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Our 33rd Annual Scientific Congress will be held in 
the East Coast state of Kelantan. The venue is the 
Rennaisance Hotel and the organising committee is 
also organising a post-congress social event/escapade 
for those who are keen. The dates are from 31 May 
2011, Tuesday (precongress) to 3 June 2011, Friday.

The theme is ‘Essentials, Emergencies & Ethics’ 
in Paediatrics. The scientific committee chairman, 
Prof Hans van Rostenberghe, has come up with an 
attractive programme that should attract mainly 
general paediatricians in public and private practices. 
Ethics is a broad topic that covers all levels of practice 
and seniority. Discussion on this is expected to be 
intense.

The congress venue is currently the biggest hotel with the facilities to host our 
congress. Those who remember our last congress in Kota Bharu had a beach 
and some areas where the exhibition booths were cramped and warm. The 
Rennaisance Hotel is in the middle of Kota Bharu town without a beach to  
distract delegates. There is an adjoining shopping complex that should keep the 
family busy!

The organising and scientific committees are trying to put together a precongress 
workshop on Child Abuse & Neglect as well. Please read your eBMPA for more 
details and latest updates. If you have not been receiving your eBMPA, please send 
your email to the secretariat email below or call us.

About the postcongress escapade, the Kelantan committee felt that those 
delegates who could spare the weekend of 4-5 June 2011 can have an additional 
restful family outing at Pulau Perhentian. Known for its pristine beaches and simple 
chalets, this island retreat would make an excellent end to the congress with the 
family to wind down before starting the week again. Please note that the congress 
fees do not cover this outing but we will ensure that we get the best deal for 
delegates who want to enjoy this weekend treat.

As usual, join us in Kota Bharu to update ourselves intellectually, renew and refresh 
camarederie socially and increase our circle of contacts among our fraternity.

See you in Kelantan, the ‘cradle of Malay culture’. Remember the dates : May 31 
to June 3, 2011.

June Congress in Kota Bharu



From The President
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2010 in Reflection

Folks,

Assalamualaikum and Salam Sejahtera. 

This is the first issue of BMPA in 2011. As such, I will use this 
opportunity to go through with you some of our activities in 
2010, reflecting on missions and visions and more importantly 
reflecting on how else we can join our efforts to improve the 
state of children in this country.

MoH Collaboration
MPA has been involved with a project initiated by the Ministry 
of Health (MoH) in gathering key information on our human 
resource needs. We embarked on efforts to answer several 
key questions; such as “How many Paediatricians are there in 
Malaysia”, “Are children receiving the best care in the best 
health facilities” and “Charting the way forward in terms of 
training needs”. I do not wish to divulge all the information 
gathered, as I am sure the MoH will do this better over the 
coming months. Sufficient to say that the impressive figures 
on mortality rates we witnessed over the years could be made 
more impressive if the pool of Paediatricians and Paediatric 
Subspecialists we have in Malaysia be doubled as we approach 
the Millennium Development Goal in 2015. This will lead to 
equality in health care across the country. Equitable access to 
facilities has been a thorny issue and will continue to be so if 
left unchecked. Getting more Paediatricians means promoting 
this specialty to enthusiastic medical students, through good 
role modeling as well as ensuring the training system we put in 
place is neither lacksaidical nor prohibitive.

Training Issues
I have all reasons to be optimistic on this issue. Having, on 
occasions attended meetings of the National Conjoint Board 
for Paediatrics, I believe, key leaders in Universities, Ministry 
of Health and professional bodies are firm in their resolve that 
the Paediatric training in Malaysia ought to follow a common 
model, relevant to the needs of Malaysians and efficient enough 
to produce highly-trained Paediatricians we badly need. We 
are excited that uniformity in training has set itself on the right 
track, whether the training leads to the Masters of Paediatrics 
or the Membership of the Royal College certification. We simply 
cannot afford to be too diverse on training issues to serve the 
needs of children in a single country. As members of MPA, 
we applaud the efforts of Paediatric leaders in the Ministry 
of Health, and the Ministry of Higher Education through the 
various Heads of Departments of Paediatrics in Universities and 
the Academy of Medicine.

Childline 15999
We were also involved in the launch of Childline 15999, a free 
phone-in system currently available to assist children in need. 
We have given a commitment to the organisers that members 
of MPA will do our best to give training to those volunteers 

manning the phone-in 
system on the essentials of 
Paediatrics and child care 
so that the public can be 
better informed. We hope that the launch of this will lead to 
better and innovative ways to assist children in need. 

Member Feedback
I am thrilled by the enthusiastic responses from members in the 
last MPA Congress. I was told that we had the record number of 
members attending the Annual General Meeting and even gave 
important feedback that lead to an unprecedented Emergency 
General Meeting a few months later. All of these augur well for 
the society. Effective checks and balances are the only way to 
keep our missions and visions well focused. The interest shown 
by members through their ‘hits’ on our website are also most 
encouraging.

Publications
Barely 3 months after our AGM elected a new Editor-in-Chief 
of our journal; the Malaysian Journal of Paediatrics and Child 
Health (MJPCH); the launch of the on-line version of MJPCH 
became a reality. This promises to be another exciting milestone 
in our history as we now have a quick way of disseminating 
research works done by members and opportunity to undertake 
a friendly and scientific peer review process. I believe the 
Editorial Team is currently working on getting those beautifully-
bound MMed dissertations safely tucked in your departmental 
libraries into electronic publication in our own journal. Of 
course, we can always wait for the authors to publish these 
in international journals with higher impact factors. But that 
waiting has surpassed many deadlines in the past. Getting them 
quickly into MJPCH is the only way to see your works buzzing in 
the Internet.

Welcome to KB
Lastly folks, we are only 5 months away from our next Annual 
Congress, this time due to be held in Kelantan. The theme is 
“Essentials, Emergencies and Ethics” and the programmes put 
together by Prof Hans and team look enticing. I understand that 
this Congress will also end with some exciting social events, 
even things like snorkeling trip to the famous Pulau Perhentian. 
So keep the dates free (national school holidays beginning 31 
May to 3 June for the congress and the trips then after).

So folks, a lot to look forward to in 2011.

Happy New Year and keep up your good work. 2

Zabidi Hussin 
President 2009-2011

dr.zabidi@gmail.com
zabidihussin@blogspot.com
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Selangor and Klang Valley  
Paediatric Cardiology Grand Rounds

November 2010, Selangor

The Selangor and Klang Valley Paediatric Cardiology 
Forum which was first held last August 2010 
identified inadequate knowledge in paediatric 
cardiology amongst paediatric doctors working in the 
hospitals in this area. The lack of confidence leads 
to weaknesses in initial management and imposes 
pressure for IJN to take over the management of 
these children. One particular area is pertaining to 
arrhythmias. With an objective to improve skills in 
management of paediatric cardiology cases, the 
forum agreed to hold regular three- to four- monthly 
series of grand rounds.

The first Selangor and Klang Valley Paediatric 
Cardiology Grand Rounds were held in the UiTM 
auditorium, Hospital Selayang on 6 November 2010. 
The topic was aptly called “Paediatric Arrhythmias” 
and three cases were presented. Dr Cheong Hon Kin, 
a neonatal trainee presented a neonate with runs of 
supraventricular tachycardia. There was a preceding 
history of upper respiratory tract infection and a 
GP had administered a dose of nebulised ventolin. 
This was followed on with another interesting 
presentation by our specialist, Dr Suhaila Omar. A 
10-year-old school boy presented with fainting spells. 
He had irregularly irregular pulses on admission. Dr 
Florence Wong, a medical officer then presented a 
difficult and challenging 14-year-old teenager with 
systemic lupus erythematosus with bradycardia who 
incidentally also had an underlying Ebstein anomaly. 
The bradycardia developed following an episode of 
sepsis. 

Dr Hasri Samion, Dr Choo Kok Kuan and Dr Hung 
Liang Choo kept the discussion alive and at the end 
of the morning much was learnt from the grand 
round. 

The approach to atrial tachycardias was discussed. 
The use of antihistamines and nebulised ventolin 
perpetuates tachycardias. The aim of initial treatment 
is to slow down heart rate. The use of dopamine in 
neonates with tachycardia and poor perfusion will 
further worsen the condition.

IV boluses of adenosine should be given by rapid 
push through an access closest to the heart. Give 
simultaneously a normal saline flush via another 
syringe. Dr Hung reiterated that it is less effective to 
give through an access through the leg.

Dr Hung prescribes syrup propranolol which is 
obtained via a KPK request and feels that the 
reconstituted tablet with syrup simplex is less 
effective. 

IV amiadarone may potentially have a half life that 
can last up to 2 months. Dr Hasri explains this is one 
of the reasons for delaying insertions of pace makers 
in patients previously treated with amiodarone. 
Calculation of QT intervals is not meaningful in 
tachycardias.

There are many subtypes of long QT syndrome. In 
a patient with variable QT intervals, calculate the 
longest and the shortest QT interval on a long run on 
Lead 2 and get the average value.

The grand round was well attended and there were 
a total of 48 participants from IJN, UiTM, HUKM, 
UMMC, UPM, Hospital Sg Buloh, Hospital Ampang, 
Hospital Serdang, Hospital Kelang, IPHKL, Hospital 
Kajang and 15 of the participants were from Hospital 
Selayang. Dr Rosalie Yip from Sunway Medical 
Center, also took time off from her Saturday clinic 
to attend. Congratulations to all the participants for 
showing such enthusiasm as Saturday was part of the 
Deepavali long weekend. Admission was free. We 
had also received inquiries from interested doctors 
from other states. 

I would like to thank all three presenters for their 
hard work and Dr Cham Weng Tarng, Dr Anita 
Kaur and Dr Chee Siok Cheong for their assistance. 
I would also like to acknowledge Cik Salwa Abu 
Hassan’s untiring efforts for her secretarial services.

Dr Hung closed the session and it was decided that 
the next venue will be Hospital Serdang on Saturday, 
5 March 2011. Dr Amir Hamzah, a paediatric 
cardiologist from Hospital Serdang will chair and 
organise the next grand round.  2

 

Wan Jazilah Wan Ismail
Head of Paediatric Department
Hospital Selayang

Report
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Iron Deficiency
October 7, 2010 – Iron deficiency is one of the most 

common, yet undetected, problems among children. The 

American Academy of Pediatrics (AAP) 2010 National 

Conference and Exhibition, the American Association 

of Pediatrics released a clinical report, with guidelines 

for iron intake in infants and children and to improve 

screening methods.

The clinical report, entitled Diagnosis and Prevention of 

Iron Deficiency and Iron Deficiency Anemia in Infants and 

Young Children (0–3 Years of Age), was published online 

October 5 in Pediatrics. It is a revision of a 1999 policy 

statement.

  Clinical Context

The most common single nutrient deficiency is iron, 

according to a report issued by the United Nations 

Administrative Committee on Coordination/Sub-

Committee on Nutrition and International Food Policy 

Research Institute in 2000. In the July 1999 issue of 

Pediatrics, the AAP published a statement on the iron 

fortification of infant formulas.

The current clinical report from the AAP revises the 

1999 statement and provides recommendations for the 

diagnosis and prevention of iron deficiency and iron-

deficiency anemia in infants (birth to 12 months) and 

toddlers (1 - 3 years).

  Study Highlights

Anemia was defined as hemoglobin 2 SDs below the 

mean hemoglobin for a normal population of the same 

sex and age, which is less than 11.0g/dL in children 
aged 12 to 35 months. Risk factors for low fetal 

iron stores are prematurity, maternal anemia, maternal 

hypertension with intrauterine growth restriction, and 

diabetes during pregnancy.

The iron requirements for children from birth to 3 years 

are:

•  2 to 4 mg/kg/day for preterm infants

•  0.27 mg/day for term infants up to age 6 months

•  11 mg/day for term infants aged 7 to 12 months

•  7 mg/day for toddlers aged 1 to 3 years

The estimated prevalence of iron deficiency is 4% at age 

6 months, 12% at age 12 months, and 6.6% to 15.2% 

in toddlers, depending on ethnicity and socioeconomic 

status. The prevalence of iron deficiency anemia is 

0.9% to 4.4% in toddlers, depending on ethnicity and 

socioeconomic status. Iron deficiency anemia is linked to 

elevated lead levels.

Iron deficiency and iron-deficiency anemia have been 

linked to adverse cognitive and behavioral development, 

with some evidence of causality. Hemoglobin 

concentration is a good measure of response to anemia 

treatment, but must be combined with other tests to 

determine iron status.

Serum ferritin, an acute phase reactant, is not as accurate 

as reticulocyte hemoglobin concentration or 
serum transferrin-receptor 1, but is reliable if the 

C-reactive protein (CRP) level is normal: Serum ferritin 

less than 10µg/L is diagnostic of iron deficiency. Normal 

or increased serum ferritin plus normal CRP indicate 
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no iron deficiency. Normal or increased serum ferritin 

plus elevated CRP indicate iron deficiency cannot be 

determined.

Low reticulocyte hemoglobin concentration, the strongest 

predictor of iron deficiency in children, will be more 

useful as testing becomes widely available. Increased 

serum transferrin-receptor 1 indicates iron status, but is 

not yet widely available and standard values in children 

are not defined.

In children with mild anemia, defined as hemoglobin 

between 10 and 11g/dL, a 1-g/dL increase in hemoglobin 

after 1 month of iron supplementation indicates iron-

deficiency anemia.

Prevention of iron deficiency and iron-deficiency anemia 

varies depending on age and milk intake. Preterm infants 

receiving human milk should receive 2 mg/kg/day of 

elemental iron through supplements or foods starting by 

age 1 month through 12 months. Some preterm infants 

receiving infant formula might need iron supplements. 

Term infants taking more than one-half of feedings as 

human milk should receive 1 mg/kg/day of supplemental 

iron starting at age 4 months until the introduction of 

complementary foods.

Term formula-fed infants receive 

enough iron from formula 

with the introduction of iron-

containing complementary foods 

after age 4 to 6 months.

Standard formula is not linked 

with gastrointestinal symptoms or 

infection, but one review reported 

slightly increased risk for diarrhea. Toddlers can receive 

adequate iron through heme sources of iron (red meat), 

nonheme sources (legumes, cereal), and vitamin C-

containing foods to help with iron absorption. Toddlers 

who do not ingest adequate iron-containing food can 

receive iron supplements.

Universal screening for anemia is recommended at age 

12 months, using hemoglobin test and assessment of 

risk factors (prematurity, low birth weight, lead exposure, 

exclusive breastfeeding beyond the age of 4 months 

without iron supplementation, and weaning to whole 

milk or foods not high in iron).

Additional risk factors for iron deficiency and iron-

deficiency anemia are feeding problems, poor growth, 

inadequate nutrition related to special healthcare needs, 

low socioeconomic status, and Mexican American 

descent. Screening is recommended at any age in the 

presence of risk factors.

  Clinical Implications

Universal screening for anemia with hemoglobin 

concentration and assessment of risk factors is 

recommended at age 12 months. Measurement of 

serum ferritin plus normal CRP levels is a reliable and 

readily available screening test that may be used to 

determine iron status in infants and toddlers. Other 

reliable tests of iron status are the measurement of 

reticulocyte hemoglobin and transferrin-receptor 

1 concentrations, but these tests are not readily 

available.  2 

American Academy of Pediatrics (AAP) 2010 National 
Conference and  Exhibition. Presented October 5, 2010.

Congratulations to......

Prof Dr A Rahman A Jamal from Pusat Perubatan UKM on being conferred the Darjah Dato’ Paduka 
Negri Sembilan(DPNS) which carries the title Dato’ on the 63rd Birthday of the Yang DiPertuan Negri 

Sembilan Tuanku Muhriz Tunku Munawir on 14 January 2011.

Prof Norlijah Othman from Universiti Putra Malaysia on being appointed as Dean of the Faculty of 
Medicine and Health Sciences, UPM on 1 August 2010.
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National Measles Elimination Programme 
Circular from Ministry of Health 

In the following 3 pages, you will find a circular from the Ministry of Health (MoH) that should be read by 
all doctors. The aim is to eliminate measles in Malaysia by 2012.

In 2003, Malaysia made a commitment to the World Health Organisation (WHO) to achieve measles 
elimination status by 2012. This follows the success of smallpox eradication and polio free status due to 
immunisation. The MoH has used several strategies to achieve this including introduction of a second 
measles vaccine dose in the National Immunisation Programme (NIP) in 2002 and having a case-based 
surveillance of every suspected case. In 2009, the rate of reported cases of measles was 2 per million 
population while the target set by WHO for measles elimination status is 1 case per million population.

For Malaysia to achieve this measles elimination status, the National Measles Elimination Programme 
(MEP) needs to be strengthened. The circular dated 27 October 2010 stresses on notification of cases of 
suspected measles defined as fever with rash. These need to be notified within 24 hours (para 3.1) and an 
appropriate sample be sent based on onset of rash (para 3.3.2) for testing at the National Public Health 
Lab (Makmal Kesihatan Awam Kebangsaan abbreviated as MKAK) in Sungai Buloh. All enquiries regarding 
the programme can be found on para 8 of the circular.

Please read the circular and direct any questions to the officer concerned. Paediatricians in private practice 
will have to make arrangements for the specimens to reach MKAK. Paediatricians outside the Klang valley 
may need to check with their nearest District Health Office quoting “Surat Pekeliling Ketua Pengarah 
Kesihatan Bil. 24/2010 - Pengukuhan Program Eliminasi Measles Kebangsaan (MEP).” You can also email/
contact us and we shall forward your queries accordingly.

Please read the circular in its entirety and direct queries at the officers stated therein. We do not want a 
repeat of 2002-2003 when MMR vaccination was introduced through school health and paediatricians 
questioned the programme publicly in the media.

Editor
drzulkifli.ismail@gmail.com

MPSU Chairperson Wanted 
Our Malaysian Paediatric Surveillance Unit (MPSU), a one-time part of the MPA has been dormant 
since Dr Jackie Ho, its original founding chairperson, left it to a successor. During its heyday, the MPSU 
championed by Dr Jackie Ho, Dr Amar Singh and the team in Ipoh Hospital sent orange cards to all 
paediatricians and MPA members.  

Although it was irritating getting these cards every few months, it meant that somebody took the 
trouble to ask for rare conditions to be reported and we had something to report to the British Paediatric 
Surveillance Unit (BPSU).

The post of MPSU Chairperson is vacant again and we need to revive it. If you are interested and keen to 
revive the MPSU, please contact the secretariat or inform any committee member.
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Tarikh: 27 Oktober 2010

YBhg Dato’/Datin/Tuan/Puan,

SURAT PEKELILING KETUA PENGARAH KESIHATAN MALAYSIA  
BlL. 24/2010: PENGUKUHAN PROGRAM ELIMINASI MEASLES  
KEBANGSAAN (Measles Elimination Program – MEP)

1. TUJUAN

 1.1  Surat Pekeliling ini bertujuan untuk pengukuhan pelaksanaan Program Eliminasi Measles Kebangsaan 
(Measles Elimination Program - MEP).

2. LATAR BELAKANG

 2.1  Pada tahun 2003, Malaysia telah membuat komitmen kepada Pejabat Pertubuhan Kesihatan Sedunia 
(WHO) di Manila untuk mencapai status eliminasi measles menjelang tahun 2012.

 2.2.  Kementerian Kesihatan telah menggariskan beberapa strategi bagi memastikan matlamat eliminasi 
measles tercapai. Di antara strategi tersebut ialah:

  i.   memperkenalkan dos ke-dua pelalian measles pada umur 7 tahun ke dalam jadual program 
lmunisasi Kebangsaan pada tahun 2002 menggunakan kombinasi vaksin Measles-Mumps-Rubela 
(MMR);

  ii.  menjalankan pelalian ‘catch-up’ kepada kanak-kanak berumur 8 ke 15 tahun pada tahun 2004; dan

  iii.  melaksanakan survelan ‘case-based’ bagi setiap kes disyaki measles.

 2.3.   Pada tahun 2009, bilangan kes measles yang dilaporkan telah berkurangan dengan kadar kejadian 
2 kes untuk satu juta penduduk. Malaysia masih belum mencapai sasaran yang ditetapkan oleh 
Pertubuhan Kesihatan Sedunia iaitu kurang dari 1 kes untuk satu juta penduduk.

 2.4.   Pemantauan pelaksanaan program mendapati beberapa kelemahan yang perlu diperkukuhkan iaitu:

  i.  Pengesanan kes disyaki measles (demam dan ruam) yang tidak dibuat pelaporan/notifikasi dalam 
tempoh yang ditetapkan. 

  ii.  Tidak menjalankan penyiasatan yang lengkap dan tidak dilakukan dalam tempoh  yang ditetapkan 
ke atas setiap kes yang dilaporkan.

  iii.  Tidak mengambil spesimen urin atau swab tekak/nasopharangeal ke atas kes disyaki measles 
yang kurang dari 5 hari dari tarikh onset ruam untuk ujian isolasi virus dan juga gagal mengambil 
spesimen darah ulangan/kedua bagi keputusan ujian serologi pertama yang “equivocal”.

  iv.  Ada beberapa lokaliti yang tidak mencapai sasaran lebih 95% bagi liputan pelalian dos pertama dan 
dos ke dua MMR.

  v.   Pengambilan sejarah pelalian yang tidak lengkap ke atas kes disahkan measles.

3.  PENGUKUHAN PROGRAM ELIMINASI MEASLES

  Dalam memperkukuhkan pelaksanaan Program Eliminasi Measles Kebangsaan bagi memastikan Malaysia 
mencapai status eliminasi measles menjelang tahun 2012, semua pihak yang terlibat dalam program ini 
dikehendaki mempastikan tindakan ke atas langkah-langkah berikut diambil;

 3.1  Notifikasi kes

  3.1.1   Semua kes yang disyaki measles hendaklah dinotifikasi kepada Pejabat Kesihatan Daerah 
berhampiran.

  3.1.2   Notifikasi melalui telefon hendaklah dibuat dalam masa 24 jam selepas diagnosa bagi 
membolehkan tindakan siasatan dan kawalan dibuat dengan cepat dan diikuti dengan notifikasi 
bertulis. Tempoh satu (1) minggu bagi notifikasi bertulis yang ditetapkan bagi measles sebelum 

Surat Edaran Pekeliling KPK – Measles
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ini melalui Surat Pekeliling Kesihatan Awam 1/98 siri KKM/Am-09/62/10-2/10 bertarikh 2 Oktober 
1998 adalah terbatal selepas ini.

  3.1.3   Pengamal Perubatan yang gagal memberi notis (notifikasi) dalam tempoh yang ditetapkan ke 
atas kes disyaki measles boleh dikenakan tindakan kompaun atas kesalahan di bawah Subseksyen 
10(2), Akta Pencegahan Dan Pengawalan Penyakit Berjangkit 1988

  3.1.4   Maklumat notifikasi kes hendaklah dimasukkan ke dalam Sistem Maklumat Penyakit Berjangkit 
(Sistem e-Notifikasi) dan didaftarkan ke dalam Sistem Maklumat Siasatan Measles (SM2).

 3.2  Penyiasatan kes

  3.2.1   Penyiasatan ke atas semua kes hendaklah dijalankan dalam masa 48 jam dari tarikh penerimaan 
notifikasi.

  3.2.2   Penyiasatan ke atas semua kes perlu merangkumi sejarah imunisasi dan liputan pelalian measles 
di lokaliti kejadian kes. Maklumat berikut MESTI diperolehi dan dimasukkan ke dalam SM2:

   i.  tarikh mula kejadian ruam,

   ii.  tarikh pengambilan spesimen,

   iii.  status pelalian measles,

   iv.  tarikh pelalian measles terakhir,

   v.  tarikh lahir dan umur,

   vi.  jantina, dan vii. maklumat daerah

  3.2.3   Maklumat siasatan ke atas semua kes hendaklah dikemaskini dalam tempoh 24 jam selepas 
penyiasatan dijalankan.

 3.3  Ujian makmal

  3.3.1  Makmal Kesihatan Awam Kebangsaan, Sungai Buloh (MKAK) telah diiktiraf sebagai National 
Measles Laboratory oleh Pertubuhan Kesihatan Dunia (WHO). Oleh itu, semua ujian bagi tujuan 
saringan, pengesahan diagnosa dan isolasi virus measles MESTI dihantar ke MKAK.

  3.3.2   Semua kes disyaki measles MESTI diambil spesimen yang bersesuaian mengikut tempoh onset 
ruam untuk dijalankan ujian makmal. Panduan jenis spesimen dan ujian yang dijalankan adalah 
seperti yang ditunjukkan pada jadual di bawah.

  3.3.3   Spesimen darah ke dua (10-20 hari selepas spesimen pertama) hendaklah diambil sekiranya:

   i.  Keputusan ujian measles/rubella lgM equivocal. lanya bagi tujuan pengesahan.

   ii.   Keputusan ujian measles/rubella lgM negatif bagi spesimen darah yang diambil dengan 
tempoh on-set ruam kurang dari 5 hari.

  3.3.4   Bagi wabak disyaki measles, maksima hanya 10 kes sahaja yang perlu diambil spesimen bagi 
setiap lokaliti. Bagi wabak yang kurang dari 10 kes, spesimen yang perlu diambil hendaklah 
mengikut bilangan kes.

 3.4  Kes klasifikasi

  3.4.1   Kes dengan demam dan ruam digunakan sebagai kes definisi untuk kes disyaki measles. Kes 
definisi ini juga digunakan bagi tujuan untuk eliminasi measles dan rubella.

  3.4.2   Semua kes disyaki measles diklassifikasikan sebagai kes disahkan measles (positif ujian 
makmal, epidemiological link dan kes klinikal) atau di’discard’.

   i.  Kes diklassifikasikan sebagai positif ujian makmal sekiranya ujian makmal menunjukkan 
positif lgM measles.

   ii.  Kes diklassifikasikan sebagai hubungan epidemiologi (epidemiological link) sekiranya 
kes ada kontak dengan kes yang positif ujian makmal. 

Tempoh onset ruam  
(Tarikh spesimen diambil -  

tarikh onset ruam)
Jenis spesimen

Jenis ujian

Isolasi virus Ujian Serologi

1-5hari

Darah √

Urin/Swab tekak/
nasopharyngeal √

6 - 28 hari Darah √
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Tempoh onset ruam  
(Tarikh spesimen diambil -  

tarikh onset ruam)
Jenis spesimen

Jenis ujian

Isolasi virus Ujian Serologi

1-5hari

Darah √

Urin/Swab tekak/
nasopharyngeal √

6 - 28 hari Darah √

   iii.   Kes diklassifikasikan sebagai kes klinikal sekiranya kes tidak disahkan secara ujian makmal 
atau tidak disahkan ada hubungan epidemiologi dan memenuhi syarat kes definasi. 

   iv.   Kes di’discard’ sekiranya ujian makmal didapati negatif lgM measles, positif lgM rubella 
atau ‘vaccine related measles’ (spesimen darah didapati positif measles dalam tempoh 1 
hingga 6 minggu dari tarikh pemberian vaksin MMR atau measles.

   Nota:  Kes klinikal menunjukkan kegagalan sistem survelan measles menjalankan penyiasatan 
selengkapnya atau secukupnya bagi membuat kes klassifikasi sebagai penyakit measles.

3.5  Liputan Pelalian MMR atau measles

  3.5.1   Liputan pelalian MMR dos I dan 2 di setiap kawasan operasi atau lokaliti hendaklah 95% dan ke 
atas.

  3.5.2   Aktiviti mop-up atau catch-up perlu dijalankan sekiranya didapati liputan pelalian kurang dari 
95%.

4. SURVELAN RUBELLA

 4.1   Pelalian rubella di bawah Program lmunisasi Kebangsaan telah dimulakan pada tahun 2002.

 4.2   Sistem survelan rubella perlu dijalankan bagi memastikan objektif pelalian serta eliminasi rubella dan 
congenital rubella syndrome (CRS) tercapai.

 4.3   Semua kes dengan demam dan ruam yang disyaki sebagai rubella perlu dibuat notifikasi dan dibuat 
siasatan sebagai kes measles.

 4.4   Segala maklumat hendaklah dimasukkan dalam Sistem e-Notifikasi dan seterusnya didaftar serta 
dikemaskini dalam SM2.

5. KEPRIHATINAN TERHADAP PROGRAM

 5.1   Taklimat dan latihan hendaklah diberikan kepada kakitangan yang terlibat secara langsung dan tidak 
langsung di dalam pelaksanaan Program Eliminasi Measles.

 5.2   Pencapaian program perlu dipantau oleh pengarah Kesihatan Negeri.

6. DOKUMEN RUJUKAN

  Maklumat terperinci mengenai pelaksanaan pelalian measles boleh diperolehi melalui dokumen berikut:

  i.  Handbook for Healthcare Personnel: Measles Prevention and Control in Malaysia; terbitan Bahagian 
Kawalan Penyakit, Kementerian Kesihatan Malaysia, 2000. 

 ii.  Manual for the laboratory diagnosis of measles and rubella virus infection, Second Edition; terbitan 
Pertubuhan Kesihatan Sedunia, Ogos 2007 dan boleh dimuat turun melalui sesawang www.who.int/
vaccines-documents/

7. TARIKH BERKUATKUASA

 Surat Pekeliling ini berkuatkuasa mulai dari tarikh surat ini.

8. PERTANYAAN

 Sebarang pertanyaan boleh dikemukakan kepada:
 Pengarah Kawalan Penyakit
 Bahagian Kawalan Penyakit
 Aras 3, Blok E10, Parcel E, Presint 1 
 Pusat Pentadbiran Kerajaan Persekutuan 
 62590 Putrajaya.
 No. Telefon : 03 - 8883 4421 / 4510 
 No. Faks : 03 - 8889 1013

9. PENUTUP

  YBhg Dato’/Datin/Tuan/Puan adalah bertanggungjawab untuk memastikan pekeliling ini dihebahkan dan 
dipatuhi. Komitmen semua petugas kesihatan dalam memastikan negara berjaya mencapai status eliminasi 
measles dan rubella amat dihargai.

 

Sekian, terima kasih.

‘BERKHIDMAT UNTUK NEGARA’

TAN SRI DATO’ SERI DR. HJ. MOHD ISMAIL MERICAN
Ketua Pengarah Kesihatan Malaysia
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Photo Album of the  
32nd MPA Annual Congress

15-17 October 2010, Kuala Lumpur

Our 32nd Annual Scientific Congress at the Kuala Lumpur Hilton Hotel was attended by 579 delegates, of 247 
whom were specialists and General Practitioners, while the rest were Medical Officers and Allied Health Professionals. 
Officiated by the Prime Minister’s wife, Datin Paduka Sri Rosmah Mansor, the opening ceremony was our usual fare 

with the usual gong. Caught below and the next page are photos to remember our congress by. 

Pre-congress on feeding the disabled

Hearing-impaired children from cued speech 
performing

Arrival of Datin Paduka Sri Rosmah Mansor

President with Guest of Honour

Part of the Opening Ceremony crowd

The usual symbolic gong to mark the start

A memento for the Prime Minister’s wife

Serious discussion and briefing before the arrival of 
Guest of Honour

Magic show lesson 101

Quick picture before VVIP’s arrival

Backstage preparation of Hearing-impaired Child 
Performers from cued speech
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Behind the scene 
preparation

“Must look good for the MPA!”

Pre-congress on developmental screening



Quality posters

IPA President, Dr Chok-Wan Chan from 
Hong Kong, talking on ethics  

and the role of industry

Finding a solution to equity in  
cardiac care for kids

Questions and comments aplenty

Best AGM attendance everSpot at least 4 past presidents?

Judging of Young Investigator Award (YIA)

Young Investigor Award winners

After-dinner Joget session  
(not in programme and unofficial)

Attentive dinner talk audience –  
waiting for food to come!

Royal Malaysian Police performers

Prof Syed Zul, our in-house 
MC, crooning a tune

Enjoying themselves on stage

Magic tricks to end the night
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WebMD.Boots.com: Simplified Vaccination Schedule For Babies

By Nicky Broyd, November 22, 2010

U.S.: The Joint Committee on Vaccination and Immunisation (JCVI) has agreed that the routine childhood 
immunisation schedule should be simplified and changes should be introduced as soon as is practical. At 
the moment children go to their GPs to receive Hib/Men C vaccine at 12 months of age and MMR and 
pneumococcal vaccines (PCV) at 13 months. However, the JCVI has concluded that it is acceptable to deliver 
three jabs on the same day: MMR, PCV and Hib/Men C. This followed evidence from a clinical study that it 
says showed no additional adverse reactions following the administration of all three vaccines at the same 
time. The JCVI said that the three vaccines should be offered in one visit between 12 and 13 months of 
age but not earlier than the child’s first birthday. The aim of the change is to simplify the schedule, reduce 
the number of visits required and increase uptake by reducing the number of parents who fail to attend 
appointments with their babies.

Panorama Capital: Once Again On Vaccinations

By Elena Vetrova, November 22, 2010

Russia: Today, people have two views on the need for vaccinations for children: one ‘against’ and the others 
‘for’. Therefore, the decision on vaccination of the child becomes a personal choice and responsibility of every 
parent. On this topic, pediatrician Železovu Denis Vladimirovich said that vaccination is always better because 
vaccination is much more effective and safer than treatment. In addition, prevention is always cheaper than 
the cure. Therefore, vaccines are the best and safest way to protect children from infectious diseases and 
their complications. Pneumococcal vaccines like Prevenar and Pneumo 23 are effective methods of protecting 
against the serious consequences of disease, not only for children but for adults with weakened immune 
systems, especially the elderly.

Daily Sun: ‘Nigeria Has Highest Pneumonia Burden In Africa’ –  
Second Highest Worldwide

By Azoma Chikwe, November 23, 2010

Nigeria: Pneumonia kills nearly 1.6 million children under five annually worldwide. An estimated 98 percent 

of children who die from pneumonia live in developing countries. Dr Dorothy Esangbedo, President, 

Paediatric Association of Nigeria, in a statement on World Pneumonia Day disclosed that, according to 

2008 estimates, about 177,000 children under the age of five died of pneumonia in Nigeria. Dr Esangbedo, 

however, noted that it is the strong desire of the Association that pneumonia vaccines become part of the 

National Programme on Immunization (NPI). She strongly appealed to the government to consider this 

measure that will save many lives. Pneumonia can be prevented with new and effective vaccines against 

Hib and pneumococcus. While many countries now or will soon provide the Hib vaccine, most children in 

developing countries still lack access to the pneumococcal vaccine. The pneumococcal conjugate vaccine has 

already been introduced in Rwanda, the Gambia, and South Africa and is now available in Nigeria privately.
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The Daily Mail: The teenager 
who’s chilling proof that it’s 

not just little children who are 
struck by meningitis

By Matthew Barbour, November 22, 2010

U.K.: Teenager Nicole Wilson was on a 

summer holiday with a friend when, one 

morning, she suddenly developed quite 

inexplicable symptoms. Nicole was displaying 

classic symptoms of meningitis, a potentially 

fatal condition. Meningitis is a disease most 

commonly associated with very young 

children. Yet what many people don’t realise 

is that school children and students, aged 14 

to 24, are also at high risk, with a case a day 

diagnosed in this group. However, bacterial 

meningitis is particularly dangerous, as this can 

develop into septicaemia, or blood poisoning, 

as the meningococcal bacteria sweep through 

the blood system, attacking the immune 

system and potentially causing organ failure. 

Next month, Meningitis UK launches a winter 

awareness campaign aimed specifically at this 

age group and their families.

Fierce Vaccines: FierceVaccines takes 
a holiday

By Maureen Martino, November 22, 2010

U.S.: Over the last several weeks, FierceVaccines has 

been working with data provided by Kalorama 

Information to take a closer look at what 

biopharma’s pipeline holds for the future of the 

vaccine industry. The list of vaccine-preventable 

diseases stands at 26, representing a major 

advancement in the quality of human health. But 

there are many more exciting projects in the pipeline 

that could reduce or even eliminate some of our 

most challenging diseases. Merck, GlaxoSmithKline, 

Sanofi Pasteur, Pfizer and Novartis combined control 

of 83.9 percent of the $22.1 billion world market for 

vaccines, and these drug giants have many updates 

to existing treatments in the works. In the near term, 

developers are crafting vaccines for addiction, allergy, 

diabetes and a number of infectious diseases. Early-

stage work includes vaccines for Alzheimer’s, Ebola, 

hepatitis, multiple sclerosis, obesity, Parkinson’s and 

stroke prevention, just to name a few. It’s these new 

drugs that could help push the vaccine market value 

to $35 billion annually by 2014.
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Vaccine FAQs
Q:	 	

Which vaccines can be given simultaneously?

A:	  All vaccines used for routine vaccination can be given simultaneously (i.e., at 
the same visit, not in the same syringe).

If two live vaccines are not given simultaneously, you must wait at least 4 
weeks before administering the second live vaccine. Inactivated vaccines can be 
given at any time before or after each other and/or live vaccines.

––––––––––––––––––– o o o –––––––––––––––––––

Q:	
	What vaccines are safe to give to a breastfeeding mother?

A:	 	Women who are breastfeeding can receive all routine vaccines, including live 
vaccines. The only vaccine that should not be given to breastfeeding women  
is smallpox.

Source: Immunization Action Coalition (IAC) Editor’s note: This is the second of a series of Vaccine FAQs 
to keep members updated.



1�BERITA MPA – FEBRUARY 2011

Positive Parenting  
Turns 10

This year, Positive Parenting is proud to celebrate a decade of success 
after being initiated back in 2000 by the Malaysian Paediatric 
Association (MPA). Positive Parenting is the first major, professional-
driven parent educational programme of MPA that provides practical 
information, advice, as well as tips, which are generally segregated 
into four categories, namely: Maternal & Family Wellness, Child 
Health & Paediatrics, Child Nutrition and Child Development. It 
is parent to the Positive Parenting Guide, a quarterly publication 
for both new and young parents alike, covering all the aspects as 
mentioned above. Positive Parenting also contributes articles to 
Malaysia’s leading newspapers, organises and conducts seminars, as 
well as manages an online website at www.mypositiveparenting.org

In conjunction with World Children’s Day, Positive Parenting 
celebrated its 10th anniversary on 20-21 November 2010 in a fun-
filled two-day carnival held at Sunway Pyramid Shopping Centre. 
On this memorable day, a commemorative publication, ‘Welcoming 
Baby’ was also officially launched by the Prime Minister’s wife, YABhg 
Datin Paduka Seri Rosmah Mansor. The proceeds from the sales of a 
few hard-cover limited editions will be donated to the Thalassaemia 
Association of Malaysia and Malaysian Paediatric Foundation. The guidebook is the culmination of joint efforts of experts who 
wish to share their knowledge in various areas to better equip young, married couples in their journey towards parenthood, and 
to handle issues that may arise during the first two years of their child’s life.

Report



1�1�

Report

BERITA MPA – FEBRUARY 2011

The two-day event was packed 
with fun-filled and family-oriented 
activities such as “Catch the 
Germs”, “Toddler Ball Roll”, 
colouring contests, parent-child 
look-alike contest, as well as fitness 
demonstrations. Children also had 
the opportunity of learning how to 
eat right through interactive activities 
at the Nutrition Month Malaysia 
NutriActive Corner. Exciting games 
were also put up at the sponsors’ booth. The main sponsor of the event 
was Pfizer (Malaysia) Sdn Bhd, which donated vaccines to selected 
children shelters and welfare homes in the Klang Valley and Johor during 
the event.

The event was indeed a great success, with young parents and families 
thronging the booths, joining in the fun and games, as well as listening 
in to the speeches given by YABhg Datin Paduka Seri Rosmah Mansor, 
Datuk Dr Zulkifli Ismail, Chairman of Positive Parenting Management 
Committee as well as MPA President Prof Dr Zabidi Hussin. Visitors also 
had the opportunity to learn about the history of the Positive Parenting 
Programme and received free copies of the Positive Parenting Guide at 

the event.
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I was a naïve 1st year medical officer still 
at the infantile phase of my career. It was 
18 years ago in a District Hospital in Sabah. Prior to that, I 
had just completed the last 3 months of my internship in 
Paediatrics at Penang Hospital. 

On reporting for work, I still remember the Hospital 
Director telling me, “Since you have just completed your 
internship training in paediatrics, please take care of the 
paediatric wards”. Reluctantly, I agreed. Those days, there 
was only one paediatrician in the whole state of Sabah 
based 600km away in Kota Kinabalu! In that Hospital, 
the General Physician was responsible for the paediatric 
patients. 

The first day, I walked into the general paediatric ward 
and my eyes nearly popped out. There were 20 beds with 
kids and their mothers cramped together in space suitable 
for 10 beds. Another 25 kids were in the isolation ward. 
And only one medical officer to care for all of them i.e. 
yours truly! 

I was extremely apprehensive to carry out such a 
humongous task! Although I was aware that there was a 
shortage of doctors, this was not the scenario I expected.

When the Physician came for his rounds I was temporarily 
relieved thinking there is some sort of backup for me. 
However, he came smiling and asked, “So, you like 
paediatrics?” I instantly replied, “NO. I hate paediatrics!” 
He coolly replied “I don’t like paediatrics either”, and 
walked off to settle some adult patients first. It’s stressful!

The next three months were laborious and I was relieved 
to complete my 3 months rotation before moving on to 
the Medical ward. 

However, one afternoon, I was covering for my colleague 
who was in charge of the paediatric wards. He was 
exhausted from his previous on-call duty.

Shortly after taking over, I received a call from the 
paediatric ward nurse that there was an ill 2-year-old boy 
just admitted with pneumonia. I went over to attend to 
the child.

When I saw the child, he was in significant respiratory 
distress with evidence of right pleural effusion which was 

confirmed by chest 
radiograph. 

Being young 
and feeling 
indispensable (90% 
of doctors posted 
to East Malaysia 
would appeal 
against going 
there), I arrogantly 
scolded the father 
for bringing the 
child late to hospital without giving him a chance to 
explain. (Retrospectively, I found out that the father is a 
cocoa plantation worker earning RM7.50/day, living 95km 
away from the nearest hospital and had already visited 2 
doctors earlier).

I quickly inserted a chest tube to drain the collection 
which turned out to be empyema thorax. As the child 
looked very ill, I transferred him to the Intensive Care Unit 
(ICU) for closer observation.

The next day my colleague informed that the child was 
better and he was back in the general paediatric ward.

About 3 weeks later, at around 9am as I was rushing out 
from my medical ward (which is at a different level than 
the paediatric ward) to go to the ICU, I saw the father 
standing outside the medical ward and was approaching 
me. As I had unreasonably scolded him, I could still 
recognise him! However, since I was rushing to ICU, I 
didn’t stop. 

That evening, at about 5.30pm as I was coming out to 
go home, the boy’s father was standing outside the ward 
again. I stopped and asked about his son.

“Dia sudah baik doktor. Sudah boleh pulang (He is well, 
doctor. He can go home),” he replied.

“Bila doktor bagi pulang? (When did the doctor discharge 
your son?)” I asked. 

“Pagi tadi bah (This morning),” he promptly replied
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“Jadi kenapa kamu tak balik lagi? (So,why haven’t you 
gone home)!” I asked curiously.

“Oh…, nak ucap terima kasih pada kamu pasal tolong 
anak aku (Oh, I want to thank you for helping my child),” 
was his humble reply.

I was speechless. 

This was the man whom I arrogantly scolded on 
admission and never apologised.

Here was a gentleman who lives 95km away, and the last 
bus home would have left at 5.30pm.

Here was a poor gentleman who is willing to allow 
his 2 year-old boy who had just recovered from a life 
threatening illness to sleep on the hospital bench 
overnight. The next bus home was the following morning.

Here was a great soul who waited almost 9 hours just to 
say thank you for something that I don’t deserve. 

I was baffled and could only utter some meaningless 
word ‘Jaga anak baik-baik (take good care of you child)” 
and walked away to my 90cc motorbike.

As I reached my rented bungalow (paid for by Ministry of 
Health), I decided I like paediatrics after all and will make 
paediatrics my life-long career. Four years later, I took up 
postgraduate training to become a paediatrician.

That was the most meaningful ‘Thank you’ I have ever 
heard in my life.

Rich patients send you expensive bouquets of flowers. 
You admire them for a day or two and then they  
wilt away.

That poor father said a simple ‘Thank You’, changed my 
career path and left an ever-lasting memory.  2

Thiyagar Nadarajaw 
thiyagarsp@yahoo.com

Novartis Vaccines Academy was created in 2008 with 
the aim to invest in Educational Programmes in the 
field of vaccinology.

The Academy offers different programmes in basic 
research and in clinical development in partnership 
with different Universities and Research Institutes.

Basic Research:

PhD and Post Doctoral programmes in basic research 
in partnership with different Universities and 
Microbiology Institutes take place at the Novartis 
Vaccines and Diagnostics facilities in Siena and in 
Cambridge.  

Clinical Development:

A Masters Programme in Vaccinology and 
Pharmaceutical Clinical Development for medical 

doctors is conducted  in partnership with the 
University of Siena at the Novartis Vaccines and 
Diagnostics facilities in Siena.

The Academy is now starting recruitment of 
candidates for the 2011–2012 Masters in Vaccinology. 

Promising candidates who are interested and could 
benefit from this Masters programme are encouraged 
to apply with their CV and a Letter of Motivation to 
vaccines_nvdit@novartis.com  

For information please contact:
Masters Programme in Vaccinology and 
Pharmaceutical Clinical Development
Novartis Vaccines S.r.l.
Via Fiorentina 1, Siena, Italy – 53100
E-mail: vaccines_master.nvdit@novartis.com

Masters Programme in Vaccinology and 
Pharmaceutical Clinical Development

Organized by University of Siena, Medical School; Novartis Vaccines and Novartis Vaccines Institute for Global Health (NVGH).
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Prognostic Factors in Childhood 
Nephrotic Syndrome

Study Summary

Vivarelli and coworkers assert that idiopathic nephrotic syndrome (INS) is the most common 
cause of nephrosis in childhood, and all children with this diagnosis initially receive systemic 
steroids. Biopsy is not indicated initially for most children. However, the ideal dose and 
duration of steroid therapy have not been well established. If children fail to enter remission 
after an initial trial of steroids, then biopsy may be indicated. This study sought to identify 
characteristics that predict successful remission in children with INS who are treated with 
steroids.

The data for this study were evaluated retrospectively, from patients seen between 1992 
and 2006 on a single pediatric nephrology service. The patients were all children who 
were followed at the site without interruption, from diagnosis onward; who were treated 
according to a standard, international protocol; who achieved remission without the use of 
medications other than steroids; and who were followed for at least 2 years in the clinic after 
diagnosis. During the study period, 103 children met these criteria and were included.

The steroid treatment regimen was 60 mg/m2/day for 4 weeks, followed by 4 weeks at 
two thirds of that dose. Remission was defined as 3 consecutive days of no protein on 
urine dipstick testing. Finally, outcomes were labeled as steroid-dependent, frequent 
relapsing, infrequent relapsing, and nonrelapsing (relapse-free for 2 years). After the initial 
attempt at remission, further therapy was tailored to each patient, including whether 
immunosuppressive medications (beyond steroids) were given.

The children were 72% boys, with an average age of onset of 
3.4 years. The median length of follow-up for the children 
was > 40 months. Only 8.7% of children had nonrelapsing 
INS; 24% were infrequent relapsers; 24% were frequent 
relapsers; and 43% had steroid-dependent INS. The 
median time to reaching a response to steroids 
was 7 days. In several analytic approaches, the 
time to reach admission was strongly associated 
with risk of developing frequently relapsing or 
steroid-dependent INS, even in multivariable 
analyses. For example, 50% of the children who 
took more than 14 days to achieve remission 
actually relapsed while on steroids. Almost all 
of the patients who entered remission in fewer 
than 7 days remained in remission during the 
initial treatment, and 50% were relapse free at 3 
months after completing the initial steroid course. The 
investigators concluded that the time to remission with 
initial steroid therapy is predictive of later prognosis, and 
children who respond within 7 days have the best prognosis.

Viewpoint

Vivarelli and colleagues noted 
that owing to subsequent data from 

other centers and other studies, they have 
extended the time of the initial duration of 

steroid induction therapy compared with these 
patients seen from 1992 to 2006. The greatest 
value of these data for primary care providers is 

that they can help a provider to manage parental 
expectations when their child is diagnosed with 

INS. It is worth keeping in mind that 70% of these 
children required maintenance steroids of some 
sort, and 60% required a suppressive drug other 
than steroids. The investigators postulated that 

future evaluations of longer initial steroid 
courses can improve the proportion 

who become relapse-free after 
the initial induction.

Time for Initial Response to Steroids Is a Major Prognostic Factor in Idiopathic 
Nephrotic Syndrome

Vivarelli M, Moscaritolo E, Tsalkidis A, Massella L, Emma F
J Pediatr. 2010;156:965-971
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Meeting of the Three Divisions of the International 
Union of Microbiological Societies (IUMS) 2011, 

The Unlimited World of Microbes

XIII International Congress of Bacteriology and Applied Microbiology
Date :  6-10 September 2011 

XIII International Congress of Mycology
Date :  6-10 September 2011

XV International Congress of Virology
Date :  11-16 September 2011
Venue :   Sapporo Convention Center 

6-jo 1-chome, Higashi-Sapporo, Shiroishi-ku, Sapporo 
003-0006 Japan, Sapporo Business Innovation Center 
5-jo 1-chome, Higashi-Sapporo, Shiroishi-ku 
Sapporo, 003-0005 Japan

Secretariat :  c/o Congress Corporation
   Sumitomo-seimei Sapporo Bldg.7F, 2-12, Kita 5,  
  Nishi 5, Chuo-ku, Sapporo, 060-0005 Japan
Tel :  + 81-11-233-0005  
Fax :  + 81-11-233-0035  
Email :  iums2011@congre.co.jp
Website :   http://www.congre.co.jp/iums2011sapporo/data/

general.html

Dr Shamini T.P. Vijayan 
No 19, SS3/80, 47300 Petaling Jaya 
Selangor

Dr Alvin Khoh Kim Mun 
32 Lorong Fantasi, Taman Fantasi 
88400 Kota Kinabalu, Sabah

Dr Sangita Dharshini 
37, SS3/70, Taman Universiti 
47300 Petaling Jaya, Selangor

Dr Norazah Zahari 
Department of Paediatrics 
University Malaya  
Jalan Lembah Pantai 
59100 Kuala Lumpur

Dr Adibah Abdul Ghafar 
57, Jalan 4/6,  
43650 Bandar Baru Bangi 
Selangor

Dr Mohd Nizam Mat Bah 
38, Jalan Lambang, Kg Kurnia 
80250 Johor Bahru, Johor

Dr Ching Bih Hwa 
5, Jalan Bestari 1 
Taman Mas Merah 2, Sg Abong 
84000 Muar, Johor

Dr Wong Jia Jia 
No 2, Taman Anggerik 
Jalan Payamas 
84900 Tangkak, Johor

Dr Mazlina Mohamed 
No 46, Lorong Merbau 
Taman Simpang 
34700 Simpang 
Perak

Dr Mohd Rizal Mohd Zain 
Department of Paediatrics 
School of Medical Sciences 
Universiti Sains Malaysia 
16150 Kubang Kerian 
Kelantan

Dr Liau Kim Kwee 
18, Jalan 2/34 
Taman Bukit Perdana 2 
83000 Batu Pahat, Johor

Dr Loh Chee San 
11, Taman Sentosa Jaya 
Bakar Arang 
08000 Sungai Petani 
Kedah

NEW LIFE MEMBERS

Dr Malini Mahalingam 
22, Persiaran Sg Ara 3 
Desa Ara 
11900 Bayan Lepas 
Pulau Pinang

Dr Mohammad Abdur Rashid 
Faculty of Medicine 
University Technology Mara 
Level 2, Hospital Sungai Buloh 
47000 Sungai Buloh 
Selangor

Dr Rosman Alias 
D-T09-U03, Blok D, Parcel P 17A 
No 1, Jalan P 17A, Presint 17 
62150 Putrajaya

Dr Samiullah Khan 
11, Lorong Meranti-II, 
Taman Bakariah, 84000 Muar 
Johor

Dr Eyrique Goh Boay Heong 
No 1, Jalan 4/5B 
46050 Petaling Jaya, Selangor

NEW ORDINARy MEMBERS

Dr Goon Hong Kooi 
No 1, USJ 3A/9,  
Sime EUP  
Subang Jaya,  
47610 Petaling Jaya 
Selangor

Dr Teh Kok Hoi 
70, Jalan Jade Hills 1/1,  
Jade Hills 
43000 Kajang,  
Selangor

Dr Ooi Hooi Leng 
No 6, Jalan Cemara 11,  
Bandar Botani, 41200 Klang 
Selangor

Dr Alvin Chang Shang Ming 
Block 318 Serangoon Avenue 2 
#10-312, Singapore 550318

Dr Sathyabama Ramachandran 
66, Jalan Sunway 2/6 
Bandar Sunway Semenyih 
43500 Semenyih, Selangor

CHANGE OF ADDRESS

The 6th International Symposium on Diabetes & 
Pregnancy (DIP) 

Date : 24-26 March 2011
Venue :  Salzburg, Austria
Secretariat :  Kenes International 

1-3 Rue de Chantepoulet 
PO Box 1726 
CH-1211 Geneva 1 Switzerland

Tel :  + 41 22 908 0488
Fax :  + 41 22 906 9140
Email :  dip@kenes.com
Website :   http://www.kenes.com/dip

ISAAR 2011: 8th International Symposium on 
Antimicrobial & Resistance 

Date : 6-8 April 2011
Venue :  COEX, Seoul, Korea
Secretariat :   ISAAR Official Organizer 

Asia Pacific Foundation for Infectious Diseases (APFID) 
Suite 1712, Rosedale Officetel, Suseo-dong 
Gangnam-ku, Seoul 135-744, Korea

Tel  :  +82 70 8745 0327/ +82 2 3413 0327 
Fax :  +82-2-6258-0327
E-mail :  isaar@apfid.org
Website :  http://www.isaar.org/index.htm

14th ASEAN Paediatric Congress 2011 & 3rd Asian 
Paediatric Otolaryngology Meeting

TIPS: Trends, Issues, Priorities in Paediatrics

Date : 14-17 April 2011
Venue :  Suntec Singapore
Secretariat :   The Meeting Lab 

695E East Coast Road 
Singapore 459059

Tel :  +65 63464402             
Fax :  +65 63464403
Email :  info@apc2011.com.sg
Website :  http://www.apc2011.com.sg

18th Asian Pacific Congress of Cardiology  
(APSC 2011)

Date : 5-8 May 2011
Venue :   Kuala Lumpur Convention Centre, Malaysia
Secretariat :   Event Solution Management Sdn Bhd 

D-3-32, Pusat Perniagaan Seksyen 8 (8 Avenue) 
Jalan Sg. Jernih 8/1, 46050 Petaling Jaya 
Selangor 

Tel :  + 603 7955 6608
Fax :  + 603 7956 6608 
Email :  secretariat@apcc2011.org
Website :  http://www.apcc2011.org

29th European Society for Paediatric Infectious 
Disease (ESPID 2011)

Date : 7-11 June 2011
Venue :  The Hague, The Netherlands
Secretariat :   Kenes International 

1-3 Rue de Chantepoulet 
PO Box 1726 
CH-1211 Geneva 1 Switzerland

Tel :  + 41 22 908 0488
Fax :  + 41 22 906 9140
Email :  espid@kenes.com
Website :  http://www.kenes.com/espid




