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The final decision on the venue for our 28th
Annual Scientific Congress has been made
after a lot of investigative work. It's Johor
Bahru and the theme is Paediatric Surgery.
Before you start rolling your eyes and asking
what there is to do in JB, read on…

In the last few years, the state of Johor has
spent a lot to develop southern Johor, of
which JB is the focus. Being literally a
stone's throw north of bustling Singapore,
they could not just watch as their southern
neighbours whizzed past their state to
Melaka and Port Dickson. Hence grew
Danga Bay, a nice tourist spot for everyone
to spend an evening with family and loved
ones. Danga Bay is a short walk from the
Hyatt Regency Hotel, our congress hotel.
There are also lots of tourist attractions in
and around JB that you may have missed on
your earlier trips. The complimentary tour
for registered accompanying persons will
show parts of JB that are not usually seen.

We are doing our Congress this year with
the Malaysian Association of Paediatric
Surgery (MAPS) who are trying to initiate a
regional ASEAN society. The paediatric
surgeons have been orphaned for so long
– sidelined by general surgeons and not
fully embraced by paediatricians; having
the skills of surgeons and the personality
of paediatricians – that the formation of
MAPS was a big step in acknowledging
their strength. In planning the congress

scientific programme, Dato' Dr Zakaria
Zahari has included almost every aspect of
surgery involving children. We have the
plastic surgeons, cardiothoracic surgeons,
urologists, etc plus input from
paediatricians to give the medical side of
surgery. Our Asian neighbours will be there
with some notable Australian and UK
speakers.

Fancy dinner on board a ship? We're trying
to organise one but places are limited to
only 450, so early registrants and speakers
get to enter first (even committee members
who register late may be left adrift). As
space is crucial in the ship dinner, we have
to request that families be left behind in
the hotel unless we can make alternative
arrangements, like on another ship!

Mark August 18-20 with a Pre-Congress
Workshop on Nursing on the 17th at the
Hyatt Regency Hotel, JB in your diaries and
PDAs. Better still, register early using the
announcement enclosed with this issue.
See you in JB!2

It's 

JB
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From The President

Do all of us report cases under the Ministry of Health list
of notifiable diseases? Do we report all suspected cases
of child abuse and neglect? Do we truthfully return the
orange MPSU (Malaysian Paediatric Surveillance Unit)
card previously distributed to MPA members? The
answers would be affirmative for those in the public
sector as there are 'superiors' and 'juniors' providing
appropriate checks and balances. What of the private
sector where there is nobody peering over one's
shoulder? The only thing that comes between reporting
and “letting sleeping dogs lie” are one's conscience and
the fear of litigation.

The need to forward data on cases to the Ministry of
Health is of concern to the MOH as the reporting of
diseases represents nationwide incidence and prevalence
data. Other than dengue fever and the corresponding
haemorrhagic or shock varieties, not many notify
regarding other diseases and problems. Least of all abuse
and neglect.

Under the Child Act 2001, any practitioner found not
reporting cases of child abuse and neglect is liable to a
fine of RM5,000 (previously RM1,000). This is a law that
is meant to ensure that children are protected even
against those close to them. Historically, the infamous
case of Balasundaram in 1990 started the intense debate
and strict legislation that we have now. This rather
reactionary approach after his death on May 12, 1990
was sustained by the media until our lawmakers and
professionals came up with the Child Protection Act. All
the Acts involving children have since been amalgamated
into the single Child Act in 2001.

On one side, the onus of reporting cases and patients is
with the practising paediatrician, whether in private,
public or the university. At the other end is the collation
and analysis of this massive data. The Ministry will get
better response if it sends regular feedback based on the
data supplied. In order for data to be submitted, the
MOH has to also realise that its own mechanism of
feedback has to be more than just through the Minister
via the newspapers.

The current unidirectional reporting system, viz. from the
practitioner to MOH, needs to be revamped so that there
is feedback from the MOH in the form of data that had
been mined from all the reports. With this two-way
approach, there will be unity and a feeling of mutual
responsibility towards reporting. Generally it all boils
down to bidirectional communication – I have yet to
meet anybody without a psychiatric diagnosis who likes
talking to himself – so feedback from the MOH is
important to get any response from practitioners on the
ground.  Threats and punitive action are not sustainable
and tends to be counter-productive in the long-term.

Let us report all notifiable cases and those of abuse and
neglect so that it will never be said at any meeting that
paediatricians are the worst lot at reporting. Another
area that needs reporting is childhood injury. This is an
area where data is required as it is currently the leading
cause of mortality after perinatal problems and
congenital abnormalities. MOH, UNICEF, IPA and we are
also interested in data on childhood injury.

It is undeniable that we need to improve our reporting
of diseases and cases of abuse and neglect.

The condition is that information coming out from these
data be given as feedback to all the paediatricians in the
form of a newsletter or from a website. Only with this
two-way exchange of information and data can data
collection be reliable and the output credible.2

Zulkifli Ismail
President 2005-6
<zulkifli@email.com>

Collection, 
Collation and 

Mining

Data Reporting, 
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Updates

Management of Iron
Overload 

Cardiac toxicity from transfusional iron overload remains
the most common cause of death in young adults with
thalassaemia major. Nevertheless, the cardiomyopathy is
reversible if intensive chelation treatment is instituted in
time. Very often, early diagnosis is prevented by the
unpredictability of cardiac iron deposition and the
delayed development of symptoms and
echocardiographic abnormalities, which once manifest
frequently herald precipitous deterioration and death, in
spite of intensive chelation. Hence, a noninvasive
assessment and a direct measurement of the degree of
cardiac iron deposition is not only a great advancement
in the field but also allow early diagnosis and treatment
to reduce mortality from this reversible cardiomyopathy.

Dr Vasilli Berdoukas, honorary consultant
paediatrician at Sydney Children’s Hospital, Australia
delineated the two most recent advances, new imaging
technique T2* and a novel iron chelator at a recent
symposium in Kuala Lumpur Golf & Country Club
(KLGCC) on October 13, 2005. Dr Zulkifli Ismail,
President of MPA, was the Chairman for the event.

In the past, conventional methods in measuring ferritin
levels were limited to liver biopsy or magnetic
susceptometry by a superconductive quantum
interference device (SQUID). With the introduction of
new magnetic resonance imaging (MRI) T2* technique,
iron in the heart and liver is more accurately measured
compared with those conventional methods which
proved to be ineffective in exemplifying tissue iron
concentration.

Dr Berdoukas added that hepatic iron is not
representative of myocardial iron and vice versa. At
present, cardiac death remains the primary cause of
death in thalassaemia patients with transfusion iron
overload and though the liver has greater iron
accumulation, the heart is at greatest threat of injury
from iron accretion.

Oral iron chelator

Deferiprone, the only oral iron chelator available now, is
also another breakthrough in managing iron overload in
thalassaemia patients. Deferiprone is a bidentate ligand

that binds to iron in 3 to 1 molar ratio. The standard
dosage is 75mg/kg/d divided into 3 doses. It was
reported in Lancet 2002; 360(9332):516-20 that oral
deferiprone is more effective than deferoxamine at
removing myocardial iron. In addition to this, treatment
with deferoxamine is more cumbersome since
deferoxamine has to be administered by subcutaneous
injection 8 to 12 hours a day, 5 to 7 days per week.

The same study also showed that chelation treatment
with deferoxamine failed to prevent overload cardiac
deposition in two-thirds of patients with thalassaemia
major. Hence, this results in their having a higher risk of
heart failure and its complications. Another study has
shown that long-term treatment (5 years) with
deferiprone provides appreciably better cardioprotection
against the toxicity of iron overload than subcutaneous
deferoxamine [Haematologica 2003;88:489-96]

Deferiprone has demonstrated a satisfactory safety profile
throughout these years. The most dangerous side effect
caused by deferiprone is agranulocytosis, which only
occurs in approximately one percent of patients [Blood
2003;102:17-24]. Blood counts should be taken regularly
at the beginning of treatment with deferiprone. 

According to Dr Berdoukas, agranulocytosis can be
observed commonly in the first 6 months and it is best
that patients have their blood counts checked every 7 to
10 days while on deferiprone. Neutropaenia,
gastrointestinal upsets, arthropathy and elevated hepatic
enzymes are examples of less common side effects.

MRI T2* assessment allows physicians to adapt a
chelation therapy using either one of the two chelators
as monotherapy or in combination. Berdoukas also
suggested that combination therapy (deferiprone and
deferoxamine) is now regarded as potentially life saving
treatment in patients who have pre-existing
cardiomyopathy.  

Deferiprone (FerriproxTM), the first iron chelator which can
be given by mouth, is currently approved in 48 countries,
including the European Union. It has been licensed for
use in United Kingdom since 1999.2

in Thalassaemia Patients
13 October 2005

Management of Iron
Overload 

in Thalassaemia Patients
13 October 2005



Wyeth’s vaccine Prevenar was launched in the Asean
region recently, more specifically in Hong Kong, Korea,
Taiwan and the Phillipines. Most recently, Prevenar was
launched in Malaysia, Singapore and Indonesia.

The 7-valent conjugate vaccine is the only vaccine that
helps prevent pneumococcal bacterial infections such as
meningitis, pneumonia, and otitis media caused by
Streptococcus pneumoniae in children up to two years
old. In addition to helping to protect infants, Prevenar is
expected to help protect older children.

Prevenar works by stimulating the immune systems of
infants to create an anamnestic response which helps
protect children against invasive pneumococcal disease or
IPD. The protection is imperative for those at risk of
developing IPD - infants and young children, children
with a weak immune status and children who attend day
care.

Prevenar has the ability to protect children against seven
serotypes of S. pneumoniae, specificially 4, 6B, 9V, 14,
18C, 19F and 23F. In Malaysia the most common
serotypes are 1, 6B 19B, 19F and 23F whereas in
Singapore the more common ones are 6B,14, 19F and
23F.  Prevenar therefore effectively covers 60 to 80
percent of the serogroups that cause pneumococcal
illnesses locally.

In Malaysia, there are approximately 5.7 million infants
and children aged less than 9 years old.  According to
the Census 2003, Department of Statistics Malaysia, an
estimated 550,000 are born each year. The Health
Ministry has estimated that the incidence of
pneumococcal bacteraemia is about 30 per 100,000 in
Malaysian children under five years old, with at least 750
cases and 20 deaths per year.

In Singapore some 18 out of 100,000 patients suffer
from invasive pneumococcal disease, with 33 cases over
a period of 7 years and a mortality rate of 23%. These

statistics were obtained from the KK Women and
Children’s Hospital which is responsible for more than
54% of all paediatric admissions in Singapore. In
addition, in Singapore the mortality rate has continued to
increase from 11% in 1999 to 24% in 2004.

Vaccine Availability
Currently, in Singapore the vaccine is widely available in
private as well as government clinics whereas in Malaysia
it is still within the purview of private healthcare
practitioners. The Singapore government is currently in
talks to make the vaccine compulsory in the republic.

The rapid emergence of antibiotic-resistant S.
pnuemoniae serotypes has made the management of all
forms of pneumococcal disease more difficult.
Additionally symptoms of pneumococcal diseases - fever,
chills and cough, vary by illness, and can be non-specific.
This makes diagnosis more difficult, and the condition is
often only confirmed with arduous tests such as an x-ray
or when specific laboratory cultures are taken.

Dosing Schedule
The following is the recommended Prevenar
immunisation schedule for infants in their first 2 years
of life:

Dose 1 Dose 2 Dose 3 Dose 4

2 months 4 months 6 months 12-15 months

Dosing interval Should be administered at 
is 4-8 weeks least 2 months after third 

dose

Prevenar can be given at the same visit as Triple antigen
(DTP), Polio, Hib vaccines, Hepatitis B vaccines, Measles-
Mumps-Rubella Vaccine (MMR) and Varicella vaccine.

A Significant Advancement for Protection against 
Serious Pneumococcal Infections such as Pneumonia 

and Meningitis

Updates

Pneumococcal Conjugate
Vaccine is Now Available 

in Asia
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For previously unvaccinated children more than 7 months of age, the labelling
recommends the following: 

Age of first dose Total number Dosing information
of doses

7-11 months 3 Two doses at least 4 weeks apart; 
third dose after 12months of age 
and at least 2 months after the 
second dose

12-23 months 2 Two doses at least 
2 months apart

24 months 1 One dose
through 9 years

Reports

REPORT ON ONE-YEAR COURSE OF
STUDY IN PAEDIATRIC
HAEMATOLOGY AND

ONCOLOGY
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The magnitude of the burden of childhood cancer in
Myanmar is growing substantially as the population of
children expands. Unfortunately, the proportion of
cancer-related deaths in childhood is higher. As a
developing country, we have very limited resources.
Among them, the most important resources are health
care professionals. There are very few specialised
physicians   in Paediatric Haematology and Oncology.
This inspired me to learn in this field. I had a great
opportunity to study in Malaysia for one year by the
effective support  of the Malaysian Paediatric Association.

Hospital Universiti Kebangsaan Malaysia is a well known
teaching hospital and I am very glad to have been given
a rare opportunity to work there. The Paediatric

Department at HUKM is well organised by active and
committed health care givers. I had valuable experience
at the Paediatric Haematology and Oncology unit in
HUKM. It is a specialty team and I have learned about
specific patient care and ward discipline for
immunosuppressed children. All the professors,
consultants, specialists, medical officers and staff in that
unit helped me very much. I  was involved in the ward
rounds and got chances to discuss specific treatments,
general care for the child who has taken chemotherapy,
prevention and treatment for immunocompromised
children and palliative care for some advanced cases. I
also noted the advantages and importance of some

Continued on page 9

Each year more than one million
children throughout the world
die as a result of pneumococcal
disease. If not treated
appropriately and adequately,
invasive pneumococcal infections
can cause hearing loss, learning
disabilities, speech delays,
paralysis, and brain damage. This
population can now be protected
with the vaccine.2
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Stories

During the past 40 years, women
have become physicians in ever-
increasing numbers. In 1964,
according to the American
Association of Medical Colleges,
6 percent of medical school
graduates were female. By 1984,
that number had risen to 28
percent, and by 2004 it was 
46 percent. 

The trend is as inexorable as it is
unsurprising. Medicine is, after
all, a line of work in which
practitioners take care of people.
And if stereotypes are at least
partially grounded in fact,
women have long been seen,
and see themselves, as nurturers.
Once women started entering the
professional world in large
numbers, the practice of
medicine—especially family
medicine, pediatrics, and
obstetrics/gynecology—seemed 
a natural fit. 

Females, however, aren’t
represented equally throughout
the profession: Gastroenterology,
neurology, and most of the

surgical specialties remain male
bastions. And men still
dominate medicine as a whole.
In 2003, according to the
AMA, women comprised just
26 percent of the total
physician workforce. But that’s
up from less than 8 percent in
1970. Indeed, according to the
AMA the total number of
physicians in the US increased
by 86 percent between 1980
and 2003, while the total
number of female physicians

increased by 315 percent. 

What does this mean in terms of
patient care and the future of
medicine? We looked at studies
and anecdotal information to get
some answers. 

Does gender influence
practice patterns?

In their study on the effects of
physician gender on patient care,
FPs Klea D. Bertakis and Peter
Franks of the University of
California Davis School of
Medicine found that female
physicians spent more time with
patients and were more likely to
order certain preventive services
such as Pap tests and blood
pressure checks. They were also
more likely to offer counseling,
and make follow-up
arrangements and referrals. (The
study was published in the
January 2003 issue of the Journal
of Women's Health.) 

Surprisingly, when Bertakis and
Franks controlled for patient
gender and health status, they

found that differences in the
amount of time spent with
patients were statistically
insignificant. “Female physicians
have more female patients,” 
says Bertakis, “and female
patients report themselves as
being in poorer health than males
and require more time. Women
physicians also see more new
patients, and we all know that
first visits are longer than 
follow-ups.” 

That's certainly the experience of
Karen B. Weinstein, an internist
in Oak Park, IL. Weinstein spends
more time with patients than her
two male partners do, but 80
percent of her patients are
women, so naturally she does
more Pap tests and breast exams. 

Other physicians think that
differences in visit duration reflect
personality more than gender. 
“I know of many male and
female doctors who are in and
out of the exam room quickly,
and several of both sexes who
take the time to sit and listen,”
says Rivka Stein, a pediatrician in
Brooklyn, NY. Stein, who likes to
spend time with patients and
their parents, educating and just
chatting, adds that she thinks
patients gravitate toward
physicians who are like them. 
“I have had patients leave my
practice because they prefer not
to spend much time on a visit,”
she says. 

Sherri L. Morgan, a family
physician in Yellow Springs, OH,
believes that patients expect

Women in Medicine: 
Making A Difference, Molding the Future

More women in medicine may mean a healthier balance between patient care responsibilities and lifestyle—for all physicians
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women doctors to be more
conversational and empathetic.
Those who meet these
expectations, Morgan says, do so
because it comes naturally to
them or because they’ve learned
how to be better listeners. In her
own case, if a patient, complains
of, say, stomach problems, she’ll
do her usual workup and at the
same time ask about the patient’s
family, marriage, and work
situation to determine if the
problem has an emotional
component.

Patient satisfaction and
physician gender

When Bertakis, Franks, and
statistician Rahman Azari
observed more than 500
physician-patient interactions in a
study designed to measure the
effects of physician gender on
patient satisfaction, they found
that patients of female physicians
were significantly more satisfied
than patients of male physicians.
This held true even after the
researchers controlled for patient
characteristics such as age, sex,
income, education, and health
status. (For the complete study,
see the Spring 2003 issue of
Journal of the American Medical
Women’s Association.) 

The researchers attribute the
women physicians’ higher patient
satisfaction scores to female
doctors’ tendency to engage in
more positive talk and
partnership building, and to
provide more information.

Bertakis acknowledges that
patients’ gender-based notions
might play a role in the physician-
patient relationship. “For
example,” she says, “patients
may presume female physicians
are more compassionate,
empathetic, and nurturing. The
patients may consequently
respond with more self-disclosure
and greater satisfaction at having
been able to express themselves.” 

Nonetheless, some patients
remain uncomfortable with
women doctors. “Male patients
tend to be less comfortable with
women examining them, but
women don’t mind being
examined by men,” says Rivka
Stein. “The only time I’ve 
really seen a difference is in 
rape cases.” 

Shannon Oates, an
endocrinologist with Arnett Clinic
in Lafayette, IN, doesn’t take it
personally if she gets the brush-
off from a male patient. “When
one gentleman told me he
wouldn’t do what I asked
because I was a ‘girl’—I was 43
at the time—I laughed and
referred him to a male internist.
That doctor later called to
complain that the patient
wouldn’t commit to any lifestyle
changes or take his insulin. So 
I guess it wasn’t me.” 

Sherri Morgan has had similar
experiences. “Some older male
patients don’t feel comfortable
talking to me because they don’t
think I can understand where
they’re coming from,” she says.

Morgan usually refers these
patients to male colleagues. FP
Mary Wirshup of Glenmoore, PA,
on the other hand, has a different
issue. She says older men are
happy to see her, but men under
40 are sometimes hesitant. 

Even rank-and-file medical
workers may be reluctant to
accept women physicians. FP
Katherine Martin of Harrisonburg,
VA, says that employees—usually
women—will tolerate criticism
from a male physician, but not
from a female. Martin recalls that
when she corrected an RN on a
work-related matter, the nurse
angrily replied, “You’re not my
mother.” Martin finds that nurses
overreact or act irritated if she
criticizes their work, “while male
physicians are rarely taken to
task, no matter how egregious
their behavior.” 

Getting a foothold in
medicine's upper echelons

As much as the number of
women has increased in the
physician community, female
physicians continue to be
underrepresented at medicine’s
higher levels. For instance, of the
21 people on the AMA’s board of
trustees, just four are women.
The situation is much the same in
the specialty societies—even for
those specialties in which women
are making significant inroads.
Only six of the 24 voting
members of the American
College of Obstetricians and

Stories

n Medicine: 
e, Molding the Future
ween patient care responsibilities and lifestyle—for all physicians

Continued overleaf
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Gynecologists’ executive board are women. The
American Academy of Pediatrics has a woman
president and president-elect, but men hold eight of
the 10 board of director spots. In academic
medicine, too, women are scarce at the top. Eyeball
any list of full professors and department chairs and
you'll see mostly male names. Ditto for the top
positions in group practices. 

“I think it comes down to families,” says Rivka Stein.
“Most women physicians I know want to have a life
outside the office, and that doesn’t leave time for
board and committee work.”

Pediatrician Jennifer Shu, who teaches at the
Dartmouth Medical School in New Hampshire and 
is director of the Normal Newborn Nursery at
Dartmouth-Hitchcock Medical Center, sees the issue
as a generational one that will change as more
women mature in the profession. She may be onto
something. In 2003, 75 percent of ob/gyns under 35
were female. Shu, who finished her medical training
nine years ago, was chair of the young physicians
sections of the AMA and the AAP. This year, three
of the seven members of the governing council of
the AMA’s Young Physicians Section are female,
including the chair and the chair-elect. And women
constitute half of the executive committee of the
AAP's Section on Young Physicians. 

That leaves the question, “What happens when
female physicians opt for parenthood?” Some who
combine career and family report sacrificing
earnings and promotion opportunities, and they
face a delicate balancing act when determining
how to share call with full-time colleagues. Mary
Wirshup, for one, worked part time when her
children were young, but her 16-doctor group had
a pay formula that offered bonuses only to
physicians who worked more than full time. 

Still, many applaud the trend away from punishing
work schedules, and see signs that male physicians
are following the example set by their female
colleagues. “A large percentage of pediatricians
entering practice plan to work part time at some
point in their careers, and many of the doctors are
men,” Jennifer Shu says. Indeed, the AAP reported
in a 2002 study that 58 percent of female residents
and 15 percent of male residents hoped to work
part time within five years. 

Regardless of how much time women physicians
spend in the office, their growing presence will

make the profession more patient-friendly, says FP
Sherri Morgan. “Traditionally, women are
caregivers,” she says. “As we continue to enter
medicine and move into leadership positions, we’ll
see more of a ‘patient comes first’ philosophy.” 

Many of her colleagues hope that female physicians
will reach that goal and loftier ones. San Jose, CA
general practitioner Liza Shiff would like to see the
profession move toward addressing women’s health
issues in ways that are specific to females. 
“For example, cardiovascular disease management 
in women shouldn’t mirror the way the disease is
managed in men; there’s a need for a different
protocol. Such a trend will benefit the profession 
as a whole, because it’ll result in better patient
outcomes and fewer malpractice suits.”– 
Medical Economics 2

Continued from previous page

JOB VACANCY
THE FACULTY OF MEDICINE AND

HEALTH SCIENCES OF UPM INVITES
APPLICATIONS FOR LECTURER POSTS

FROM JUNIOR GRADE TO 
ASSOCIATE PROFESSOR IN

PAEDIATRICS.

The basic salary inclusive of allowances starts from 

RM5,635.00-RM7,014.00
to RM8,850.00-RM11,118.33 for a lecturer and

an associate professor, respectively.
The salary scheme given will be commensurate with

experience and rank of applicants. 

The appointment will be on a full-time basis. 

Applicants are encouraged to contact 

Cik Mas Yati at 

tel: (03) 2050 1012 or (03) 2050 1000 and 

e-mail (masyati@medic.upm.edu.my)
for further information. An informal visit is also

encouraged. Applicant must have a medical
degree and passed the Membership of the Royal

College of Paediatrics and Child Health
(or its equivalent).
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special investigations, benefits of good counselling and
multidisciplinary team involvement. Preparatory
procedures for bone marrow transplantation were learnt
frequently. Dr Hamidah Alias was always close to me
and very kind to me. I  joined her clinics and she taught
me about specific chemotherapy protocols, toxicity of
new chemotherapeutic drugs, follow-up care and
monitoring of general wellbeing for children with
maintenance chemotherapy. She supervised me
throughout my study and guided me to write a paper
on “ITP: Natural History Study At A Single Paediatric
Institution In Malaysia”. I benefited a lot from her
teaching and guidance.

Every Wednesday, I got the chance to discuss with
Professors and Consultants in grand ward rounds. Grand
round presentations in the Department of Paediatrics
were held every Tuesday and I got to see some cases
which are rare in my country. The weekly Friday
Presentations discussed cases other than Oncology ones.
I attended the Radiology conference every Friday
morning and got information in applicability of some
assessment tools. The weekly journal club helped me to
know recent health news and also techniques of research
evaluation and critique. Then I learned intensive
management for severely ill cancer patients at the ICU.
Every Monday, Wednesday and Friday, I was able to
perform procedures like bone marrow aspiration,
trephine biopsy, lumbar puncture and intrathecal
chemotherapy administration.  

During my study period, some interesting experiences
about Langerhans’ Cell Histiocytosis were shared by
Dr Kelvin, who has specific interest in Langerhans’ Cell
Histiocytosis and practising in the United Kingdom. I
obtained informative knowledge about some new drugs
at lunch time talk in Department of Paediatrics. I
attended 10th Annual Scientific Meeting, 2005 for Acute
Lymphoblastic Leukemia in children on August 6 and 7,
2005. I got useful information from Professor Vaskar
Saha, Head of Cancer Research, UK Children’s Cancer
Group and Professor of Paediatric Oncology, Queen Mary
University of London, UK, and Dr Luciano Dalla Pozza,
Consultant Paediatric Oncologist, Children’s Hospital at
Westmead, New South Wales, Australia.

From August 15 to September 30, 2005, I did an
attachment at the Bone Marrow Transplant Unit in
Hospital Kuala Lumpur. I gained valuable experience at
that unit. Dr Hishamshah Ibrahim, in charge of the unit,
taught me conditioning and preparative regimes for
GVHD prophylaxis, VOD prophylaxis, CMV prophylaxis,
HSV prophylaxis and infection prophylaxis before

transplantation, according to each protocol. Monitoring
and treatment for side effects of the conditioning regime
was noted by daily routine patient care. Gratefully, I have
learnt peripheral blood stem cell collection by COBE
SPECTRA MACHINE and observed stem cell transfusion
to the recipient. Dr Ida Shahnaz and Dr Mahfuzah helped
me at that unit. I joined the BMT clinic every Monday.
Various stages of GVHD were seen in the ward and also
at the clinic. Specialists explained the management of
those complications depending on patients’ responses.
I appreciated my study period at the BMT unit in HKL as
it expanded my knowledge about current trends in
Oncology.

I am indeed very thankful and grateful to all the
supporters of my study. First of all, I want to express my
gratitude to the President, Professor Dr Zulkifli Ismail,
Honorary Secretary, Assoc Prof Dr Tang Swee Fong and
all the members of the Malaysian Paediatric Association.
I would not have been able to undertake this study
without their sponsorship. I thank Prof Dr Rahman Jamal
for his kind acceptance of my study at the Paediatric
Haematology and Oncology unit, HUKM. I especially
thank my immediate supervisor Dr Hamidah Alias for her
great understanding and valuable help throughout the
year. Assoc Prof Dr Syed Zulkifli Syed Zakaria, Dr Zarina
Abdul Latiff, all medical officers and all staff in the
Paediatric Department, HUKM who welcomed me. I will
never forget them. I would also like to thank Dr
Hishamshah, Dr Ida, Dr Mahfuzah and all the nurses in
BMT unit HKL. Lastly, but by no means the least, a million
thanks to Datin Saadiah Ahmad, Executive Secretary of
MPA and her assistant Faridah. I was well taken care of
during my one-year stay in Malaysia.

I am keen to reduce the childhood cancer morbidity and
mortality and also want to build up a good quality of life
for thalassaemic children. My objectives are assisted
because of my study. However, I am keen to continue my
learning and to get some advice from the expert
haematologists. I have had good networking with them
during this one year. I have benefited greatly from my
one-year study in Malaysia.2

Dr Yi Yi Kyaw
Paediatrician
Myanmar
7th November, 2004 
to 6th November, 2005

Continued from page 5
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Nikko Hotel Kuala Lumpur held its annual
Nutcracker Charity Tree cheque presentation
ceremony in its Junior Ballroom on January 21 this
year.

The beneficiary of the Charity Tree this year was the
MPA Children’s Cancer Fund. Representing MPA to
receive the cheque of RM 8,000 was Prof Wan
Ariffin Abdullah, the Chairman of the Cancer Fund.
Also present to witness the auspicious ceremony
were about twenty VVIPs from the Institute of
Paediatrics, namely childhood cancer patients and
their parents.

Mr Masaaki Kawanabe, the
General Manager of Nikko
Hotel in his speech said the
money received through
the Nutcracker Charity Tree
were donations from Nikko
Hotel staff as well as from
hotel patrons. He said
many charitable and
welfare organisations have
in the past benefited from
the “fruits” of the Charity
Tree. This year, Mr
Kawanabe said, Nikko
Hotel felt good to be able

to extend a helping hand to
childhood cancer patients.

Prof Wan Ariffin in his acceptance
speech said that although there are
two other childhood cancer centers
in Kuala Lumpur, the MPA Children
Cancer Fund is strictly for use for
patients treated at the Institute of
Paediatrics. The Institute treats
between 150 to 200 new childhood
cancer cases a year; patients come
from all walks of life and from all
over Malaysia. These patients usually
have to stay in the hospital for a
long time and have to make
frequent hospital visits even after
being discharged. Apart from
causing  disruption to family life,
such requirements incur cost and

loss of income to parents who are day earners like
fishermen, farmers, taxi drivers, etc. The MPA
Childhood Cancer Fund needs about eight to ten
thousand ringgit a year to help alleviate the
financial burden of these unfortunate families. Prof
Wan Ariffin appealed for more corporations to
follow the good example of Nikko Hotel and come
forward with similar donations.

After the speeches, the guests were served delicious
food and entertained by Jelly the Clown.2

Nikko Hotel donates to
MPA Children’s Cancer Fund

Prof Wan Ariffin(L) accepting the donation mock cheque from Mr Kawanabe.
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Announcements

PAEDIATRIC WEEKEND RENDEZVOUS

CARDIORESPIRATORY UPDATE

Date : May 26-28, 2006
Venue : Swiss-Garden Resort & Spa

Damai Laut, Perak

Contact : Datin Saadiah Ahmad, 
MPA Executive Secretary

Phone : (03) 2691 5379

Fax : (03) 2691 3446

Email : mpaeds@po.jaring.my

PAEDIATRIC ADVANCED LIFE SUPPORT
PROVIDER COURSE

Date : June 2-4, 2006 
Venue : Auditorium 

Paediatric Institute
Hospital Kuala Lumpur

Contact : PALS Course Secretariat
Malaysian Paediatric Association
3rd Floor (Annexe Block)
National Cancer Society Building
66 Jalan Raja Muda Abdul Aziz
50300 Kuala Lumpur

(See above for phone, fax and e-mail)

VACCINES 2006

Date : June 24-25, 2006
Venue : Hotel Equatorial Bangi-Putrajaya

Contact : Dr Musa Mohd Nordin, Organising 
Chairman

Phone : (03) 8926 6036

Fax : (03) 8926 3035

E-mail : musa@mpf.org.my/m421t4@yahoo.com

Website : www.mpaeds.org.my/
www.cybermed.edu.my

1ST NATIONAL SPINA BIFIDA SYMPOSIUM

Date : July 12-14, 2006
Venue : Auditorium, HUKM

Contact : Orthopaedics Dept HUKM

Phone : (03) 9173 3333

FRATERNITY

Dr Hasri Hafidz
Hospital Kuala Pilah, 
Jalan Melang
72000 Kuala Pilah
Negeri Sembilan

Dr Teh Siao Hean
1750 Lorong F2
Taman Satria Jaya
BDC Stampin
93350 Kuching Sarawak

Dr Wilson Pau Shu Cheng
Department of Paediatrics
Sarawak General Hospital
93000 Kuching Sarawak

Dr Wong Kian Yew
14 Jalan LEP S/11
Taman Lestari Putra
Bandar Putra Permai
43300 Selangor

Dr Khoo Keh Bin
428 Jalan Desa Utama
Taman Desa
Jalan Klang Lama
58100 Kuala Lumpur

NEW ORDINARY MEMBERS

NEW LIFE MEMBERS

CHANGE OF ADDRESS

Dr Shanaliza Mohd Shah
Klinik Pakar Kanak-kanak
Shanaliza
No 70 Tingkat Bawah
Jalan 1/27F, Pusat Bandar
Wangsa Maju
53300 Kuala Lumpur

Dr Tan Teong Yong
No 14 Jalan SS1/19
Kampung Tunku
47300 Petaling Jaya
Selangor

Dr Amdan Ahmad
No 59, Jalan Rabung U8/40
Bukit Jelutong
40150 Shah Alam Selangor

Dr Florence Lok Yan Lee
No 18 Jalan Puteri 12/21
Pusat Bandar Puteri
Puchong
47100 Petaling Jaya
Selangor

Dr Syed Nazir B MS Kadir
Department of Paediatrics
Kelana Jaya Medical Centre
No 1, FAS Business Avenue
Jalan Perbandaran SS7
47301 Kelana Jaya
Petaling Jaya, 
Selangor

Dr Terry Huang Loon Ger
The Kids Clinic
Block B, Lot No 17
Ground Floor
No 1-0-4, Kolam Centre
Phase 2, Jalan Lintas
Luyang
88300 Kota Kinabalu 
Sabah

Dr Lim Kok Ewe
Metro Specialist Hospital
1 Lorong Metro
08000 Sungai Petani 
Kedah

Dr Hairin Anisa Tajuddin
Department of Paediatrics
University of Malaya
Medical Centre 
Jalan Pantai
59100 Kuala Lumpur

Dr Marina Md Sham
79 Jalan Ibu Kota Kiri
Taman Ibu Kota
53100 Kuala Lumpur

Dr Kumar Sathiyagnany
1 Lorong 18/22A
Taman Kanagapuram
46000 Petaling Jaya
Selangor

Dr Asmunni Yahya
No 9, Jalan Puteri 10/21
Bandar Puteri Puchong
47100 Puchong Selangor

Two antennas met on a roof, fell in love and got married.
The ceremony wasn’t much, but the reception was
excellent.

A jumper cable walks into a bar. The bartender says, “I’ll
serve you, but don’t start anything.”

Two peanuts walked into a bar, and one was a salted.

A dyslexic man walks into a bra.

A man walks into a bar with a slab of asphalt under his arm
and says: “A beer please, and one for the road.”

Deja Moo: The feeling that you’ve heard this bull before.

“Doc, I can’t stop singing ‘The Green, Green Grass of
Home.” “That sounds like Tom Jones Syndrome.” “Is it
common?” Well, “It’s Not Unusual.

Free Laughs
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