
Report

Diabetes camp has 
become an annual 
event of Hospital 
UKM, organised by 
the Young Diabetics 
Support Group (YDSG) 
of the hospital for 
the children and 
adolescents with 
diabetes. It is indeed 
a time-consuming, 
labour-intensive and 
very costly event to 
organise. However, we 
continue to commit 
ourselves to this cause 
as we believe it makes a difference to the quality of life of these young diabetics 
and the quality of their diabetes control. The impact may be little to some but it is 
sufficient to encourage us to carry on giving ourselves to them.

For 2008, our camp was held in Tiara Beach Resort, Port Dickson, Negri Sembilan 
in early June. We had a total of 42 participants aged 6 to 18 years, accompanied 
by 28 adults consisting of 4 doctors, 1 clinical psychologist, 2 dietitians, 6 nurses, 
2 diabetes educators and many voluntary helpers from the medical and pharma 
industries. Our supervision was tight with a facilitator to child/adolescent ratio 
of 1.5 to 1. Parents were not allowed to participate or even be present at the 
campsite. Our focus was entirely on the children, to teach them self-care and skills 
in taking charge of their own diabetes. Without the interference of their parents, 
the children could learn very fast. However, a heavy responsibility was on us to 
ensure safety to all children. 

Excitement induced hyperglycaemia
On 2 June, we assembled in Hospital UKM as early as 7.30am. There was much 
excitement among the children that their blood glucose shot up. That was a very 
common experience. At registration, every participant was assigned to a group 
according to age. Each group was headed by a doctor and at least one staff nurse, 
who were responsible for teaching, supervising injection and adjustment of insulin 
doses during the camp. 
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Diabetes Camp 2008
2-4 June 2008, Port Dickson, Negeri Sembilan
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Thalassaemia Program
Time to Take Stock & To Plan for the Journey Ahead

It was 4 years ago, in 2004, that the 
then Health Minister, Datuk Seri Dr 
Chua Soi Lek, touched by the plight 
of the Thalassaemic community 
during a celebration of the World 
Thalassaemia Day, pledged to 
seriously address their long ignored 
needs.

For too long before that the appeals 
of the thalassaemia community 
in the country, and the medical 
fraternity who treated them, 
had fallen on deaf ears. It was 
inexplicable that the needs of such 
a significant patient community had 
been ignored and neglected for such 
a long time prior to that, especially 
since the majority of the community 
affected are children and a civilised 
society would be assumed to want 
to protect and nurture the children 
as its most important resource for 
the future.

The thalassaemia community’s 
needs had somehow managed to 
be left in stasis, through several 
decades of rapid improvement in 
the management of a wide range 
of diseases like cancer, newborn 
illnesses, end stage renal disease, 
and even in the relatively newly 
recognised disease of HIV/AIDS.

Cabinet approval
A cabinet memorandum followed, 
and this endorsed by the 
government, with the approval of 
an allocation of RM19.9 million as 
a one-off for purchasing of assets, 
and RM29.5 million annually for 
a program that consisted of a 4 
pronged strategy: 

1.  Comprehensive treatment of 
Thalassaemic patients

2.  Population Screening and 
Counseling

3. Health Education and Promotion
4. Thalassaemia Registry

So, how far have we come since 
then? And have we made any 
success in implementing the 
strategies of this comprehensive 
program? Has the paediatric 
fraternity been good custodians 
of the funds, and the trust, placed 
upon us?

It was the celebrated Scottish poet of 
the 18th century, Robert Burns who 
said, “The best laid schemes of mice 
and men often go awry”, pointing 
out too aptly that well made plans 
do not necessarily translate into 
effective outcomes.

How have we fared? 

We have by and large achieved 
safe and adequate supply of blood 
for transfusions. The availability 
of blood varies across the country, 
and according to seasons too (well 
known shortage during the puasa 
month), and despite a system that 
is designed for safety (screening 
of blood transmitted diseases 
and accuracy of cross-matching) 
there are still the occasional slip-
ups. But by and large the system 
works well. However with regard 
to HIV testing, we are still using 
serological tests which can miss 
the ‘window’ period. Is it time we 
implemented NAT (nucleic acid 
testing) which virtually eliminates the 
risk of missing infected blood during 
the “window” period, if not for 
everyone, at least for the chronically 
transfusion-dependent patients like 
thalassaemics.

We have pledged to provide 
universal filtration of transfused 
blood. While this is normally done 
by using bedside blood filters, we 
have not been able to provide these 
for 100% of the blood transfused. 
Would it also be timely to introduce 
filtration at the level of the blood 
bank? This may prove more cost-
effective in the long run.

What about effective clinical 
management? The target here is 
the provision of free chelation for 
all patients. Have we achieved that? 
Unfortunately not, for we have still 
not been able to provide infusion 
pumps for all our patients. While 
almost all patients in the other states 
have received their pumps, Sabah 
has only been provided with pumps 
for about 60% of the patients in 
the state. We hope that the gap 
will soon be closed with the coming 
provision of another about 450 
pumps. However we mustn’t forget 
that the existing pumps have a shelf-
life, and we need to make provisions 
for replacing them at least once in 
5 years. In the states which have 
provided adequate infusion pumps, 
we are beginning to realise patients 
(both children and adults) comply 
poorly with the relatively painful 
process of daily subcutaneous 
infusions. 

Oral chelating agents
Breakthrough developments have 
been made in the field of oral 
chelating agents. These have 
the obvious advantage of better 
compliance, and the advantage of 
better removal of cardiac iron. A 
Dasar Baru costing for the provision 
of the new oral chelator (deferasirox) 
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has been put forward to the Ministry, 
and we hope that this will be seen 
favourably.

As a result of effective chelation 
therapy, we expect to see the 
thalassaemia patients live longer 
and more productive lives. With 
the greater survival will come the 
need to provide for the multi-
organ system complications of the 
disease. Paramount among these 
are the cardiovascular and endocrine 
complications. We will need to 
ensure adequate capacity to handle 
the needs of the survivors.

Population screening
The most tricky strategy of all is that 
of population screening. In 2006 
a pilot project was carried out in 3 
states, Penang (Timur Laut), Melaka 
(Jasin) and Sabah (Kota Belud), 
where upper secondary school 
children (Form 4) were screened. Two 
very important things were learnt 
from this exercise; one was that the 
carrier rate in Sabah can indeed be 
as high as double that of the rest of 
the country (about 7% in the district 
of Kota Belud), and secondly that 

such a program was not logistically 
viable. During this period most of 
the other activities of the health 
clinics concerned had to be put on 
hold. While this is possible for an 
intense short period of time for the 
pilot project, it was not feasible to be 
implemented as an ongoing practice.

The policy was revised to 
concentrate on ‘cascade screening’ 
namely the screening of relatives 
of a known thalassaemia patient. 
While more manageable, and likely 
to yield a higher positivity rate, it 
would leave out large segments of 
the population. In Sabah we have 
decided to expand the screening to 
include antenatal mothers attending 
the health clinics and the walk-
in adolescents who come for the 
curative encounter. Despite several 
disadvantages of selecting antenatal 
mothers, the obvious advantage is 
that of a ‘captive audience’ who was 
already presenting to us rather than 
us reaching out to seek them out.

Prenatal diagnosis
The last bit of the puzzle is the 
development of prenatal diagnosis. 

At the moment these are available 
in only a few major urban centres. 
We need a coordinated plan to 
make these services more extensively 
available geographically and 
financially. We have to meet the 
challenges (in terms of accessibility, 
equipment, operating costs) 
to make this service universally 
available to those who wish to avail 
themselves of it. Here as in many 
health programs, equity of care is an 
important objective.

As we take stock of what we have 
achieved, and what still lies ahead, 
we realise that the journey has only 
just begun. Mao Tse Tung said that 
the “journey of a thousand miles 
starts with the first step”. We have 
taken more than a few steps, but it’s 
obvious that many more still await 
us. We must persevere for the sake 
of the thalassaemia community 
who have put their hopes on us to 
champion their needs, and their 
effort to seek their rightful share of 
time in the sun.

Soo Thian Lian 
President 2007 – 2009

“Thalassaemia Boleh”
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Diabetes Camp 2008

Sleeping 
arrangement 
was prepared 
before hand, 
each adult 
facilitator 
including the 
doctor was 
assigned to 
sleep with 
and look after 
1-2 children. 

They even had to do night checks on glucose levels of 
some of the children identified to be at risk of nocturnal 
hypoglycaemia.

The hospital bus and an entourage of cars left the 
hospital 8.30am. The children were all placed in the 
HUKM bus accompanied by a doctor and a nurse on 
board. The journey was pleasant, no one felt sick or 
developed hypo/hyper symptoms. The hypo-kits were at 
hand on the bus but none of the children needed them. 

We began with the ice breaker on arrival at Tiara Beach 
Resort at 10.00am. The program proper commenced 
only after lunch. Overall, each day began with morning 
exercise for 45 minutes at 7.00am. Then, we had a mini 
clinic when everyone would check his/her own capillary 
blood glucose and record it in the logbook respectively. 
Mini clinics were conducted four times a day before 
breakfast, lunch, dinner and bedtime. The children were 
expected to show their blood glucose results to their 
respective doctor in the group who would advise them 
regarding insulin dose adjustment and meal portions. 
The children would give their own injections except some 
who needed supervision or coaxing to do it themselves 
- the nurses were very good at this.

Outdoor activities
We had many outdoor activities such as telematch, 

treasure hunt, building sandcastle and swimming. These 
activities were interspersed with informal teaching 
sessions in age-specific groups of 6-8 years, 9-11 years, 
12-14 years and 15-18 years, conducted by the doctor 
assigned to the group. The 15-18 years group was 
taken by the clinical psychologist, who used subtle 
psychological methods to get them to project their inner 
feelings. We had a lot of fun, social interactions and 
learning through play. None of the children developed 
severe hypoglycaemia despite the vigorous physical 
activities. On the last day of the camp, we had our 
grand finale of skits presentation by the children. Lots 
of prizes were given out to winners in the team-building 
games, for the best in blood glucose control, the most 
disciplined, the most sporting, the youngest participant, 
etc.

The children were in high spirit. They had made many 
friends and even had exchanged telephone numbers 
before the conclusion of the camp. Interestingly, it was 
never a unilateral learning. Many of us including the 
doctors had learned a great deal through living together 
and doing things together with the young diabetics. We 
were all very tired but the satisfaction went a long way. 
We were truly humbled by these young diabetics, their 
courage in coping with their diabetes for the rest of their 
lives. 

We hope to continue our effort to organise camps for 
these young diabetics. Though we may be willing, the 
camp cannot materialise without fund. This year we had 
received monetary support from Malaysian Paediatric 
Foundation and Persatuan Diabetis Malaysia. We 
appreciate very much and sincerely hope that this will 
continue. 2 

Wu Loo Ling
llwu@mail.hukm.ukm.my

… from page 1

All aboard and 
off we go! Kids will be kids – diabetics or not. 

Insulin self-
injection – more 
painful to watch!

Group discussion and 
counselling with Prof Wu.

Report
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Outstanding Asian Paediatrician Award 2009
Suggestions for the Outstanding Asian Paediatrician Award 2009 is invited from any MPA member. The 
suggested nominee must have contributed significantly to the development of paediatrics in his/her country 
and also the region. Previous Malaysian recipients are Datuk Dr Sam CE Abraham, Prof Datuk Dr Mohd Sham 
Kasim and Prof Dr Choo Keng Ee.

The Award will be presented during the opening of the 13th Asian Pacific Congress of Pediatrics (APCP), to be 
held at the Shanghai International Convention Centre, in Shanghai, China from 14-18 October 2009.

Please email your suggestions to the MPA secretariat at mpaeds@po.jaring.my or mpaeds@gmail.com.

MPA Motto / Tag-line Needed
The secretariat has received only one (1) suggestion for the MPA motto/tagline. We need more and 
we are sure there are many members with hidden creative talents just waiting to emerge. It only 
requires a simple email to the secretariat or a note. We need you to be a part of the MPA history.

MPA Sam Abraham Overseas Training Grant
At the MPA Executive Committee meeting dated 11 May 2008, it was decided to set up a training grant to 
honour the contributions of our first President, Datuk Dr Sam C.E Abraham, called the MPA Sam Abraham 
Overseas Training Grant. 
                                          
This is an outright grant not exceeding RM 8000 given to qualifying candidates who have been approved by 
the MPA Executive Committee.

The purpose of this fellowship is to enable deserving paediatricians who require financial assistance to do a 
training attachment overseas.

The following criteria shall apply:

Applicants must be life members or fully paid members of MPA for at least 3 preceding consecutive years.

Applicants must possess a paediatric specialist qualification recognised by the Ministry of Health and have 
successfully finished their gazettement.

The attachment must be at a centre that is deemed satisfactory to the MPA Executive Committee.

The position to which the applicant is applying is not a salaried position.

The applicant must not have a full scholarship from the government or other institutions for the same 
training attachment.

Any publication ensuing from this attachment will credit the MPA as a sponsor.

A written report will be submitted to the MPA Executive Committee within one month of completion of 
the attachment.

The application for the grant should be submitted at least 3 months before the intended commencement 
of the attachment.

Each member will be eligible to receive this grant once only.

1.

2.

3.

4.

5.

6.

7.

8.

9.

Exco News
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Vaccinews

Prevention and Control of Influenza
Recommendations of the Advisory Committee on Immunisation Practices (ACIP), 2008

 Summary of influenza vaccination 
recommendations, 2008: children and 
adolescents aged 6 months–18 years 

Vaccination of all children aged 6 months–18 years 
should begin before or during the 2008–09 influenza 
season if feasible, but no later than during the 2009–10 
influenza season. Vaccination of all children aged 5–18 
years is a new ACIP recommendation. 

Children and adolescents at high risk for influenza 
complications should continue to be a focus of 
vaccination efforts as providers and programs transition 
to routinely vaccinating all children and adolescents. 
Recommendations for these children have not changed. 
Children and adolescents at higher risk for influenza 
complication are those: 

•   aged 6 months–4 years; 

•   who have chronic pulmonary (including asthma), 
cardiovascular (except hypertension), renal, hepatic, 
hematological or metabolic disorders (including 
diabetes mellitus); 

•   who are immunosuppressed (including 
immunosuppression caused by medications or by 
human immunodeficiency virus); 

•   who have any condition (e.g., cognitive dysfunction, 
spinal cord injuries, seizure disorders, or other 
neuromuscular disorders) that can compromise 
respiratory function or the handling of respiratory 
secretions or that can increase the risk for aspiration; 

•   who are receiving long-term aspirin therapy who 
therefore might be at risk for experiencing Reye 
syndrome after influenza virus infection; 

•   who are residents of chronic-care facilities; and, 

•   who will be pregnant during the influenza season. 

Note: 
Children aged <6 months should not receive influenza 
vaccination. Household and other close contacts (e.g., 
daycare providers) of children aged <6 months, including 
older children and adolescents, should be vaccinated. 
 

Summary of influenza vaccination 
recommendations, 2008: adults 

Annual recommendations for adults have not changed. 
Annual vaccination against influenza is recommended for 
any adult who wants to reduce the risk for becoming ill 
with influenza or of transmitting it to others. Vaccination 
also is recommended for all adults in the following 

This report updates the 2007 
recommendations by CDC’s Advisory 
Committee on Immunisation Practices 
(ACIP) regarding the use of influenza 
vaccine and antiviral agents (CDC. 
Prevention and control of influenza: 
recommendations of the Advisory 
Committee on Immunisation Practices 
[ACIP]. MMWR 2007;56[No. RR-6]). 
The 2008 recommendations include 
new and updated information. Principal 
updates and changes include 1) a new 
recommendation that annual vaccination 
be administered to all children aged 
5–18 years, beginning in the 2008–09 
influenza season, if feasible, but no later 
than the 2009–10 influenza season; 
2) a recommendation that annual 
vaccination of all children aged 6 months 
through 4 years (59 months) continue 
to be a primary focus of vaccination 
efforts because these children are at 
higher risk for influenza complications 
compared with older children; 3) a new 
recommendation that either trivalent 
inactivated influenza vaccine or live, 
attenuated influenza vaccine (LAIV) be 
used when vaccinating healthy persons 

aged 2 through 49 years (the previous 
recommendation was to administer 
LAIV to person aged 5–49 years); 
4) a recommendation that vaccines 
containing the 2008–09 trivalent vaccine 
virus strains A/Brisbane/59/2007 (H1N1)-
like, A/Brisbane/10/2007 (H3N2)-like, 
and B/Florida/4/2006-like antigens 
be used; and, 5) new information on 
antiviral resistance among influenza 
viruses in the United States. Persons 
for whom vaccination is recommended 
are listed in the summaries below. 
These recommendations also include 
a summary of safety data for U.S. 
licensed influenza vaccines. This report 
and other information are available at 
CDC’s influenza website (http://www.
cdc.gov/flu), including any updates or 
supplements to these recommendations 
that might be required during the 
2008–09 influenza season. Vaccination 
and health-care providers should be alert 
to announcements of recommendation 
updates and should check the CDC 
influenza website periodically for 
additional information. 



� BERITA MPA – JANUARY 2009�

Vaccinews

groups, because these persons are either at high risk for 
influenza complications, or are close contacts of persons 
at higher risk: 

•   persons aged >50 years; 

•   women who will be pregnant during the influenza 
season; 

•   persons who have chronic pulmonary (including 
asthma), cardiovascular (except hypertension), 
renal, hepatic, hematological or metabolic disorders 
(including diabetes mellitus); 

•   persons who have immunosuppression (including 
immunosuppression caused by medications or by 
human immunodeficiency virus); 

•   persons who have any condition (e.g., cognitive 
dysfunction, spinal cord injuries, seizure disorders, or 
other neuromuscular disorders) that can compromise 

respiratory function or the handling of respiratory 
secretions or that can increase the risk for aspiration; 

•   residents of nursing homes and other chronic-care 
facilities; 

•   health-care personnel; 

•   household contacts and caregivers of children aged 
<5 years and adults aged >50 years, with particular 
emphasis on vaccinating contacts of children aged <6 
months; and, 

•   household contacts and caregivers of persons with 
medical conditions that put them at high risk for severe 
complications from influenza.  

Extracted from Morbidity and Mortality Weekly Report, 
Recommendations and Reports, August 8, 2008 / Vol. 57 / No. RR-7 at  
www.cdc.gov/mmwr 

Cold Chain Survey 200�-2008
A Collaborative Research Project by: Institute For Health System Research, Perak State Health Department 

and Sabah State Health Department.

Six essential considerations in maintaining cold chain.

Use a 2-door refrigerator 
or top loading type.

Refrigerator type:  
Use the correct type

Do not store drugs, specimens, 
reagents, food or drinks.

Dedicate this 
refrigerator only for 
storing vaccines

Away from sun, stove, 
microwave, inflammable goods.

Locate your refrigerator 
appropriately

Do not store vaccines in door shelves or 
freezer, or in the compartment directly 
under the freezer. Place the thermometer in 
centre of refrigerator, so that it can be read 
without moving the thermometer.

Place your vaccines in the 
appropriate area

Do not open the fridge 
unnecessarily. If your fridge 
requires defrosting, do it at least 
monthly. Have an action plan in 
the event of power failure.

Maintain refrigerator 
temperature at 2-8°C

 Use dial or minimum-maximum 
thermometers. Chart the fridge 
temperature at least once every 
working day. If the temperature is 
persistently below 2°C or above 8°C:

a.  Check the fridge regulator.

b.   Set regulator higher if above 8°C.

c.   Set regulator lower if below 2°C.

d.   If this does not work, defrost your 
fridge.

e.   If defrost does not work, get a 
technician to service your fridge.

Monitor the refrigerator 
temperature daily 
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11th International Conference 
on Thalassaemia & 

Haemoglobinopathies 
and the 

1�th International TIF Conference 
for Thalassaemia Patients  

& Parents
8-11 October 2008, Singapore

Attending a TIF conference 
is a dream come true for 
many of us who are avidly 
managing thalassaemia 
patients in their daily life. 
Though I can’t describe 
how I felt but roughly 
the word ecstatic would 
fairly sum it up - full of 
adrenaline pumping high 
and tremendously excited. 
The convenience, allure 
and attraction of our 
neighbouring country, 
the most beautiful island 
republic, Singapore was an 
added bonus.

For those who are wondering what TIF means; it’s the 
abbreviation for Thalassaemia International Federation, 
which is a non-governmental, non-profit healthcare 
professional-patient driven association. It’s overseen by 
a board of directors, which 50% of the members must 
be thalassaemics, by rule. Anyway, when I was told that 
by a Cypriot, I thought that was cool at the same time 
very meaningful. Think about it, who would know what’s 
best for the thalassaemia community other than the 
thalassaemics themselves?

TIF conference is always the time when most of the 
internationally-renowned and recognised ball players 
of the thalassaemia world meet, discuss and exchange 
ideas, expertise, opinions with the global thalassaemia 
family. Most of the ‘gurus’ of thalassaemia like Pignatti, 
Antonio Piga, Capellini, Sir Weatherall, Suchat and 
Viprakasit can be caught under one roof here. It’s one 
of those golden opportunities to meet all these people 

whose names I had only read in respectable haematology 
journals.

Pre-Congress Workshop on MRI T2*

The conference started on October 7 with its pre-
congress workshop in KK - the famous Kandang Kerbau 
Women’s and Children’s Hospital. It was named so, as 

Patients and 
parents meeting 
and sharing 
experience.

Group picture of patients, parents and doctors.
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its very first building was situated in an area near the 
buffalo pen and thus the name Kandang Kerbau. I had 
the privilege to meet Datuk Zulkifli in the hotel and after 
a small chat during breakfast, we took a taxi to KKH. Of 
course we were marveled by its architecture - a product 
of sheer functionality consisting of two wings - women’s 
and children’s respectively and is well connected for 
easy conveyence for staff and patients. A well-planned 
hospital. But what surprised us both most was not merely 
the architecture itself but more by the fact that it has a 
shopping complex with shops busily visited by hospitalites 
and public - well placed and easily accessible but not 
intrusive. We should have one of those in our hospitals, a 
source of income for the KKM hospitals and cost effective 
for the public - saves time and petrol money. 

The workshops started off well in small lecture halls with 
just about 40 delegates attending. It was very informative 
highlighting the role of MRI T2* (pronounced MRI T 
two star) and the right indication to use the new oral 
chelator, deferasirox (Exjade). Prof Dudley Pennell made 
a clear point that deferasirox can be used as a first line 
chelating agent but it’s not the best of choice when 
there is evidence of cardiac siderosis. He did ellaborate 
further on the importance of doing an MRI T2* on a 
thalassaemia patient which can improve the overall 
survival and quality of life of the patients by allowing the 
healthcare professionals to be able to decide better on 
the modalities of management of cardiac iron overload. 
Coming back mentally exhausted, I surrendered to my 
bed after fulfilling my prayers. Got up late and hungry at 
10.00pm!

Singapore Nocturnal Experience

On waking up late at night, troubled and hungry, I took 
a quick shower and rushed to the lobby anxiously to the 
concierge to enquire for the best place to have dinner at 
that hour. Appearing surprisingly calm, they showed me 
the way to the Suntec City Mall - a huge curved 5-tower 
architecture which practically hugs the Conrad hotel; a 
mere 2-minute walk from the lobby’s main door. While 
entering the mall, I expected a usual mall with shops but 
instead my eyes were greeted by a huge fountain in the 
middle of the underground passageway and this is the 
center point of the mall underground level. It’s claimed to 
be the world’s largest man made fountain with musical 
and light shows. Surrounding it were a multitude of 
restaurants serving food from all over the world. You 
can practically get any food over there: Indian, Pakistani, 
European, Japanese, Turkish, etc. It was a spectacular 
scene and a dinner well spent (though a bit expensive for 
our Malaysian standard - Milo ais for $S1.50 - imagine 
the rest).

Main Congress

The next day, the first day of the congress, was slow 
to start and the opening ceremony was as usual 

invigorating, preparing the delegates for the 4 long 
taxing days to come. It was naturally a marvelous 
opening to uphold the tradition. The Panos and Englezos 
award was followed by an eye-opening talk by Sir David 
Weatherall. The rest of the day took off with discussion 
of genetic and molecular aspects, then taking a peek 
at where the world stands through the window of 
gene therapy, and the preimplantation diagnosis and 
our dearest Prof Thong Miow Keong presented to the 
community and the world our experience in the screening 
program. In the patients’ and parents’ section, the talks 
were more basic with explanations on blood transfusion 
and the importance behind it as well as talking about 
why blood donation is a life saving noble act that should 
be encouraged. After that I already had plans to go 
shopping, and the best place to go would be Serangoon 
road, better known as Little India, since I was told that’s 
‘the’ place to visit this season.

Singapore Shopping Experience

The taxi took me to Serangoon Road, which is famous for 
shoppers for many years, constantly becoming popular 
among tourists. As we entered the vicinity, the whole 
place was brightly lighted up with banners the whole 
stretch of the road, wishing the Indians Happy Deepavali, 
the Hindu festival of light. Most of the shops were 
busy and crowded, including the ever famous Mustaffa 
Shopping complex, claimed to be Singapore’s supreme 
discount store, the human traffic at all the 3 entrances, 
squeezing in and out, convinced me not to try the place. 
After taking a simple South Indian snack (what else can 
one take in Little India if not Indian food!), I decided to 
walk through Little India and enjoy the lively and festively 
decorated place. My watch showed 12.30am. Stores 
hawking saris and glittering gold bangles, spices and 
incense waft in from the doorways and Bollywood’s latest 
soundtracks blared from every other alleyway. Open air 
markets were set up, alike our local ‘pasar malam’, selling 
all sorts of Indian goodies.The talk of the town was the 
Anarkali dress mainly worn by Indian ladies (Anarkali 
was a legendary slave girl from India during the Mughal 
period, who was supposedly ordered to be buried alive 
by the Mughal emperor for having an illicit relationship 
with Prince Salim). The dresses were lavishly embellished 
and intricately sewn, tempting me to almost grab one for 
my Home Minister (my lovely wife) but again the queue 
behind the cash counter made me change my mind.

Realisation of Where We Stand in the 
World

Day 2 of the conference started off with Caterina Borgna-
Pignatti giving a talk on the survival of thalassaemics 
in this era compared to 20 years back. Listening to her, 
mesmerised, it dawned to me that we are still far from 
close to their level of achievements. I suddenly felt small, 
as our path of managing thalassaemia patients is always 
potholed with limitations at every corner we turn. But the 
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reality is, we are now at where they were 23 years back 
still scurrying around like harried rabbits trying to find 
the exit which still eludes us in every way. But like what 
Capellini mentioned when I met her personally, “Give 
yourselves a break, you will arrive there one day”, she 
elegantly commented. The rest of the talks for the day 
revolved more around the iron overload and chelation 
aspects trying to find the ever eluding optimal and 
most ideal strategy for iron chelation. In the war against 
iron there are 3 major players, the oldest champion of 
all - desferal, the not-so-old and not-so-new cardiac 
man-deferriprone and finally the new kid in the block 
‘Exjade’. Dudley did mention that the use of Exjade (aka 
deferasirox) in children is still undergoing extensive study 
in his center, Royal Brompton,and which he predicts 
and hopes to present the data in 2010 (I quote him) 
expecially on its role in cardiac iron siderosis compared to 
deferriprone. Richardson from Australia talked about the 
continuous effort and extensive research going on all over 
the world to find a better gun against the ‘iron’.

 

Day 3 in the beginning focussed on fertillity and 
pregnancy in thalassaemia major and later steered 
towards one of the most controversial and malignant 
topics - the ideal way to manage thalassaemia 
intermedias. It’s a well known fact that thalassaemia 
intermedias encompass a wide clinical spectrum 
of B thalassaemia phenotypes. The long and most 
religiously held opinion by most is that they should not 
be transfused except in the situations when they fulfill 
certains criteria as there is no standard rating system or 
selection criteria to help the healthcare professionals 
to standardise the management of the intermedias. 
Athanasios and Ali Taher each from Greece and Lebanon 
respectively explained the burden of thromboembolic 
and cardiac complications in thalassaemia intermedia 
and other complications implicated to TI which are 
not commonly found in those with Thal Majors, such 
as leg ulcers,risk of thrombophilia and others, which 
immediately made everyone sit up and frown. Thus briefly 
there, most present in the hall almost hurriedly arrived 

at the conclusion that intermedias should probably be 
transfused more frequently than it has been currently 
practiced. But later on, thalassaemia guru Capellini 
interjected and advised that the conclusion should not be 
made so hastily as there is no ‘One’ universal answer or 
guideline but it has to be studied and charted in a case 
to case basis. Most of us agreed with that notion, but still 
there was a question mark.

The second last day of the conference, discussed more 
about stem cell transplantation for thalassaemias and the 
last session discussed the sickle cells and prevention of 
complications, during which time although i still had a 
twinge of interest to sit through the topics, my cerebral 
cortex acted otherwise and was almost shutting down so 
I decided to go back to take a nap. One just can’t fight a 
complaining brain!

Saturday, the last day, started off slow but later, more 
and more flocked in to attend the Ithanet project briefing 
and its achievements. Ithanet portal is in the net with 
much facilities and can be accessed by everyone for 
information. There are forums in the website where many 
topics are discussed among the gurus of thalassaemia. 
We were taught how to use the portal - very interesting 
to finally have a webportal to get more information and 
also discuss thalassaemia cases. I did have a look at the 
portal that evening itself, driven by curiosty, and I must 
say it’s a fantastic webportal. 

This was the first time I attended an international 
thalassaemia conference and I found it immensely 
enlightening and gratifying; and it goes without saying  
I hope to attend more of them so that I can continuously 
update myself for the sake of the patients whom I  
treat. 2

Tajul Arifin Tajudin

skysimba7699@gmail.com

Some thalassaemia carers (not carriers!) and champions at dinner. Thalassaemia international connection.
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�th International Kawasaki  
Disease Symposium

10-12 April 2008, Taipei, Taiwan

The 9th International Kawasaki Disease Symposium was 
held in Taipei, Taiwan from 10-12 April 2008. It was co-
organised by the Taiwan Society of Paediatric Cardiology, 
Cardiac Children’s Foundation Taiwan, Japan Kawasaki 
Disease Research Centre and the American Heart 
Association. The congress venue was the Grand Hotel, 
a bright red historical building situated northwest of the 
Taipei City Hall.

There were a total of 18 lectures, about 50 symposia 
topics and 250 posters presented over the 3 days. During 
the last symposium, majority of the topics consisted of 
lectures with emphasis on the possible aetiologies of 
KD but the 9th symposium shifted gear and had more 
lectures on the genomics of KD. One of the lectures 
that I thought was promising was the lecture on the 
functional immunogenomics of KD presented by Jun Abe 
from the National Research Institute for Child Health and 
Development, Japan.

Immunogenomics
They used the DNA-microarray technologies and 
functional genomics to investigate the unknown 
molecular phenomena associated with IVIG therapy in 
KD. They attempted to analyse gene expression profiles 
in whole blood leukocytes, as well as peripheral bone 
marrow cells (PBMC) and purified monocytes to reveal 
which cell population and which transcripts were more 
affected by IVIG. They also investigated if the changes in 
gene expression were related to the clinical course of the 
patients. The results of their initial study demonstrated 
that IVIG influenced the gene expressions in a broad 
functional range in both PBMC and monocytes, favouring 
down regulation. This finding is consistent with the 
suppressive effects of IVIG that are clinically observed in 
acute patients. In a subsequent analysis of the protein 
levels, they confirmed the regulatory effects of IVIG 
on several molecules, such as S100A9 calcium binding 
protein and activating Fc-gamma receptors which 
are functionally important in vascular inflammation. 
The serum levels of S100A8/A9 heterocomplex were 
rapidly down-regulated in response to IVIG therapy 
and persistent elevation of S100A8/A9 levels after IVIG 
was found in patients who later developed coronary 
aneurysms. 

They also performed expression profiling of whole blood 
leukocytes obtained from patients with acute KD and 
febrile controls. The results demonstrated that neutrophils 
in acute KD patients were not only expanded in number, 
but also activated through the expression of a variety 

of late-stage differentiating granulocyte-specific genes 
compared with febrile controls. Among them, the protein 
levels of PRV-1 on neutrophils were significantly higher 
in non-responsive patients than in responsive patients. In 
accordance with these findings, the serum granulocyte 
colony-stimulating factor (G-CSF) levels and intracellular 
phosphorylated STAT3 levels in neutrophils were also 
higher in non-responsive patients than in responsive 
patients. The results of this paper were the most 
promising as they may provide evidences for dysregulated 
immunological pathways, indicating possible tools for 
diagnosis and prognosis of KD. 

KD Susceptibility Genes
The SNP Research Center, RIKEN Japan conducted 
genomewide linkage study to determine the loci of 
susceptibility genes for KD. Analyses of 78 Japanese 
KD families collected all over Japan showed evidences 
of linkage on 4q35, 5q34, 6q27, 7p15, 8q24, 
12q24, 18q23, 19q13.2. Xp22 and Xq27. By linkage 
disequilibrium mapping and positional candidate gene 
approach, they identified a functional single nucleotide 
polymorphism (SNP) of inositol 1, 4, 5-tris phosphate 
3 kinase (ITPKC) gene which confers susceptibility to 
KD both in the Japanese and the U.S children. ITPKC 
is a kinase which phosphorylates inositol 1, 4, 5-tris 
phosphate (IP3) to inositol 1, 3, 4, 5-tris phosphate (IP4). 
These findings highlighted the involvement of T-cells 
in the pathogenesis of KD. The SNP is also associated 
with the risk for coronary artery lesion formation in 
both populations and with IVIG resistance in the U.S. 
population.

Genome-wide association studies (GWAS) in KD was 
among the first in any childhood disease. This was 
performed by the School of Paediatrics and Child 
Health, Australia through The International KD Genetics 
Consortium with KD researchers from The Netherlands, 
Australia, Singapore and USA. It is envisaged that some 
of the newly identified loci and immunological pathways 
will offer novel insights into KD susceptibility and 
pathogenesis and may lead to novel intervention.

Overall, the 9th International Kawasaki Disease 
Symposium was a success. I gained much knowledge 
from the many novel research papers that were extremely 
informative and some practical clinical papers that would 
be helpful in my daily clinical practice. 2

Hung Liang Choo
lchung@hkl.gov.my
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UK House of Lords supports 
Pneumococcal Disease prevention

On 15 October 2008 at the UK House of Lords, the All Party Parliamentary Group on Pneumococcal Disease 
Prevention in the Developing World (APPG) released its report entitled “Improving Global Health by Preventing 
Pneumococcal Disease”. The report is the result of an exhaustive 6-month inquiry that gathered evidence from 
dozens of international experts representing academia, public health practice, ministries of health, civil society 
organisations, industry and others. Formed in January 2007, this group of more than 20 parliamentarians 
sought to investigate the burden of disease in terms of mortality, morbidity and country and family level 
economics and to examine the UK’s participation in the pneumococcal Advance Market Commitment (AMC) 
and other efforts to control the disease.

UK government has committed US$450 million to the pneumococcal AMC, an innovative financing 
mechanism designed to eliminate product design, supply and financing obstacles to the introduction 
of pneumococcal vaccines in the developing world. The APPG concluded in this report that “the 
AMC should accelerate the availability of affordable, effective pneumococcal vaccines to the world’s 
poorest children in a sustainable manner”. Recommendations are given by the Group to the UK 
and other governments, donors and international organizations aimed at sustaining political will, 
increasing awareness, continued support of research and surveillance activities and increased 
international coordination of efforts. In the report’s conclusion, the Group stated “the APPG 
finds convincing evidence that pneumococcal disease is a serious, preventable cause of death 
and disability in need of urgent action”. 
 
One week later, on 24 October, the Pneumococcal Awareness Council of Experts (PACE), 
a project of the Sabin Institute was joined by more than one hundred civil society and 
professional societies in calling for immediate action on pneumococcal disease. The 
113 organisations and societies from around the globe were signatories of a Call to 
Action on Pneumococcal Disease Prevention launched in Washington, DC. Speakers 
at the event included Sabin’s president, Dr Peter Hotez, Dr Matthew Moore of the 
CDC, Dr Orin Levine from GAVI’s PneumoADIP, and representatives of signatory 
organisations from Costa Rica, Kenya, Burkina Faso and the United States.
 
Also during the PACE Call to Action event, the Hon. James Kimonyo, 
Ambassador of the Republic of Rwanda to the United States, accepted 
the PACE Global Leadership Award on behalf of the Rwandan Ministry 
of Health which was presented in recognition of that government’s 
efforts to protect Rwandan children by making immunisation against 
pneumococcal disease routine. Earlier this year, Rwanda became the 
first African country to obtain support from the GAVI Alliance for 
the introduction of childhood pneumococcal vaccine into their 
routine childhood immunisation program. PneumoADIP joins 
PACE in congratulating the Rwandan Ministry of Health on their 
leadership. With its strong immunisation program, and one of 
the highest risks of child death due to pneumococcal disease 
in the world, Rwanda’s children are expected to benefit 
substantially from pneumococcal conjugate vaccination. 

For more information about PACE and the Call to Action, please visit: 

http://sabin.org/programs/PACE/index.html

BERITA MPA – JANUARY 2009 12
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RCPCH response to the  
ORACLE Children Study

The Royal College of Paediatrics and Child Health (RCPCH) has 
noted the results of this important study published by the Lancet 
on 18 September. This carefully conducted trial was designed to 
investigate the hypothesis that the use of antibiotics in premature 
labour would improve the outcome for babies.

The ORACLE II paper reports on the 7 year follow up of a 
randomised controlled trial of the use of erythromycin and/or co-
amoxiclav for women presenting in spontaneous preterm labour 
with intact membranes. The study unexpectedly found that after 
prescription of antibiotics there was a small increase in the number 
of children later reported by their parents as having functional 
impairment, or cerebral palsy. The ORACLE I paper reported that 
these findings were not replicated in the group of children whose 
mothers’ membranes had ruptured. It is considered unlikely that 
this is directly an effect of the antibiotics. These results warrant 
discussion and further investigation.

Some important principles have emerged. Firstly the study confirms 
existing practice that women in spontaneous preterm labour 
whose membranes have not ruptured should not routinely be 
given antibiotics. Secondly, the findings confirm the principle that 
antibiotics should only be used where there is proven infection or 
good evidence to suggest that there is a risk of infection developing.

Infection arising during preterm labour and pregnancy is dangerous 
to both mother and baby and if this develops it is extremely 
important that antibiotics are considered.

Cerebral palsy is not a disease but is a non-progressive condition in 
which the brain’s ability to control movement is impaired. It ranges 
from very mild to severe.  We know that the risks are higher in 
children born prematurely, but, in terms of numbers, most children 
who are diagnosed with cerebral palsy are born at term. We still 
do not know what causes cerebral palsy in the majority of cases. It 
is therefore very important that further research is undertaken to 
understand the mechanisms behind the findings of this study.

Reproduced from the RCPCH News

RCPCH update

Congratulations!
To Dato’ Dr Kuan Geok Lan of Malacca, on being conferred the Darjah Mulia 
Seri Melaka (DMSM) that carries the title Dato’ by Yang DiPertua Negeri Melaka, 
Tuan Yang Terutama Datuk Seri Utama Mohd Khalil bin Yaakob on 16 October 2008.
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•    No fees or charges: We’d rather leave your organisation  
to make all the necessary promotional and venue 
arrangements, leaving us to focus on the programme  
and content delivery.

•    Scope: Maternal & Family Wellness, Child Health & 
Paediatrics, Child Nutrition, Child Development or all the 
above (subject to available time & audience size).

•    Speakers: Experts in pregnancy care, child health & 
paediatrics, child nutrition, parenting skills and psychology.

•    Languages: English, Bahasa Malaysia or Mandarin.

•    Identity: The event is to be identified and promoted as 
MPA’s Positive Parenting Seminar in collaboration with 
your organisation.

•    Purpose: Strictly educational and must not be linked to any 
commercial or product marketing purpose, whether directly 
or indirectly. Members of the public may only be charged a 
very nominal entrance fee, if at all.

•    Courtesy: We encourage you to present the speaker(s) 
with a small honorarium payment or token as a gesture of 
appreciation for their time and effort.

Invite Us for A FREE Seminar
Being a public service initiative, we conduct POSITIVE PARENTING SEMINARS in 
collaboration with caring organisations. Please contact us if you would like to jointly-
organise such an event for your staff, club/society members, residents or community.

POSITIVE PARENTING SECRETARIAT
VersaComm Sdn Bhd, 12-A Jalan PJS 8/4, Mentari Plaza, Bandar Sunway, 46150 Petaling Jaya, Selangor DE.

Tel: (03) 5632 3301  Fax: (03) 5638 9909
Email: parentcare@mypositiveparenting.org

About Our Seminars

•    Invite us in writing, stating: your topic/area of interest, date 
options (best Saturday afternoons or Sundays), suggested 
duration, venue address, minimum guaranteed audience 
size & preferred language(s).

•    Provide suitable venue, adequate audio-visual equipment, 
and refreshments for your audience (if desired).

•    Promote the event to maximize turn-out.

•    The seminar (like all other Positive Parenting activities) 
are made possible by educational grants from our corporate 
sponsors. It would be appreciated if you could allocate them 
booth space (10 ft x 10 ft) at the event, if space permits.

Your Role

NOTE: All seminar invitations are subject to consideration & approval of the Positive Parenting Management Committee.
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Dr. Khu Yi Soon
47, Lorong Setia Bistari 3
50490 Bukit Damansara
Selangor

Dr. Wong Su Sien
21, Lorong Suasa 
Jalan Bukit Kuda
41300 Klang, Selangor

Dr. Mohd Zaqrul Razmal
No. 15, Jalan Mega 10
Taman Mega Jaya
56100 Kuala Lumpur

Dr. Loh C-Khai
9, Persiaran Mayang Pasir 4
11900 Bayan Baru
Pulau Pinang

Dr. Bong Chin Nam
Department of Paediatrics
Hospital Miri, Jalan Cahaya
98000 Lopeng, Miri
Sarawak

Dr. Mohd Igbal @ Mohd Iqbal 
M. Iyen
6E, Jalan Donald
Kampung Likas
89450 Kota Kinabalu
Sabah

Dr. Ang Siang Chie
Department of Paediatrics
Hospital Likas, P.O.Box 187
88996 Kota Kinabalu
Sabah

NEW LIFE MEMBERS

Dr. Kogilavani A/P 
Gunasagaran
3, Leboh Sin Lok, Taman Sin Lok
30010 Ipoh, Perak

Dr. Maslina Mohamed
Department of Paediatrics
Faculty of Medicine, HUKM
Jln Yaacob Latif, Bandar Tun Razak
56000 Cheras, Kuala Lumpur

Dr. Radhiyah Abdul Rashid
Department of Paediatrics
Faculty of Medicine, HUKM
Jln Yaacob Latif, Bandar Tun Razak
56000 Cheras, Kuala Lumpur

Dr. Veronica Poulsaeman
Prisma Cheras, 2-8-4
Jalan Midah 8A, Taman Midah
56100 Cheras, Kuala Lumpur

Dr. Khansa’s Abd Halim
4, Jalan 3/6, Bandar Baru Bangi
43650 Bangi, Selangor

NEW ORDINARY MEMBERS

Dr. Herman Loi Deek Kiong
15, Jalan Diong Kik
96000 Sibu, Sarawak

Dr. Lim Wee Yoong
Perak Community Specialist 
Hospital
277, Jalan Raja Permaisuri Bainun 
30250 Ipoh, Perak

Dr. Bee Hoon Peng
Klinik Pakar Bayi &  
Kanak-Kanak Dr Bee
No 32, Jalan Dr Krishnan
70000 Seremban, Negeri Sembilan

Dr. Khor Shed Peng
E 3-02, Frinza Court
Jalan Abdul Samad
80100 Johor Bharu, Johor

Dr. Deng Cheng Teik
Klinik Pakar Kanak-Kanak Deng
75, Ground Floor,  
Jalan USJ 21/10, UEP Subang Jaya
47630 Subang Jaya, Selangor

Dr. Teh Kok Hoi
A-04-08, Quarters Hospital
Hospital Sultanah Bahiyah
Kilometer 6, Jalan Langgar
05460 Alor Setar, Kedah

CHANGE OF ADDRESS

23rd Scientific Congress of the Egyptian Society 
for Neonatal & Preterm Care (ESNPC)

Date : 25-28 February 2009
Venue : Porto Ghaleb – Marsa Alam, Egypt
Congress : International Conference Company (ICC)
Organiser  21 Dr Mohamad Mandor St
  Nasr City, 11371 Cairo, Egypt
Tel :  +202 4017 326, +202 4017 327,  

+202 4021 782
Fax : +202 4022 796
Mobile :  +2010 6661 172, +2010 6726 118,  

+2010 6067 788, +2012 3144 454
Email : egyicc@link.net 
Website : http://www.esnpc2009.com 

7th International Symposium on Antimicrobial and 
Resistance (ISAAR 2009)

Date : 18-20 March 2008
Venue :  Bangkok Convention Centre, CentralWorld 

Bangkok, Thailand
Secretariat : Wild Blue Company
  19/2 Ekkamai 10, Sukumwit 63
  Klong Ton, Wattana
  Bangkok, Thailand 11010
Tel : +66(0) 2714 2590
Fax : +66(0) 2714 2656
Email : isaar2009@wildblueorganizer.com 

5th International Symposium on Diabetes & 
Pregnancy

Date : 26-28 March 2009
Venue : Sorrento, Italy
Symposium : Kenes International
Secretariat   1-3 rue de Chantepoulet, P.O. Box 1726
  CH-1211 Geneva 1 Switzerland
Tel : +41 22 908 0488
Fax :  +41 22 732 2850
Email : dip@kenes.com
Website :  http://www2.kenes.com/diabetes-pregnancy/

Pages/Home.aspx

5th IPTA Congress 2009 on Paediatric Transplant

Date : 18-21 April 2009
Venue : Istanbul, Turkey
Contact person : Meredith O. Weiner
   IPTA Meetings and Exhibits Manager
  15000 Commerce Parkway, Suite C
  Mt. Laurel, NJ 08054
Tel : 856 642 4419
Fax : 856 439 0525
Email : mweiner@ahint.com
Website : http://www.iptaonline.org/5thcongress/

10th International Symposium on  
Modern Concepts in Endocarditis and 

Cardiovascular Infections
Organised by the International Society of Cardiovascular  

Infectious Disease (ISCVID)

Date : 26-29 April 2009
Venue : Royal-Continental Hotel, Naples, Italy
Congress : MCM Congressi
Secretariat   Rione Sirignano 5, 
  80121 Naples, Italy
Tel : +39 081 7611085
Fax : +39 081 0664372
Email : iscvid2009@mcmcongressi.it
Website : http://www.iscvid2009.com/
 

The Executive Committee wishes all members

Happy Chinese 
New Year

Dr. Marhisham Che Mooh
Department of Paediatrics
Faculty of Medicine, HUKM
Jln Yaacob Latif, Bandar Tun Razak
56000 Cheras, Kuala Lumpur

Dr. Tan Lay Tin
603-C, Jalan Balik Pulau, Air Itam
11500 Pulau Pinang

Dr. Wong Sze Lyn Jeanne
47. Persiaran Perajurit 2, Taman Perak
31400 Ipoh, Perak

Dr. Su Siew Choo
46, Tingkat Harian 2, Supreme 
Garden
13700 Perai, Pulau Pinang

Dr. Tajul Arifin Tajudin
8-1, Jalan Junid, 84000 Muar, Johor

Dr. Deirdre Ooi
14, Lorong Pokok Seraya 5D
Taman Khidmat
88450 Kota Kinabalu, Sabah




