious Dr. Simon 
Martin. It’s been upgraded – more 
articles! more photographs! – but it still 
aims to keep members connected with 
what’s happening with MAAM.

In relation to our determination to add 
value to your membership in MAAM, we 
have embarked on several initiatives in 
partnership with various organisations. 
We have, for example, formed an 
affilliation with Manipal Hospitals, which 

providing free healthcare advice. We are 
actively funding a scheme to help single 
mothers and their children, to try and 
provide these children with a brighter 
future. When their mothers go off to work, 
the children are often left unsupervised, 
and might easily be tempted to dabble 
in drugs and crime. There is an initiative 
among several retired teachers to provide 
education for the children, and MAAM 
has decided to help by funding some of 
these teachers. It costs a mere RM6K to 
fund one teacher for one year – not much 
when you think what a valuable service 
is being provided. Some individuals in 
MAAM have been donating RM6K per 
annum for the last 2 years. We hope 
more members will follow suit.

We believe that such hands-on work 
brings us into contact with society in a 
meaningful and relevant way. Our CSR 
efforts are not focused on local events 
only – we made a concerted effort among 
our members and their families to collect 
donations for the victims of 2013’s 
Typhoon Haiyan in the Philippines.

And finally, we are learning to market 
ourselves more effectively for a higher 
public profile and more recognition – 
which will assist not only in attracting 
more members, but also in putting us in 
the public eye, which should help us with 
gaining sponsorship. In conjunction with 
our 2014 global convention, we have 
been featured in several local newspapers 
as well as on some radio stations, thus 
gaining us some recognition.

My friends, in the 2nd announcement 
about the global convention, I mentioned 
‘The Rock’ on which Manipal stands. 
That rock has been our foundation as 
we have built our lives and careers. So 
remember yesterday, remember the 
Rock, and remember Manipal. Join us, 
and help make the 1st Global Manipal 
Alumni Scientific Convention the roaring 
and impactful success it deserves to be.

See you in August!

Dr. Nirmal Singh
President MAAM 

will help us in terms of recruiting members 
as well as sourcing relevant speakers for 
our CME programs.

MAAM has also appointed Anika 
Insurance Brokers as our official insurance 
provider. This will benefit our members 
in several ways. For example, they will 
provide members with preferred rates, as 
well as providing a very favourable clinic 
insurance scheme. Another bonus is that, 
as our official insurance provider, they will 
give us top-notch personalized service, 
especially with more members joining their 
scheme. I’d like to encourage you all to 
take advantage of these schemes, as they 
will greatly benefit both yourselves and 
MAAM.

Apart from this, we also have an agreement 
with Alliance Bank, giving preferred 
services to our MAAM members. This will 
really benefit members in a very tangible 
way, as they have agreed to give preferred 
rates to MAAM members for a variety of 
services such as fixed deposit, as well as 
housing, car and shop lot loans. 

So far, the take-up rate among our 
members for the services provided by 
Anika Insurance and Alliance Bank has not 
been very good. Please do take advantage 
of the schemes and benefits we have 
negotiated – the better the take-up rate, 
the better our chance of continuing and 
perhaps even improving these schemes.

Lest you think that our focus is on 
ourselves, rest assured that we are also 
very aware of our responsibility to society 
and the community. We have organised 
several CSR activities, such as running 
free medical camps in conjunction with 
some church groups. However, we have 
realised that there are far more pressing 
problems that need to be dealt with, and 
that from our privileged positions, we 
should be making the effort to deal actively 
with these problems.

Therefore, a more long-term project in 
Sungai Siput has seen MAAM take on 
a broader social role, rather than just 

Digital Radiography Systems
High Performance and Reliability

Please Contact Our Exclusive Distributor !

Gideons (M) Sdn Bhd,
9-B, Jalan SS6/12, Kelana Jaya,47301 Petaling Jaya, Selangor DE, Malaysia

TEL: 03-7803-9705, FAX: 03-7803-5845, E-MAIL: dev@gideons.com.my
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tunnel was becoming a reality. Eventually 
a stellar line-up of Scientific Committee 
members were chosen and they helped 
to formulate a program – the envy of 
conference organisers the world around. 
I cannot name everyone who has 
contributed in one way or another and I 
do apologise but want to acknowledge 
you all.  Without the team effort and 
commitment this event would not have 
taken off. 

With close to 90 speakers – most of whom 
are Manipal Alumni - this convention 
will show the world our value and 
contribution in health and engineering. 
All Alumni speakers paid for their own 
registration and accommodation which 
is not something you would expect 
after being invited to speak at a Global 
Convention. They did this because they 

are re-creating that same environment 
and bringing the opportunity to learn 
together during the formal convention 
program and then rekindle and build 
new friendships at the Family Day and 
Gala Dinner on the 9th of August. We 
are also launching a scientific journal 
titled MASH (Manipal Alumni Science & 
Health) Journal and also conducting a 
public community service project in the 
form of a “Breast Cancer Awareness 
Program” at the Curve shopping mall 
to raise awareness on detecting  Ca 
Breast. Also during this event we hope 
to appoint an interim Global Manipal 
Alumni committee and also decide the 
place and time for the 2nd Manipal 
Alumni Health, Science & Technology 
Convention. We want to put us and all 
of Manipal Alumni on a pedestal and be 
counted! Look forward to greeting you all 
at the 1st Global Manipal Alumni Health, 
Science and Technology Convention, 
2014. I know after August, some of us in 
the committee are going to miss meeting 
weekly and will have ‘Convention 
withdrawals’. We will have to cope until 
the next convention, I guess!

Dr. Philip George
Organising Chairman 
 

shared the same vision as the Organising 
and Scientific Committee which was to 
give  their time, knowledge and experience 
just as our alma mater had done for us 
in our own formative years. A special 
thanks to our Chief Guest, the Honourable 
Minister of Health for agreeing to grace 
and open the event. Special thanks also 
to His Excellency, the Indian Ambassador 
and Padma Bhushan Dato Dr. Ramdas 
Pai as well as other dignitaries for their 
anticipated attendance. 

You may be asking, why did we do this? 
Well I would like to think that it was 
because we were passionate about 
what we experienced as medical, dental, 
pharmacy or engineering students in 
Manipal. We learnt together and we built 
relationships that last a lifetime. From 
the 7th to the 8th of August, 2014 we 

On the 12th of September 2012 the newly 
elected committee of the Manipal Alumni 
Association of Malaysia had their first 
meeting to discuss organising the 1st 
Global Manipal Alumni Health, Science 
& Technology Convention in Malaysia 
from the 7th to the 9th of August, 2014. 
After organising the 1st World Congress 
on Healthy Ageing as the Co-Chairman, 
I was confident that I could muster and 
coordinate organising an event together 
with fellow alumni and committee 
members. Little did I know what I was 
getting myself into! Frequent meetings, 
lack of agreement, arguments and subtle 
and sarcastic criticisms became a norm. 
Tempers flared on occasion but overall, 
it was exciting and anticipating because 
we were organising the first of its kind 
social and educational event among 
like minds and people we remember for 
eternity. 

Of course he had his wife to help with 
the spelling! Malkit was in-charge of the 
hotel and thanks to him we had several 
food and drink tasting sessions. After all 
we had to make sure delegates were not 
going to get sick!

Koh Kah Chai with many years’ 
experience in organising CPDs provided 
essential advise and took care of all 
publications. Rishya and Eugene worked 
to promote the event among junior 
Alumni. Prof Sachi and Iswaran secured a 
comfortable number of sponsors and also 
created the pre-convention workshops in 
Obstetrics and Gynaecology. Mohandas 
was our Business Development Director 
and together with Shanty worked on the 
Welcome Cocktails. A saviour arrived in 
the “shape” of Arun and he brought our 
‘mothership’, Manipal University through 
its CEO, Dr. Ranjan Pai on board to 
support us. The light at the end of the 

In the beginning with a shoe string budget, 
our President would buy fruits for the 
meeting and drinks after, just so that we 
don’t refuse coming weekly for meetings. 
We had no Conference Organiser and so 
were entrusted to do everything ourselves 
with some part-time professional help. 
Nirmal would call Pharmaceutical 
companies and set up appointments and 
then I would join him to try and convince 
them why they needed to be involved. 
One company actually thought we were 
going to use their sponsorship funding to 
throw a party. I leave it to you to decide 
the truth! Roshan was in-charge of the 
webpage and he designed everything we 
needed. He passionately worked to create 
a Gala Dinner event that promises to be 
a blast. Kewaljit checked and re-checked 
our accounts and made sure we weren’t 
charging our happy hour drinks to the 
association. Thomas took meeting minutes 
and suffered writer’s cramps many a time. 

Organising the 1st Global Manipal Alumni Health, 
Science & Technology Convention

Behind the Scenes
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MANAGEMENT OF EPILEPSY IN ADULTS:

The management of patients with epilepsy is focused on three 
main goals: controlling seizures, avoiding treatment side effects, 
and maintaining or restoring quality of life. Physicians should 
assist in empowering patients with epilepsy to lead lifestyles 
consistent with their capabilities [37,38].

It is usually appropriate to refer the patient to a neurologist, when 
establishing a diagnosis and formulating a course of treatment. 
Referral to an epilepsy specialist may be necessary if there is 
doubt about the diagnosis and/or if the patient continues to 
have seizures.

ANTIEPILEPTIC DRUG THERAPY

When to start AED therapy — Immediate antiepileptic drug 
(AED) therapy is usually not necessary in individuals after 
a single seizure, particularly if a first seizure is provoked by 
factors that resolve. AED therapy should be started in patients 
who are at significant risk for recurrent seizures, such as those 
with remote symptomatic seizures. AED treatment is generally 
started after two or more unprovoked seizures, because the 
recurrence proves that the patient has a substantially increased 
risk for repeated seizures, well above 50 percent.

Choosing an AED — About half of patients with a new 
diagnosis of epilepsy will become seizure free with the first AED 
prescribed [39,40]. Tolerability of side effects is as important as 
efficacy in determining the overall effectiveness of treatment. No 
single AED is optimal for every patient or even most patients. 
The selection of a specific AED for treating seizures must be 
individualized considering:
•	 Drug	effectiveness	for	the	seizure	type	or	types	
•	 Potential	adverse	effects	of	the	drug	
•	 Interactions	with	other	medications	
•	 	Comorbid	 medical	 conditions,	 especially	 but	 not	 limited	 to	

hepatic and renal disease
•	 Age	and	gender,	including	childbearing	plans
•	 Lifestyle	and	patient	preferences
•	 Cost

In general, enzyme-inducing AEDs (eg, phenytoin, 
carbamazepine, phenobarbital, primidone; and less so, 
oxcarbazepine and topiramate) are the most problematic for 
drug interactions with warfarin and oral contraceptive therapy, 
as well as certain anti-cancer and anti-infective drugs

Combination therapy — When possible, it is preferable to 
maintain a patient on a single AED. This increases the probability 
of compliance, provides a wider therapeutic index, and is more 
cost-effective than combination drug treatment. Monotherapy 
is also associated with fewer idiosyncratic reactions and a 
lower incidence of teratogenic effects. Combination therapy 

can be associated with drug interactions 
between AEDs, making it difficult to dose 
and monitor patients.

Seizure remission is achieved with 
combination therapy in only a small 
percentage (10 to 15 percent) of patients 
who have failed monotherapy [41,42,43]. 
While the chances of treatment success 
diminish incrementally with each 
successive drug trial [44], two studies 
suggest a value in pursuing further drug 
trials [42,43]. 

Side effects of therapy — During the 
first six months of treatment, systemic 
toxicity and neurotoxicity cause AED 
failure to the same degree as lack of 
efficacy against seizures. Serum levels 
that are associated with neurotoxicity 
vary from patient to patient, and toxicity 
can occur even when measured levels are 
considered to be within the appropriate 
therapeutic range.

The usual strategy in patients 
experiencing peak-level side effects from 
a specific drug is to alter the medication 
regimen or treatment schedule to 
minimize side effects; one alteration may 
be to spread the medication over more 
doses throughout the day. The physician 
should attempt to correlate serum 
drug concentrations with the patient’s 
side effects before abandoning that 
medication. Specifically, levels should be 
obtained when a patient is experiencing 
side effects compared with levels when 
the patient is free from symptoms can 
be helpful in the management of some 
patients.

Specific adverse reactions — Many 
side effects of AEDs specific to 
individual medications are reviewed in 
detail separately. Some severe reactions 
that are common to more than one 
medication include the following:
•	 	Stevens-Johnson	 syndrome	 (SJS),	

toxic epidermal necrolysis (TEN), 
and drug rash with eosinophilia 
and systemic symptoms (DRESS) 
are rare but severe idiosyncratic 

reactions, characterized by fever and 
mucocutaneous lesions that have been 
associated with the use of carbamazepine, 
oxcarbazepine, phenytoin, phenobarbital, 
primidone, zonisamide, lamotrigine, and 
(less commonly) other AEDs [45-48].

•	 	Reduced	vitamin	 levels	have	also	been	
described in patients taking AEDs. 
In one study, subnormal folate levels 
were reported in 16 percent of patients 
on AEDs (primarily in patients taking 
carbamazepine,gabapentin, phenytoin, 
or primidone) [49]. While vitamin B12 
levels were lower on average in patients 
taking AEDs (particularly in patients taking 
phenobarbital, pregabalin, primidone, or 
topiramate), the frequency of subnormal 
B12 levels was not significantly different 
in patients compared with controls. 
Vitamin supplementation yielded normal 
levels in patients with subnormal levels 
within three months.

•	 	Bone	 loss	 has	 also	 been	 described	 in	
patients receiving long-term AEDs. 

Patient education — Before treatment 
is initiated, the physician needs to begin 
a dialogue with the patient and family to 
increase their understanding of epilepsy 
and their ability to report necessary and 
relevant information. Epilepsy affects each 
patient in a unique way, and patients differ 
in their capacity to understand various 
aspects of the disorder. As a result, 
physicians must tailor discussions to clarify 
the impact of the condition on the specific 
patient’s quality of life and expectations of 
the treatment plan. These discussions will 
improve the likelihood that the patient will 
comply with the plan of treatment.

Seizure calendar — Patients and family 
members should be asked to record 
seizures and AED doses on a calendar or 
diary, which can then be brought or sent 
to the physician for review. Seizure triggers 
should be indicated. The patient and family 
should note on the calendar the hour at 
which any symptoms occur. Electronic 
seizure diaries are also available [50,51].

Alcohol intake — Alcohol consumption 
in small amounts (one to two drinks per 

– Management of Epilepsy in Adults
R.C. Krishna MD, Consultant Neurologist, New York
(Manipal Alumni, Year of 1982)

Management 
of Seizures

Diagnosis,
Treatment 
and

Part III of Three Parts

day) may not affect seizure frequency 
or serum levels of AEDs in patients with 
well-controlled epilepsy.

In an effort to enable people with 
epilepsy to live as normal a life as 
possible, it may be reasonable to advise 
that limited alcohol intake is acceptable, 
provided there is no history of alcohol or 
substance abuse or a history of alcohol-
related seizures. However, patients 
should be aware that the data are not 
definitive at this time. Driving or other 
high-risk activities should be avoided for 
24 to 48 hours after heavy alcohol intake 
due to the higher risk of seizures.

Noncompliance with AED therapy — 
Up to 50 percent of patients with epilepsy 
may fail to take their medications as 
directed; over one-half of those evaluated 
in emergency departments for recurrent 
seizures have been noncompliant [52].

Initiation of therapy

Choice of drug — There is an ever-
growing list of newer antiepileptic 
drugs (AEDs) and nonpharmacologic 
therapies available to manage childhood 
epilepsy. Traditionally, the medications 
have been separated into “older” and 
“newer” groups based upon their historic 
regulatory approval and availability. 
Typically, when a medication is first 
approved for epilepsy, it receives an “on-
label indication” for add-on (adjunctive) 
therapy for partial-onset seizures in 
adults. Then, as experience grows and 
other studies are done, the use of the 
drug may expand to other seizure types 
and younger age groups.

Drug dose — The AED dose should be 
increased until seizures stop, unremitting 
adverse effects occur, or serum levels 
reach a high or supratherapeutic range 
without a significant impact upon seizure 
frequency. The recommended upper 
therapeutic serum levels of most of the 
AEDs can be exceeded if side effects 
are absent. This should be done with 
particular caution with phenytoin because 
of its nonlinear pharmacokinetics and 
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with valproate because of dose-related 
thrombocytopenia. If side effects appear 
but are tolerable, the dose should remain 
stable for several weeks to determine if 
the symptoms remit. Dose increases can 
continue at a slower rate if side effects 
remit and seizures continue.

Drug-drug interactions — Many 
commonly used drugs can alter the 
metabolism of AEDs and vice versa. 
Hepatic enzyme inducers will lower the 
levels of drugs metabolized in the liver, 
and liver enzyme inhibitors will slow 
the metabolism of the same drugs. 
Cimetidine, propoxyphene, erythromycin, 
fluoxetine, and clarithromycin are 
examples of enzyme inhibitors used 
in children that may elevate the serum 
levels of some AEDs.

Serum levels — Serum levels should 
be used only as guides to therapy. The 
therapeutic range is different for each 
patient. Many will achieve seizure control 
at levels below the recommended range; 
others require higher levels. There is no 
reason to increase the dose if seizures 
stop when the serum level is “low” or 
“subtherapeutic.” If the level reaches 
the “therapeutic range,” yet seizures 
continue, the level should be increased 
as long as there are no adverse effects.

Compliance — Rates of non-adherence 
to prescribed AED therapy are difficult to 
measure, but are probably higher than is 
generally appreciated. One prospective 
observational study in 124 children (2 
to 12 years old) with newly diagnosed 
epilepsy found that 58 percent 
demonstrated nonadherence during the 
first six months of treatment.

Adding a second AED — The first AED 
fails in 20 to 40 percent of children with 
epilepsy; lack of efficacy and side effects 
contribute roughly equally to treatment 
failure. A second AED is added when 
seizures are resistant to the initial drug. 
If the initial drug was partially effective, 
it should be continued until reasonable 
levels of the new AED are achieved. 

Tapering the first drug can then be 
attempted if seizures are controlled. If the 
initial AED is ineffective, it can be tapered 
earlier, as the dose of the second drug is 
increased.

Monotherapy versus polytherapy — 
Single-drug therapy is the goal of epilepsy 
treatment. Monotherapy is associated with 
better compliance, fewer adverse effects, 
less potential for teratogenicity, and lower 
cost than is polytherapy. Drug interactions 
are avoided and pharmacokinetics are 
simplified. A second AED may also be 
considered in children with several different 
seizure types when monotherapy is not 
effective. In one practice, the clinicians 
found that children with status epilepticus, 
developmental disabilities, and multiple 
seizure types were more likely to require 
polytherapy than those without these 
features [53]. 

DRUGS THAT AFFECT VOLTAGE-
DEPENDENT SODIUM CHANNELS — 
Depolarization of neuronal membranes 
(such as by excitatory neurotransmitters at 
postsynaptic receptor sites) produces an 
influx of sodium ions from the extracellular 
space into the neuron through sodium 
channels along the neuronal membrane.

Carbamazepine — Carbamazepine 
(CBZ) has been used to treat partial 
and generalized seizures since being 
introduced in Switzerland and the United 
Kingdom over 35 years ago. It is also 
effective for the treatment of affective 
illnesses such as bipolar disorder and 
chronic pain syndromes such as trigeminal 
neuralgia.

Adverse events — Common systemic side 
effects of CBZ include nausea, vomiting, 
diarrhea, hyponatremia, rash, pruritus, and 
fluid retention. 

Phenytoin — Phenytoin was introduced 
nearly 60 years ago for use in epilepsy 
and is still widely prescribed for partial 
and generalized seizures. Similar to 
carbamazepine, it blocks voltage-
dependent neuronal sodium channels. 

The major systemic side effects of 
phenytoin are gingival hypertrophy, body 
hair increase, rash, and lymphadenopathy
•	 	Phenytoin	 has	 been	 associated	 with	

the Stevens-Johnson syndrome and 
toxic epidermal necrolysis, particularly 
during the first eight weeks of therapy. 

•	 	Folic acid supplementation 0.5 mg/
day was associated with a reduced 
incidence of gingival hyperplasia (21 
versus 88 percent) after six months in 
a randomized trial of children (ages 6 
to 15 years) who were recently started 
on phenytoin.

Lamotrigine — The cellular mechanism 
of action of lamotrigine (LTG) is not 
completely understood, and it may 
have multiple effects. In rodent brain 
preparations, LTG blocks the repetitive 
firing of neurons by inactivating voltage-
dependent sodium channels. 

Oxcarbazepine — Oxcarbazepine is 
a compound with a similar chemical 
structure to carbamazepine and likely a 
similar mechanism of action (table 1A-C). 

Metabolism of oxcarbazepine occurs 
in the liver, but only minimally affects 
the cytochrome P450 system. This 
represents a major advantage over 
carbamazepine, particularly in patients 
who require polytherapy.

The most common side effects of 
oxcarbazepine are sedation, headache, 
dizziness, rash, vertigo, ataxia, nausea, 
hyponatremia, and diplopia. 

Zonisamide - Zonisamide is a 
sulfonamide derivative that is chemically 
and structurally unrelated to other 
anticonvulsants. Its primary mechanism 
of action appears to be to blocking both 
voltage dependent sodium and T-type 
calcium channels.

Lacosamide — Lacosamide selectively 
enhances slow inactivation of voltage-
dependent sodium channels; this results 
in stabilization of hyperexcitable neuronal 
membranes and inhibition of repetitive 
neuronal firing.

Rufinamide — Rufinamide is structurally 
unrelated to other marketed AEDs. 
Rufinamide modulates the activity of 
sodium channels, prolonging the inactive 
state. This action is particularly effective 
in depolarized neurons.

DRUGS THAT AFFECT CALCIUM 
CURRENTS — There are three types 
of calcium channels in neurons, each 
of which is distinguished by its rate of 
reactivation and voltage dependency. 
Low-threshold T-type calcium currents 
inactivate quickly and have been 
described in experimental preparations 
of thalamic relay neurons. 

Ethosuximide — Ethosuximide 
diminishes T-type calcium currents in 
thalamic neurons, which are further 
reduced as membrane potentials 
become more hyperpolarized.

The recommended dose of ethosuximide 
is 20 to 40 mg/kg per day in one to three 
divided doses. Blood levels should be 
checked initially after one to three weeks, 
with a goal therapeutic concentration of 
40 to 100 mcg/mL.

DRUGS THAT AFFECT GABA ACTIVITY 
— Gamma-aminobutyric acid (GABA) is a 
neurotransmitter that is widely distributed 
throughout the central nervous system 
and exerts postsynaptic inhibition. The 
GABA(A) receptor complex has binding 
sites for GABA, benzodiazepines, 
and phenobarbital. Picrotoxin and 
other similar proconvulsants bind 
to the GABA(A) receptor and block 
chloride channels, thereby preventing 
postsynaptic inhibition. 

Phenobarbital — Phenobarbital (PBOB) 
is among the oldest AEDs still in use. It is 
effective for the treatment of generalized 
and partial seizures. However, its clinical 
utility is limited by its sedating effects 

Tiagabine — Tiagabine (TGB) is a second 
generation AED that is indicated as 
adjunctive treatment for partial seizures. 
It is a potent enhancer of GABA action 

via specific inhibition of GABA reuptake 
into presynaptic neurons and glia in vitro. 

Vigabatrin — Vigabatrin (VGB) is an 
irreversible inhibitor of GABA-transaminase 
that raises the concentration of GABA in 
the central nervous system. 

Benzodiazepines — Benzodiazepines 
enhance GABA inhibition by increasing 
the frequency of GABA-mediated chloride 
channel openings.

Clobazam — Clobazam is approved by 
the US FDA for as an adjunctive therapy 
in patients >2 years of age with Lennox-
Gastaut syndrome (LGS). 

Others — Clonazepam is most often used 
as an adjunctive therapy for myoclonic and 
atonic seizures. Clorazepate, diazepam, 
and lorazepam are effective for those 
seizure types as well as for partial and 
generalized tonic-clonic seizures.

DRUGS THAT AFFECT GLUTAMATE 
RECEPTORS

Perampanel — Perampanel is an orally 
active, noncompetitive AMPA-type 
glutamate receptor antagonist. It appears 
to inhibit AMPA-induced increases in 
intracellular calcium, reducing neuronal 
excitability[54].

DRUGS WITH MULTIPLE MECHANISMS 
OF ACTION — A number of antiepileptic 
drugs (AEDs) have multiple mechanisms 
by which they prevent seizures.

Valproate — Valproate (valproic acid, 
VPA) is a broad-spectrum AED used alone 
and in combination for the treatment of 
generalized and partial seizures.

Felbamate — The mechanism of action 
of felbamate is not well understood. It 
blocks the channel at the N-methyl-D-
aspartate (NMDA) excitatory amino acid 
receptor and augments GABA function in 
rat hippocampal neuronal cultures.

Topiramate — Topiramate (TPM) also has 
multiple mechanisms of action. It blocks 

voltage-dependent sodium channels, 
enhances the activity of GABA at a 
nonbenzodiazepine site on GABA(A) 
receptors, and antagonizes an NMDA–
glutamate receptor. It also weakly 
inhibits carbonic anhydrase in the central 
nervous system.

DRUGS WITH OTHER MECHANISMS 
OF ACTION

Gabapentin — Gabapentin binds to 
the auxiliary alpha-2-delta subunit of 
a voltage-dependent calcium channel, 
which may inhibit inward calcium 
currents and attenuate neurotransmitter 
release. 

Levetiracetam — Levetiracetam (LEV) is 
a broad spectrum AED and is approved 
as adjunctive therapy to treat partial-
onset seizures in patients aged 4 years or 
older with epilepsy, as adjunctive therapy 
in treating myoclonic seizures in patients 
aged 12 years or older with juvenile 
myoclonic epilepsy, and as adjunctive 
therapy for primary generalized tonic-
clonic seizures in patients 6 years of age 
and older with idiopathic generalized 
epilepsy.

Pregabalin — Pregabalin also has 
multiple potential mechanisms of action. 
It binds to the alpha2-delta subunit of 
voltage-gated calcium channels and 
modulates calcium currents. 

Ezogabine — Ezogabine or retigabine 
is believed to exert its antiepileptic 
effect by opening KCNQ2/3 voltage-
gated potassium channels, activating 
M-current, which regulates neuronal 
excitability and suppresses epileptic 
activity.

MANAGEMENT OF STATUS 
EPILEPTICUS:

INITIAL APPROACH — Patients with 
generalized motor seizures that are 
frequent or separated by a period of 
significantly impaired consciousness 
or who are medically unstable require 
immediate assessment and treatment, 
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which usually is accomplished in the 
setting of the emergency department.

Initial assessment — A brief physical 
examination should assess respiratory 
and circulatory status. A rapid neurologic 
examination should be performed to 
provide a preliminary classification 
of the type of SE. A history obtained 
from a parent or caregiver may help to 
determine the cause of the seizures.

An adequate airway should be established 
immediately if there is respiratory 
compromise, and supportive therapy 
(e.g., oxygen, mechanical ventilation) 
should be instituted as needed. A secure 
intravenous catheter should be placed 
for sampling of blood and administration 
of medications. Ongoing monitoring of 
vital signs should be initiated.

Pharmacologic agents: — There are 
four main categories of drugs used to 
treat status epilepticus: benzodiazepines, 
phenytoin (or fosphenytoin), barbiturates, 
and propofol. 

Benzodiazepines — Benzodiazepines 
remain the first-line treatment for status 
epilepticus because they can rapidly 
control seizures. 

Diazepam — Diazepam has a high 
lipid solubility and therefore an ability to 
rapidly cross the blood-brain barrier; it 
is highly effective in rapidly terminating 
seizures when administered at doses of 
0.1 to 0.3 mg/intravenously. 

Lorazepam — Although lorazepam is 
as effective as diazepam in terminating 
seizures, the time from its injection to 
its maximum effect against seizures 
is as long as two minutes. The clinical 
advantage of lorazepam is that the 
effective duration of action against 
seizures is as long as four to six 
hours because of its less pronounced 
redistribution into adipose tissue.

Midazolam — Like lorazepam and 
diazepam, midazolam is very effective in 

acutely terminating seizures (frequently in 
less than one minute), but it has a short 
half-life in the central nervous system. 
Clobazam — Clobazam has been used to 
treat status epilepticus outside the United 
States in settings where intravenous 
formulations are available. 

Phenytoin — Phenytoin is one of the 
most commonly used treatments for 
status epilepticus, despite the trial 
described above which showed that initial 
treatment of generalized convulsive status 
epilepticus with lorazepamalone was more 
effective than treatment with diazepam 
and phenytoin.

Fosphenytoin — Fosphenytoin is a pro-
drug of phenytoin that is hydrolyzed 
into phenytoin by serum phosphatases. 
Fosphenytoin is highly water soluble and 
therefore unlikely to precipitate during 
intravenous administration.

Barbiturates — Barbiturates are similar 
to benzodiazepines in that they also bind 
to the GABA(A) receptor, amplifying the 
actions of GABA by extending GABA-
mediated chloride channel openings. 

Phenobarbital — Phenobarbital is an 
excellent anticonvulsant, especially in the 
acute management of seizures.

Pentobarbital — Pentobarbital is used 
primarily in the treatment of refractory 
status epilepticus, typically with a loading 
dose of 10 mg/kg infused at a rate of up to 
100 mg/minute. 

Thiopental — Some centers use thiopental 
instead of pentobarbital for refractory 
status epilepticus, but there are a number 
of problems with this approach. 

Propofol — Propofol is a hindered 
phenolic compound with anticonvulsant 
properties. The drug is unrelated to any 
of the currently used barbiturate, opioid, 
benzodiazepine, arylcyclohexylamine, or 
imidazole intravenous anesthetic agents. 
Hypotension and respiratory depression 
may complicate its use.
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Dengue, a mosquito-borne viral infection, 
is a major international public health 
concern, with nearly half of the world’s 
population, an estimated 2.5 billion 
people in over 100 countries, at risk.  The 
incidence of dengue has increased 30-
fold over the last 50 years, but the true 
magnitude of the disease burden is not 
well established.

Dengue viruses are single-stranded 
RNA viruses belonging to the family 
Flaviviridae. The 4 closely related but 
antigenically distinct virus serotypes (1, 
2, 3 and 4) are transmitted primarily by 
Aedes aegyptii mosquitoes

Dengue infection is a systemic and 
dynamic disease. It has a wide clinical 
spectrum that includes both severe and 
non-severe clinical manifestations

There is no specific treatment for dengue 
disease. The management of DF is 
supportive with rest, control of fever 

Abstract;
Definition of  resistant hypertension: 
(1)  Failure to achieve goal blood 

pressure (<140/90 mm Hg) 
using three different drugs with 
pharmacologically complimentary 
mechanisms, one of which is 
an appropriately dosed diuretic 
and not necessarily including 
a mineralocorticoid  receptor 
antagonist 

(2)  Compliance to all three drugs given 
in maximum tolerated doses

(3)  Exclusion of secondary causes of 
hypertension

(4) Appropriate life style measures

Renal sympathetic hyperactivity 
mediated by the renal afferent and 
efferent nerves , plays a crucial role in 
the maintenance and progression of 
essential hypertension.

presently rely on vector control and 
personal protection measures, which are 
difficult to enforce and maintain and can 
be expensive.

The most effective way to control this 
disease in the future will be through 
the use of a safe and effective vaccine.  
Recently the results from Sanofi Pasteur’s 
lead candidate dengue vaccine efficacy 
study, a very first of its kind, went public.   
These data show for the first time that 
a safe and efficacious vaccine against 
dengue is possible. This candidate 
vaccine was immunogenic for all four 
serotypes and protected against three 
of the four serotypes (1, 3, and 4) in the 
range of 60 to 90%. Results of this study 
in context of the wider Sanofi Pasteur 
dengue vaccine development will be 
discussed along with other vaccine 
candidates.

Results were published  in the Lancet 
2009 and Journal of hypertension, 2011
The Symplicity HTN-2 trial(published 
in Lancet, 2011) was a multi centre 
randomised trial in Australia and Europe 
involving 52 subjects randomised to 
immediate  renal denervation and 54 
others as control, and with a 6 month 
follow up.

Mean values for BP reduction measured 
by in office automated devices 
were:−32/−12 (Renal denervation group  
at 6 months; n = 49).−32/−12   and 1/0 
(control group at 6 months; n = 51).

Catheter based renal denervation is 
approved for use in Australia and Europe 
but not in the United States.A larger 
upcoming US based randomised  trial, 
Simplicity HTN-3 trial will attempt to 
confirm the safety and the effectiveness 
of the procedure.

Dr. Muruga Vadivale MBBS; M.Sc (Occupational Medicine)
Senior Director, Dengue Medical Affairs Asia-Pacific for Sanofi Pasteur based in Singapore.

Management of Dengue – What lies ahead? 

Associate Professor Dr. Rajasingam Shanmugam 
MBBS(Mysore),MRCP(Ireland), FRCP(Glasgow), Consutant Physician and Cardiologist, 
Associate Professor in Clinical Medicine, Royal College of Medicine Perak

Whats “new” in treatment resistant essential hypertension?

- An overview of renal denervation by catheter-based radiofrequency. 

and pain with antipyretics/analgesics, and 
adequate fluid intake. Treatment of DHF 
generally needs correction of fluid loss, 
correction of electrolyte and metabolic 
disturbances. Supportive intensive care 
and fluid management are the mainstays 
of therapy for severe disease. The case 
fatality rate (CFR) of DSS may be as high 
as 50% without supportive therapy, but in 
most centers with an intensive care unit 
and therapeutic experience, the CFR is < 
1%. Yet due to significant increases in the 
size of the population the absolute number 
of fatalities remains high. The total number 
of dengue fatalities in Asia is 29 times 
higher than in the Americas (Shepard, 2012 
submitted) and the incidence of severe 
dengue is 18 times higher. (Halstead, 
2006) The public health burden on many 
societies in Asia due to dengue remains 
very large.

There is currently no licensed vaccine to 
prevent dengue infection and no specific 
treatment exists. Preventive measures 

Renal denervation by catheter-based 
radiofrequency is a novel strategy to 
treat resistant hypertension and two 
important clinical trials, Symplicity HTN- 
1 and Symplicity HTN- 2 trials have 
demonstrated a substantial  and sustained  
blood pressure reduction without serious 
adverse outcomes.The Symplicity HTN-
1 trial was the first- in - man proof 
of principle cohort non-randomised 
study,which was initiated by  Prof.Dr.Krum 
at Monash University Australia.There was 
an initial cohort of 45 patients with 12 
months data and later an expanded cohort 
of 153 patients with a 24 month follow up.   
Mean baseline BP(systolic and diastolic) 
values (0ffice based measurements) were  
176/98±17/14 mm Hg.

After renal denervation ,the mean reduction 
of BP values were −25/−11 (at 6 months; n 
= 86),and −32/−14 (at 24 months; n = 18).

Clinical leadership and management is 
the ability to motivate and direct those 
around us for them to achieve the best 
outcome for the patient by teaching, 
enabling them to learn; training them to 
be competent in the needed technical 
and communication skills and helping 
them to acquire the attitude and 
behavioral skills to provide safe and high 
quality clinical care. They should also 
develop an inquiring mind by research 
and audit. Research today is clinical 
practice tomorrow and audit helps to 
measure the quality of care we provide. 
In the current climate they should learn 
management and financial skills to deliver 
cost effective health care. Thus clinical 
education encompasses a multitude 
of skills. The General Medical Council 
defines the duties of a professional under 
‘general’ and ‘specific’ characteristics. 
The described general characteristics 
are; care of one’s patient must be the 
first concern; every patient should 
be treated politely and considerately; 
patients’ dignity and privacy should be 
respected; patients views should be 
listened to and respected; information 
should be given to patients in a way 
they can understand and the rights of 
patients should be respected and they 
should be fully involved in decisions 
about their care (The ‘Picker principle’ 
– there is no decision about me without 
me’). The specific characteristics are; 
One should maintain their professional 
knowledge and skills up to date; one 
should recognise the limits of one’s 
professional competence; he/she should 
be honest and trustworthy; must respect 
and protect confidential information; one 
should make sure that their personal 
beliefs do not prejudice the patient’s 
care; one should avoid abusing their 
position as a professional; they should 
work with colleagues in ways that best 

‘Visible’ but not  ‘Controlling’. Effective 
leader should be able to communicate 
tasks & responsibilities; balance legal 
responsibility/develop situational 
leadership; involve appropriate 
resources and communicate expected 
‘norms’ and model appropriate behavior 
(NASA Tech report 1995). They should 
be able to effectively manage resources 
and organize effective leadership - team-
working communication & decision-
making skills to achieve the goals. 
Appropriate task management starts 
with determining the goals, deciding on 
what resources are required, providing 
the needed information, determining 
the personnel and equipment needed 
to carry out the task and instituting 
an evaluation mechanism. These are 
not constants and hence situational 
leadership will help one to be aware of 
the progress and the ability to balance the 
needs of: the particular task, the team’s 
ability as a whole to deliver and the 
capability of the Individual members of 
the team to perform. Situational analysis 
consists of continuous monitoring of the 
environment and detecting any changes 
needed to bring about the results to 
achieve good training. Effective leaders 
must also have a high emotional quotient 
i.e. know their own emotions and 
manage them to motivate themselves 
but also recognize & understand others’ 
emotions and manage relationships – 
i.e. manage others’ emotions (Goleman 
1998).  Leadership and management in 
clinical education have been in existence 
for centuries in different formats. But 
the leadership skill is becoming more 
of a challenge with modern inventions 
in medicine and technology, reduced 
working hours, more informed patient 
population with internet and higher 
expectations in health care. 

Sir Sabaratnam Arulkumaran
President FIGO &
Emeritus Professor of Obstetrics & Gynaecology
St George’s University of London

Leadership and Management in Clinical Education

serve patient’s interests; professionals 
should act quickly to protect patients from 
risk if one believes that you or a colleague 
may not be fit to practise.

The curriculum is developed based on 
these principles and the standards of 
competence stated above. The format and 
design of the overall assessment system 
and its methods are made appropriate to 
what is being tested and are grouped into: 
Clinical skills; Knowledge and decision-
making; Interpersonal (communication) 
skills; and Competence in particular 
technical areas. Generally this is achieved 
by theoretical examinations and work place 
based assessment tools. The commonly 
available tools fall into four main groups; 
Assessment of technical skills – OSATS; 
Evaluation of a clinical encounter – Mini 
CEX; Case based discussion – CBD; Peer 
rating tools/multi source feedback – Team 
Observation (TO) 1 & TO2 – also called 
360*appraisal. It is a challenge for the 
leadership managers in clinical education 
to achieve all these. They face many 
hurdles; what is the baseline? Was training 
high quality pre European working time 
directive? What objective measures do we 
have?

New curricula have generally shortened 
training time and they focus more on 
specialty skills rather than acute care 
skills. Acquiring explicit competencies, 
require supervision and assessment. Risk 
of reduction in daytime shifts is increased 
number of night-time shifts. Poorly planned 
shifts risk for patients and staff; it reduces 
trainer/trainee contact time. We need 
increased time for consultant supervision, 
assessments, completion of logbooks etc.

To face these challenges the management 
style should distinguish the fine line 
between ‘Decisive’ but not  ‘Bossy’; 

A Taste of the Convention
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Dr. K Ramnarayan, Vice-Chancellor, Manipal University

Becoming world class: Thinking beyond conventional boundaries
Universities which excel are instrumental in enhancing a student’s learning experience, enabling him to use his head, hand and heart, 
thereby equipping him with information, skills and attitude of service. Such varsities think beyond conventional boundaries. Manipal 
University, for example, endeavours to create an environment that promotes learning, while nurturing professional and personal 
growth. With committed faculty and modern infrastructure, the university promotes cutting-edge research and meaningful teaching- 
learning strategies. It responds to a continual need for professionalism and provides personalized tutoring and student counselling.  
Higher education is at a point of transition: the number of students entering the system is growing and the profile of students is 
changing. Students these days are technophiles. For them, websites, Facebook, Twitter and blogs represent the basic life sustaining 
tools. They use smartphone, read news online, follow blogs and are familiar with multi-tasking. Students don’t feel they should study 
in one place and they are not afraid of moving to new places or even countries. These are the paradigm shifts in student culture which 
Indian universities have to address. Technological changes and research have led to revolutionary breakthroughs in the development 
of knowledge, and necessitate adapting the education provided at the university to these changes at an increasingly faster pace.

Top class universities must also be able to actively work with the private industrial sector, fostering and encouraging partnerships 
with industry besides encouraging international collaboration.  Manipal University has blazed a trail in getting international linkages 
to its medical and other technical and professional courses.

Chromosome aneuploidies and structural 
rearrangements such as translocations, 
inversions and copy number variations 
can cause congenital anomalies and 
cancer. Specific gene disruption or 
abnormal gene expression arises from 
such rearrangements forms a causative 
link between the observed phenotype 
and the underlying genetic cause. Owing 
to the complexity of the human genome, 
finding the genetic causes for patients 
with these conditions can be challenging 
and time-consuming and this often 
leaves the patients and families with 
limited access to genetic diagnosis or 
accurate genetic information. 

For several decades, traditional 
karyotyping which allows microscopic 
visualization of the entire genome has 
been extensively used as a diagnostic 
tool for a number of clinical syndromes in 
prenatal and bone marrow cytogenetics. 
The conventional cytogenetic analysis 
has been very useful in finding both 
balanced and unbalanced chromosomal 
anomalies associated with congenital 
disorders and cancer. This method has 
shown that the clinical and biological 
diversity of certain genetic disorders 
such as leukemia are attributed to 
distinct chromosome aberrations which 
are now routinely used for diagnosis, 
prognostics and treatment responses. 
Unfortunately, subtle chromosomal 
imbalances (<5 Mb) are invisible in 
karyotyping, therefore additional 
molecular cytogenetic techniques such 

microarray (CMA) can achieve a 
resolution less than 100kb and provides 
analysis of the entire genome without 
a priori knowledge of the genomic 
region involved. This platform has 
greatly improved the mapping efficiency 
of clinically relevant chromosomal 
imbalances in known syndromes. In 
recent years, CMA has become the first-
tier diagnostic test for postnatal testing 
in individuals with intellectual disabilities 
and other childhood syndromes, and 
now its application has also increased 
substantially in prenatal. Despite its 
ability to detect genomic imbalances at 
a higher resolution than the conventional 
methods, it carries a potential risk for 
finding uncertain clinical significance 
which may result in patient anxiety and 
challenging in genetic counselling. 

The recent advancement of high 
throughput next generation sequencing 
provides a more comprehensive genomic 
coverage than array-based methods. 
This technology currently offers the best 
resolution, resulting in discovery of novel 
mutations and unexpected complex 
rearrangements as well as identification of 
fusion genes leading to new therapeutic 
targets. As the sequencing cost continue 
to decline, it is likely that next generation 
sequencing may supercede array-based 
testing and conventional methods. The 
future cytogenetic laboratory will have 
more sequencers than microscopes, 
and more technologists with molecular 
training and bioinformatics knowledge 
than ever before. 

Dr. Saira Bahnu bte Mohamed Yousoof
Molecular Geneticist
Departments of Cytogenetics and Molecular Diagnostics
Subang Jaya Medical Centre, Malaysia

Current Approaches and Future Challenges in Prenatal and 
Bone Marrow Cytogenetics

as FISH and chromosomal microarray are 
required for solving diagnostic dilemma. 

Since its introduction in 1970s, 
fluorescence in situ hybridization (FISH) 
has emerged as an indispensable tool 
for clinical diagnostics in prenatal and 
cancer cytogenetics. This technique 
enables a specific detection of targeted 
sequences, chromosomal regions or 
entire chromosomes in both cultured 
and uncultured cells using fluorescent 
labelled DNA probes. In prenatal 
diagnosis, interphase cells obtained 
from amniotic fluid are used for rapid 
detection of chromosomes 13, 18, 21, X 
and Y aneuploidies. In addition, FISH also 
plays a leading role in providing crucial 
information regarding genetic variations 
in malignant cells and evaluation of copy 
number variations and chromosomal 
rearrangements of clinically important 
biomarkers such as Her-2/neu, N-MYC 
and ALK for targeted molecular therapy in 
cancer patients. While this technology can 
identify smaller chromosomal gains and 
losses, FISH is biased toward selected 
regions of the genome and it requires a 
priori knowledge of the selected regions, 
therefore it is unsuitable for scanning the 
whole genome. 

The advent and application of 
chromosomal microarray, particularly 
array comparative genomic hybridization 
(array CGH) has transformed cytogenetics 
from ‘morphology’ into a massively 
robust ‘molecular’ space. Chromosomal 

Lucy Gilbert, MD, MSc, FROCG
Professor
Director of Gynecologic Oncology
McGill University

Ovarian Cancer: Unmasking the great pretender.

Despite considerable investment into early diagnosis and treatment, the cure rate for ovarian cancer has remained stagnant over the 
last four decades and it is the 5th most common cause of cancer-related death in women. This is because about 90% of the deaths 
from ovarian cancer are from high-grade serous (HGSC) and related high grade subtypes, which are often diagnosed in advanced 
stages. So far, all screening programs have failed spectacularly in diagnosing HGSC inn early stage, while it is still confined to the 
ovary. The pilot phase of our ongoing study, Diagnosing Ovarian cancer Early (DOvE), shed some light on why the screening trials 
failed. In the DOvE pilot, women with symptoms associated with ovarian cancer were given open access to fast-track diagnostic 
testing using serial CA125, and TVUS, with a low threshold for follow up with CT and MRI scans to try and achieve early stage 
diagnosis. To our surprise, we found that most “ovarian” HGSC actually originated from the fallopian tube epithelium and had 
disseminated into the abdomen while the ovaries were normal. Although the tubes had been pinpointed as the source of HGSC in 
patients with BRCA mutation, the ovary remained the focus of diagnostic tests for ovarian cancer in the general population. However, 
with HGSC starting in the fallopian tube, it can disseminate into the peritoneal cavity early in the course of the disease. By the time 
the ovary has become involved to the extent of appearing abnormal on transvaginal ultrasound scan, the abdominal cavity is already 
involved by disseminated tumour nodules. If we are to diagnose HGSC early, we have to focus on HGSC and the fallopian tube. 

Minimal invasive surgical procedures 
which used to be a trend in the past is 
currently considered to be a gold standard 
of treatment in many disciplines. In hand 
surgery, wrist arthroscopy has made 
it possible to diagnose and treat wrist 
ligament injuries which is often missed 
even with MRI. 

Carpal tunnel syndrome, a common 
hand problem, is traditionally treated 
with Open carpal tunnel release when 
conservative management has failed. 
This procedure usually relieves the  
patient’s symptoms but can prevent the 
use of his hand for a few weeks. This 
procedure can now be done through a 
minimal invasive technique -Endoscopic 
Carpal Tunnel Release. In addition to a 
cosmetically smaller and better scar 
it allows earlier use of the hand post 
surgery. 

Brachial plexus injury in adults is 
commonly due to motor vehicle 
accidents  and this can also present at 
birth (Brachial Plexus Birth Palsy). In the 
past, treatment of Brachial Plexus injury 

Dr. Prashanti Eachempati
Associate Professor and Head of 
Department
Department of Prosthodontics
Faculty of Dentistry
Melaka Manipal Medical College

Esthetics via Prosthodontics

- A case of full mouth 
rehabilitation

The presentation is regarding a case 
report of a partially edentulous patient 
with severely abraded dentition who 
wanted to improve his esthetics. A 
full mouth rehabilitation was done 
for the patient with a combination of 
fixed partial dentures and cast partial 
dentures. Incorporation of non-rigid 
connectors and extra coronal precession 
attachments is the interesting part of the 
case. A complete transformation of the 
patient’s esthetics via prosthodontics in 
a systematic manner will be discussed. 

Dr. Ravindran Thuraisingham
Consultant Hand & Microsurgeon 
Sunway Medical Centre

Hand Surgery: Minimal Invasive &
Reconstructive Procedures

was said to be a wasted effort as surgical 
exploration and repair  of Brachial Plexus 
had poor functional outcome.  

With advances in surgical technique and 
better understanding of nerve physiology, 
improved outcomes can now be achieved. 
Surgery is indicated in all patients with 
no recovery within  6 months. In adults, 
neurotization (nerve transfer) procedures 
have shown to produce the best results. In 
Birth palsy,  reconstruction of the brachial 
plexus with nerve grafts is performed if 
nerve roots are available (not avulsed). 
Early microsurgical repair plays the most 
important role as it gives the patient the 
unique opportunity to recover at his best…. 
especially total paralysis. Secondary 
surgery is an important contribution for 
improving the  functional result after 
primary surgery and also for patients who 
presented late where nerve transfer could 
not be done. 

We now have the ability to obtain 
something in someone who started with 
nothing. 



I  Manipal Alumni Association Newsletter Manipal Alumni Association Newsletter  I18 19

I n  a n d  a r o u n d 

MAAM



Manipal Alumni Association Newsletter  I 21I  Manipal Alumni Association Newsletter20

activit ies
in

MAAM



I  Manipal Alumni Association Newsletter Manipal Alumni Association Newsletter  I22 23

Malaysian Healthcare
System PDPA or the Personal Data Protection Act 2010 got many 

doctors upset when it was announced that all medical clinics registered under the Private 
Healthcare Facilities and Services Act 1998 need to be registered.  The fees involved are 
Rm100 for a sole proprietor, Rm200 for a partnership and Rm300 for a Sdn Bhd. 

The point of contention here is that all medical practitioners are already abiding by the 
Malaysian Medical Council’s Code of Professional Conduct which stringently protects 
our patients’ privacy.  It’s guidelines on patients’ confidentiality is superior to that 
prescribed by the Personal Data Protection Act 2010. 

So why the need for another Act to protect our patients’ data? As it stands at the time of 
writing this article, requests by the Ministry of Health to exempt all medical practitioners 
registered under the Medical Act 1971 from registering under the Personal Data 
Protection Act 2010 has not been accepted as yet, or rather replies from the Ministry of 
Health on this is rather ambiguous.  Therefore, said medical practitioners are advised to 
register and pay the fees as appropriate under the PDPA regulations.

The Malaysian Medical Council (MMC) has gone the way 
of corporatization as it is envisioned that the MMC is to be an independent 
body. It therefore has to generate it’s own funds and an increase in fees has 
been proposed. 

General Practitioners have been very vocal about the proposed fee for  
renewal of the Annual Practising Certificates which see a jump from Rm50 
annually to Rm300. Questions are being raised by many on the hefty jump in 
fees, not so the amount per year but rather the high percentage of increase.

CPD points are required for the renewal of annual practising certificates.  
Discussions on this is still ongoing and at this point in time, the hurdle 
of developing a single system to encompass all three groups of medical 
doctors, namely public service doctors, those in registered specialties and 
private non specialist medical doctors, has not been overcome as yet. 

PERKESO fees for their panel 
doctors (not to be mistaken for those 
registered with the Health Screening 
Programme [HSP] ), are being increased. 
A new category, that is “follow up” 
cases has been added where previously 
there was none. Do wait for the official 
announcement by PERKESO.

Recent announcements had the doctors, mainly those in primary 
care, fuming with indignation at what is perceived as a top down 
enforcement without proper consultation with stakeholders.

in the
Current Happenings

Activities
at the Convention

Manipalites – who’s up for some fun in the sun?
After two days of brainwork at the scientific conference, we’ll all need to exercise those 

under-utilised bodies! We’ll want to reconnect with our neglected families too. Well, there’s 
no better way to do this than to take part in our fun sports activities – there’s something 

there for everyone. [And what’s more, the whole thing is free – though of course, we may be 
tempted to pass the hat around for a collection to go towards a worthy cause.] 

And that’s what will be happening at Kelab 
Aman. We’re planning fun-filled events for 
parents and children, young and old. First, 
there’s cricket, and it will be Malaysia Vs. 
The Rest of the World, in a 20-over match 
which is set to start at 9.30 a.m. (When 
it will finish is anyone’s guess). So dust 
off your bats and launder those cricket 
whites, folks!

If you’re looking for something a little more 
fast-paced, come for the Futsal matches. 
These are open to all, young and old, 
boys and girls. Of course we don’t want to 
punish ourselves more than we absolutely 
have to, so depending on numbers, we 
might have separate matches for the 
young, and those who are only young at 
heart (we don’t want to call ourselves a 
bunch of oldies).
 
And if organised team sports are really not 
your thing, then head for the telematch for 
kids and parents. This will be held on the 
hockey field, and promises to be loads of 
chaotic fun. But be aware – it’s aimed more 
at those with younger children, who might 
not be able to take part in Futsal and other 
such sports. 

Ladies, you have not been forgotten – 
apart from futsal, you can also take part in 
Netball (exclusively for the girls), or join in 
the fun with Darts and Pool. 

Take note – Futsal and other games will 
run at the same time as the Cricket, so 
you’ll have to make some hard choices 
here. 
 
Very important reminder: you must 
bring your own sports wear, especially 
golfers and cricketers. For those taking 
part in the Futsal and telematch games, 
remember that the turf is artificial, so 
absolutely NO SPIKES OR STUDS on 
your footwear! 

Not interested in sports at all, or 
exhausted after all the activity? Kelab 
Aman serves excellent Punjabi cuisine, 
so get stuck into the chappatis and dhal. 
And let’s not forget our social lubricant, 
alcohol – chilled beers and wine will be 
served with lunch. See? We really do 
have something for everyone. 

The sports carnival really will be the 
perfect way to dust off the cobwebs 
and get the blood pumping, so make a 
point of joining us for a fun-filled day of 
catching up and bonding with family, old 
friends, and new friends.

For the wannabe Bubba Watsons and 
Rory McIlroys among us, there will be 
golf at the stunning Perangsang Templer 
golf course. It is a particularly challenging 
18-hole course, with lots of bunkers as 
well as large ponds and streams. The 
Bukit Takun mountains offer a beautiful 
scenic backdrop, and the world’s oldest 
rainforest is not too far away – so you city 
slickers will get your fill of fresh, clean air. 
We’ll even provide the transport, so you 
can enjoy the scenery on the way: the 
bus will leave from the Royale Chulan 
hotel at 6 a.m. (early birds, we’re talking 
to you), to reach Perangsang Templer at 
7am for breakfast, followed by an 8am 
tee off. 

If golf is not quite your cuppa, then 
you can stay closer to home because 
we’re also organising more games to 
be held at Kelab Aman, the Selangor 
Sikh Union club. It’s only 3.5 km away 
from the Royale Chulan, and we’ll be 
providing a shuttle service between the 
hotel and Kelab Aman. Despite being 
in the crowded city centre, the club 
grounds are huge, with excellent cricket 
grounds and large fields. In fact, the club 
provided one of the venues for the 1998 
Commonwealth Games cricket matches. 
There are also artificial pitches for futsal 
and hockey. 

Remember, the family that plays together, 
stays together (or something like that...). 
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Just what is it about separation of dispensing that makes it 
the focus of both the pharmacists and medical doctors? This 
issue crops up once every few years and recently it reeks of 
desperation from both sides of the divide.

By medical doctors, we mean those who see patients at primary 
care level, including those specialists in standalone clinics which 
dispenses medication. Pharmacists will be those at retail level 
whose primary business are walk in customers.

The usual reason given for dispensing separation is that medical 
doctors are not trained to dispense medication and on the 
converse, the reason given is that it will cause inconvenience 
to the patients who will need to fill up their prescriptions at a 
neighbouring pharmacy. 

The Malaysian public did not subscribe to  this idea on the 
grounds that it is a hassle to visit two establishments to seek 
treatment and that the healthcare cost will go up.

The crux of the matter is that many primary care doctors in 
the private sector earn from the sale of drugs rather than from 
consultation fees. Retail pharmacists foresee that their earnings 
will increase when they are given full dispensing rights unlike 
now where a large percentage of their revenue comes from the 
sale of OTC and consumer items.

It has been continuously harped that doctors are not trained in 
dispensing of medication. Well, rightly so, as medical doctors 
are trained to diagnose and prescribe. But is dispensing such a 
difficult job that a trained medical doctor would find it hard to do?

Yes, there have been recorded errors in prescription by doctors, 
of which there are a multitude of factors not related to the 
seemingly lack of training in dispensing. Having a second 
eye to ensure proper prescription is of course advantageous.  
However, aren’t there also recorded cases of pharmacists’ errors 
in dispensing? The record may be artificially low as there isn’t 
a second eye to check on the pharmacists’ dispensing errors 
unless the patient returns with a complaint or an audit is done.
There will definitely be a decrease in prescription as well as 
dispensing errors if there is someone to counter check both the 
processes, but it certainly isn’t the only solution to both reduce 
prescription as well as dispensing errors.

Another point brought up is over-
prescribing of medication. It is always 
presumed that doctors are induced by 
the pharmaceutical giants to prescribe 
their products.  I would not hesitate to 
say that inducement is also present in 
the retail pharmacy industry.  However, 
we will really need to qualify the term 
‘inducement’ here. 
 
The healthcare industry in present times 
is not the same as in the early days 
where we find many doctors being ‘loyal’ 
to certain brands. We also do not have 
many ‘godfathers’ among the primary 
care doctors who are able to sustain the 
sales of the pharmas in certain areas. 
Gone are the days when GPs maintain 
high stock levels of prescription drugs. 
On the converse, it is the successful 

retail pharmaceutical chains that are able 
to do that now.

I would venture to say that over-
prescribing of drugs is seen partly 
due to the mindset of our healthcare 
consumers.  It is presumed that the 
primary care doctors’ charges are mainly 
for the amount of medication prescribed 
and the issue of consultation fees are 
hardly in their minds. Doctors still do 
encounter patients who walk into the 
consultation rooms saying that they 
don’t want medication and walk out after 
getting a free consultation. 

But what takes the cake is a statement 
made in the media that some pharmacists 
are selling regulated prescription drugs 
over the counter as they are not having 
enough revenue. It went on further to 
say that if dispensing separation is 
mandated, these pharmacists will then 
not need to depend on such illegal 

activities to survive. I leave it up to our 
readers to form their own views on this.

There is a need here to understand the role 
of Community Pharmacists.  Apart from 
doctors in primary care, these pharmacists 
also enjoy a direct link to the consumers of 
healthcare. They supply medication to the 
consumers in accordance to prescribed 
regulations. They are also expected to 
counsel patients at the time of dispensing 
of medication.

In the processing of prescriptions, they 
are expected to know the current and past 
drug history of patients before filling the 
prescriptions issued by doctors and then 
dispensing it. I would also venture to say 
that knowledge of patients’ medical history 
would be a very big plus factor if the role of 

the pharmacist here is to ensure that there 
are no prescription errors. 

Apart from responding appropriately 
to symptoms of minor illnesses while 
keeping a view to refer such patients to a 
doctor, community pharmacists are also 
expected to take on health promotion 
activities.  Hence a medical doctor need 
not be alarmed when they see community 
pharmacists counselling and dispensing 
non regulated prescriber drugs.
The worry here is that there are instances 
where a community pharmacist may cross 
the line on what their duties are.  This is 
where enforcement comes in.

The debate on dispensing separation will 
go on and on with both sides taking a dig 
at each other and sparring blows, but at 
the end, all should realise that both these 
professionals are meant to compliment 
each other.

In the absence of a single payer system, 
dispensing separation may not see the 
light of day as yet. Indeed, it will need a 
change of mindset among our healthcare 
consumers on the need of consultation 
fees in primary healthcare and a sense of 
professionalism to be maintained in both 
sets of professionals in order to make the 
system work.

Dispensing separation may come sooner 
than we expect, but we would hope that 
the proponents of dispensing separation 
take into cognizance all the factors that 
are involved here or we will end up with 
a system which will fail the very people 
whom we are trained to take care of, and 
that is our patients.

by Dr. Koh Kar Chai

Views held by the Author are entirely his own 
and may not necessarily be endorsed by 
MAAM.

A consumer
caught

in between...

DISPENSING  SEPARATION
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A man comes into the ER and yells....
“My wife’s going to have her baby in the cab.” 
I grabbed my stuff, rushed out to the cab, 
lifted the lady’s dress and began to take off 
her underwear. Suddenly I noticed that there 
were several cabs and I was in the wrong one. 

By Dr. Mark MacDonald, San Francisco

During a patient’s two week follow-up 
appointment with his cardiologist, 

he informed me, his doctor, that he was 
having trouble with one of his medications. 
‘Which one?’. I asked. ‘The patch... 
The Nurse told me to put on a new one 
every six hours and now I’m running out 
of places to put it!’ 
I had him quickly undress and discovered 
what I hoped I wouldn’t see. 
Yes, the man had over fifty patches on his 
body! 
Now, the instructions include removal of 
the old patch before applying a new one.

By Dr. Rebecca St. Clair, Norfolk, VA

One day I had to be the bearer 
of bad news when I told a 

wife that her husband had died of a 
massive myocardial infarct. 
Not more than five minutes later, I 
heard her reporting to the rest of the 
family that he had died of a ‘massive 
internal fart.’

By Dr. Susan Steinberg

At the beginning of my shift I placed 
a stethoscope on an elderly and 

slightly deaf female patient’s anterior chest 
wall. 
“Big breaths...” I instructed. 
“Yes, they used to be...” replied the patient.

By Dr. Richard Byrnes, Seattle, WA

I was performing rounds at the hospital one morning and while checking up on a 
man I asked... “So how’s your breakfast this morning?” “It’s very good except for 
the Kentucky Jelly. I can’t seem to get used to the taste.” Bob replied. 
I then asked to see the jelly and Bob produced a foil packet labeled ‘KY Jelly.’

By Dr. Leonard Kransdorf, Detroit

A nurse was on duty in the 
Emergency Room when a young 
woman with purple hair styled into 
a punk rocker Mohawk, sporting 
a variety of tattoos, and wearing 
strange clothing, entered... It was 
quickly determined that the patient 
had acute appendicitis, so she was 
scheduled for immediate surgery.  
When she was completely disrobed 
on the operating table, the staff 
noticed that her pubic hair had been 
dyed green and above it there was 
a tattoo that read... “Keep off the 
grass.” 

Once the surgery was completed, 
the surgeon wrote a short note on 
the patient’s dressing, which said 
“Sorry... had to mow the lawn.”

By RN no name

Baby’s First Doctor Visit 
 
A woman and a baby were in the doctor’s 
examining room, waiting for the doctor to 
come in for the baby’s first exam. 
The doctor arrived, and examined the 
baby, checked his weight, and being a little 
concerned, asked if the baby was breast-fed 
or bottle-fed.
‘Breast-fed,’ she replied... 
‘Well, strip down to your waist,’ the doctor 
ordered. 
She did.. He pinched her nipples, pressed, 
kneaded, and rubbed both breasts for a 
while in a very professional and detailed 
examination. 
Motioning to her to get dressed, the doctor 
said, “No wonder this baby is underweight. 
You don’t have any milk.” 
“I know,” she said, “I’m his Grandma, but I’m 
glad I came.”

As a new, young MD doing his residency in OB. I was quite embarrassed 
when performing female pelvic exams... To cover my embarrassment I had 

unconsciously formed a habit of whistling softly. 
The middle-aged lady upon whom I was performing this exam suddenly burst out 
laughing and further embarrassing me. I looked up from my work and sheepishly said. 
“I’m sorry. Was I tickling you?” She replied with tears running down her cheeks from 
laughing so hard... 

“No doctor but the song you were whistling was ‘I wish I was an Oscar Meyer Wiener.”

Dr. wouldn’t submit his name...

While acquainting myself with a new 
elderly patient,

I asked, “How long have you been 
bedridden?” 
After a look of complete confusion she 
answered...
“Why, not for about twenty years - when 
my husband was alive.”

By Dr. Steven Swanson-Corvallis, OR
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