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The 26th Annual General Meeting of the 
MPA held on Friday, 3 September 2004 at
Sutera Harbour Resort, Kota Kinabalu had 
the expected cool turnout. Other than the
election of office-bearers, two resolutions to
amend the constitution were discussed and
subsequently passed after an in-depth
discussion.

Both the resolutions were related to the term
of office of the President and other office-
bearers. The first resolution was to amend the
constitution so that the election of office-
bearers is carried out every two years (instead
of every year). The second is in support of the
first so as to allow all office-bearers to hold
office for a period of two years until their
successors have been elected.

The other issue that was brought up concerned
the routine hepatitis B screening by some
organizations on school children. The result of
this is that parents whose children have low
antibody titres will question the vaccination
given by paediatricians and general
practitioners. They will also ask for further
doses to be given. MPA has prepared a reply
on this that we can print in Berita MPA (see
pg.8) and also in Berita MMA as the policy of
the Association.

Owing to a landmark
decision by the Vice-
President, Prof A Rahman
A Jamal, to resign from
his post before the AGM,
an election for the post
of President had to take
place. The new
committee members are
as shown on this page.

The committee members
really represent most
parts of the country
including East Malaysia.
With only four

committee members from the Klang Valley, it
is going to be hard on the four as most of the
work in between meetings will fall squarely on
their shoulders. From past experience, it has
been difficult to get office-bearers to be very
active if they are from out of KL, with the
exception of Dr Koh Chong Tuan. Travelling
costs will also escalate to accommodate travel
expenses of committee members attending
committee meetings (fortunately, there is Air
Asia!). It is hoped that all committee members
give their inputs in the meetings so that they
are not just passengers in the committee.  

The committee would also like to invite other
members to volunteer their services in areas
that they can help with, viz. : 

• We are still looking for a group of web-savvy
individuals to reactivate the MPA website.  

• The Children with Special Needs
subcommittee needs members to advocate
for these kids.

• The MJPCH needs volunteers to be on the
editorial board.

• MPSU needs a new face and leadership. 

And the list goes on and on. Please step
forward and volunteer…

More Balanced
Committee
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Messages from Overseas

DDeeaarr CCoolllleeaagguueess wwiitthhiinn AAPPPPAA,,

IPA management is extremely concerned
about the recent devastating earthquake and
the consequent problems to our children
within the region. We are very keen to help.
Below please find message from Professor
Jane Schaller, IPA Executive Director,
addressing her concern to you. Kindly accept
our regards and be assured that IPA is with
you all at this critical moment. Do favour us
with means and ways whereby IPA can
coordinate fellow national societies to help
out. We will do our best to help relieve the
suffering of our children. Our best regards to
you all.

Chok-Wan CHAN,
IPA President-Elect

MMyy ddeeaarr ccoolllleeaagguueess ffrroomm SSoouutthheeaasstt AAssiiaa,,

I was greatly saddened to awake here early this morning to the first
news of your devastating earthquake and tidal waves. Words are not
really adequate to frame any meaningful expression of sympathy for
such a tragic disaster, but please know that my thoughts are with all of
you, and that I am sure the thoughts of all of us at IPA are with you
too. Is there anything that IPA can do to help? Srievieng Parojkul and
Karen Olness brought the IPA course to India with the capable
assistance of the IAP and Swati Bhave, so there are trained pediatricians
in the region. If there is anything that the IPA can add to this, please let
us know. I will also be in touch with Karen Olness, and with our IPA
President Nike Grange. And I would be most grateful if you could pass
this message on to the Pediatric Societies in Sri Lanka, Indonesia,
Malaysia, and Bangladesh as I am unfortunately without their addresses
just now and the IPA offices are closed today for the holidays. My
heartfelt wishes to all of you and your families.

Jane Schaller, 
IPA Excutive Director

January 4, 2005

Presidents, National Pediatric Societies:

Prof. Md Nurul Islam, Bangladesh 
Dr. MKC Nair, India 
Dr. Hardiono D. Pusponegoro, Indonesia 
Prof. Zulkifli Ismail, Malaysia 
Prof. Thein Aung, Myanmar 
Prof. A. S.B. Wijekoon, Sri Lanka 
Prof. Usa Thisyakorn, Thailand

My Dear Colleagues,

Your colleagues of the International Paediatric
Association have been extremely concerned about
you and the children you serve during this time of
great disaster in your part of the world. Please know
that not only are our hearts with you, but that we
would also like to do whatever we can to help you
in what must be a very difficult situation. Our
colleagues in India, led by Swati Bhave and her
colleagues at the Indian Academy of Paediatrics, are
actively engaged with their government and
country-level UN agencies to address the problems
of children in their country. Our colleagues in
Thailand, led by Srivieng Pairjokul, co-chair of the
IPA Committee on Child Health in Humanitarian
Emergency, have been actively involved with their
government and country-level United Nations
agencies in needs assessment and disaster relief for
Thai children. Karen Olness of Case Western Reserve
University, Co-chair of the IPA Committee on Child
Health in Humanitarian Emergency, has also been in
contact with many people around the world. We
have not yet succeeded in contacting you of the
other Paediatric Societies.

Our Thai colleagues have suggested that one useful
role for the IPA would be to assist in training
country-level paediatricians to address both the
acute and long-term psychosocial impact that this
tragedy will certainly have on children. In this
regard, IPA is now planning a programme whereby a
team of IPA experts will join with personnel from
each affected country to present a training
workshop designed to help paediatricians in dealing
with the psychosocial aspects of disasters on
children. We would like to begin this process soon,
and are very much interested in knowing whether
such a program would be of interest to your
Paediatric Society. We also would like very much to
hear directly from you about your needs, and about
your observations and experiences during this
disaster.  

The IPA has designated children in humanitarian
emergency as one of our major programme areas,
and we intend to build a programme that can help
paediatricians, families, and children throughout the
world when disaster strikes.  We very much value
your input into these important matters.  Please let
us hear from you.

Again, our heartfelt best wishes to all of you, 
your families, your colleagues, and your countries'
children.  

With kind regards,
Jane Schaller, M.D.
Executive Director
International Paediatric Association
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Overseas News

Donations Towards Children 
affected by “Tsunami” tidal waves 

- Sri Lanka
All members of the College and donors, 

Please send in your donations and contributions to the Sri Lanka College of Paediatricians
(Bank account No. 00380001051995 of Bank of Ceylon, Super Grade Branch, Borella,
Colombo 8, Sri Lanka) in the form of a bank draft or telegraphic transfer. 
Please e-mail (slcp@sltnet.lk) or fax (00-94-11-2683178) the College of your contribution for our records.

A separate ledger account has been opened in the College Office.

We guarantee that these contributions will be channelled towards improving the welfare of children affected
by this disaster. 

Dr R. Ajanthan
Hon. Secretary, Sri Lanka College of Paediatricians

For further information, please contact Prof. Mohd Sham Kasim, Secretary General, APPA c/o Asian Pacific
Pediatric Association (APPA) Secretariat in Kuala Lumpur, Malaysia.

ASEAN Paediatric Federation
Business Meeting

The ASEAN Paediatric Federation (APF) had another business meeting at the Dusit Resort Hotel in Pattaya on
27 November 2004. All the five ASEAN countries were represented by the paediatric society presidents.
Among the issues discussed was on a new APF Travelling Fellowship that will allow a young paediatrician or
trainee to gain experience from other experts in the region. The fellowship, sponsored by Abbot Laboratories,
will be made available as soon as the receiving countries agree. This will add another opportunity for young
paediatricians to expand their horizons in subspecialty training. The other traveling fellowships are given by
the Australian College and the Malaysian Paediatric Foundation through the Asian Pacific Paediatric
Association (APPA).

The other important issue was about recruiting new members from Kampuchea and Laos to join APF. Brunei
Darussalam was also discussed although it was noted that there is no paediatric society representing the
paediatricians there.

APF organizes the ASEAN Pediatric Federation Conference every two years, the latest being in Pattaya.
Malaysia has brought the APFC to our shores three times in the past. Dr Koh Chong Tuan made the
suggestion in a previous APFC in Bali, Indonesia that the APFCs should be held every three years so as not to
clash with the International Congress of Pediatrics (held this year in Cancun, Mexico) and the Asian Congress
of Pediatrics. The decision was made to hold the next APFC in Manila in 2008 after the ICP in South Africa in
2007 and the ACP in Sri Lanka in 2006.



Hepatitis B vaccine was first made available in 1982. The initial
plasma-derived vaccine was improved over the years and the
current hepatitis B vaccines are manufactured using
recombinant DNA technology and contains a portion of non-
infectious hepatitis B virus gene coding for the HBsAg. Malaysia
started routine Hepatitis B immunization for infants in 1989
using the three-dose regime with the first dose given shortly
after birth, thereafter at 1 month and then at 5 months old to
coincide with the third dose of DTP/OPV. Anti-HBs
immunoglobulin is also given together with the first dose of
hepatitis B vaccine (active-passive immunization) at different
sites if the mother is found to be a carrier of Hepatitis B virus.

The immunogenicity and efficacy of current hepatitis B vaccines
in preventing newborn babies from becoming infected and
subsequently becoming chronic carriers of the hepatitis B virus
(HBV) had long been established through many studies. This is
important because a chronic carrier state is associated with the
development of hepatocellular carcinoma. Studies conducted
by the Malaysian Liver Foundation have found that 80% of the
adults diagnosed to have hepatocellular carcinoma are chronic
HBV carriers. Indeed, the hepatitis B vaccine is credited as being
the first anti-cancer vaccine to be developed.

Medical practitioners often face a dilemma over three practical
issues, which this short article will try to address. The emphasis
is to give a perspective of what is already known about the
current hepatitis B vaccine and its use in protection against
HBV infection so that practitioners can make an informed
decision on advising their patients. Knowledge on
immunization against hepatitis B and its duration of protection
is still ongoing. Hence, the practice of hepatitis B immunization
may change in the near future as new knowledge emerges.
Medical practitioners therefore will need to keep abreast of
such knowledge so that their practice can be current. 

Pre-vaccination serologic testing

The need to have blood tested to document the presence of
protective anti-HBs antibody is to identify those who do not
need to be vaccinated unnecessarily and hence save cost on
purchasing the vaccine. In the majority of cases in healthy
infants, children and adults this is unnecessary and should be
guided by the likelihood that the individual had been exposed
to HBV and/or another family member had been found to be
infected or a carrier of the HBV. The administration of the
vaccine in an immune or infected individual will not result in
any adverse outcome. In the event that pre-serologic testing is
deemed necessary, a combination of tests for HBsAg, anti-
HBsAb and anti-HBcAb will differentiate those who are
currently infected or had past infection (detectable anti-HBc

antibody) from a carrier state (HBsAg positive) who can then be
followed up and treated. 

Post-vaccination serologic testing 

The current hepatitis B vaccines are highly immunogenic with 
> 95% of children and adolescents developing protective
antibody following the recommended three doses of vaccines.
Thus, routine post-immunisation serologic testing is not
recommended except in the following situations:

• Infants whose mothers are HBsAg carriers
• Immunodeficient states
• Patients undergoing dialysis
• Medical and dental students
• Paramedical staff

Post-vaccination serologic testing is usually carried out 1-3 months
following the last dose of the vaccine. Anti-HBs antibody levels
of = 10 mIU/L are considered protective against infection. Since
low birth weight babies (< 2000 gm) respond poorly to the
vaccine1-3, one might even consider extending post-immunisation
serologic testing in such situations. In a recent publication by
WHO4 it is recommended that this group of babies be given
four doses of the vaccine, with the first dose given shortly after
birth not considered as part of the primary series. 

To boost or not to boost?

Following the recommended three doses of vaccines, immunity
lasts at least 13-15 years5 and seems to be longer in those with
a higher post-immunisation antibody titre. The decline in the
antibody titre is most rapid in the first year, after which the rate
of decline slows down considerably.  However, a low or
undetectable anti-HBs Ab does not mean that there is loss of
protective antibody6.  

Nevertheless, this observation of waning antibody level to 
< 10mIU/mL has generated some anxiety among practitioners
and unwittingly brought about the controversial subject of
whether a booster (fourth) dose of the vaccine is needed in 
5-10 years after the last dose of the vaccine.

In those subjects who have responded (anti-HBs antibody titre
equal to or more than 10 mIU/mL) the duration of immunity 
is at least 15 years. Since the current hepatitis B vaccines are
highly immunogenic in over 95% of immunocompetent
vaccinees the large majority of children will retain long-term
protection, unless there are reasons to believe otherwise.
Protection against HBV is conferred by memory T-cells and 
B-cells, in those successfully vaccinated regardless of

Hepatitis B
Immunization in Current

Clinical Practice

Position Statement
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persistence of detectable antibody. This anemestic response
occurs on exposure to the HBV either naturally or by booster
immunization7-12. 

Based on these observations, regular booster doses of hepatitis
B vaccine are not indicated for immunocompetent vaccinees.
Indeed, currently none of the advisory bodies (Advisory
Committee for Immunization Practices [ACIP] in the United
States and the European Consensus Group13 on Hepatitis B
Immunity) recommend a routine booster dose of hepatitis B
vaccine following the primary series of three doses, regardless
of whether or not the first dose was administered shortly after
birth. 

References

1. Blondheim O, Bader D, Abend M, et al. Immunogenicity of hepatitis B vaccine
inpreterm infants. Archives of Disease in Childhood: Fetal &Neonatal Edition
1998;79:F206-8.

2. Golebiowska M, Kardas-Sobantka D, Chlebna-Sokol D, Sabanty W.Hepatitis B
vaccination in preterm infants. European Journal of Pediatrics 1999;158:293-7.

3. Belloni C, Chirico G, Pistorio A, et al. Immunogenicity of hepatitis Bvaccine in term and
preterm infants. Acta Paediatrica 1998;87:336-8.

4. Weekly epidemiological record No. 28, 2004.

5. Watson B, West DJ, Chilkatowsky A et al. Persistence of immunologic memory for 13
years in recipients of a recombinant hepatitis B vaccine. Vaccine. 2001;19:3164-68.

6. Banatvala J, Van Damme P, Oehen S. Lifelong protection against hepatitis B the role of
vaccine immunogenicity in immune memory.; Vaccine 2001;19:877-85.

7. European Consensus Group on Hepatitis B Immunity. Are booster mmunisations
needed for lifelong hepatitis B immunity? Lancet 2000;355:561-5.

8. Williams JL, Christensen CJ, McMahon BJ, et al. Evaluation of the response to a
booster dose of hepatitis B vaccine in previously immunized healthcare workers.
Vaccine 2001;19:4081-5.

9. Greub G, Zysset F, Genton B, et al. Absence of anti-hepatitis B surface antibody after
vaccination does not necessarily mean absence of immune response. Medical
Microbiology & Immunology 2001;189:165-8.

10. Moyes CD, Milne A, Waldon J. 1990. Very low dose hepatitis B vaccination in the
newborn: anamnestic response to vaccine at four years. J Med Virol 30: 216-8.

11. West DJ, Calandra GB. 1996. Vaccine induced immunologic memory for hepatitis B
surface antigen: implications for policy on booster vaccination. Vaccine 14: 1019-27.

12. Mahoney FJ, Kane M. 1999. Hepatitis B vaccine. In: SA Plotkin, WA Orenstein (eds)
Vaccines (3rd edition). Philadelphia: WB Saunders Company.

13. European Consensus Group on Hepatitis B Immunity. Are booster immunizations
needed for lifelong hepatitis B immunity? Lancet. 2000; 355:561-565.
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Normal, everyday things and situations that
are generally safe for adults can pose a
danger to children. However, with some
simple yet thoughtful planning and
adjustments, parents can make their
homes safe for children to live in. This is

the message the MPA conveys to parents
with our child injury prevention campaign

"Make It Safe for Kids", launched recently by
YB Encik Lee Kah Choon, the Parliamentary Secretary, Ministry
of Health Malaysia. 

In his speech, Lee shared that in year 2002 alone, 712,000
children below the age of 15 were killed by injury worldwide.
He also stated that about 12% of medically certified and
inspected deaths in Malaysia are caused by injury. In the year
2001, injury and poisoning accounted for 12,414 cases of
hospitalisation in government hospitals.  

Children between 1-4 years old are more commonly injured by
falls, poisoning, fires and foreign bodies, whilst drowning
occurs more often among those between 5-9 years of age. 

"Injuries have traditionally been regarded as random,
unavoidable 'accidents'. But this is untrue. For instance, falls,
the most common event leading to injuries in children can be
prevented, or minimised, by installing safety gates and avoiding
the use of baby walkers and cloth swings or 'buai'; by making
sure that floors in the house are not slippery and that loose
rugs which can cause falls and tumbles are not used," said Lee.

According to
MPA President
Professor Dr
Zulkifli Ismail,
efforts to educate and empower
parents with appropriate knowledge
and precautionary techniques to
avoid injuries from happening to
their children should continue to be
emphasised.  To this end, MPA has
produced the MISK Child Injury
Prevention Guidelines for
Malaysian Parents, a reference
handbook that provides useful
guidelines and sensible tips that
parents can put into practice to
make their homes and environment safe
for children.

In subsequent years, MISK will address and develop similar
guidelines for other types of injuries such as road injuries,
recreational and school injuries and implement a larger
programme of activities.
The campaign is made possible with the help of a grant of
RM100,000 from Johnson & Johnson. Johnson & Johnson
spokesman Mr Arturo C Alli, Jr expressed in his speech that
communities can look forward to Johnson & Johnson's
partnership in embarking on more relevant educational
undertakings for the public. 

ARE OUR HOMES
SAFE FOR KIDS?



Cow Milk 
Allergy in children
– William C. MacLean, Jr., MD, CM, FAAP

Recent Events

Adverse reactions to foods can take
many forms: toxic reactions,
psychological reactions, intolerance to
specific foods such as lactose, and food
allergy. Food allergy is an adverse
immunological response to food
protein. It occurs in genetically
susceptible individuals. The prevalence
of food allergy appears to be
increasing. Food allergy affects about 6% of infants <3 years.1

Milk allergy is the most common food allergy in young
children. In one study, Bock et al2 followed 480 children to age
3 years for the development of food allergy. During this time,
28% of children were reported to have had an adverse
reaction. Eight percent of these were confirmed by food
challenge. Eighty percent occurred in the first year of life and
the offending food was tolerated in majority of affected infants
within 9-12 months of diagnosis.

Pathogenesis of food allergy
The intestine is exposed to massive quantities of antigens on a
daily basis. The gut barrier normally mounts an effective
response to pathogens, yet is able to suppress reactions to
harmless food antigens. This is called tolerance. About 2% of
food antigens are normally absorbed in intact form. If
tolerance does not develop, allergy may result.3 Food allergy
can be classified as IgE mediated, cell mediated and mixed –
both IgE and cell mediated. Reactions can be gastrointestinal,
cutaneous, respiratory, and generalized – e.g., anaphylactic
shock.

Cow milk allergy (CMA) can take many forms: cutaneous –
atopic dermatitis, urticaria; gastrointestinal –
gastroesophageal reflux, esophagitis, proctocolitis, colic; and
respiratory – rhinitis and wheezing (up to 29% of infants
with milk allergy), to name a few1,4. Signs and symptoms are
not specific to milk. However, since milk allergy often
develops when the infant is consuming only breast milk,
formula or a relatively small number of foods, it may be
easier to determine the cause when it presents early in life.
Atopic dermatitis (AD) is common in infancy. About 30% of

patients with AD have food allergy. It
may be caused, in relative frequency,
by milk, egg, peanut and, rarely,
soy5,6. Environmental factors also may
trigger it. Urticaria and angioedema
are among the most common
manifestations of food allergy. These
IgE mediated reactions are more
common in older children and adults
and may be caused by peanuts, tree
nuts, fish and shellfish and milk. Soy
is a very rare cause. The precise

relationship between colic and milk allergy is unclear. About
44% of infants with other symptoms of CMA are said to have
colic7. (This does not mean that 44% of infants with colic have
milk allergy. ) We are uncertain whether the mechanism of
colic in these infants is related to allergy or to other aspects.
Dietary changes are generally tried and may help.
Gastroesophageal reflux (GER): Spit-up is a normal
phenomenon in infancy as the lower esophageal sphincter
matures. If excessive, it can cause symptoms and lead to poor
growth. Paediatric allergists estimate that 16% to 42% of GER
is due to CMA7. The estimates of paediatric gastroenterologists
are lower. Nevertheless, dietary trials may be tried. CMA also
can cause inflammation in any part of the intestinal tract. One
manifestation seen in children in the first few months of life is
cow milk induced proctocolitis. These infants can be breasfed
or formula fed and present with blood in the stool. Removal of
cow milk from the diet often resloves the complaint within a
week.

Diagnosis
The diagnosis of food allergy requires a careful history
(description of symptoms, onset and timing, duration,
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Recent Events

environmental factors such as smoking, pets) and physical
examination (anthropometics; presence of conjunctivitis,
rhinitis, stigmata of atopic dermatitis, or wheezing). Laboratory
tests may be helpful. Skin prick tests are used frequently. Their
negative predictive value is generally better than their positive
predictive value. These tests are best done by a trained allergist.
In vitro tests are used to detect antigen-specific IgE antibodies.
The most common is the RAST – radioallersorbent test. Other
enzyme-linked immunosorbent tests are being developed.
Clinical studies are done to correlate antibody levels with
clinical diagnosis. Determination of IgG antibodies to food is
not helpful in diagnosing food allergy. An elimination diet may
be a helpful tool prior to referral to an allergist.8

Food challenges are important tools. Open food challenge may
be useful in ruling out unlikely causes, for example in a child
said to be milk allergic and on a “milk-free diet”, but who by
history is consuming quantities of milk protein in other foods.
Single-blind food challenge may be useful in office practice if
expected symptoms are not life threatening. The double-blind,
placebo controlled food challenge (DBPCFC) is the gold
standard for diagnosis. Referral to an allergist is indicated for
most DBPCFC8.

Therapy
Avoidance of the offending food antigen is the only effective
therapy for food allergy in general and cow milk allergy
specifically1. Milk avoidance can be difficult. The milk of all
species – cow, goat, etc. – must be eliminated. Milk proteins
(caseins, lactalbumin, whey) are also found in a number of
foods, for example some “non-dairy” products, such as coffee
creamers and margarines. Dietary management of CMA in the
breastfed infant involves maternal antigen avoidance of milk.
Some experts suggest additional avoidance of egg, peanuts,
tree nuts – such as almonds – and fish. In some cases, a short
term trial of soy formula or extensively hydrolyzed formula may
be indicated. In the formula fed infant the offending formula
should be changed.

Soy based formulas should be the first alternative to milk based
formulas, except perhaps in bloody colitis, in which extensively
hydrolyzed formulas are preferred, at least initially. It should be

kept in mind that ~80% of intolerance to milk-based formulas
is not due to allergy and thus will generally respond to soy. Soy
based formulas are well tolerated by most (80-85%) children
with CMA.9 For example, in one study of children <3.5 yrs with
proven CMA (DBPCFC, other food challenge, or a history of
anaphylaxis), 14% were found to have concurrent soy allergy at
the time of diagnosis. The other 84% were fed soy for 1 year
without the development of soy allergy.10  Soy protein is
markedly less antigenic than milk protein in both the guinea
pig oral sensitization model and in the hyperimmunized rabbit
model and it does not cross react with milk protein9,11,12. Soy
formulas taste better and cost less than the extensive
hydrolysates. Some people have questioned the use of soy in
atopic dermatitis. Burks and colleagues evaluated 165 patients
for AD in a paediatric allergy clinic. Two hundred sixty-six
DBPCFCs were performed; 39% were positive. The most
common offending food was egg (20%). Milk caused reactions
in 8%, soy in only 2%5. In children with CMA who do not
tolerate soy formula, a formula with extensively hydrolyzed
casein should be tried. In some cases, an amino acid based
formula may be required. Partial hydrolysates are
contraindicated in the management of milk allergy because of
their high antigen content9.

Some food allergies are outgrown in early childhood. These
include those to egg, milk, wheat, soy and most fruits and
vegetables. Although some individuals outgrow their allergy to
peanuts, it is more likely to be life-long. Foods that induce
allergies that usually are not outgrown are tree nuts, fish and
shellfish13.

1 Sampson HA.  Update on food allergy.  J Allergy Clin Immunol 2004;

113:805-19
2 Bock SA.  Prospective appraisal of complaints of adverse reactions to food

in children during the first 3 years of life.  Pediatrics 1987;79:683-8
3 Mayer L.  Mucosal immunity.  Pediatrics 2003;111:1595-1600
4 James JM,  Respiratory manifestations of food allergy.  Pediatrics

2003;111:1625-30
5 Burks, AW, James JM, Hiegel A et al.  Atopic dermatitis and food

hypersensitivity reactions.  J Pediatr 1998;132:132-6
6 Burks, W. Skin manifestations of food allergy.  Pediatrics 2003;111:1617

1624
7 Sicherer SH.. Clinical aspects of gastrointestinal food allergy in childhood..

Pediatrics 2003;111:1609-16
8 Bock SA. Diagnostic evaluation.  Pediatrics 2003;111:1638-44
9 Cordle CT.  Soy protein allergy: incidence and relative severity.. J Nutr

2004;134:1213-19S
10 Zeiger RS, Bock SA, Burks AW et al. Soy allergy in infants and children with

IgE-associated cow’s milk allergy.  J Pediatr 1999;134:614-22
11 Cantani A, Luccenti P.  Natural history of soy allergy and/or intolerance in

children, and clinical use of soy-protein formulas. Pediatr Allergy Immunol

1997;8:59-74
12 Bruno G, Giampietro PG, DelGuericio MJ et al. Soy allergy is not common

in atopic children: a multicenter study. Pediatr Allergy Immunol

1997;8:190-3
13 WoodRA. The natural history of food allergy. Pediatrics 2003;111:1631-7
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The title may be a cliché and what you will read

may not be an eye opener to some, but

nevertheless it is still an experience worth telling.

If you are a Kedahan or even for that matter a

Penangite, you will surely not be able to avoid the

sight of Gunung Jerai. When you travel at a

leisurely pace along the North-South Highway near

Gurun, you get a glimpse of its majestic rise to a

height of just over 1217 metres.

Quite a number of us from Kedah have scaled

Gunung Jerai and can vouch how difficult it is,

which can also be said of other peaks in Malaysia.

Well, what about trekking up a mountain nearly

four times higher than that.

Guess that there are a few of us who have

savoured the joy of scaling Gunung Kinabalu! Yes,

only in Sabah, from Kota Kinabalu, will you be

able to admire the sheer greatness of the 4101

metre high granite massif.

All my life, I did not have the intention or desire to

climb Gunung Kinabalu. However, during my first

trip to Sabah in 2002, I was lured to scale this

legendary peak. When I first stepped onto the

tarmac of Kota Kinabalu airport, I could barely see

Gunung Kinabalu, for it is so high that clouds

cover it for the most part of the day. During that

short visit the presence of this mountain had a

magnetic effect on me as I went through my

intended activities in Kota Kinabalu.

On Top of The
WORLDPart 1

Stories
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Before I left the city, I finally enquired about the possibility

of surmounting Kinabalu's peak; but to my dismay, I was

told that it takes two days to climb whereas I had only one

free day left in the city. With a feeling of disappointment, I

flew back to Alor Setar with an unfulfilled desire.

Somehow early this year, in March, I was made aware of

the Malaysian Paediatric Asociation meeting in Kota

Kinabalu to be held in early September 2004. This then

ignited the flame to pursue my unfulfilled intention.

How was I going to do it? Could I organize the trip from

here, in Alor Setar - hundreds of miles away from Kota

Kinabalu? Who would be interested in going and keeping

me company? Could I just appear at the foot of the

mountain and declare that I was ready to conquer this

monstrous rock formation? All these questions went

through my mind the minute I firmly decided on my

conquest.

Getting a Place

Now, on looking back, I would say that the more difficult

part of preparation was getting a place in the controlled

number of climbers allowed up the mountain each day.

Apparently, less than 100 persons are given the green light

to climb each day and when I called the Kinabalu Park

authorities in July 2004, I was told that there was no place

on my intended quest day i.e. 30 or 31 August 2004. Their

advice, which was "Please book six months in advance,"

really dampened my spirits. I was already geared up to go

and this was a real big blow to my plans. Without any

hesitation, I surfed the Internet and after hours of browsing,

I contacted a few Sabah travel agents. All except one had

immediate cold and negative answers the moment I

mentioned I was going to climb in two months’ time. The

lady from Mayflower was, however, willing to try her best

to get me a place. Well, bookings are sometimes cancelled,

which is very unusual and extremely unheard of for the

Kinabalu climb but still, hope is always a saviour.

Finally, after what seemed to be a very long week for me,

she finally e-mailed to say that there were only places

available on 1 or 2 September and any earlier dates were

definitely out of the question. After much thought and

discussion, Dr. Gunasegaran, who was going to be my

climbing partner, and I conceded to this precious

opportunity. So, we immediately deposited the full amount

(RM500 per person) into the travel agent's bank account

and were looking forward to this challenge.

Preparation

Before doing something you've never done before or going

somewhere you have never been, it is always good practice

to get advice from those who have. In this IT -era, it is so

easy to get information or accounts on the Kinabalu climb

experience over the Internet. The articles were from people

all over the world and after reading them I was even more

motivated to do it. The majority of successful climbers

seemed to conclude that it's not so difficult after all. Even

the park's official website takes a nonchalant attitude that

you don't need to be a seasoned climber or have special

climbing equipment. How wrong I was to believe all that. 

A friend advised me to do a lot of leg exercises so I decided

to walk up the 10-storey staircase of Kedah Medical Centre

where I work, achieving seven to ten ascents each day. So I

thought that would be good enough preparation over 2

months. But walking up small steps is never the same as the

oversized steps along the trail up Gunung Kinabalu.

Anyway, I didn't consider myself to possess the build of an

athlete and have never excelled in any sporting activities. I

was always the pint-sized person in my primary and

secondary school but I was encouraged by the positive

comments of the young and old netizens, the elderly men

and women and the not so recent sensation of a group of

kindergarten kids from Perlis who had scaled the mountain.

Some anecdotes, like how a chain smoker friend and a

skinny Singaporean lady executive, both had reached the

Kinabalu summit further cemented my confidence of being

victorious. 

Anyway, when 1 September rolled round, we were already

off from Kota Kinabalu at 8.00am riding in a van towards

the Park Headquarters. Along the way we were fed by the

tour guide of stories surrounding the legendary Gunung

Kinabalu. One involves a Chinese traveller who married a

local girl and left her in the lurch when he returned to his

country, which led her to die in despair. Thus, the name

kina = China, Balu = widow. However most Kadazans will

probably prefer the version of "The sacred place of the

dead" as the correct meaning of Kinabalu.

…Tune in next issue for Dr Abdul Razif Abdul Razak‘s memorable

ascent up Mount Kinabalu. He is contactable at razif7478@yahoo.com

Stories



That was the response I got when people heard that I was
attending the 12th ASEAN Pediatric Federation Conference
(APFC) in the beach resort city from 26 to 28 November. It
was only on the plane, when I looked at the map in the
airline magazine, that I realized that Pattaya is actually
about 180 km east of Bangkok and we'd have to go by
land transport for about 2 hours from Bangkok to get
there. It did not help that the flight out of KLIA was delayed
by three hours due to "poor fuel pressure at the bay the
plane was in". If this made any sense to the more
technologically savvy people, we wondered why the pilot
did not just move the plane to another bay instead of
moving all the passengers into another plane. Fortunately
that was the only glitch in our journey although we reached
our destination at almost midnight.

The main congress was preceded by a pre-congress on
allergy entitled the "Allergic March" on 25 November. The
12th APFC's theme was "Childhood Diseases Affecting
Adult Diseases". Almost 400 delegates attended, with
about 50 non-Thai participants. Eight paediatricians from
Malaysia kept the flag flying – Dr Hussain Imam presented
the traditional Country Report, Dato' Dr Lim Nyok Ling
presented at the Neonatology Symposium and Dr Chua
Kaw Bing gave a plenary talk on the discovery of the
famous Nipah virus. Datuk Sham Kasim and I chaired two
separate symposia while Dr Nazim Zainal presented a free
paper entitled "Nocturnal Enuresis in Healthy 8-year-old
School Children from East Coast of Malaysia – Prevalence
and Parental Perception" and Dr Hung Liang Choo put up a
poster on "Epidemiology and Short-term Outcome of
Kawasaki Disease in Malaysian Children".

Dr Hussain's country report focused on learning disabilities
in Malaysian children and discussed the problems as well as
solutions so that these children are detected early. Dato' Lim
talked about nutritional support for the very low birth
weight infants in the symposium on bronchopulmonary
dysplasia. Both were well-received. The scientific
programme was tailor-made for the general paediatrician
and those who want more information on subspecialties
that differ from their own. The experts were from Australia

(David Hill, Colin Robertson, Janice Fletcher), Canada (Jack
Newman), Japan (Hirohisa Kato, Masahiro Haraoka), France
(Jean Lang) and China (Xiao-Hu He), besides our prominent
other Asian and ASEAN speakers and researchers.  

Scientific programme aside, the legendary Thai hospitality
showed through in the social event. As the congress
coincided with the full moon celebration of Loi Krathong,
the congress banquet was followed by a Loi Krathong
ceremony where everyone released a krathong in the
swimming pool of the hotel. Outside on the beach,
hundreds of people were also releasing their own krathongs
followed by a fireworks display at the beach resort city that
could be seen from some of our room balconies. Being a
beach area, the daytime temperatures were too high for
any of the delegates to be seen outside so the congress was
well-attended. Night-time, however, attracted people out of
the congress site to the two main roads in Pattaya.

Terrorist threats? Other than security personnel outside the
lift lobby on every floor and a few at the swimming pool,
there was no sign of any threat. The security personnel
were probably to make up for the few closed-circuit
television cameras that were noticeably much less than at
other large hotels of its class. Whatever the reason, we felt
safe enough throughout the whole congress although
admittedly, there was not much one could do at the beach
other than the obvious (swimming and other water sports).

The success of the 12th APFC is a credit to Professor
Praputt Siripoonya as congress president and Professor Usa
Thisyakorn as chairperson of the scientific committee. We
look forward to more participation from Malaysia at the
13th APFC in Manila in 2008. The APFCs will henceforth be
held every 3 years from then on to realign with the
International and Asian congresses that are organised every
three years (see APFC Business Meeting on page 3).

Zulkifli Ismail
zulkifli@email.com

Pattaya! 
…isn't that in south

Thailand?
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Member’s Contribution



11 BERITA MPA – JANUARY 2005

Announcements

6th MALAYSIAN CONGRESS OF 
ALLERGY AND IMMUNOLOGY

Date : 4-6 March 2005
Venue : Hilton Kuala Lumpur
Address MSAI Secretariat 

142, Jalan Ipoh 
3rd Floor, UMNO Selangor Building
51200 Kuala Lumpur

Phone : 603-40410092, 40416336
Fax 603-40426970, 40414990
Email : dr_harnam@hotmail.com 
Website : www.allergymsai.org

23rd ANNUAL MEETING OF THE EUROPEAN
SOCIETY FOR PAEDIATRIC INFECTIOUS

DISEASES - ESPID

Date : 18-20 May 2005 
Venue : Valencia, Spain
Address : ESPID 2005 Secretariat

Kenes International / ESPID 2005
17 Rue du Cendrier, P.O.Box 1726
CH-1211 Geneva 1, Switzerland

Phone : 41 22 908 0488
Fax : 41 22 732 2850
Email : espid@kenes.com
Website : www.kenes.com/espid

9th CONGRESS OF THE ASIAN PAN-PACIFIC
SOCIETY OF PAEDIATRIC

GASTROENTEROLOGY, HEPATOLOGY AND
NUTRITION & THE 27th ANNUAL CONGRESS OF
THE MALAYSIAN PAEDIATRIC ASSOCIATION

Date : 16-19 June 2005 
Venue : Shangrila Hotel, Kuala Lumpur
Address : Secretariat: 9th APPSPGHN & 

27th MPA Annual Congress
3rd Floor (Annexe Block)
National Cancer Society Building
66, Jalan Raja Muda Abdul Aziz
50300 Kuala Lumpur, Malaysia

Phone : 603 2691 5379/2698 9966
Fax : 603 2691 3446
Email : mpaeds@po.jaring.my

4th WORLD CONGRESS OF THE WORLD
SOCIETY FOR PAEDIATRIC INFECTIOUS

DISEASES - WSPID 2005

Date : 1-4 September 2005 
Venue : Warsaw, Poland
Address : 4th World Congress of Paediatric

Infectious Diseases - WSPID 2005
Kenes International
17 Rue du Cendrier, P.O.Box 1726
CH-1211 Geneva 1, Switzerland

Phone : 41 22 908 0488
Fax : 41 22 732 2850
Email : wspid2005@kenes.com
Website : www.kenes.com/wspid2005

CHANGE OF ADDRESS

Dr Siti Aishah Saidin
266 Laluan Taman Meru 2
Taman Meru 1B 
30020 Ipoh 
Perak

Dr Chan Wai Yue
45, Jalan SS 22/19
Damansara Jaya 
47400 Petaling Jaya
Selangor

Dr Alvin Chang Shang
Ming
17 Solok Mas 
11600 Penang

Dr Foong Kin Wai
36 Jalan 18 
Taman Murni 
Bt 91/2 Cheras 
42300 Bt 9 
Selangor

NEW LIFE MEMBERS

Dr Mohd Suhaimi Abdul
Wahab
Lot PT 707 
Kampung Chicha 
Jalan Pasir Puteh, 
16150 Kubang Kerian
Kelantan

Dr Lim Lina
B1-9, 
Taman Kenanga Mewah
75200 Melaka

NEW ORDINARY MEMBERS

Dr Ngu Lock Hock
A12-12, Vista Millenium
Condominium 
Jalan DM 1 
47100 Puchong Perdana
Selangor

Dr Lau Yoke Fhan
3, Lorong Pasir Jaya 
Taman Pasir Jaya 
Ujong Pasir 
75050 Melaka

Heartiest Congratulations...
To Dr Azizi Hj. Omar (Damasara Specialist Hospital) upon
his investiture of the Darjah Indera Mahkota Pahang, which
carries the title Dato', on 23rd October 2004 in conjunction
with the 74th birthday of DYMM Sultan of Pahang.

Condolences
Our condolences to Dr Siti Khadijah Tun Hamdan and Family
on the demise of her beloved father, the former Yang 
di-Pertua Negeri Pulau Pinang Tun Dr Hamdan Sheikh Tahir
on the 20 January 2005.

May Allah bless his soul. 

Condolences
Our condolences to Dr Ali Azman Minhaj and family on the
loss of his beloved wife, Dr Rohana Md Som on 27 January
2005.

May she rest in peace.

FRATERNITY


