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*a close-to-normal insulin response

pattern makes
hypoglycemia unlikely

GLUCOSE
INSULIN

500 mgDiahinesegivenat 7 a.m. 500 mgof 1)iabinesegivenon morningof fastingday

I. (AdaptedfromChu,P.C.etal.)
(‘liti et al.’ have shown that the meal- not 1)iabinese—isthe direct stimulator
of insulin release. In their study. the administration of I)iabinese to fasting
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* Maximum convenience, true once-a-day dosage
* Potency and demonstrated safety
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lIE COVER

oul1h education —

process in which
rocks of error and

rIudice are worn
i’iayby the impact of
v,üusandsof drops of
‘ormaIion, advice,and
w1Ssurance.”

Foremord

For one reason or another, nan’ a medical student has hesitated

hesitatedto answer the question on what field of specialisation lie

will up on his gradll(ltio1z. We deem it an advantage. therefore. if

no a necessity, that the siiide,it he acquainted with a knowledte

of the thflerent careers lie may join in his practice of the A rt. With

this in mind we have in this issue taken the opportunity to share

the experiences of some of our predecessorswho have taken their

rank in the Profession, sonic still fresh wit/i mnenioriesof their undergraduate

undergraduatedais while others having mnadetheir mizark in their

practice.

In the Chinese section two writers have depicted, throuçth their

vivid descriptionsof days spent on the soil of their homeland a heartfelt

heartfeltlove and desire for their own country that rings its echo in us

all.
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For medicinal relaxation therapy

indicated in all

patients suffering from anxiety and tension states
psychovegetative syndrome
hypochondnacal conditions
psychic disturbances superimposed
on organic diseases

menopausal symptoms
disturbed sleeping-waking patterns

Tacitin displays
entirely new features

Chemical derived from a new class of active
substances

Pharmacological possesses its own characteristic
pattern of effects, which include a
marked action on the gamma-fibre system

Clinical interrupts at several points the
Vicious circle of anxiety —psychic
tension —excessive muscular tension —

autonomic nervous excitation —anxiety

Dosage Average dose 10 mg. three times daily

Presentation Box of 30 tablets each containing 10 mg.
of 1-methylami nomethyl-d ibenzo (b, e)
bicyclo (2, 2, 2) octadiene hydrochloride
(benzoctamine hydrochloride)

Sole Agents: CIBA (CHINA) LTD

10



The Post-War
Department

of Medicine

A.J.S. Mcladzean,

Q.B.E., 1-Ion. D.Sc. (I-LK.), M.D. (G!asg.),
F.R.C.P.(Lond. &. Edin.), P.A.C.P.
Professor 0f Medicine

GIIAT EXPECTATIONS & DISILLUSIONMENT:

In September 1948, sped by a quotation from Kipling at the Final Year Dinner
“When the half-made recruity goes out to the East

He behaves like a child and he drinks like a beast”,

t the University of Glasgow for that of Hong Kong with great expectations. The quickest
is of transport was by flying-boat which, if luck was with it, completed the trip in 5 days. At

ley’s end 8 days later disillusionment awaited me. The Department of Medicine was found to
st of 2 wards each of 20 beds of which at least half was unoccupied; a laboratory, in which the
item of equipment was an irreparably damaged centrifuge of Japanese manufacture, and a small

. The staff of the Department was one Professor — there wasn’t even a secretary. The stuposed
no problem. There were but 20 in their final year and 22 in their penultimate year.

I had not yet reached the nadir of my disillusionment. A request for funds to equip and run

IDepartment was met by a niggardly allocation of $5,000 to which the Vice-Chancellor added the
uitouscomment, “See what you can do with that!” The reply was unprintable. There were two
‘sesof action open. The first was to quit. In the circumstances resignation would have been

iek, well-nigh childish reaction, as it commonly is, and would have led to the fulfilment of the

part of Kipling’s prophecy for the “half-made recruity”. The alternative was to “soldier on”
lie hope of better things to come realising if they did not then solace in the bottle might well
It in fulfilment of the second part of the prophecy. The latter course was chosen and the decihas

never been regretted. at least, by me.

tUGGLE FOR FINANCIAL SUPPORT:

At the time of the decision I was not to know, although I soon found out, that the adminision
of monies in the University was so lax that a Head of Department could “go into the red”

nout let or hindrance. With an unscrupulousness which beggars description and which appals
today, advantage was taken of this laxity and certain basic apparatus was acquired. Subseintly

the China Medical Board of New York aided the struggling Department with munificent
kntsfor the purchase of equipment and without these grants the Department could never have depped

as it has done, indeed, it is doubtful whether it could have survived. The then Hong Kong
•key Club and numerous former patients made generous donations for the purchase of additional
arch equipment and, last but not least, the much maligned Hong Kong Government provided
ds on a generous scale to equip the Department when it moved into the Professorial Wing when
as built.



SIAFFINGTHE DEPARTMENT:

Staffing of the Department presented a problem. After several unavailing attempts to recr
from overseas, which in itself had certain obvious demerits, it was decided that the only SOlUtj
was to embark on a programme of training our own graduates. The University, albeit ve
reluctantly, accepted the decision but it was not until 1965 that formal cognizance was taken
this programme. That it has been a successcannot be doubted and fears of the danger of in-breeding
have, thus far, proved groundless. Perhaps the action which off-set this danger more than any other
was the liberalising of the condition under which study leave might be granted to all membersof
the teaching staff.

There remains one major staffing problem and that is a shortage of technicians. This shortage
has bedevilled the research activities of the Department and while there has been some increasein
numbers over the years the total still falls short of that which may be regarded even as barely
adequate. This results in members of the teaching staff becoming their own technicians in thejj
research with a resultant deplorable loss in time.

THE PROBLEM OF ACCOMODATION:

Accommodation proved a harder nut to crack. The original laboratory was soon totally
inadequate. The “old” casualty room was seized upon when it was vacated and fitted out as
Cardio-Respiratory Laboratory. Even undergraduates could not escape the rapacious physicians for
their common room, such as it was, was converted into a laboratory and the attached lavatories
into a fume cabinet and a dark room. The Welicome Trust, in 1961. made a grant for the:
construction of temporary laboratory accommodation which would be used until such times as
Government provided adequate accommodation for the Department. Like all temporary structure2
it bids fair to becoming permanent. Eventually constant dripping did indeed wear away stone bu
it took 18 years before adequate facilities were provided. Tragically these facilities were designe&
for a maximum annual intake of 70 undergraduates into the Clinical Years and for the staff therefor..

Shortly both the intake and the staff will be more than doubled and this necessitates an expansioii
of the existing facilities.

A FAR CRY:

It is a far cry from the single laboratory with its broken centrifuge of 22 years ago to thr

excellently equipped suites of laboratories which house the Department today. The once solitar
Professor is now supported by 19 full-time staff members which include 2 Readers and 2 Seni
Lecturers, all of whom are graduates of this University. The 2 half empty wards of 20 beds hav
swollen to 6 wards with 237 beds and all of these are occupied. It is also a far cry from 20 studen
in the Final Year to the 143 of today.

If the reader has drawn the conclusion that the Department developed as a bone man barn!

this is a misconception. In the early difficult years Dr. Stephen Chang, an outstanding teacher arii

clinician, Dr. Gerald Choa, Dr. C. C. Wong and Dr. Joseph Pan contributed substantially to i

development. In later years Dr. David Todd, Dr. Rosie Young and Dr. K. S. Lai have been towe:,
of strength and each and every one of the less senior members of the staff have also made thel

contributions. Last but not least successive “generations” of undergraduates have provided, alb

unwittingly, successive stimuli which have resulteJ in changes, usually but not invariably, for till

better.

THE THREE-FOLD AIMS OF THE DEPARTMENT:

The aims of the Department are, and have been throughout its post-war existence, threefol
The first is to provide the highest possible standard of patient care within the teaching hospital s

its associated clinics. The patient is not only the most important individual in the hospital but



plays a fliost important role in the education of both undergraduates and doctors. If the

rd of patient care is of the highest possible there is no doubt that, in witnessing this, much

oW’ on to even the most resistant of students and a number of such are always with us. The

ii aim is to contribute to the sum total of medical knowledge by engaging in research and this
i xtricably interwoven with the third and more important aim which is, in the words of
crates, to impart a knowledge of the Art” to those who wish to learn. This is not a simple
- of merely teaching the Principles and Practice of Medicine. The teacher must inculcate, both

, ictice and precept. an appreciation of the dignity of the profession for it is the bounden duty
l graduates bbto maintain the honour and noble traditions of the medical profession”. The

jit also must acquire a knowledge of the ethics which govern the relationships not only between

.ian and patient but also those between colleagues for, again in the words of a modern version

Hippocratic Oath. his colleagues will he as his brothers”.

(b PATIENT CARE:

The standard of equipment available to the Department for the investigation and managei

ei of patients is of the highest and there is a corresponding standard of patient care. But the

di::al load of in-patients and out-patients carried by members of the Department is enormous.

It former is unavoidable for failure to carry it would result in a fall in the patient/student ratio

the acceptable minimum and clinical instruction would suffer. The latter load is grossly

a;,sive and much of it should not be carried. The Department’s responsibility to outpatients prop
‘ should be restricted to seeing new patients and to managing patients who fall within the purof

specialists in the Department or patients who could not be adequately managed by others.

1!)rtunately there are many thousands of patients with irremedial disease who could and shouid

iianaged in Government clinics but who, for a variety of reasons, are not so managed. The

eased number of beds in the Department and the nassage of time will result in the unnecesload

being further and progressively augmented. A solution must be found to this problem
i the clinical responsibilities known at present very materially interfere with the research activities

thestaff.

4J RESEARCH:

Despite the heavy clinical responsibilities members of the staff have found time to engage in

* arch in a wide variety of fields and these activities have been productive. How they have achieved
i is a source of wonder not only to myself but also to the many distinguished physicians who

e visited us. Numerous papers have been published in journals of international repute. Unfortuny,
an even greater number remains to be prepared for the Press. I know great pride in what has

:n achieved in and by the Department and especially when physicians of international repute speak
high terms of the professional and academic qualities of members of the staff. But the recognition
t in many areas the one-time pupils have outstripped their quondam master is a source of peculiar
asure to me.

“TO IMPART A KNOWLEDGE OF THE ART”:

The reputation of any Department depends to a very large extent upon the quality of its
oducts which are scientific papers and those men and women who have received their education

fri training in it. By restricting publication of the former to journals of international repute a high
indard is ensured and, importantly, they are subjected to the critical appraisal of workers in the
tinefield in other countries. What then of those who have been described as hthe parasites of the

‘spital who take but do not give” yet who are nevertheless the primary reason for the existence of
: Department, the undergraduates? In the opinion of all External Examiners in Medicine they are
.. better and no worse then their counterparts in, for examole. the United Kingdom. The last Exinal

Examiner reported that their knowledge of Pathologic Physiology and Biochemistry was de



fective whereas Clinical Practice was of a very high order. in my view this is an accurate assec
for it was by no means a vintage year. it has proved impossible to persuade all but a few unde
duates that a knowledge of Applied Physiology and Biochemistry is a prerequisite to the adeq
understanding of the disruption of function produced by disease. What of those who make of a

vintage one? Again in the opinion of External Examiners who have known the good fortune
encountering such they would be outstanding anywhere. But there is another and important si
this coin. What do the consumers have to say of the goods that the Department provides for the
In a recent survey of undergraduate opinion the goods were considered to be of quality. The repu,
tion of a Department depends also on another product, its postgraduates and lecturers-in-trainingm
be so classified. Examiners in the two major Royal Colleges of Physicians in the United Kingdn
have rated the professional competence of trainees from the Department very highly. Certainly thea
has been an unusually high proportion of passes. All this is very gratifying but there is rio dou
that both the undergraduate courses and postgraduate training programme could be improved further
Both have imperfections which are known and probably there are others which are not apparent
us.

SOME THOUGHTS:

Sydenham, the Father of Modern Medicine, has been referred to as ‘a man of many doubts”,
Certainly he advocated for the physician what today would he referred to as periods of self-criticisj
In writing this paper I have run the risk of being accused of the besetment of vanity and I have
mitted knowing pride in what has been achieved in and by the Department. But if 1 ask myselfth
question have I failed in any particular the answer is in the affirmative. I have failed to persuad6
the medical profession at large in Hong Kong that, in order to practise medicine with any measure
of competence, the doctor must recognise that throughout his professional life he must undergo
process of continuous education. Tragically, in Hong Kong. education and vocational training all too

commonly cease when full registration is obtained.

Let me finish on a lighter note. 1 have in the past frequently been asked the question whyb

you refuse to leave Hong Kong. Nowadays, for good and obvious reason, the question is asked in th

past tense. There are a number of reasons but one of the major ones is that, over the years, teachq
has given me the greatest pleasure of all and the Hong Kong medical student has come to occupy;
place both in my affection and esteem. If, as has been frequently claimed, “he (or she) will brinp
me in my gray hairs in sorrow to my grave” a long time is being taken in encompassing my d
cease. But it would be a fatal mistake to interpret my admission as evidence of a softeningiii,
attitude and reactions. Be assured that the hard line still goes and you will continue to know th4

rough side of my tongue when you merit it.

* *

The young physician starts life with twenty drugs tor each disease,and the old physician ends up
One drug for twenty diseases

— Sir William Osler
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Professor A.J.S. McFadzean,

O.B.E., M.D. (Glas.), D.Sc. (Hon. H.K.)

F.R.C.P. (Lon. & Edin.), F.A.C.P., J.P.

Professor McFadzean was born in Troon, Ayrshire,
Scotland. He received his medical education in the University

Universityof Glasgow from which he graduated M.B., Ch.B.
with honours in 1936. He was awarded the Brunton
Memorial Prize as the most distinguished graduate of the

year.

Following graduation Professor McFadzean held
house appointments in Medicine and in various specialities
appertaining thereto. From 1933 to 1938 he was an Honorary

HonoraryDemonstrator in Pathology. On the outbreak of war
he joined the R.A.M.C. and saw service as a Regimental
Officer mainly in the Middle East. He became a casualty
just before the battle of Mareth and, on recovery, returned
to the practice of his chosen specialty in base hospitals in

Egypt where he became fascinated by tropical diseases.

Following repatriation to the United Kingdom he was

appointed Scottish Command Medical Specialist and

Officer-in-Charge of a Medical Division.

On demobilisation in 1945, Professor McFadzean
was appointed Lecturer and subsequently Senior Lecturer
Lecturerin the Muirhead Department of Medicine, University
of Glasgow. He was appointed Professor of Medicine in
this University in 1948 and, in the same year, Honorary
Consultant to the Hongkong Government. to the Royal
Navy and to the Army.

During his 22 years in Hongkong Professor McFadzean
McFadzeanwas at one time Vice-Chancellor of the University
Universityand since 1967 has been Dean of the Medical
Faculty. He is a member of the Medical Council and of
the Medical Advisory Committee and he serves on a
number of other Committees.

In 1959, Professor McFadzean graduated M.D. with
Honours from the University of Glasgow and his thesis
was awarded the Bellahouston Gold Medal. He is a Fellow
Fellowof the Royal College of Physicians of London and of
Edinburgh and he is also a Fellow of the American College
Collegeof Physicians. But the honour which he prizes most
highly is the Honorary D.Sc. which was conferred upon
him by our University earlier this year.

Professor McFadzean’s research interests have been
in a wide varity of fields. He is the author or joint
author of over ninety papers. For relaxation he plays
golf. writes poetry and paints but his spare time is mainly
devoted to reading for he is a voracious and virtually
omnivorous reader.

15



DR. DAVID TODD: M.D. (H.K.) F.R.C.P. (Edin.)

Dr. David Todd was Born in Canton, China in 1928. His early years were spent in Cant
Hong Kong, and various parts of South China moving with the tides of war. School was inj
Diocesan Boys’ and later Lingnan Middle School in Kukong, Kwangtung. After World War II ani
year at Lingnan University. Canton. he transferred to the Medical School in Hong Kong and
long awaited graduation took place one day in May. 1952. Life has been more or less insepara%
from the Department of Medicine at Queen Mary Hospital ever since!

Dr. Todd spent the major period of post-graduate studies abroad in the University Departm
of Medicine, Royal Infirmary. Glasgow; and shorter visits to departments of haematology or medj
at University College Hospital Medical School, London; Washington University School of Medicj
St. Louis; various other medical centers in Britain and U.S.A. and the Department of Hun
Genetics, University of Michigan have followed.

Dr. Todd’s special interests in medicine, apart from those dealing with the teaching of medi
undergraduates, concern haematology — red-cell changes in splenomegalic states and hepatic cirrhosj,
secondary erythrocytosis, red-cell enzymes, thalassaemia and haernoglobin synthesis and pubIicao
have been mainly on these topics.

Dr. Todds non-medical interests include music from Bach to Wagner, stamps, boating, hiking
good company, good food and good wine.

DR. ROSIE YOUNG, M.D. (H.K.), F.R.C.P. (Edin.), M.R.C.P. (Lond.)

Dr. Young graduated in 1953 with M.B., B.S. (HK). After serving her internship in the Unij
versity Medical Unit and then in the Department of Obstetrics and Gynaecology, H.K.U., she joinec
the Department here as an assistant lecturer. She obtained her M.R.C.P. (London and Edinburgh) ii
1959 and became lecturer (1962) and then senior lecturer (1967) in the Department. Two yea
later, she was made reader in medicine.

Dr. Young’s main research interest lies in endocinology and much of her post-graduate re
search work and studies abroad is devoted to this specialty.

Besides her zeal for teaching and medical research work, Dr. Young chooses reading as h

hobby and her taste ranges from English literature to modern history.

DR. K. S. LAI. M.B., B.S. (H.K.), Ph.D. (Edin.,) F.R.C.P. (Edin.).

Dr. Lai graduated from the University of Hong Kong in 1957 and joined the Department.
Medicine, H.K.U., in the following year. He went over to Edinburgh in 1960 and was awardu
Ph.D. (Edin.) in 1962 for his work on the biological assay of gastrin and its clinical application. IX
Lai obtained his MRCP (Edin.) in 1963 and was elected FRCP (Edin.) in 1970.

A major part of Dr. Lai’s research is centered on gastroenterology, with special reference
the stomach, liver, and pancreas. In 1964, Dr. Lai took the lead to cooperate with the Universi

Surgical Unit in establishing a combined gastroenterological Unit.

Personal interests include badminton (in the old days!), bridge, and photography.

DR. S. C. TSO. M.B. B.S. (H.K.), M.R.C.P. (Edin.)

Dr. Tso is a past graduate of Queen’s College. He obtained his M.B.13.S., (H.K.U.) in 19f1

and joined the Department of Medicine, H.K.U., in July 1960. Dr. Tso takes a special interest

haematology and part of his post-graduate study was spent in the Department of Therapeutics, Urn
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THE SECOND KENELM DIGBY MEMORIAL LECTURE

he Pathologist and Surgical Pathology of

Head and Neck Tumours

T. B. Teoh
M. D. InsUtute of Pathology

I wish first to expressmy sincere appreciationto
t UniversityFaculty of Medicine for inviting me to
• AIerthe secondDigbyMemorialLecture. I am great,onoured

great,onouredand also very pleasedto have an opportu1
opportu1to contributein a small way to the memoryof a

teacher. Lookingback into the chroniclesof Hong
:ig’s own medical publicationsI was fortunate to
e acrossthe first volume of “Transactionsof the
igkong Medical Society” published in 1889. This
:iety was founded in September1886 and its first
sident Patrick Manson in his presidentialaddress
ted “A worker in China has in many respects a
gnificentopportunity. There is no lack of material
originaland useful work.” Twenty-eightyears later
12 January1914,Caduceusthe journal of the MediSociety
MediSocietyof this University was founded largely

oughthe initiative of the late Prof. Digby. Kenelm
;by’spresidentialaddressto the Societyin 1924 emsised
emsisedthe need for studies of Pathologyso as to
lablish “standards”for the Chinese race. A very
zingappreciationto this man of vision has been well
cordedby our learnedspeaker Prof. Sir John Bruce
nenhe deliveredthe first memoriallecture. It was a
ivilegeto hear this lectureand has made my task of
lectingthe topic of this second lecture easier. Sir
‘hn’sreferencesto team work and the realisationthat

man’spracticeis often selective,and restrictedto a
erticularcorner of even that contractingfield” have
en most reassuring.

Pathologyoriginallygrew out of clinical observations
•d is still stimulatedand benefitedby contact with
inicalproblems. Thus when a pathologistspeaksat
meetingto a mixedaudienceusuallywith more clini&

clini&interest,he is sometimesexpectedto providethe
undamentals”of the subject on which the clinical

henomenaare based. This expectationis basedon a
ngerous fallacy. Our approachesto problemsvary in
ing madeat differentlevelsof biologicalorganisation,ut noneof these is more fundamentalthan another.
Ihusin selectingthe subject of this lecture on “The
:athologistand surgical pathologyof head and neck
Jmours”I have in my mind certain problemswhich a
I.eneralhisto-pathologisthas to answerwhen confronted
th tissuesremovedfor diagnosisfrom these areas.
‘-ikemy predecessorsI hold that morbid anatomyand
flI5toIogystill hold the key to some of the unsolved
roroblemswhich are an inspirationof research.

Tumoursof the head and neck cover a wide rangef Pathologyand in theseregionsmanysurgicalspecialiispecialii-ES are involved. Besidesthe many problemswhich

confront us in histopathologicaldiagnosis,the pathologist
pathologistin someinstanceshas to understandthe language
of clinicians. After more than 20 years contact with
them my only concernis, to borrowSir John’sphrase,
“with scientific conceptsand philosophies”. In these
complexareasof the headand neck selectionof material
materialfor this lecture is necessarilyrestrictedand confined
to one’s graduallynarrowinginterest. I hope they are
representativeof problemswhich a general histopathologist
histopathologistworking in China learns to understandand appreciate.
appreciate.The first group of tumours which attracted
my interest when I first started pathologywas nasopharyngeal
nasopharyngealcarcinoma.

In 1930 Digby and his colleaguesnoted that malignant
malignanttumoursof the nasopharynx“are seen with considerable
considerablefrequencyin Hong Kongbut are rare in most
parts of the world”. Patients usually presentedwith
unilateral or bilateral enlargementof the upper deep
cervical lymph nodes. Often biopsiesof the enlarged
cervical lymph nodeswere carried out and the growths
were diagnosedas either lymphoepithelioma,transitional-cell
transitional-cellcarcinomaor reticulum-cell sarcoma. Similarly
when small bits of tissue were removedfrom the nasopharynx,
nasopharynx,the same problems in histologicaldiagnosis
were encountered. Among those diagnosesmentioned
nonehas causedmoreconfusionamongpathologistsand
clinicians than “lymphoepithelioma”.Lymphoepithelioma
was originallydescribedin Franceand Germanyin 1921
as a cellular malignantgrowth in the nasopharynxconsisting
consistingof a syncytiumof large cells accompaniedby a
mixture of lymphocytes. The prevalenceof malignant
growths in the nasopharynxin this geographicalarea
presentedgood opportunitiesto clarify the histogenesis,
the typing of these growthsand the accurate histologicalhistologicalassessmentof biopsies.

Altogether183 necropsieson malignant growths of
the nasopharynxamong Chinese were thoroughlystudied,
studied,125 were males and 58 females. By a special
techniquethe nasopharynxwas removedas a block together
togetherwith the baseof skull. The cervicallymphnodes
were carefullydissectedtogetherwith the large vessels
of the neck. The experience gained from adequate
histologicalexamination of post-mortem material hasbeen helpful in typing biopsies of the primary nasopharyngeal
nasopharyngealgrowthsfrom 2116 cases. These comprised1437 males and 679 females. The aged and sex distributiondistributionare shownon the Figure.

The naked-eyeappearancesof the primary growthsare predominant’yulcers of varying sizes and depth
involvingpart or the whole nasopharynx.However,the
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roof and adjoiningposteriorwall are commonsites for
the primarygrowths. A few shownodulargrowthswith
or without ulceration. In one specimenthe nasopharynx
appeared practically normal except for fullness of the
left pharyngealrecess. In such casesclinical detection
is difficult or impossible.

Histological studies of the primary growths and
those of the cervical lymph nodesshowa similar range
of structuralvariants. The predominanttype of tumour
cells contain moderatelylarge, slightly irregular,ovoid
vesicularnuclei with prominentnucleoli. The cells are
often syncytialand may be arranged in sheets mixed
with plentiful lymphocytes,features identical to those
describedfor lymphoepithelioma.In other parts of the
same growth there may be clumps of tumour cells
separatedby fibrous septa of varying thickness. Besides
Besidesthe type of tumour cells just mentioned,well-
differentiated squamouscells with or without keratin
are also seen in parts of the growth in 8 per cent of
cases. Other structuralvariantswhich may be present
are pleomorphic, hyperchomatic nucleated cells and
those with spindle-shapednuclei resemblinga sarcoma.
In parts of the growth which show cellular ill-defined
masses of tumour cells with plentiful lymphocytes.
silver impregnationstain reveals reticulin fibres demarcating
demarcatingthe tumour cell masses. However,there is no
retjculjn betweenthe tumour cells. Serial sectionsof
selected tumours may demonstratecontinuity between
tumour cell areas and the overlyingsquamousepithehum
epithehumand also in-situ changes.

The histologicalstudyof metastasesin organswhich
do not contain lymphoid tissue reveal that only the
epithehial component is prcsent. Furthermore in few
tumourswhere the primarygrowthsonly show features
of an undifferentiatedcarcinoma,the metastasescontain
foci of squamousdifferentiation.

All these observationsclearly indicatethat the histogenesis
histogenesisof thesetumoursis from the stratifiedsquamous
epithehiumof the nasopharynx;they are thus epidermoid
carcinomas.The confusing term “lymphoepithelioma’
should be abandoned.The lvmphoid componentseen
among tumour cells in the nasopharynxand in lymph
nodes is only incidentaland not neoplastic.The conclusion
conclusionby light microscopythat these carcinomasarise
from the squamousepithehiumof the nasopharynxwas
further substantiatedby Svobodaet al. (1967) who by
electron microscopy demonstrated keratin fibrils in
undifferertiatednesopharyngealcarcinomacells.

I shall not go into details about the direct spread
and metastasesof nasopharyngealcarcinomas.Tables
I and II illustrate the frequencyof invasionof base
of skull and the distributionof metastases.However,
one modeof spreadof malignantheadand necktumours
workedout by Willis in 1930 is significant. He demonstrated
demonstrateda correlationbetween remote metastasesand
tumour invasion of the neck vein by metastasesin
cervical lymph nodes. He found that out of 25 cases
with remote metastases,24 had cervical vein invasion.
In my original study of 31 untreatedcases,there were
15 cases with remote metastasesand out of these 11
had cervical vein invasion.

The aetiologyof this diseaseis still puzzling. There
is adequateevidencesupportinga racial predisposition.
Certainly environmentalfactors must play a part and
have to be assessedfrom all aigIes. The early observation
observationof Digby et al. (1941) suggestedthat the high incidence
incidenceof nasopharyngealcarcinomaat a relativelyearly
age in Chinesemight be due to the prolongedinhalation
of smoke in badly ventilated houses. However,epidemiological
epidemiologicalstudies did not substantiate this. Recent

studies by Hadfi&d (1970) on adenocarcinomaof
paranasalsinusesamongwoodworkersin Oxfordshire
part of Buckinghamshire,by Achesonand his CoIIea
(1970)on nasal canceramongworkersin the bootan
shoe industryof Northamptonshrewill stimulateWide
investigationsinto unsuspectedenvironmentalcarcjno
in this area. Further the preliminary report
nasopharyngealcarcinomasamongbushpilotsin Can
by Andrewsand Michaels(1968)is of great interestand
requiresfurther study. A recentreviewby Epstein(1970)
on EB virus quotedHenle who foundthat 100perC!nt
of patientswith nasopharyngealcarcinomahavehightitre
antibodiesto EB virus. The significanceof this curious
relationshipis not yet known. It has been repeat
recognisedfrom the start that the EB virus mayweh
prove to be no more than an opportunisticPassenger
livingas a commensalin lymphoidcells. Althoughit
quite possiblethat EB virus may turn out to be a wilO
goose,the chasewill provideinformationfor the purpo
of exclusion.Epsteincommentedthat the roleof viruses
in human malignancypresentsa considerabledilemma
Oncea virushasbeenfoundwhich,fromdirector indirect
evidence,is suspectedof oncogenicityin man, direct
role in the causationof malignancymay be impossible
to obtain. The questionthen remainsas to the value
of accumulatingyet more and more evidencefor the
associationof this agent with human malignancyan
yet this informationcan never give a final definiti
answer. It would appear at presentthat the onlywa
to resolvethis difficultymightbe the long-termdevelop.
ment of an experimentalvaccineand the undertakingot
a trial pilot vaccinationprogrammein an area of high
endemicityof the tumour,followedby long-termprospective
prospectivesurveillanceto detect any consequentialdecreasein
the expectednumberof cases.

In animatstumoursof the nasopharynxare rarebut
tumours cf other parts of the upper respiratorytract
have been recordedin dogs, horses,sheep and cattle.
This subject has been well reviewedby Cotchin(1967)
of the RoyalVeterinaryCollege. In HongKongneoplasms
have been cbservedin the posteriorpart of the nasal
cavities of Friesian cows which usually show marked
respiratorydistressard foul nasal discharge.

Malignanttumoursin cattle presumablyarisingfrornr
the mucous membrane of the ethmoid bone weree
describedby Stenstrm in Swedenin 1909 and 1915J
The most detailedreportof these tumoursin 20 cattIes
also came from Swedenby Magnussonin 1916. Since
then there have been only isolated reports,one froinr
South Africa in 1936 and another from India (1964)(
describinga case of adenocarcinomain the nasalcavit
of a bullock. Prof. Cotchin of the Royal Veterinary’’
Collegekindly confirmedthe first tumourhere as beini
a carcinoma.This finding stimulatedour interestan’
close collaborationwith the veterinarysurgeonsof the
Royal Hong KongJockeyClub enabledme to studyir
detail the heads of 16 Friesian cows. On naked-eYe
examinationthey presentedusuallyas large, fungatiflg
ulcerativegrowths. Gross invasioninto the brain ano
paranasalsinuseswas seen in 6 and 9 tumoursrespeC-
tively. The histologicaltypingof the tumoursis shoWfl
in Table Ill which comparesmy findingswith thoseot
Magnusscn.Sarcomas and carcinosarcomaswere flO1
seen in my series. On the other hand there were
epidermoid carcinomas,histologicallyshowing varying
degrees of cornification, accompaniedby squamoU!1
metaplasiaof the respiratoryepithelium. Downgrowth!1
of this epithehiummergedwith the underlyingcarciflomal
In the adenocarcinomas,mucin can be demonstratedlfl
both the glandularlumenand in the tumourcells. The
undifferentiatedcarcinomasexhibit sheetsor iIIdefifleO
massesof tumourcells with scantyfibrousand reticulin
stroma. Mitosesare frequent.
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to aetiology, intranasal inoculationsof tumour
:al into the nasal cavitiesof normalcowsfailed to

tumours.Transplantsinto the peritonealcavity
A.jbcutaneoustissueof rats fa!led to take. Explants
ese growthswere culturedin vitro by Dr. Changof
virus Unit. She had been able to maintain the

in of thesecells for morethan 1 monthand further
! igationis necessaryto assessthe significanceand

of these cells.

eculatively, rhinitis might be considered as a
Dle precursorlesion,being due at times to viruses,
:ria, mouldsor parasites. Again the nasal mucous
gDraneof animalsmust be subjectedto contactwith
;lety of chemicals,some of them on their way to
inucosa,and some it seemspossible,on their way
Prof.Cotchinhas emphasisedthe need for world-.

ji study of these tumours so that features of
: rniologicalsignificancemay be found. These could
. a bearing not only on upper respiratory tract
H.ursof animals but also those of man.

.nothergroupof tumoursinvolvingthe faciocervical
n which is of great interest to both surgeonsand

lDIogists is the salivary gland tumours. The great
Isity of histologicpatterns encounteredin these
urs bear little resemblanceto the appearanceof the

trialsalivarygland. The histologyhas given rise to

1•ti speculationand varied terminology.

Jp to the midd!e of the last century records of
oursdevelopingin the salivarygland, especiallythe
tid, were scanty and lacked detailed histological
-iination.Paget in 1853 in his “Lectureson surgical
•ology”was probablythe first to regardthe salivary
d tumoursas a separategroup,intimatelyconnected

the salivaryglands. His histologicaldescriptionthat
‘e tumourswere “composedof cartilage,or fibrous
ilage, variously mixed with other tissues, and
cially with what appearsto be an imperfect or a
erted glandular tissue” was accurate. Billroth in
5 describeda separate type of tumour which he
ned “cylindroma”which I shall refer to later. In
9 he publishedthe histopathologicaland clinical
ordsof 8 patients with tumours of the parotid and
inaxillary region. All his tumours showed nearly
Iar featuresand four different types of tissue were
sent namely: connective,cartilaginousand mucous
dues,and areas of closely packed polyhedralcells.
re then the literature on the so-called “mixed
:nour”of the salivarygland has grown tremendously
I centered mainly on the histogenesis. Virchow’s
ocrythat mixed tumour was mesenchymalin origin
; not acceptedby the Frenchschoolwhich at a very
ly periodclaimedit to be purelyepithelial. To corn:ate
corn:atematters further another theory suggestingtheir
ginfromembryonicremnantswasput forward. Because
Ihe variedhistologicalstructure,uncertainhistogenesis
1 clinical course,the classificationof salivarygland
-‘oursbefore 1950 was based on diffuselydelimited
ups. The lack of distinctionbetweendifferent types
h varyinggrades of malignancyled to uncertainty
flcerningprognosisand treatment of these tumours.
s uncertaintyin evaluatingmalignancyexplainsthe
despreadacceptanceof the term “semi-malignancy”
llowingpublicationof Ahlbom’smonographin 1935on
plucousand salivary gland tumours”. Except for
:FarIand’swork(1936and 1942)the extensiveliterature

salivarygland tumourscontainedno goodreportsof
ge operativeseries until the early nineteen-fifties, It
as only in the past two or three decades,following
bhnical advances in surgery of the major salivary
‘ands,that pathologistshavebeenprovidedwith suitable
eterialto permit correlationof histologicaland clinical

features. Thus studiesin the earlier half of the present
century sufferedfrom the lack of recognitionof some
now clearly differentiatedpathologicaltypes. The work
of Foote and Frazell in 1954 confirmedearlier observations,
observations,providedmore detailed informationabout the rare
types of tumours and gave us a more solid basis for
classification.However,there are still a numberof gaps
in the typing of salivary gland tumours. The World
Health Organizationinitiateda study4 yearsagoon both
major and minor salivary gland tumours to clarify
further the histogenesisof certaingroupof tumoursand
their place in the classification.This classificationfor
histologicaltypingof salivaryglandtumoursagreedupon
recently is shown in Table IV. Accurate typing of
these neoplasmswill eliminate variationsin terminology
and make comparsonbetweenone seriesof caseswith
another possible.

The present investigationis based on materialsand
records of the Institute of Pathologyfrom 1961-1969.
(Table V). There were 178 and 24 tumoursof the major
and minor salivaryglands respectively. This collection
can le consideredas a randomsamplesince there was
no bias in the selectionof casesfor surgery;it therefore
indicatesthe incidenceof these tumourshere. From the
Table you will note that benigntumoursare much more
common than malignant ones. I will concentrate my
discussionto tne most commontype, the pleomorphic
adenoma.

The term “mixed tumour” was introducednearly a
centuryagoand is still widelyused. This suggestedthat
the tumour was of both epithelial and mesenchymal
origin. Later Willis introducedthe name “pleomorphic
adenoma”,which is more descriptiveof the structural
variants present in different parts of the same tumour
togetherwith mesenchymal-likeareas. At present most
authoritiesfavoura purely epithelialorigin and probably
from the intercalatedducts. The major problem in accepting
acceptingthe epithelial histogenesisof these tumours is
to explain the origin of cartilage-likesubstancefrom
epithelial cells.

Pleomorphicadenomasin this seriesof casesaccount
for approximatelythree-fourthsof the tumours of the
major salivary glands. There were more females than
males and the largest numberswere seen in the 4th
and 5th decades. The distributionshown in Table
VI clearly indicates that the Chinese parotid gland
is equallysusceptibleto tumour formationas people in
the west. They occur approximatelythree times more
frequently in the Darotid than in the submandibular
gland. This preponderanceof tumours in the parotid
was also observedby Chen and Loucksin 1933 among
45 casesof salivaryglandtumoursseenat PeipingUnion
Medical College. In contrast Marsden(1951)found that
a larger proportionof salivary gland tumours among
Chinesein Malaya arose in the submandibulargland.

For the minor salivaryglands,pleomorphicadenoma
again is the predominanttype seen in Hong Kong.
Even though the number of tumours in the
minor salivaryglands is relatively small, the incidence
of palatal pleomorphicadenomasis comparativelyhigh,
see Table VI. In 1935 Prof. L.J. Daviswho was one time
Professorof Pathologyin this Universitypublished a
detailed study on 4 cases of oalatal mixed tumours.
Thesewereencounteredin onlyoneyear’sroutinesurgical
pathologywork and 3 of them were Digby’spatients.
There were 3 femalesand 1 male. In the presentseries
of 16 cases,femalesexceedmales in the ratio of 10 to
6. Besides Chinese, J.N.P. Davis and his colleagues
(1964)in Ugandaalsofounda largeproportionof salivary
gland tumoursarising in the palate of Africans. Thus
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further work on tumoursof minor salivaryglands here
will shed more light on this problemof palatal salivary
gland tumours among Chinese. Clinically, Chen and
Loucksin their 1933 paper noted that among their 45
cases observedin Peking approximatelythree-quarters
had the tumour for 6-30 years and one patient for 37
years. In the presentseries25 cases had historiesof
over 10 years,and amongthese six had the tumourfor
30 yearsand one for 40 years. In the palate there were
two caseswith historiesof 14 and 20 yearsrespectively.

Brieflymicroscopicappearancesof a typical pleomorph
pleomorphc adenomashowstrandsand massesof proliferating
epithelial cells with differentiation into tubular or
adenoma-likestructures and proliferating myoepithelial
cells. The latter merge with the myxoid,chondroidor
fibrous areas. Anotherdistinctiv3change noted among
the epithelialcells is squamousmetaplasia.This change
was especiallymarked in one of my cases where the
tumour was present for 40 years in the parotid of a
female 68 years. It presentedas a partly cystic growth
6 cm in main diameter. The cystwas lined by thickened
well-differentiated squamous cells. The diagnosis of
pleomorphicadenomawould have been difficult if not
for the massesof epithelialcells with tubulardifferentiation
differentiationseen on one side. In other tumourswhere myxoid
and chondroidareas predominatethe plentiful stellateshaped
stellateshapedmyoepithelialcells present can be shown to
contain abundant glycogen. HistochemicallyAzzopardi
and Smith (1959)provedthat myoepithelialmucin which
formed the groundsubstanceof these areas belongsto
the connectivetissuetype and is distinct from epithelial
mucin. Besides glycogen,Mallory’s PTAH stain when
properlyprocessedwill stain the myofibrilsblue. Mylius
(1960) used this stain and the electron microscopeto
identify myoepithelial cells. His electronmicrographs
depictedcytoplasmicr.iyofilamentsin cells of the myxoid
area similar to those present in normal myoepithelium.
Besides myofibrils,myoepithelialcells in pleomorphic
adenoma are seen in close associationwith collagen
fibrils. One striking pattern which I have observedis
the rosette arrangementof myoepithelialcells around
radiatingfibrils of collagen. This stronglysuggeststhat
the latter is a product of myoepitheliumrather than
mere stromaof the tumour. This patternwas presentin
pleomorphicadenomaof the parotid,palate and lacrimal
gland. However,in a paper by Colesand Jones(1967)
entitled “Odontogenictumour of lip” a very similar
pattern of radiating fibrils was encounteredand interpreted
interpretedas dentine-likestructure,an interpretationwhich
I cannot accept. Last, electron microscopicstudies of
the chondroidareas are conflicting. In 1968there were
two papers,one by Welshand Meyer and the other by
Doyle et al. The former maintainedthat true cartilage
cells were present together with epithelial and
myoepithelialcells in the stroma. In contrastDoyleand
his coIeaguesfailed to identifychondrocytesbut observed
neoplastic myoepithelialcells embedded in a hyaline
matrixsimilarto that of immaturehyalinecartilage. They
further postulated that similarity of structure and
function of myoepithelial cells and visceral smooth
muscle indicated that myoepithelium probably is
mesenchymalin origin.

Another distinctive feature in a few pleomorphic
adenomasis the presenceof small massesor strandsof
cells surroundedby abundantcylindersor anastomosing
bandsof hyalinisedstroma. The term “cylindroma”was
usedby Billrothmorethan a 100yearsagofor a tumour
with a hyalinisedstroma surroundingor within islands
of epithelial tissue. He used this term to designatea
stromal feature of the tumour and not the epithelial
component.The misuseof the term “cylindroma”is so

prevalentin the literaturethat it shouldbe abando,,This structuralvariant in a pleomorphicadenomarninot be confusedwith anothermalignanttumourof
salivary gland called adenoid cystic carcinoma.
hyalinisedstromaI believeis a productof myoepitjcells. In this distinctive stroma, special stainsrewjthe presencenot only of abundantcollagenbutabplentiful elasticfibres.

The other problemconcerningpleomorphicadenois the strongbelief that the tumour is semi-malignaMassonintroducedthe term semi-malignancyand
later supported by Ahlbom whose criteria for semi.
malignancy were high cellularity, predominance
epithelial component,presenceof cylindromatousstn.
tures, incomplete encaDsulationand multiple fjEneroth(1964)reviewed562 pleomorphicadenomasoft
parotid more than 50 per cent of which wereoriginclassifiedas semi-malignant.Carefulfollow-upof the
cases,however,showedno higherincidenceof recurrenthan those cases with benign features nor weretheyresponsiblefor metastasesor death.

An illustrativecase from the presentseriesdern.
strates the difficulties in histological diagnosis.A
Chinesefemale aged 61 years complainedof a growjn
mass over the angle of right jaw for 21/2yearsan4
enlargingrapidly in the recent 7 months. A superfjcj
parotid lobectomywas performedin January1965f,
removalof the growth. The histologicaldiagnosisthen
was a pleomorphicadenoma,but when the slideswe
reviewed,suspicious-lookingcellular areas with mitotic
figures were seen. A follow-upstudy, 5/2 yearsafter
the operation,showedthat the patient is alive andwell.

The risk of post-operativerecurrenceof pleomorphic
adenomasis generallyconsideredhigh. McFarlandin
1942stated that more than simplemicroscopicexamina
tion wouldbe requiredfor post-operativeprognosisand
methodsexistingthen wereno moreaccurateor scientific
than the flipping of a coin. He noted a 48 per cent
recurrenceamong cases observedfor 5 years. Onthn
other hand Wyatt and his colleagues(1967)noteda hi
to 12 per cent recurrencerate amongcaseswith primary
excisionafter 10 years follow-up.This markeddiscre.
pancy can be largely attributed to evolutionof better
surgical techniquesfor more aggressivesurgerybas
on a sound understandingof the behaviourof these
tumours. Foote and Frazell have rightly stated that
recurrencerate of primarily removedtumours largely
reflectsthe qualityof surgerywithin a specialheadai
neck surgical department.

At presentI am not able to give the recurrencerate
for pleomorphictumours treated here. These tumours
have been operatedupon by differentsurgeonsin scattered
scatteredcentres using different procedures.To deat
effectivelywith tumours of the salivary glandsconcentration
concentrationof materialin one specialisedunit is essential
Such a set-up will perrriitbetter correlationof clinical
and histologicalobservationswhich have provedye!)
useful in progncsis.

Recurrentpleomorphicadenomasinvariablypresent85
multiple,discretetumour noduleswhichare in contrasi
to the primarygrowthswhich are solitary. This feature
was seem in all 4 casesof recurrenttumours,twoaftel
primaryexcisions6 and 11 years ago and the other
had two previousexcisionswith historiesof the growt
for 14 and 30 years. These recurrentgrowthsare ir
almost all cases the result of incompleteremoval0
implantationof tumourcells in the operativebed. OflCi
recurrencehas takenplaceit will be difficultto eradicat’
the tumour.
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sides recurrence pleomorphic adenomas may
go malignantchange. There is general agreement

is in the literature and carcinomasmay develop
in long-standingprimary pleomorphicadenomas

.Durrencesfollowing unsuccessfulsurgery. Patey,
rav and Keeling (1965) gave an incidence of
odmately5 per cent of malignant change in

i orphic adenomas.In the present series 5 carsas
carsashave been identified,three in the parotid and
n submandibularglands. This gives an incidence

3proximately3/2 per cent. All the 5 cases were
rytumoursand 3 of them havevery long histories

-ig from 10 to 30 years. None had facial nerve
iVsiS.Spontaneousfacial nerve paralysiswhich is
.;tent is a clear indicationof malignancy.Eneroth

the CarolineHospital,Stockholm,in a recent per-
communication,observedthat among 378 cases

i nialignantparotidtumours46 had persistentfacial
• paralysis. Out of these 46 cases there were 6
iits whosefirst and only symptomwas spontaneous

nervepalsywithoutclinical evidenceof a tumour.
logicallycarcinomain pleomorphicadenoma may
either singly or in combination,the features of

lDcarcinoma,epidermoid carcinoma or anaplastic
:noma.Our 5 casesreveal someinterestinghistolovariants.

histolovariants.In one case within solid masses of
:nomacel’s there are small areas near the centre
oosedof closely packed collagen fibrils. Another
ur shows the presence of bone surroundedby
y differentiatedepidermoidcarcinomacells manyof
with clear cytoplasm.Glycogenis presentwithin
cells. Finally in one tumour there are bands of

ile cells with moderatelylarge, irregular,elongated
‘rchromaticnuclei between fairly well demarcated
ies of undifferentiatedcarcinomacells. Van Gleson

revealsthe presenceof collagenfibrils in between
spindlecells. Thesewere regardedas atypical car-
ma cells by Patey,Thackrayand Keelingand not a
vmatous component.However, Doyle’s observation
Theultrastructureof the chondroidareasof pleomoradenoma
pleomoradenomashowedmorphologicalsimilaritiesbetween

epitheliumand visceralsmoothmuscle. This feature
ther with the fact that the mucin associatedwith
pithelium is identical with mesenchymalmucin
e them suggestthat myoepitheliumis of mesenral
mesenralorigin.
T1r.Dean, in this limited discussionon tumoursof
headand neck, I hope I havenot disappointedthose
very generouslyspare the time to be here this

rung. I haveattemptedto illustratethe effortsof a
sral histopathologistwith many limitationstrying to
‘idesomeanswerson problemsof surgicalpathology.it from thosewhich I have already mentioned,one
olem lay beyondthe scope of academicpathology.s the communicationgap between surgeonsand
oIog,sts. The narrowingor closureof this gap can
achievedon the basisof genuine,commoninterests
certain clinicopathologicalproblems irrespectiveof

artmental hierarchy.On the other hand it is the
luologist’sresponsibilityto try to offer diagnostic
Dision.In order to improvethis further one has tox into the future and assesswhether present day!S used for biologicalresearchcan be utilised prothly
prothlyfor diagnosticand analyticalwork. The applicaofapplicaofelectron microscopyto surgical pathologyhastinrelativelyneglected.The belief is that tissuesfixed
routinehistopathologicexaminationare unsatisfactoryevaluationof subcellularstructure. In generaltheren? dispute about this but recent investigationsofai and Rodriguez(1968)haveshownthat tissuesfixedthe usualway are suitablefor the demonstrationofttaincellularstructuresallowingfor diagnosisof certain

neoplasmswhose identificationby light microscopyis
doubtfulor controversial.They cited a puzzlingexample
of an enlargedcervical Iymoh node which showedprominent
prominentsinusesfilled with cells containinglarge nuclei,
prominentnucleoliand indistinctcell boundaries.Various
diagnoses such as metastatic anaplastic carcinoma,
malignantlymphomaand malignanthistiocytosisof the
“histiocyticmedullaryreticulosis”type are possibilities.
The precisionin histologicaldiagnosisfor such cases
is requiredfar furthercIirica investigationand treatment.
Such cases without an obvious primary tumour the
electron microscopeprovedto be of value. The electromicrographs
electromicrographsshowedthat the tumour had features of
an epithelialcell, i.e. abundanttonofilamentsarrangedin
bundles,and numeroustypical desmosomes. Thus a
diagnosisof metastaticcarcinomawas made and careful
search revealeda small nasopharyngealtumour. This
is but one of the many problemswhich confront a
pathologistin the differentialdiagnosisof headand neck
tumours. In order that this tool can be used more
effectivelya fixative for tissues has to be developed
which will serve both light and electron microscopic
work.

In histopathologythe terminologyhas becomemore
preciseand there is a generalagreementon taxonomy.
This will facilitate the developmentof code systemsfor
computerwork. This fascinatingpiece of equipment is
able to handle large amountsof data, the storageand
retrievalof which is essentialfor analyticalwork. The
full value of the computerin histopathologyespecially
tumourwork has not been thoroughlyexplored. In the
identificationof tumoursthe primaryprocessis the recognition
recognitionof pattern and relating them to information
drawnfrom memory. This is a verycomplicatedcerebral
activity. Direct application of the computer to this
diagnosticprocessis notyet possible. However,automatic
recognitionof patterns by the computer has made a
beginningin the limited and relativelysimple fields of
cytologyand chromosomestudy.

Finally in the last analysisthe human being is still
the prime mover. Lookingback on Digby’spresidential
addressto the UniversityMedical Society in 1924, the
historianwill have no difficulty in assessingthis man.
His emphasis on imaginationand critical sense, the
farmer restrainedby the latter, is even more important
today when confronted with confusing material and
moral issues. My old chief ProfessorHou whom many
of you knew well has repeatedlyechoed these words,
not only in pathologybut also in the study of Chinese
ceramicsand bronzemirrors. In G.B. Ong’sdepartment
the foundationsfor a critical and visionaryapproachto
surgeryhave been laid and paving the way to bridge
the academicgenerationgap. PersonallyI have benefited
benefitedin someways the fruits of his laboursand I see
a bright future for contributionsto the pathologyof
head and neck tumours in Hong Kong.

Table I

183 NECROPSIES OF EPIDERMOID
CARCINOMA OF NASOPHARYNX DIRECT

INVASION

No. of Cases Per Cent

BASI-OCCIPUT BONE 85 46

CRANIAL FOSSAE 70 38
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Table II

183 NECROPSIES OF EPIDERMOID CARCINOMA OF NASOPHARYNX METASTASES

Site No. of Cases Per di
CERVICAL LYMPH NODES 128

LUNG . . 70 38

LIVER 90

SPLEEN

BONES 89 - 49

Table III

MALIGNANT TUMOURS OF CATTLE IN THE POSTERIOR NASAL CAVITY

ADENOCARCINOMA CAPCINOMA SARCOMA CARCINOMA& TOTAL

MAGNUSSON
(19)6)

0 1 - 5 20

TECH
(1970)

4 / Ci C

Table IV

W.H.O. HISTOLOGICAL TYPING OF TUMOURS OF SALIVARY GLANDS, 1970

I. EPITHELIAL

P ADENOMA
1. PLEOMORPHIC ADENOMA (MIXED TUMOUR)
2. MONOMORPHIC ADENDOMA

a) ADENOLYMPHOMA
b) OXYPHILIC ADENOMA
c) OTHER TYPES

B. MUCOEPIDERMOID TUMOUR
C. ACINIC CELL TUMOUR
D. CARCINOMA

1. ADENOID CYSTIC CARCINOMA
2. ADENOCARINOMA
3. EPIDERMOID CARCINOMA
4. UNDIFFERENTIATED CARCINOMA
5. CARCINOMA IN PLEOMORPHIC ADENOMA (MALIGNANT

MIXED TUMOUR)

II. NONEPITHELIAL

III. UNCLASSIFIED

IV. ALLIED CONDITIONS

A. BENIGN LYMPHOEPITHELIAL LESION
B. SIALOSIS
C. OTHERS
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Table VI

HISTOLOGICAL TYPING OF MAJOR SALIVARY GLAND TUMOURS

AT INSTITUTE OF PATHOLOGY (1961 — 1969)

TUMOUR PAROTID SUBMANDIBULAR SUBLINGUAL TOTAL

OMORPHICADENOMA

NOLYMPHOMA

INIC CELLTUMOUR

1CDEPIDERMOIDTUMOUR

iENQCARCINQMA

oENOID CYSTICCARCINOMA

:RCINOMA IN PLEOMORPHICADENOMA

-DIFFERENTIATEDCARCINOMA

105

12

3

2

2

2

3

5

33

-

-

1

-

3

2

3

-

-

-

2

-

-

-

138

12

5

2

5

5

8

TOTAL 134 42 2 178

Table V

DISTRIBUTION OF PLEOMORPHIC ADENOMAS IN

MAJOR AND MINOR SALIVARY GLANDS

PAROTID SUBMANDIBULAR SUBLINGUAL PALATE LIPSAND
OTHERSITES TOTAL

IPATEY(1 93 1) 3 8 6 - 5 5 54

HARVEYETAL. (1938) 230 2 1 2 6 9 268

WILUS(1967) 35 6 1 5 1 48

EOH (1970) 105 33 - 16 7 161
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AGEANDSEXDISTRIBUTIONOF 2116BIOPSIES
OFEPIDERMOIDCARCINOMAOFNASOPHARYNX

4. I i I c I
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AN INAUGURAL LECTURE

ANATOMY DEAD OR ALIVE

F.P. L.ISOWSKI
L.R.C.P:I., LR.C.S.I., LM. (Rotunda), Ph.D. (Birmingham)

Professor, Department of Anatomy

Pro-Vice-Chancellor,ProfessorWalsh, colleagues.
a..:afld gentlemen,it is a great honourto be invited
invitedthe Senate of the Universityof Hong Kong to
deli!an InauguralLecturefrom the Chair of Anatomy.
idq!, it would be the greatest of honoursand of
l&ies for any anatomistto stand in my place this
le .

toreI

toreIbegin I should like to use this occasion
‘ my respectsto two gentlemen.First to Professor
: Chang,my immediatepredecessor,who so vail1

vail1built up the Departmentof Anatomy. He had
thourageand fortitude to embark on a vast prone

proneof growth studies which are still bearingfruit
He also was the creative spirit behind one of

Iinest

Iinestanatomicalmuseumswhich will stand as an
ing monumentto him. At the same time I also
to remember my teacher of anatomy, the late

;sor E.J.R.Evatt of Dublin,whoseenthusiasmand
ightednessstimulated me in my student days to

I ‘up anatomy.
;an’sinterest in humananatomyis as old as man
.lf, especiallyhis interest in the anatomy of the
ite sex. And thus one may say anatomy began.
probab!yone of the oldest of the medicalsciensand

sciensandsince the earliest days has been one of the
‘rstonesof medical education,and this is a positi

positiwhich anatomyis likely to retain. I shall not buryou
buryouwith a lengthy discourseon the history of

omy,but rather deal with a brief account of the
j developmentand trend of the subject and its

on to medical educationand to research.

Ti tracing the history of the subject one actually

‘
vs the evolutionof the whole field of medicine.
2000 years anatomy dominated western medical

Iice
Iicethroughthe works of Aristotle,Herophilusand
ii, while the anatomistVesaliusmight be called the
zier of modern medicine.We must also note that

todaywe are rediscoveringthe early contributions
to medicalscienceby the forefathersof modern

icine from ancient China, India and the Middle
Their discoverieswere either ignoredor remained

iown since medicalscientistsin the West were unto
untoread their texts, and unfortunatelythe historians
philologistsof Europeand Americawere not, and
are not, interestedin the subject matter.

lit was the achievementsof Williams Harvey (1578-
; r) which provided a deeper insight into the true

S of medical science.For he establishedthe vital
zept that every organ has a discoverablefunction

j zh must be integratedwithin the functioningof the
of as a whole. Here a physicianwas applyinganaical,
anaical,physiologicaland mathematicalprinciplesboth
the advancementof knowledgeand the benefit of
patients,the first vision of medicine as an in-

ration of primary sciences.

At this time too the professorsof physic had to
teach not only anatomy but also logic, philosophy,
Greek,botany,zoologyand the practiceof surgeryand
medicine.Thus at this stage medicine was truly integrated
integratedwith the cultural backgroundas well as with
all the disciplinesthat at that time had a bearingon
medicine.As knowledgeincreased,the subject matter
gradually became specialisedand fragmented into separate
separatedepartments.And so in each branch the compass
compassof learning increased.Early in the 19th century
physiologyseparatedfrom anatomy.The first chair in
physiologywas filled by Purkinje at Breslau in 1824,
Nhile the first chair of physiologyto be establishedin
Englandunder William Sharpeywas at UniversityCollege
CollegeLondon,in 1836. Later on further subdivisionsof
anatomy such as histology and embryologyemerged.
Pathologyin its modern form originatedwith the recall
recallof Virchowto Berlin in 1856. Since then every decade
decadehas been marked by the proliferationof new disciplines,
disciplines,each one presidedover by an autonomoushead
who feels it his duty to his subject to see that sufficient
sufficienthours are allocated to it in the curriculum.
Thus the old principleof integrationwas systematically
overthrown.

During the 19th century the knowledgeof gross
anatomy,histologyand embryologyincreasedenormously
enormouslyboth in scope and detail. Topographicalanatomy
was especiallyimportantin relation to the development
of modernsurgery. Detailed informationon anatomical
regions was vital for safe surgical intervention,particularly
particularlyas with the advent of Lister and Semmeiweiss
antisepticpracticegave an opportunityfor more exacting
exactingoperativeprocedures. And at the turn of the century
centurythe developmentof anaesthesiaallowed for more
complicated techniqueswhich were mostly based on
greater anatomical knowledge. At that time every
medicalstudent had to learn his anatomyin detail and
was taught by anatomists who had at one time or
another practicedsurgery. In Britain the latter had to
hold the Fellowshipof one of the Royal Collegesof
Surgeons. This surgical diploma was both de rigueur
and de reg1efor any aspiringanatomist,while today it
is consideredunscientific.

The observationand recordingof the fine structure
of tissuesas seen throughthe microscopebecameone
of the anatomicalspecialities. A great deal of fundamental
fundamentalmaterial was accumulated, much of which
proved to be basic to the study of pathologyand to
biology. And in another speciality,embryology,the interests
interestsat that time were centeredon the development
of different structures rather than on the causetive
forces at work.

In general the anatomistsof the 19th century followed
followedthe classicalapproachesof morphologyand comparative
comparativeanatomy. This periodwas the collectingphase
where details of structuresand their relationshipswere
recordedand comparisonsmade with other organisms.

27



The originsof tissuesand of man were hotly debated.
The great Virchowpronouncedthat the Neanderthalskull
belongedto a modernman who had sufferedfrom rickets,
rickets,while Mayer of Bonn declared that Neanderthal
man was a dementedMongolianCossackwho had been
left behind by the RussianGrand Army in 1814, and
only an Irish anatomist by the name of King from
Gaiway dared to say that he could possiblybe one of
our ancestors.

With the rise of the experimentalapproachto biological
biologicalproblemsall this beganto change. The method
was first pioneeredby the early physiologistsbut since
1875it has been as muchthe tool of the anatomist. In
that very year Hertwigdemonstratedthat the essenceof
the act of fertilization lay in the fusion of a single
sperm with a single ovum. This discoverytogether
with that of the principlesof heredityby Mendel was
the dawn of genetics,the passingon througha solitary
sperm and egg of the hereditaryqualities of the next
generation. Then Roux and his coworkersshowedhow
one could interferewith the courseof developmentfollowing
followingfertilization. Thus they sought to infer the
courseof normaldevelopment.

The experimentalmethod, however,could not have
arisenbut for the vast improvementsin the microscope
and the developmentof better fixation and staining
techniques. It was the microscopethat broughtabout
the reunion of morphologyand function. Only a few
highlights need be touched on now. Schleiden and
Schwannintroducedthe cell theory, Roux in 1885 performed
performedthe first tissue culture and, before the century
expired,His seniorenunciatedthe neuronetheory. This
was followed in the first half of this century by the
development of autoradiographyunder London and
Kotzareff,the introductionof the phasecontrast microscope
microscopeby Zernike, and in 1931 Knoll and Ruzcka produced
producedthe first electron microscopewh:ch gave birth
to cell biology.

Towardsthe end of the 19th and the beginningof
this century anatomists,due to their interest in physical
physicalanthropologybegan to use biometryand statistics,
which they later extendedto experimentalwork. It was
through morphologythat this important mathematical
tool was introduced to the other medical sciences.
Alreadylong ago Helmholtzhad stated that all science
is measurement,to which Sir Henry Dale had later
added that all true measurementis essentiallycomparative.
comparative.And comparisonis the essenceof experiment.

During the last twenty years anatomy departments
in Britain and other countries have made substantial
contributions in the fields of growth, neuroanatomy,
adaptation,endocrinology,cell biologyand tissueculture
and transplantation. A few randomexampleswill serve
as an illustration. In neuroanatomycomparisonof the
regionaleffectsof mental activity and visual stimulation
upon the electroencephalogramshowsthat these functionally
functionallydifferent cerebral activities have a neuroanatomically
neuroanatomicallydistinct origin within the brain. Endocrine
studies have demonstrateda specific role for adrenal
androgensin controllingsexual receptivityin the female
rhesusmonkey,while ovarianhormoneplaysa significant
part in regulatingthe sexualpreferenceof the male for
one of a pair of females. In the field of adaptation,
work on morphologicalchanges in responseto differences
differencesin altitude have revealedcharacteristicchanges
in the structureof the pulmonarytrunk. Investigations
of the growthof children in Hong Kong have given us
informationon the influenceof the socioeconomicstatus
on variousgrowthparameters. Study of the fine structure
structureof chromosomesin the mammalian oocyte has
shownthat differencesin chromosomalmorphologymay

be correlatedwith interspecificvariationsin radjsitivity. And a technique has been develop
maintaining prostatic tissue from monkeysand
man with benignprostatehypertrophyin organcuttIn this way it has beenshownthat the neoplastic
actively metabolisestestosteronein culture.

In many instancesanatomistshave been pioin the developmentand biologicaluse of a varinew techniquesand instrumentsincludinghitoc,try, cytochemistryand autoradiography.In additionjmoretraditionalwork in histology,comparativeanatoembryologyand physicalanthropologycontinuesto
hanceour knowledgeof humanbiology. Herework1revealedthat the action of intra-uterinedevicesin
mal rhesusmonkeyscauseconstanthistologicalchanin the endometrium,though hormonalnormalityof
latter is maintained. The investigationof changesj
oxygentension in relation to early embryological
Iopment has producedremarkablevertebral malfor,tions that are helping us to understandsomeofttmechanismsof transformationduringearly growth.
measurementsof selectedbonesand muscleshavebej,
used, in canonicalanalyses,to correlatestructurewilocomotor activity in primates. These investiga
point to the relative importanceof particulargroup
muscles in relation to the varied ways in which
limbs are used in differentspeciesand emphasizehg
high degree of specializationfound in man whenc
trasted with sub-humanprimates.

Today the progressof anatomydepends,to a Iar
extent, on the perfectionof instrumentsof observatjoi
and control. Someof the most recentand mostpow
ful adjuncts to anatomical study have come frog
physics. Thus the transistorisedamplifier enables
to measure minute currents and potentials in livij’
systems,as for example in the investigationof tl
functionsof the brain, and in radiotelemetrictechniques
developedfor stimulatingand recordingtensioninthr
musclesof consciousand unrestrainedmonkeys.ThI
electronmicroscopewhich bridgesthe gap betweenthir
light microscopeand the interatomicdimensionssti
died by X-rays,and the use of isotopesand tracerele
ments which help in the elucidationof the actualpr
cess of transformationof chemicalsin living systetn
are carryingus to the very frontiersof cell and mcli
cular biology. And more recentlythe laser beamha
becomean important tool in experimentalwork. Lc
comotor and postural problemsin primates are al
being investigatedon the basis of biomechanicalpni
ciples. Similarly the advancesin chemistry,sucha
selectivecytochemicalmethods,are of great benefit1
anatomy. In additionstatisticaltheory,and the use.
computers in applying it, have proved invaluable
exacting significantinformationfrom the characteris1
cally variable measurementsof biologicalscience.

These new methods are already transformingO
conceptsnot only of biologicalstructuresbut also
biologicalfunctionsand thus provideus with new
mensionsin humanbiology. Anatomyhas clearlyevol
ed beyondthe merelynaturalhistoryapproachof form
ages. Structure and function are indivisible,the or
is unthinkablewithout the other. In the light of th
modern developmentsSir Wilfred Le Gros Clark redt
fined anatomyas the scienceof the form and strud
ture of living organismswhich is concernedwithth

study and interpretationof those factors which det6
mine or modify form and structure,whether theyai
chemical,physical,physiological,developmental,or
logenetic,and with the preciserelation betweenstrW
ture and function.
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i., anatomy has adopted optical, radiological
, chemicaland mathematicalaids. By so doe
doemore,anatomyand physiology,and even bioley,

bioley,are convergingtowardsan unified discipline
‘n bology. All three deal with the mechanisms

processes,althoughtheir approachis different.
as their researchwork is concernedthe corntal
corntalbarriersthat separatethem have eroded,as
academicappointmentsgo physiologistsare be;

be;anatomistsand anatomistsare becoming phy;:s.
phy;:s.In addition zoologists,physicistsand cheare
cheareentering the basic medical sciences. The

ks cf multiple advancesover the enormousfield
itan bology emphasizethe ever-greaterneed of
tion. Effective advance in this area is necescombined

necescombinedoperation. Having started off fully
!-ed,the preclinicalsciencesdiversifiedinto many
i:aned subjects in responseto the discoveries

time and today we are again approachingthe
synthesisin medicine.

the presenttime medicaleducationand its refori
reforiareverymuchin the mindsof all thoseconcern-‘i
concern-‘ithe training of our future doctors. We are all
Ihat althoughthe advancesin anatomyand other
cal scienceshave been truly prodigious,unfori

unforiy thesehavebeen slow in makingthemselvesfelt
spherecf medicaleducation. Compartmentalisa9d

Compartmentalisa9dthe ideasof our mentors,a hangoverfrom the
ys, still largely bedevil the curricular structure.

all victimsof our pioneers. We are also victims
own bright ideas. In this sense we relive in

educationalexperimentour own intellectualpalagy,
palagy,trying to justify earlier ideas, trying to suck
:hem their last drop of inspiration.
storically speaking,positive action to reorganise
al educationalong modernlines was first taken in
Americaduringthe early half of this century. New

eted programmeswere designedthat broke down
tificial boundariesbetweenthe disciplinesand em;
em;was placedon incu!catinga researchattitude in
raduates which has had a beneficial effect
ghoutmedicine. Thus the students were trained
:the outset to think of the body as a whole. But
iso has to take heed,there are signsthat someof
morespectacularexperimentsin medical education
Irnericaare not turning out quite as well as had

hoped. This is not an argument against such
imentsbut it emphasizesthe importanceof deI
deIplanningand of avoidincgimmicks.
1 Britainthe first medicalschoolto adopt such an
xk, againstconsiderableobjection,was that of the
arsityof Birmingham. And here I wish to take the
rtunity cf expressingmy gratitude to ProfessorSir
Zuckermanof the Departmentof Anatomyand thecal Schoolwith which I had the honourto be asitedasitedfor some fifteen happyyears. And I am glady Birminghamcontinuesin the forefrontof medical:ation. Gradually other medical schools followedandtodaythere is quite a ferment in British meditthinking.

meditthinking.
Sincethe SecondWorldWar a seriescf officialtomestomeshave reviewed British medical education: the
denoughReport (1944); the report of the British‘ciaton (1948); the General Medical Council (1957);in 1968 the most far reachingof these the ReportIhe Royal Commissionon Medical Education,other-knownas the Todd Report. All of them demandethiesspruningof the curriculum,the eliminationof:11and greater integration. The key principleto beawedis to educate more and instruct less and tothe medicalstudent into a scientificdoctor. How-

ever, it has to be rememberedthat any changein the
medicalcurriculumis difficult to assesssince the whole
coursetakes over five yearsand the productmust serve
at least for another five following qualification,thus
ten years have to elapse before a proper assessment
can be made.

The Todd Report, in many ways admirable,certainly
can stand as a guide for the next decade. However,
it is unfortunatethat thoughthe reportcontainsa good
deal of preclinical evidence the committee did not
include a single anatomistor physiologist. This rather
underlinesa notion that is current, and is generally
appliedto the preclinicalsphereas a whole,and stems
from the fact that we all seem to have been brought
up to believe that different kinds of scientific activity
can be graded sociallybecauseof a presumptionthat
some imply a higher intellectual quality than others.
Too often medical practitionersassume that medical
precliniciansare failed clinicians and that nonmedical
preclinicianshaveneverquite made it! What has to be
realisedis that anatomyand phsiologyare sciencesin
their own right, as biochemistryis, with their own dynamics
dynamicsand ethos and that the vocationalaspect of
their subject matter, though of importance,has een
relegatedto a subordinateposition.

In certain quarters there has been some objection
to the proposedtwo-yearpreclinicalcourseas set out
by the Todd Report. The feeling is that the curriculum
should be shorterand designedto train the clinician,
i.e. the courseshouldbe less scientificand more vocational.
vocational.The controversyas to how much of each is not
new. But the pointof view that there is a fundamental
distinction between the medical scientist and medical
practitioner is errcneoussince both employ the same
procedurein their work. When confrontedby a problem
problemboth observethe facts, reasonout a working hypothesis
hypothesisand then act upon it. The outcomeconfirms,
refutes,or modifiesthe hypothesisand this in turn may
lead to further action. The retntionof a certainamount
of vocationalmatter can also be justified educationally
in so far as the biologyof man illustratesfundamental
principles,and one must realize that medicine is applied
appliedhuman biology. It is also quite clear that at the
momentthe national budgetaryexigenciesin the technologically
technologicallyadvancedcountriesas well as the shortage
of medicalmanpowertend to pressfor a rather greater
vocationalcontent in the preclinicalcurriculum. In the
future, however, it may well be that the preclinical
period will be extendedto three years, of which the
first two will deal with the basicmedicalsciences,while
during the last year an elective subject will be chosen
out of those coveredearlier and that this will be treated
treatedin greaterdepth under the guidanceof one or other
of the preclinical departments. The productsof this
course will qualify with a B.Sc. in Medical Sciences
and it is from these that the future clinical students
will be chosen.

Wise decisionsfor today cannot be safely taken
uniessone realizesthat those same decisionsdetermine
the shape of tomorrowand possiblythe day after. This
realization,as Sir Solly Zuckermanstated,may not lead
to the right decisions,but it might help to obviate
some of the worse (Zuckerman,1966). The basic objectives
objectivesof medicaleducationare that fundamentalprin
ciples shouldbe emphasisedrather than factual detail.
It is impossibleto give a studenta full training in the
preclinicaland clnicaI disciplinesand make each one
an expert in every subject. But it is possibleto puthim in a positionfrom which to continuehis own education.
education.This meansthat he first must be trained to use
the scientificmethod. The aim of teachingis to make
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t’iim think and to make him questioncommonassumptions.
assumptions.He has to be madeawarethat medicalknowledge
is not static. At the same time one has to enable the
student to relinquishthe security of thinking in well
definedchannelsand to find a new kind of stabilitybased
basedon the recognitionand acceptanceof ambiguity,uncertainty
uncertaintyand even of open choice. The undergraduate
must be given a thoroughgroundingin those basic
sciencesthat are concernedwith normal and abnormal
structureand functionon which the clinical understanding
understandingof diseasedepends. It is unfortunatethat all too
oftsn the student considersthe preclinicalsubjectsas
hurdlesto be overcomerather than tools to be utilized
in providingthe best healthcare. The groundingin the
prmary sciencesmust be devised on the assumption
that the newly-qualifieddoctor may have a workinglife
of someforty years. And in this connexionit wouldbe
unwiseto select only that which is immediatelyuseful.
Only if all thesepreceptsare observedwill it be possible
for the individualto extendhis educationthroughouthis
professionallife and so safelyexploitwhateveradvances
may arise. This is why the undergraduatecurriculum
must also favour the acquisitionof enduringhabits of
work and thought and of enthusiasmfor study. With
this trainingthe younggraduateshouldbe able to enter
any of the main branchesof medicineand to develop
his educationin his selectedspeciality. Plato observed
that educationis a life-long task, and the growth of
knowledgein medicine and in methodsof education
meansthat any recommendationsas to the medicalcurriculum
curriculumcan never be final — they are always moving
to that end but they neverarrive.

Anatomyis nearlyalwaysthe subjectmost criticised,
partly this is becauseit has been identifiedwith topography
topographyand dissectionalone. Manyof the criticismsare
justified,anatomyhas in the past beentaught in far too
much detail. But what is forgottenis that the subject
has changedenormouslysince the undergraduatedaysof the cliniciansan medical scientistscurrently most
concernedwith reshapingthe medical curriculum. The
belief of many cliniciansthat anatomyhas not changedis still very strong. One is frequentlyasked whether
studentshave to be able to discernthe side to which
a carpal bonebelongs,or whetherthey haveto learn all
the branchesof a particularartery. Whenone saysthat
this sort of anatomyis dead and passedaway by the
er.d of the SecondWorldWar, and that today’sstudents
are examiningthe intricaciesof the cell and the dynamic
changes that occur during growth, hands are thrown
up in horrorand one is told “but that is not anatomy”.This sortof attitude is, of course,tantamountto an anatomist
anatomistsayingthat surgeryis still at the chloroformand
openether stageof anaesthesia!The basisfor this hostility
hostilitytowards anatomy is a psychologicalone, for the
establisheddoctor of the present day rememberswith
revlusionhow he was harrassedin his studentdayswith
morphologicaldetail. He forgets that just as his own
specialityhas evolvedso has anatomychanged. Quite
apart from alterationsin the contentof the courses,a
glanceat the time devotedto anatomyshowsthat consideralbe
consideralbechangeshaveoccurredover a periodof seventeen
seventeenyears (Table 1). It is thereforeessentialthat before
beforecurricular alterations are made those concerned
shouldensurethat they are truly acquaintedwith current
conditions.

Year Country Range(hrs.) Mean Total (hrs.)
1953 Britain 700—1400 950
1955 U.S.A. 562—825 650
1963 Britain 405—850 580
1969 Denmark 430 430*
1967 Hong Kong 712 712
1970 Hong Kong 525 525

Table 1. Total hoursdevotedto the teachingof anatomy.
* Studentsare sent to U.K. for an intensivethree weeks

course in dissection(about 90 hours).

When consideringthe contentsof a newCOUrRanatomythere are severalcriteriafor decidingseIø,Some topics are useful as a tool for trainingscientificmethod,othersprovidea fundamentalbasother subjects,thus a knowledgeof the anatomyofkidney is necessaryfor the understandingof thesiology,pathologyand clinical aspects of thisPracticalwork is essentialfor the need to deveIcapacity for observaticnand investigationof unkmaterial by standardtechniques.At the sametimeallowancemust be made for subject matter of ptial scientificimportance.Again, it has to be empted that principlesrather than details must be taugsand that there has to be a reductionof factualdet.but not a total eliminationof facts. We alsohaverememberthat the study of anatomy introducestmedical student to the greater part of medical.minology,this is a point that is frequentlylosttosight
In connexionwith the revaluationof anatomywitjthe preclinicalcontextand by way of comment,i jwant to touch, in passing,upon a rather interestj,publication.Recentlythere appearedthe first of a ttii,volume work, A companionto medical studies,whiwas designedto deal with the preclinicalsciences.volumehas been hailedby manyas forward-looking3relevantto modernideas in medicaleducation. AnIam sure the authorswishedto eliminateall that i5jlessentialand include all that is importantand ofrelevancetoday.While not wishingto detractfrom

merits of the work, I wonderwhetherthose interesever consideredit worthyof a statisticalanalysis.Suan analysis is most illuminating(Table 2). Overh*of the volume is devotedto anatomy,one quarter
physiology,about one seventh to biochemistry,anabout one seventeenthto such importantfieldsas
chology,sociology,human geneticsand statistics.I,fact topographicalanatomy occupiesmore spacethaithe total of physiology.Is this an indicationof there
lati’ie importanceof the subject matter today? TM
narts dealing with anatomywere quite rightlyprundown to what was consideredessential,but it wasat
dead as that of any of the older textbooks,whatwai
so lacking in topographicalanatomywas the functiona
approach.

It is quite clear that a modern curriculumrnu
keep pace with the new developmentsand has tor
flect not only changesbut also differencesin emphasisIn taking this into accountone has in anatomytodis
tinguish two parts, the scientificand the topograph
To a certain extent this divisiontends to be artifia
since the two are interrelated,but from a teachiri
point they can be consideredseparately.Scientificana
tomy deals with the fundamentalprinciples,although
will, of course,includesome matter that has a vocaz
tional bearing. Topographicalanatomy,on the oth.
hand, thoughbasedon fundamentalconceptsof hums
biology,is vocationallyorientatedand more of ana
plied nature.

Scientific anatomy embracescertain basic subdiv
510fl5:
(a) Cell biology,which narrowsthe gap betweenmof

phology,biophysicsand biochemistryand alsoI

Subject No. of Page %of
Topographicalanatomy 265 26.0
Embryology 85 8.3
Histology
Neuroanatomy
Total anatomy
Total physiology
Total biochemistry
Others*

126
81

557
254
148
62

12.3
79

5
2
1*

j,
* Includes:psychologyand sexualbehavior28p.,5QC

logy, 7p., human genetics12p., statistics15p.
Table2. An analysisof A companionto medicali

dies, R. Passmore& iS. Robson(eds)Va!
3, 1, Oxford:Blackwell(1968).



Is cytogenetics,the natural link for the study
Ijman heredity. It is a frontier subject that is
.ing downthe walls betweenthe biologicaland
cal sciences. Cytologywithout a doubt will

i a prominentpart in the future of anatomy.
I logy,which is concernedwith the structure—
i:ion relationshipof tissues is intimately based

cytologyand is a solid link with physiology.
•:th, which concernschangesin dynamic strucrelationships

strucrelationshipsin space-time patterns and ins
ins prenatal and postnataldevelopment,the lat!.s,
lat!.s,of course,closelyassociatedwith paediatrics.
rtunatelyso far very few medicalschoolsteach

•,hing aboutgrowthalthougha vital subjectin its
i right.

‘Iarology,the organisationof the nervoussystem,
:h deals with the stimulus— responserelation,;

relation,;herestructureand functionare more intricateDound
intricateDoundup with one another than in any other
• of the body.This is a subdivisionthat can only
properlytaught in conjunctionwith physiology.

!tematic anatomy, which includes the study of
. generalarrangement,form and gross structure

the skeletal,muscular,joint and other body sys,is,
sys,is,as well as those factors which influenceor
rJifytheir spatial relationships.In this part one
st also include human evolution, human variais
variaisand adaptationswhich in turn link with gene:

gene:, physiologyand pathology.

se five subjects are already being taught or
introducedin one form or the other in Hong

They shouldof coursenot be dealt with in isolaut
isolautrather integratedwith physiologyin the first
3ndwith biochemistryand pharmacologywhereposThis
posThisis the only logicalway in which to presenta
tic view of the preclinicalsubject matter. Good
tion avoidsmuch of the unnecessaryduplication
toeson in so many preclinicaldepartments. As

I onedbefore,the anatomistwhen discussingstrucnas
strucnasto mentionfunction, similarly the physiologist
ntly findsit necessaryto introduceanatomicalconitions
conitionsin order to be sure that the student apprethe

apprethestructuralbasis of the functionshe is about
4plain. From this standpointany surveyof a text-

of physiologyis most revealing.True integration,
pver, presentsformidable problemsof teaching ortion.
ortion.The way to overcomethis lies in concentrat-iitially
concentrat-iitiallyon thoseareas wherethe structure— funcrelationship
funcrelationshipis closestand where it is easiest to
n sucha course,as for examplein neurology.Grav
Gravthis can be extendeduntil ultimatelymost of the
.nical disciplinesare integrated. In this procedure
eneralprinciplesof developmentand structureof a

In or an organ shouldbe presentedfirst and then
‘wedby the functionalaspect.Thus there is a cencore
cencorecommonto anatomy and physiology,accomd
accomdon eithersideby one bodyof knowledgeof purelyDmicaIinterestand anotherof physiologicalinterest

In addition clinicians should be drawn into this
amin orderto point out the relevanceof the scienbase
scienbaseto the clinical superstructure.In the matter ofe integrationthe preclinicalscienceshave gone a
deal further than the clinical subjects,who, to a
extent,are still at the discussionstage.

Ehesecondmajor division, topographicalanatomy,h has been severelycut in Hong Kong in order to
poratesome of the basic anatomicalscience ma-I and in order to relate it to the living body, ismuch more clinically orientated and in a sense

couid be termed applied anatomy.It forms the tounda—
tions for proceduresin diagnosis,radiology,surgery,obstetrics
obstetricsand in other medicalfieldsand thereforeis more
vocationalin emphasis.Thoughconcernedwith practical
work in the dissectinglaboratory,it does combinetopographical
topographicalwith radiologicalanatomyand livingor surface
anatomy.Topographicalanatomyis a scienceof the living,
living,not of the dead, and thoughour knowledgeis, perforce,
perforce,acquiredfrom the cadaverit is in terms of the
living that we must think. It also teachesus something
about human and constitutionalvariations— no two
bodies are ever alike anatomically— and about the
plasticityof the humanform and biologicalvariationof
living populations.Thus, for instance,Ethiopianshave a
large ascendingloop of the sigmoid colon that may
reach to the level of the liver while most other people
havean intrapelvicsigmoidcolon,this is the reasonwhy
sigmoidvolvulusis the commonestabdominalemergency
in Ethiopia.No coursein topographicalanatomycan be
consideredwithout normal radiologicalanatomysince it
relatescadaveranatomyto livinganatomyand formsthe
backboneto the radiologyof pathologicalconditions. In
the past too little attention has been paid to this important
importantsubject.And livinganatomyonly becomesmeaningful
meaningfulwhen muscles,bonesand joints can be seen and
felt alive with movementand when palpation,percussion,
auscultationand endoscopicexaminationreveal what is
hidden to the naked eye.

A majorcriticismof topographicalanatomyhas been
the amountof time devotedto dissection,and owingto
this the question has arisen whether it might not be
just as good to learn the subject from ready dissected
specmens.The time factor can certainly be greatly reduced
reducedif the studentsare directedto dissectaccording
to a strict time table. As regardsthe value of dissection
versusa studyof preparedparts,there is no doubtas to
which is the more rewarding.From experiencegathered
in Birminghamand Addis Ababa it is clear that the
knowledgegainedfrom dissectinga cadaveris retained
longerand morevividlythan that gainedfrom examining
preparedspecimens.Dissectionof the body is an essential
essentialbasis for the understandingof humanstructure,organization
organizationand function. It is a visuo-tactilemethodof
learningand is of valueas a disciplineand as a training
in observationand investigation.It often comes as a
shockto the student to discoverduring dissectionthat
the body does not agree with the textbook.Dissection
is itself a basic researchmethodin applicationfor the
studentwhich is carried out no where else in the preclinical
preclinicalcourse— the student does his own investigation
investigationand confirmsor contradictsthe literature,i.e. actual
researchin the propersense,and he uses a technique
that is analytical in nature. One cannot teach locomotion
locomotionor the limits of joint movementuntil the student
has dissectedthe relevantparts, else he cannot understand
understandwhat is happening,except,of course,he can learn
the matter by heart from the book

The question that arises in connexionwith topographical
topographicalanatomyis when shouldit be taught.Traditionally
Traditionallyit is dealt with in the preclinical years where it
exists rather in isolation.Topographicalanatomy is one
of the firm bridgesbetweenthe preclinicaland clinical
periodsand really oughtto be taught duringthe clinical
years in conjunctionwith surgery,orthopaedicsurgery,
obstetricsand the new field of traumatic surgery.Here
is the best place since otherwisemany essentialdetails
will be forgotten long before they can be used. The
reasoningfor this is quite simple, a surgeonspends
much of his time operatingand much of operativesurgery
surgeryis no more or no less than applied topographical
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anatomy. Anyonewho has had the misfortuneto see a
surgeonflounderandfluster,completelylost in the depths
of the pelvis or the neck, or who has been called to
the theatre to sort out tendonsand nervesdivided at
the wrist which have perplexedthe operatortrying to
deal with them, or who has had to deal with the sad
businessof a damaged biliary tree or a cut ureter,
realizesthe value of a deep knowledgeof topographical
anatomy.The great majorityof practsingsurgeonsspend
most of their workinglife using their anatomicalknowledge
knowledgewhich therefore ought to be imbibedduring the
relevantclinical phase.

The amountof topographicalanatomythat is necess
necessry varies from environmentto environmentand is
closelyrelated to the socioeconomicconditionsof a region.
region.In technicallyadvancedcountriesa goodcase can
be made that only the essentialsneed be taught while
the details can be left to postgraduatespecialisteducation,
education,therebyallowingmoretime for the scientificaspect
cf the preclinicalsciences.On the other hand in developing
developingcountriesthe need at this stage for a very much
greaterconcentrationon detailed topographicalanatomy
is obvious,for the momentthe studentgraduateshe is
expectedto practise surgery,often in remote parts of
the country.To cite only one example, in one of the
Africancountriesa younggraduateof two weeksstanding
standinghad to perform a hysterectomyby the light of a
torch held by a medicalauxilIary.In theseenvironments
thereforea different sort of anatomyhas to be taught
with a main emphasison the vocationalwhich is much
more directed towards the immediate needs of the
country.

As regardsBritain, the Todd Report,while not denying
denyingthe importance of topographicalanatomy, recommended
recommendedthat the major part of this ought to be taught
at the postgraduatelevelsinceit was mainlyof specialist
interestto the surgeon.In this way too, British medical
schoolswould be able to continueto recruit their temporary
temporarylecturersand demonstratorsin anatomywhoafter
one or two yearsspecialisationsat their PrimaryFellowship
Fellowshipof the RoyalCollegesof Surgeons.Thesepeople,in
fact, provideabouttwentyto forty per cent of the academic
academicstaff in a departmentof anatomy.Within the last
two years, however,the Royal Collegesof Surgeons,of
Physiciansand of Obstetriciansand Gynaecologistshave
been consideringreplacingthe PrimaryFellowshipby a
commonexaminationin applied human biology.If this
plan goesthrough,it will raise one questionand create
one problem.At what level in medicaleducationshould
topographicalanatomy be learnt, for it must be dealt
with at either the undergraduateor the postgraduate
level. And the problemthat departmentsof anatomyin
Britain are about to face is from where are they going
to get their badlyneededstaff?Thesemedicalgraduates,
who have temporarilyjoined the academicworld, have
so far belongedto the few who havebeen able to relate
the scientilc part of anatomy to the clinical subjects.
In future this useful sourcewill be closed.The effect
will be seriousfor alreadyordinaryrecruitmentinto the
preclinicalsciencesis difficult.

The task of an anatomyteacher is to lead his class
through a course of instruction,but the responsibility
for progressrests entirely with the student. Unfortunately
Unfortunatelythe student’snotionof a goodteacher is usually
one who handsout exactlywhat he needsto pass the
examination,becausethis enables him to get through
with the minimumof effort. Obviouslythe teachermust
protectthe studentfrom work whichis useless,and this
necessitatesdistinguishingbetween education and the
giving of information.Educationdevelopsthe capacity
for scientific investigationand reasoning,whereas the

giving of information,though important, nevertj1tends to suppresscuriosityand to stifle criticalthlr&and can even lead to a waste of time and eftort’worthlessdetail.

Instructionin anatomy,as in any other Scjesubject, is by way of lectures,seminars,tutorialspracticalswith the aid of audiovisualand otherequment. In many medical schoolsanatomy,and inticular topographicalanatomy,has been and isbtaught by lectures.This form of presentationhasprably done the greatestharm to the reputationofanttcmy and has contributedto the notion that itdead subjectpresentedby livingcorpses.The regurhon of massescf dry facts is a traumaticexperien4with devastatingeffectsfor it has not only sentmaan audienceto sleep, but it has also instilledintstudentan eternalenmity towardsthe subject.It wouhave been better to advisethe studentto reada te:book than to attend one hundredand fifty lectures
topographicalanatomy.For far too long lectureshEbeen the standbyin the preclinicaldepartments.

The Schoolof Educationin the UniversityofE
mingham recently did some investigationintoI
methodof presentation(Stones,1969).Althoughthe
port is concernedonly with student opinionand
with the efficacy of the different methodsused
teaching, neverthelessit should be consideredy.
seriously.This investigationis backedup by other€
dence too. The report revealedthat studentsprei
teaching groupson a seminar or even tutorialba
they reject the lectureand see its only functionac
device for givingout factual information.Research
the efficacyof the lecturemethod(McLeish,1968)shc
that an instructionalsystem which relies too heat
on it is probablyvery inefficient.The methodap
ently copes with problemsof large numbers,butt
would have been possibleto achievethe samere
by other means such as guided reading,whichwx
help to free studentsfor small groupdiscussions.L
tures must, therefore, be confinedto subject ma
which is really suitable. It is clear that the semi
is preferred by studentsfor very real pedagogici
sons, since it representsan optimum size which
increasethe group resourcesof knowledge,variety
approachesto problemsan the ability to provideft
back without at the same time inhibiting indivio
participation.The studentsfeel that they mustrrr
a personal contributionto the teaching and learn’
processand also that they need to do some prep
tion for small group work, while hardly any feel
same about the lecture. Similarlytoo the tutorial
tern has obviousadvantages.

One of the mostadmirablefacetsof Britishmec
educationhas been the clinical teachingmethod.
tutorial or apprenticeshipapproach,known as dir
clerking,has withstoodthe test of time. Here a Sh
group of students is guided by a series of se
clinical tutors throughthe rigoursof medicineand
gery up to the time that each studentis readyto
sent himseif for the finals. This system incorpO(
all that the seminaror tutorial methodrepresents.
wonderthat the studentwho enters the clinical
after survivingthe preclinicaltorprditybreathesa
air and never will look back. Why is it that the
clinical departments are so slow in adopting
seminarsystem?The answer,as to so many probla
is financial:the clinical departmentshave a far l
numberof academicand honorarystaff that they
draw on than the preclinicaldepartments.Howevert
spite of these difficultiesthe seminarand tutorial
tems are slowlybeing introducedinto the latter.
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Iticticals are of inestimablevalue, particularly if
an be arrangedin small groups. Here in Hong

lectures in topographicalanatomy have been
ied, instead an effort has been made to teach

, seminar types of practicals since this is the
, xtfioult and dry part of the whole course.Small
. of students headed by a tutor dissect to a

time table. During this course they have discusthroughout
discusthroughoutwhich function is stressedand they

ave to present essays.Their work is constantly
j to the living body, and radiologyplays an imji

imjiat part in this. In addition it is planned to conifte
coniftethe newly acquired anatomicalknowledgewith

lecturesgiven by cliniciansthat stress the parr
parrrelevanceof a region to clinical practice.Owing
shortageof staff rather larger groupshave to be

1iged in the microanatomical and neurological
::cals.

1 theteachinghas to be rather selectivethan cornh:nsive
cornh:nsivemuch will be left to the students’ private
:9g. This requirescareful supervision.It is unwise
pect a student to use a 1000-hourreferencebook

100-hourcourse. Too many teachers persuade
selves that students develop a sixth sense for
ting relevant material. But how can they judge

is relevantwhen they have no knowledgeof the
1id half of the curriculum?Conscientiousstudents

easilydrown themselvesin detail. It also has to
rememberedthat textbooksmay err. History may
repeatitself but the writers of textbooksdo, and

us way error is perpetuated.

part from the educationalside, anatomy has also
rvice function.This aspect has alrtady been mend
mendin connectionwith the variousclinical fields and
quite obviousin such important branchesas surorthopaedics,

surorthopaedics,traumatic surgery,neurosurgery,obrics,
obrics,gynaecology,and so forth. In medico-legal
‘ anatomistsare of value in the problemof idention,
idention,sexing and age determinationof human re4
re4,5. Archaeologytoo derives a good deal of help
n anatomyin the analysisof prehistoricdemography

populationmigrations,much of the latter is of a
1stcal nature. In his study of the evolutionof man

humanadaptationand variation,the anatomisthas
a considerableinfluence too on physical anthrogy.

anthrogy.And an understandingof anatomy has been
,damentalin art and sculpture,for in these works

exterior surface contours and expressionsreflect
underlying fascia. muscles and bones and are

jally broughtto life.

But there is one other service that anatomy can
form, and indeed it applies to the other m2dical
?ncesas well, and that is the help that can be
n to medical schools in the developingworld. I
II briefly mention this in relation to Africa though
s also relevantto other regions.The urgencyof the
ical manpowerproblem is underlinedby the fact
t many governmentsin Africa still rely heavily on
atriate medical staff. Thus the percentageof exnate
exnatedoctorsfor example(Bennett, Lutwana& Hall,
4), is 47 per cent in Mali, 80 per cent in. Niger
182 per cent in Congo(Brazzaville).In Ethiopia,with
)Opu(ationof 23.5 millions,there are about 340 docS
docS(1968)of whom about 40 are Ethiopian,i.e. 88.2
cent are expatriate.In additionit has to be realisthat
realisthatin some African countries considerablenums

numsof private practitioners(this term includes docs
docsbelongingto religiousmissionsand private enteres,
enteres,as well as those engagedexclusivelyin private
ctice)do not take part directly in the work of pub-
health services.They work almost exclusively in

urban areas where only a small percentageof the population
populationlives.

To attract the right kind of universityteachers is
absolutelyvital. In the first instancethey will have to
be to a large extent expatriates,though the main aim
shouldbe to train local expertsas well. The continued
relianceon expatriateacademicsin the variousbranches
of medicine, though traditional, has certain inherent
dangers since there is a great shortage even in the
developedpart of the world, owing to the rapid expansion
expansionof medical educationand the national health
service demands. Such a sustained demand for graduates
graduatesby the advancedcountrieswill widen the manpower
manpowergap even more since it will encouragea brain-
drain to the developedregions from areas that can
ill afford such losses.Here individual departmentsof
medicalschoolsin the advancedcountriescan give real
aid. Thus some of the more fortunate anatomydepartments
departmentscan be of service in the training of anatomists
for developingcountries. If they have the possibilities
and facilities then they have, in fact, a duty to help the
weaker departments.In many ways this is a two-way
help — it helps the poorercountryto get its medical
teacherstrained and on the other hand they help the
staffing situation temporarily in the better-off medical
schools.Though the trainee should be shown and at
least introducedto the latest techniques,yet primarily
he must be trained to meet the teachingand research
situation that obtains in his home countrywhere electron
electronmicroscopesare at present unobtainableand the
experimentaluse of laser beams at this stage verges
on criminal waste of badly needed capital and effort.
The man must be trained to use local resourcesand
be able to do applied research that can benefit his
country more immediately.

The proliferationof medical schoolsin the underdeveloped
underdevelopedcountriesat this stage of their development
is a real danger, since this duplicationwill inevitably
lead to an underutilisationof intellectual capacity and
a continued squanderingand dispersionof resources.
Only an integrationof medical education can ensure
the high level manpowerspecialisationwhich is so essential
essentialfor public health development.In fact medical
imperativesnecessitateintegrationMedical schoolsare
extremely expensivc.and only worthwhileand effective
if properly set up. These sorts of projects demand
inter-country cooperation, i.e. between neighbouring
countries.

No department o’ anatomy can exist on teaching
alone. Research,the spirit of inquiry,must permeatea
scientificdepartment,this is part of its life force. By
its very presencethis spirit can be transmittedto the
studentsand fire their imaginationand stimulate them
in their studies, thus preventingthem from becoming
mere imbjbersof informationand disinterestedor even
disenchantedwith the subject they are studying. The
dual role of researchand teaching in a universitydepartment
departmentis obvious— one fructifyingthe other, similarly
similarlythe serviceand researchaspectsof anatomy are
interrelated, often resulting in important discoveries.
The pure science part and the applied side have progressed
progressedconjointly over the years, the pure fertilizing
the appliedwith ideas, and the applied often providing
the pure with the physica apparatus to help in the
next intellectual leap forward.

Various broad research [iields in anatomyhave already
alreadybeen mentionedwhen dealing with its scientific
side. Time does not permit delving into topics of my
own interest. Suffice it to say, that the Departmentof
Anatomyin the Universityof Hong Kong will continue
with its researchinto the growthof childrenof this re33
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gion, and various histologicaland cytologicalinvestigations
investigationsare now also bearing fruit. In addition studies
have been started on functionalmorphologyin the field
of primatologyand more specificallyin human biology.
This work showsthat the skeletaland muscularsystems
are plastic and easily adapt to changesin postureand
locomotionwith resultantwide spreadmorphologicaleffects.
effects.This is not only of importanceto the orthopaedic
orthopaedicsurgeon,but also of significanceto the physical
anthropologist. For this approachindicates that this
method is of particular help in the elucidationof the
sequentialchangesthat occurin the fossilprimatesand
will throw further light on the evolutionof uprightposture
postureand locomotion.

In conclusionone may say that medical scienceis
no more than the body of knowledgewhich is always
being added to by scientists,through controlled and
reproducibleobservations,which in turn must ultimately
affect medical education. When consideringanatomy,
as indeedany other scientificdiscipline,and the relationships
relationshipsbetweenthe varioussubjectswithin the medical
medicaleducationat any one phase in our history. We
must be flexible and courageousin initiating change.
we must try to do it as logicallyas possible. While
stressingone’s own subject one must at all times be
consciousof the greater unity of the whole, for medicine
medicineis a naturalas well as socialscience,in the sense
that it is concernedwith humanbeingsand is directed
more immediately towards human welfare than any
other natural science.

Ladiesand gentlemen,it is my contentiontttomy is not dead but very much alive andaw
responsibilitieswithin the totality of medicine
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ABORTION

by

Daphne Chun and H. K. Ma

There has recently been much public and

Drate discussionon the need of an abortion law

i I-longKong. Opinions expressed are diverse.

Thosewho speak in favour of legalizing abortion

ritethe recent case o an orphan girl who was

.1gedly raped and was refused abortion, there‘h

there‘hcreatinghardship for and heaping humiliation

tflher. They also claim that criminal abortions
hich are on the increase in Hong Kong can be
icducedor wiped out with the introduction of
the abortion law. Their opponents, however,

argue that the present law is adequate in eniihling

eniihlingthe medically indicated cases to have

therapeutic abortion. Furthermore, they contend
contendthat no person has ever been prosecuted in
arrying out the present practice of therapeutic
abortions.

Perhaps it is time to examine the present
“abortion law” to see how it works in Hong
Kong. Reference to this can be found in the
KongKong Ordinance, Cap. 212, 1964 Ed. under
underthe caption “Offences against the Person”,
whichstates:

“AT[EMPTS TO PROCURE ABORTION.

46. Any woman, being with child, who,
with intent to procure her own miscarriage.
unlawfully administers to herself any poison
or other noxious thing, or unlawfully used
any instrument or other means whatsoever
with the like intent, and any person who,
with intent to procure the miscarriage of
any woman, whether she is or is not with
child, unlawfully administers or causes to
be taken by her any poison or other noxious
thing, or unlawfully uses any instrument or
other means whatsoever with the like intent,
intent,shall be guilty of felony, and shall be
liable to Imprisonment for life.

(Amended,30 of 1911, s.c.2. 4 and 5)
47. Any person who unlawfully suppliesor procures any poison or other noxious
thing or any instrument or thing whatsoever,
whatsoever,knowing that the same is intended to

he unlawfully used or employed with intent
to procure the miscarriage of any woman,
whether she is or is not with child, shall be
guilty of a misdemeanor, and shall be liable
to imprisonmnt for three years.

(Amended, 30 of 1911, s’s.2 and 5)”
It has been inferred, fom the use of the

word “unlawfully” in the above two sections that
termination of pregnancy can. under certain circumstances,
circumstances,be lawful. This is when the life of
the pregnant woman is threatened by the pregnancy.
pregnancy.However, a court of law may give a
different interpretation of its meaning.

On 26th September, 1956. Dr. Leung Hon
Man was charged under Section 46 of the Of-
fences against the Person Ordinance with using
an instrument with intent to procure miscarriage
(Hong Kong Law Reports 1956). The accused
did not deny using the instrument but pleaded
that, at the time he did so, he believed that the
foetus was dead. He was acquitted even though
the pathologist showed that the foetus had antepartum
antepartuminjuries.

It seems, therefore. that induced abortion
in cases where the foetus is dead, is not unlawful.
unlawful.There is no law, however, to protect a case
where the foetus is alive but where the mother’s
health is endangered by the continuation of the
pregnancy. The present “Hong Kong law” is. in
fact, similar to that covered by Offences against
the Person Act of 1861 in the United Kingdom.
which did not recognize therapeutic abortion. It

implies that every case of induced abortion, no
matter how genuine it may be, is liable to prosecution
prosecutionif the court of law chooses to do so.

In 1936 Mr. Aleck Bourne, after terminating

terminatingthe pregnancy of a young girl who had been

raped, was charged under the act. He claimed
that continued pregnancy would have been detrimental
detrimentalto the patient’s future mental and physical
physicalhealth and was acquitted after standing trial
in the Old Bailey. Since then, this case law had
been referred to as something like a judicial permit
permitfor therapeutic abortions. With the introduction
introductionof the abortion law in the United King-
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dom in 1967. this case law can presumably he
no longer valid in Hong Kong.

The concept of terminating pregnancy to
prevent the death of the mother or to preserve
her health is not new. Soranus (2nd Century
A.D.) stated: “The fruit of conception is not
to be destroyed at will because of adultery or of
case for beauty, but it is to be destroyed to avert
danger appending to birth, if the womb be small
and cannot subserve perfection of the fruit, or
if it has hard swellings and cracks at its mouth.
or if a similar condition prevails.”

During the late 4th Century A.D. Priscianus
wrote: “Only where the uterus is diseased or
where the mother is exposed for other reasons to
danger through pregnancy. is an abortion permissible
permissible. . . just as it is sometimes of advantage
advantageto remove the dry twigs of a tree in order
to save the whole tree or as a heavily laden ship
may find it necessary in a storm to throw overboard
overboardsome of its cargo in order to prevent a
ship wreck.”

The current attitudes towards abortion are
of recent origin. They first arose when the
Christians accepted the tenets of the ancient
Hebrew teachers who permitted abortion only
when pregnancy threatened the life of the mother.
mother.The present adamant stand of the Catholic
church authorities against abortion for any reason
reasontook sometime to develop, for there was no
proscription against abortion by the early church
leaders in Rome. The beliefs of most Protestant
sects are more liberal hut the church would not
like an amendment of the Act to make abortion
a mere matter of choice. They favour some
liberalization of the law on abortion so long as
the purpose of such liberalization is to preserve
the health and well-being of the mother.

The indications of 20 years ago were simpie;
simpie;they were purely organic and were usually
confined to advanced cardiovascular and renal
disease, tuberculosis and similar conditions. Termination
Terminationwas not often considered if it seemed
likely that the oatient would survive the pregnancy.
pregnancy.even though the mother had to remain
in bed in the hospital for the entire period and
was expected to die a few months after delivery.
Abortions for psychologic reasons and those to
prevent birth of abnormal children were rarely
considered.

In present day medical practice, conditions

posing a threat to the life of pregnant women
have been greatly reduced as a reseult of the
advances in medical knowledge in recent years.
Many serious diseases are being prevented and
others such as diabetes can now be treated effectively.

effectively. Serious organic heart diseases occur
less often now and many acquired and congenital
cardiac defects can be corrected surgically.

Fewer women develop pyelonephritjs
there are potent antibiotics with which to
infections. Even tuberculosis can now beeff
tively controlled. Thus, therapeutic abortj
are less frequently performed for these lesion

About the only therapeutic abortionspa
formed in the interest of the infant beforeI9
were those for lethal hereditary conditionsw
an abnormal infant could be anticipated ineai
pregnancy. However, they were rarely and
luctantly performed.

In 1941 Cregg reported a high incidence
congenital anomalies, mostly involving theey
heart, brain and hearing in children whd.
mothers had had rubella during pregnan..
Subsequent prospective studies indicated that,
risk is about 20 per cent.

Some physicians, making reference to t
figure of 20 per cent, have asked “Shall
destroy 80 normal embryos to prevent thebi
of 20 affected infants, particularly when car
defects can be corrected and when so manybi
people get along so well?” Others, howev
argue that such pregnancies should not be
lowed to continue even though a certain perc
tage of the embryos will be unaffected. It nhe
nheremembered that the miseries and sufferi

resulting from congenital anomalies are
confined only to the affected children but ft
to be borne by the family as well as the CC1.

munity. A few decades ago, terminating a pi
nancy was rarely undertaken even thouglE
meant giving birth to an abnormal child.
formed and mentally incompetent children w
cared for within the family group and did

impose the enormous economic, social, andei
tional drain on the family members that sucli
individual now does. In addition, while an
normal child in the home creates problems
the family members. its siblings pose
greater problems. The financial obliga
necessary to provide adequate care for sudi
abnormal child will make it difficult for the a

age family to provide long-term educational

port for the other children. As a result, t

children may be inadequately equipped to

vive the competition of our demanding societ

Mumps is suspect of an abnormal foc
Certain drugs. such as thalidamide, rnethotre
and other antimetabolites may disrupt emb
genesis. Therapeutic abortion should be ni,
available, if requested, for such women as

may give birth to a deformed child.
The opponents to induced abortion p

out that it carries a high incidence of comp
tions including death. However, these coji

cations are certainly very much higher whelT

termination of pregnancies is carried out by
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a :tjoflIStSthan by experienced gynaecologists
,j cspitals.

In the United States, as many as one-third
i’ie maternal deaths in some states and twods
twodsor more of those in large cities are the

;r.’lt of illegal abortions, in fact, these figures
L not reveal the true picture because an unh

unhEn number of deaths following abortion are

rrded as being from other caus. The reon
reonConfidential Enquiries into Maternal

1.LthS in England and Wales (1964-1966) reIs
reIsthat 98 out of 133 abortion deaths were
.sified as due to illegal interference of the
nancies.

In Hong Kong, the analysis of abortion id
:ernal mortality rates (Table 1) in the past

years show that the average abortion morty

mortyrate was higher than that of the average
1.iernal mortality and in some years (1960.
‘l and 1964) it was two to three times higher.
rhe cases of abortion admitted to the Queen
hry Hospital from 1961-1969 the incidence of

nplications was alarmingly high. Out of
49 cases admitted under the care of the
naecologicalunit there were four deaths giving
iiortality rate of 0.67 per 1,000. For comIson
comIsonin the corresponding period, there were
deaths due to obstetrical complications out

58,761 delivered at the Tsan Yuk Hospital

giving a mortality rate of 0. 10 per I ,000. Clearly
Clearlythe mortality rate was almost seven times
higher in the cases of abortion. Apart from the
deaths there were also other complications. The
previous analysis (Braga. 1963) of emergency
abortion cases admitted to the Queen Mary Hospital
Hospitalshow that the morbidity rate was 59.9 per
cent and the present analysis reveal that it is
40.5 per cent with 7 per cent suffering from
serious complications such as severe blood loss,
anuria, perforation of uterus and fulminating
infection. Three of the cases are illustrated below
belowto show the seriousness of the complications
encountered:—

Case I was a 26 year old multiparous woman
womanseparated from her husband. She was
seven weeks pregnant when an abortionist inserted
inserteda “rubber tube into her vagina”. She
suffered from chills and fever with a temperature
temperatureof 106°F. On examination, general peritonitis
peritonitiswith a pelvic absess was found. At iaparotomy,

iaparotomy, both the uterus and the descending
colon were found to be perforated and there was
an abscess on the right side of the uterus. The
colon was repaired and the uterus with the abscess
abscessremoved. With intense antibiotic therapy
she made a complete recovery. Fig. 1 demonstrates
demonstratesthe perforation in the uterus leading to
the abscess cavity.

ç’ure I Stick showing
‘erine perforation and
‘scesccavliv.
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Case 2 was a 43 year old multiparous
woman complaining of abdominal pain and protrusion
protrusionof a mass per vaginam. On examination.
the protruded mass was a ioop of bowel coming
down through a perforation in the uterus. A
hysterectomy and resection of bowel were performed.
performed. With intense antibiotic therapy she
fully recovered after a stormy convalescence.
Fig. 2 shows the perforated uterus and a loop
of the prolapsed bowel.

Case 3 was a 23 year old woman complaining
complainingof abdominal pain and vaginal bleeding a
few hours before admission. On examination,
she was found to be in endotoxin shock which
was promptly treated with antibiotics, blood
transfusion and fluid replacement under central
venous pressure monitoring. An X-ray of the
abdomen revealed gas bubbles in the pregnant
uterus indicating gas gangrene which was confirmed
confirmedat laparotomy (Fig. 3). A total hysterectomy
hysterectomywas performed to remove the gangrenous
uterus, partially necrotic placenta and dead
foetus (Fig. 4). The patient recovered after six
weeks’ hospitalization but two years later, she

developed severe psychosis due to the loss of the

reproductive function.
Thus, in each of the above three cases, even

though powerful antibiotics, blood transfusion
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Figure 2 Uterus sliowi,w,
cliorioiiic villi, perforation
and prolapsed bowel.

and fluid replacement were administered, it was
still absolutely essential to remove the necrotic.
uterus in order to save the patients’ lives. The
loss of the uterus i.e., the organ of reproductions
is the greatest tragedy that can befall upona.

young woman. As a result of the psychologicalL
trauma, Case 3 developed sever psychosis.

Figure 3 Gangrenous pregnant uterus see?1

laparotoinv.



Figure 4 Necrotic
terus. placenta
and dead foetus.

Because women do not always disclose the
urrence and circumstances, it is impossible
have accurate information about the proporn

propornof criminal abortions out of the total of

, 49 cases admitted to the Queen Mary Hosal.
Hosal.Judging from the high morbidity rate it

i be deduced that many of the cases were

rally induced. Women take their secrets to

graves. We witnessed a case of post-mortem
formed by the late Professor P. C. Hou. Beher

Beherdeath this woman had repeatedly denied
rference with the pregnancy, and yet, at the

1 t-mortern Professor Hou found a piece of
.od in the peritoneal cavity where he also
und massive gangrene of the pelvic and abin
abinma! organs.

In countries where there is a liberal aborin
aborinlaw the mortality rates as well as serious
mplications are low. In the eastern European
untries and Japan, the mortality rate for legal
well as illegal abortions was 0.06 per I .000
0.09 in the 1950s. In the recent years the

rtality has dropped to 0.01 to 0.04 per 1,000
legal abortions which is lower than the lowest

Elternalmortality of 0.05 per 1.000 recorded in
World today. Other complications are also

rresponding lower (Tietze, 1969).
The complications of induced abortions are

ie, in most instances, to the use of unsterile
truments and dangerous techniques by lay
‘ortionists. The instruments used by them are
Lthcrfor penetrating or injecting. The former

include Crochet hooks, knitting needles, bicycle
spokes, pencils, pieces of wood and rubber tubes.
Of the injecting instruments, the Higginson’s
syringe is by far the most popular. The nozzle
or an adaptor is inserted into the cervical canal
and fluid consisting usually of soap solution, with
or without an antiseptic is forcefully pumped
into the uterus. The most common causes of
death under these circumstances are infection
and haemorrhage. Other causes are anuria and
embolism.

Induced abortions carried out by the unskilled
unskilledmedical practitioner are also fraught with
danger, even though he may use accepted
therapeutic procedures. Dilatation and curettage
curettageresulting in perforation of the uterus, haemorrhage
haemorrhageand even the removal of coils of intestine
intestinethrough the cervix account for many deaths.
Uterine pastes have also caused death in unskilled
unskilledhands.

The position is quite different when the
therapeutic procedures are carried out by experienced
experiencedgynaecologists in hospitals with modern
facilities. Both the morbidity and mortality
rates are low as shown in Table II (Jurukoviski,
1969) and are far less than those associated with
childbirths. This Table also shows the incidence
of complications in relation to the methods used.
There were two deaths out of 7,833 abortions
terminated by the classic technique i.e. dilatation
and evacuation and no deaths in 10,925 by the
suction method and saline induction. The mor39
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bidity is lowest (3.90 per cent) in cases terminated
terminatedby the suction method and highest (4.82 per
cent) by the classic technique. Vacuum evacuation
evacuationis therefore the safest method for terminating

terminatingpregnancy in experienced hands but it should

only be used when the gestational period is
within 12 weeks. In the United States comparable

comparableresults are shown in Table 111 (Cushncr,
(Cushncr,1970). Out of 385 cases terminated by this
method in the Johns Hopkins Hospital there was
no morbidity or mortality and in the state of

Maryland the morbidity rate was 0.5 per cent in
435 cases.

In our unit, 13 cases of therapeutic abortions
abortionswere performed in the last ten years and
there were no complications. In cases under 12
weeks gestation the suction method or dilatation
and curettage was used, while hysterotorny or
saline injection was used in those with a gestational
gestationalperiod of 12 or more weeks. One of the
pregnancies terminated recently was for a patient
patientfour feet tall with marked thoracic kyphosis
(Fig. 5). She was three months pregnant and
her vital capacity was 600 c.c. Of the two physicians
physiciansconsulted, one was in favour and the
other against therapeutic abortion. We terminated
terminatedthe pregnancy because we felt that with
usch a limited vital capacity and severe thoracic
deformity the continuation of pregnancy could
be disastrous. The method chosen in this case
was hysterotorny, as at the same time she requested
requestedpermanent sterilization by tubal ligation.

The present techniques for the operation.
when it is pci-formed by a competent gynaecologist
gynaecologistare so safe that the risk to life is well below
the risk of childbirth itself. For this reason, an
abortion law with an aim to eliminate criminal
abortions was introduced in the United Kingdom
in 1967. In America, this law has been enforced
enforcedin some of the States for many years and a
few more have adopted it recently. Singapore
and some cities in Australia have also introduced
this law. The indications vary from medical
conditions to the control of population.

In Hong Kong, there is a wide-spread concern
concernover the plight of women whose mental or

physical health is endangered by pregnancy or
where there is a serious risk of the birth of a
deformed child or where pregnancy is the result
of a sexual offence. These are indications for

terminating pregnancies that many people would
like to see recognized by statutory law so that
doctors would, with a clear conscience, be free
to recommend and carry out therapeutic abortions.
abortions.

It is inadvisable or would even be harmful
to introduce abortion merely for socio-econornic
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Figure 5 Marked 7horacic Kvphosis.

reasons. The unwanted pregnancies should
have occurred. Here is a field in which 1
ventive medicine has an important place. I
one in which educational and social wor
have a reasonable part to play. In a serie
12,35 1 therapeutic abortions analyzed by L
(1969) 47 per cent were performed on si
women, eight per cent on widowed. divorce
separated women and the remaining 45 per
on married women. The abortions could
have been carried out on medical grounds
they were more frequently performed on woi
without husbands rather than those with I
bands and especially as far more of the k

group become pregnant. When pregnancies
terminated freely for indications not str
medical, it encourages promiscuous sexual
lations leading to the decliiie of morals in



r Besides, the women concerned tend to

)ive again quickly. In a series studied in
20 per cent requested another abortion

-i 6 months and 50 per cent within 12 to

• ionths. in Sweden 38 per cent and in

•:rioslovakia 50 per cent of women whose
— ancies were terminated had a second unpregnancy

unpregnancywithin two to four years
.tlized Abortion, 1966).

For the control of family size and populaj
populajinduced abortions are very effective. Birth

Ii: have generally declined in countries in

•:1 it has been legalized. In the eastern

Iipean countries with liberal abortion laws
irth rates dropped by 40 per cent during

•a decade or so following liberation. In the
Union. the decline was about 15 per cent

in Japan about one-half (Tietze, 1965).
•eer. without relying on induced abortions.
11 ,irth rates in Hong Kong had dropped from
• j 20 per 1,000 in the past decade. Family
•-iing programmes carried out in the Colony

done much to achieve these results. It must
• ernembered that all contraceptive methods
• ;afe whereas therapeutic abortions even when
• £d out under the most ideal conditions are
• without risk. For those who have had their
• ed number of children, one means of pre•
pre•ng the unwanted pregnancies is to sterilize
• r the female or the male partner. There are
• ir ethical objections and complications to
• operations than those arising from ter•
ter•ation of pregnancies.

Table I

Finally, the long-term psychological reaction
reactionto abortions should be considered. A follow-up

follow-up study (Willson, 1967) reveals that

patients who have been least affected by abortions
abortionsare those whose pregnancies were terminated
terminatedbecause of a fear of the birth of a deformed
child. Most of them became pregnant again
soon after the abortion and have had one or
more children. They accepted the abortion as a
welcome solution to a temporary hut serious

problem. Others, whose abortions were performed
performedbecause of physical or mental conditions
have had more trouble. They were well aware
that their pregnancies were terminated because
the birth of their children would be dangerous
to their welfare. Many have been advised

against future pregnancies and some with irreversible
irreversibledefects have been sterilized. They are

likely to feel that they are different from normal
women who can conceive and can carry a

pregnancy successfully even though they do not
choose to.

If the indication is flimsy and fleeting it is
more likely that the patient may suffer a sense
of guilt for the rest of her life. The incidence
of serious permanent psychological sequelae is

variously renorted as being between 9 and 59

per cent. Therefore, in deciding whether the
induction of an abortion is justified. the person
performing the operation has to make sure that
the risk of allowing the pregnancy to continue
is, for that particular patient, greater than the

danger of terminating it.

Maternal and abortion mortality rates (Hong Kong)

60

962

963

p964

965

966

967

968

Maternal mortality rate
(excluding death due to
abortion) per 1000 births

0.70

0.44

0.41

0.45

0.28

0.33

0.32

0.39

Abortion mortality rate
per 1000 cases of

abortion

1.45

1.08

0.68

0.22

1.17

0.25

0.45

0.18

0.17

ear

rage 0.40 0.63



Table II

Morbidity and mortality following legal abortions (1965-68)

(Jurukovski 1969)

Abortions Total Morbidity MortaJy
performed Number No. % No.

Classic technique 7,833 377 4.82 2 o.
Suction method . . . . . . . . . . . . 10,586 413 3.90

Saline induction 339 15 4.42

Total . . . . . . . . . . . . . . . . 18,758 805 4.29 2 0.01

Incidence of

Table III

Morbidity following Legal Abortions

(Cushner 1970)

Method
Maryland

Number Morbidity
per cent

Johns

Number

Hopkins

Morbidity
- per_cent

Vacuum aspiration . . . . . . . . . . . . 2/435 0.5 0/385 0.0

D & C .. . . .. .. .. .. .. .. 12/580 2.1 0/83 0.0

Saline injection . . . . . . . . . . . . . . 25/888 2.8 14/617 2.3

Hysterotomy .. .. .. .. . . .. .. 34/139 24.5 22/60 36.7

Hysterectomy . . . . . . . . . . . . . . 5/92 5.4 14/60 23.3

Stroke indicates combination with one other method.
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in the control

of infection

F. Hoffmann-LaRoche& Co.,Ltd.Basle,Switzerland.

new dual-action

bactericide

with all the
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COMPARISON BETWEEN THE EMPLOYMENT OF

“GEMERAL” AND “LOCAL” ANAESTHESIA

Z. LETT
M.D., F.F.A.R.C.S. En9.& Ire,, D.A.

The objective of anaesthesia is to enable surgical operations (and investigations) to he carried

ij e from nain and in a safe manner. The painful stimuli from the area of operation travel along
i;:nsory pathways and reach the sensory cortex. where they give rise to a very unpleasant and

even unbearable sensation called pain.

We have, at present, several ways by which to prevent this pain due to surgical procedures:—
(a) By the use of “General Anaesthesia”, the central nervous system (C.N.S.) will be

depressed so that consciousness is lost and nain not appreciated. Any number of drugs
(Narcotics) such as diethyl ether, Halothane, IVlethoxyflurane. Fluroxene, nitrous oxide.

trichiorethylene, chloroform and others, are canable of producing general anaesthesia.

(h) By the use of “Local Analgesic drugs” injected around nerves from the operation field
— conduction of stimuli along these nerves will be interrupted and thereby pain prevented

from travelling along the nerves towards the C.N.S. As a modification of this
method and for operation on mucous membranes. a local analgesic drug can he applied
to the surface of the membrane (Topical).

(c) There are in addition modifications of general anaesthesia known as—

i) Neurolept anaesthesia (by drugs such as Haloperidol)
ii) Dissociation anaesthesia (by drugs such as Ketamine or “Ketalar”.

In these methods full unconsciousness does not have to he produced, but in neurolept
:esia. a powerful analgesic such as ‘Fentanyl” has to be added. while “Ketalar” has sufficient

esic proporties of its own to he used alone for certain surgical procedures.

Surgical interventions require. however, not only’ anaesthesia or analgesia. hut also in addition
irious amount of denression of reflexes (or muscular relaxation). This could, theoretically. be
‘ved by general anaesthetic drugs alone. However, the dosages required would have to be so
s to assume toxic proDortions. Consequently, when general anaesthesia is used for surgical
dures needing more than a mild degree of muscular relaxation — a group of drugs called
scle Relaxants” are used in addition to G.A. These substances can be divided into “Depolarising”
amethonium decarnethonium) and ‘non-depola rising” (d-tubocurare. Gallamine. di4liyI nortoxie.

pancuronium). As these muscle relaxant drugs cause indiscriminate paralysis of all the
led muscles including the respiratory ones, artificial resoiration (or intermittent positive pressure
iration — I.P.P.R.) has to he taken over by the anaesthetist. usually’ through a cuffed endotracheal

On the other hand. by emoloying local anaesthetic drugs (such as lignocaine. prilocaine.
ocaine and others) around nerves or groups of nerves not only sensory but also motor conion

can be abolished and muscular relaxation achieved. Appropriate examples are Epidural (or
dural) analgesia. subarachnoid block (spinal analgesia) Brachial Plexus block and others. When
Jaa mixed block has been successfully achieved, there is no pain sensation from the surgical field

consequently, the patient may remain conscious.

4s of General Anaesthesia
The production of unconsciousness (including general anaesthesia) is. however, not without

to the oatient. The protective reflexes are ohtunded (depressed) and the the airway may be
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jeopardised.
:

Vomiting or regurgitation of acid gastric contents presents a special problem. Inh4
tion of even small amounts of highly acid gastric contents can lead to bronchospasm, cyanosis
cardiovascular collapse. (This was described by Mandelson and is called ‘Mende1son’s syndrome
Larger quantities of gastric contents and/or other foreign materials inhaled by the patient may lead
to either immediate respiratory obstruction (and anoxia. death if not corrected quickly) or Ie
dramatic pathological changes such as pneumonia (lobar or broncho). atelectasis or abscess formatj
In any case, it is imperative that in the care of the unconscious patients, the most important aspect
are

i) the provision and maintenance of a free airway,
ii) continued respiration (either by the patient or by artificial means) and

iii) sufficient oxygen in whatever the patient is breathing.
Meticulous attention to all the details associated with the patient’s respiration and other vital aspects
are the groundstones on which proper patient care of unconscious patients and those under GA. are
based. Failure on the part of the attendant to spot and correct speedily any deviations from this
rule may have disastrous consequences. There are, in addition. other dangers of major or minor
significance.

Risks of Local Analgesia
Local and regional analgesia for surgical procedures, although it may interfere less with the

patient’s airway and respiration is also not entirely free from risks or danger. Local analgesic drugs
by themselves may have toxic effects on the cardiovascular or central nervous system or both and
also alergic reactions. The particular anaesthetic procedures may lead to complications, e.g.

Spinal — arachnoiditis, paraplegia, headache, blood pressure drop (due to sympathetic block),
respiratory paralysis (due to total spinal”), injury to cord, injury to intervertebral discs.

Epidural — similar to spinal, but less headache. On the other hand abscess formation,
anterior spinal artery syndrome and broken catheters are among many complications reported.
Brachial Plexus Block — intra-arterial injection, puncturing pleura and lungs and others.

it can therefore be seen that, like in all other spheres of human endeavour and activities,
in anaesthesia there will be danger and complicatons also. Our solemn duty towards the patient
is, by our actions, skill and knowledge to reduce all risks to an absolute minimum. This can only
be achieved by living up to the exhortation by Dr. J. Alfred Lee who enjoins us “never causeany
harm to the patient” and ‘tEternal vigilance is the price of Safety”.

1 am grateful to the Hon. Director of Meiical & Health Services, Hong Kong for his kind

permission to publish this paper.

* The tongue may drop back against the pharyngeal wall causing respiratory difficulty and/i

obstruction.
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THE RIGHTS OF THE PATIENT

AND

THE RIGHTS OF THE DOCTOR

Jonathan Chick

Edinburgh University

The Rights of a Doctor

As well as his relationship with his patients. a doctor also
has a relationship with the state. Certain legal and moral claims
arise out of both these relationships. There seem to be two
main rights which derive from the doctor’s contract with the
state:

The Doctor’s Relationship with the State

The doctor must pass certain examinations before being allowed
allowedto practise medicine. Once he is granted the right to practise
practiseand accepts explicitly or implicitly the ethics of his profession.
the state undertakes to guarantee his rights as a physician.

The first, which is guaranteed by statute, is the right to
protection from unauthorised practitioners. The Medical Act 1956
enables the public to distinguish between qualified and unqualified
unqualifiedpractitioners by prescribing penalties for the unlawful use
of certain recognised titles such as doctor of medicine.

The second right the state guarantees the doctor is protection
protectionfrom improper interference, direct or indirect, either with
his right to practise or with his professional relationship with
his patients. At times, however, the state itself interferes with
the doctor’s professional relationship. for example. when a court
orders a doctor to divulge in public details confided to him in
his surgery and which the patient does not wish to be disclosed.

ished with kind permission Three years ago, the Law Reform Committee “did not consider
that doctors should be given the statutory right to refuse to

r the author and the Medical answer in civil proceedings questions which might violate the
rnce Union, London. Hippocratic Oath”(l). Some years earlier. Lord Dawson had
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lamented Iawyers tendencies to think that the
vindication of the Law is always the supreme
interest of the state’S. whereas. in reality, occasions
occasionsoccur on which other considerations

properly overide those of the Law”(2).

The Doclor's Rekatuibship with his Patient

When the doctor accepts a patient he
agrees to furnish professional services and to
use diligence and skill in effecting a cure. This
duty of care is generally held to be independent
of the existence of a contract. the law of torts
stating that

one who enters on the doing of anything
attended with risk to the persons or property
propertyof others is held answerable for the
use of a certain measure of caution to
guard against that risk”(3).

However, unless there is “indolence or carelessness”
carelessness”or “gross ignorance and unskillfulness”(4)
the doctor is not held responsible for unforeseen
unforeseenoutcomes of his efforts to cure his patients.
He pledges the use of his knowledge and skill
but does not guarantee a cure. Thus, he has
the right to “immunity from responsibility for
equal consequences”.

In general in Britain a doctor legally has
the right to refuse to examine, treat or aid a

stranger, whether in an emergency such as a
road accident or elsewhere(5). This is not the
case for a general practitioner working under
the National Health Service. He is “under an

obligation to visit a person in an emergency
even though that person is not registered either
with himself or one of his partners. provided
that the person’s own doctor or deputy is not
available”(6). Similarly, the Health Service general
generalpractitioner does not have the right to refuse
refuseto take on his list a patient allotted by his
Executive Council if that patient has been unable
unableto gain acceptance from another doctor
in the area.

In France a greater degree of public responsibility

responsibilityis expected of the doctor. Under the
Code de Déontologie it is the doctor’s duty to
render assistance tO any person in an emergency
on pain of a prison sentence or a heavy fine(7).

The doctor has the right to withdraw from
a case if he wishes, but only providing he makes
other arrangements for the care of the patient
and his withdrawal does not adversely affect
the patient’s health and well-being(8).

As spelled out in the “conscience clause”
of the 1967 Abortion Act, a doctor has the right
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to refuse to participate in treatment which
objects to on grounds of conscience. But j
is a general practitioner he apparently is
entitled to refuse to refer a patient seekjp1
term ination. He must fulfill his obligation
provide treatment for any patient on his
Health Service list and to refer her to j
pital if necessary; alternatively, he may arra
for a competent deputy to take responsib
for the patient(9).

The Rights of a Patient

The moral claims that patients have in
doctor-patient relationship will noW be dIsc

The Right to Secrecy

The patien(s right to expect that perso
details given to his doctor will be regarded
confidential has already been touched on. Ill
fundamental to the therapeutic relationship th
patients should not feel inhibited in talkingt
their doctor or revealing symptoms. Though on
occasions the Law may override the right to
secrecy. it has not been slow in condemnh
doctors who allow persons other than official
bodies access to professional secrets. In the
Kitson v. Playfair libel case, £ 12,000 was
awarded against a doctor who discussed with
relatives the adventures of his sister-in-law whoe
he had attended for an alleged abortion duri
the lengthy absence abroad of her husband.As

Simpson has commented. “whatever the pros
priety of his feelings, (he) paid heavily for

observing the strict professional secrecy his si
ter-in-law had a right to expect from him”(1

The Right to Protection from Negligent
Treatment

A patient may also anticipate the
support where his doctor has failed to exerci
the degree of skill and care that is reasonaN
demanded by the circumstances, i.e. where tlq
docto(s cobduct has been negligent.

If, as some say. patients experience excc
sive difficulty in establishing claims of negIigCfl
then there is a risk that this important right rn
in practice be undermined. This was the v1

expressed by the consultant surgeon who wrm
to the Observer in November 1969 following 0
article describing a father’s vain attempt to IN

stigate an investigation into the circumstancesd
his son’s death(l 1). An anaesthetist had fdd
to attach correctly the oxygen inlet to a ventiti

ing machine and did not notice his mistake4



letter read:
.bWhenever it is possible to do so,

liability is denied . . . Often, a patient
attempts to obtain jUStiCe in the law

courts. He finds, to his cost, that in
order to establish his claim he needs

powerful medical testimony. This is

practically never forthcoming, and even
if he gets such support he will only
too likely find his cxpert’ confronted

by one equally eminent who will

solemnly swear that the tragedy in

question. though rare, and much deprecated

deprecatedby all concerned, is nevertheless
neverthelessa recognised risk.”

the 1880’s. when the medical profession

begsto organise itself in order to protect its

meriersfrom slander and litigation, it appears
thaI’ttacks on medical practitioners were in—

creIe in number . . . and many prosecutions,
ori.ats of them, were animated by malice or

bal n frivolous pretexts”( 12). Solidarity within
thmfession and financial support to those with

le expenses, though enthusiastic, was until
ha ntirely ad hoc.
• ‘e have already listed as one of the rights

o doctor, the right to immunity from resp

respility for equal consequences. It seems a

p e risk that in organising itself to exercise
tbl ht the profession may become too powen
powen

I seems probable that, as a reply to the
‘er pointed out( 13), the letter overestiman

overestimanhe extent to which this risk had become
rn . The reply denied that all allegations of
ni nce were unsuccessful and that those
I succeeded concerned errors bbtoooutragec
outrageci defend”. Nevertheless, the founding of
al ãents’ Association and the proposals for a
ii a1 Ombudsman indicate that the public

iiely fear that the profession may become
ii ilable.

I Right to Refuse Treatment

The intentional interference with another
•tn without legal justification amounts to as•
as• As a legal principle in medicine, this

neej summed up as follows:
Every human being of adult years and

• ound mind has a right to determine what
• hall be done with his own body. and a
• surgeon who performs an operation with1
with1)Out the patient’s consent commits an as•
as•sauIt for which he is liable in damages.

This is true except in cases of emergency
where the patient is unconscious and where
it is necessary to operate before consent
can he ohtained( 14).
In particular, patients with religious he—

liefs concerning certain therapies are entitled to

respect for their beliefs. The doctor is not justified
justifiedin transfusing a member of the Jehovah
Witnesses or the child of a member without first

obtaining consent, though in cases where a
child’s life is at stakr and where attempts have
been made to persuade the parents. a blood
transfusion without parental consent would probahly
probahlyhe held to he justifiable(15).

The Rights of Psychiatric Patients

It has been held by some that man’s most
fundamental right is the right to freedom from
interference, implying that no one should he
coerced, even for his own good.

The insane and the subnormal are persons
to whom this principle is not applied. Therefore
there exist, in this country at least, certain safeguards

safeguardsto protect the remaining rights which
these persons possess and to protect “normal”

people from being deprived of their rights by
being classed as subnormal or psychiatrically ill.

The Mental Health Act 1959 and Mental
Health (Scotland) Act 1960 lay down a
mechanism via which patients compulsorily admitted
admittedto hospital or their relatives may appeal
against their detention. Provision is also made
for protecting patients’ property and in Scotland,
Scotland,an independent body. The Mental Welfare
Commission investigates allegations of ill treatment
treatmentand deficiencies in care and treatment in

psychiatric hospitals.

The Right to be Told

Sometimes actions for negligence are

brought against doctors because they have failed
failedto disclose some matter to the patient or
failed to give sufficient explanation to him of
his condition or of the advantages and disadvantages

disadvantagesof alternative forms of treatment.
Lord Nathan has presented a series of such

cases and concludes that, from the legal point
of view, when a patient does not wish to place
himself unreservedly in the hands of his doctors
doctorshe has a right to have his questions answered
answeredfully and accurately. In certain circumstances,
circumstances,however, the doctor appears to be entitled
entitledto withhold information or even give
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false answers provided that he is bacting genuinely
genuinelyin the interests of the patient as he sees
them”( 16).

A frequent dilemma is in deciding whether
to tell a patient with a fatal condition the nature
natureof his disease. Most doctors bear in mind
how far his patients needs to set business affairs
affairsin order. But it is usual for doctors, while
not denying in principle that a person has a

right to be told if he is dying, to argue that
for all but a small minority of stable” individuals,
individuals, it is seldom best for the mental state
of the patient for him to be told the truth.

In fact, there seems to be no evidence apart
from the anecdotal kind that patients either prefer
prefernot to be told or. except in the immediate
moment of realisation, react in a distressed way
to being told, providing that they are assured of
comfort and support. It is ironical that when
doctors or lay people are questioned both groups
alike tend to state that if they had advanced cancer
cancerthey would prefer to be told and yet recoin-
mend that others with similar conditions should
not be told. However, it is now being documented
that a sizeable majority of patients with advanced
advancedcancer in hospitals where it is the policy for

patients to be told their diagnosis think that
cancer patients should know the truth. As well
as helping them to understand their illness and

providing some peace of mind, the knowledge is
said to help them plan their further medical care.
their religious and their family life (17).

The defence organisations are unlikely to he
faced with allegations against doctors who have
withheld knowledge from the dying. Dying
patients do not sue and in most situations the
doctor ‘covers’ himself with respect to the relatives
relativesby informing them of the prognosis.

It is a man’s final dignity to be able to face
death with understanding and some serenity. This
is hardly possible in an atmosphere of deception
and simulation. Doctors experience anxiety in

discussing dying with their patients and often feel

ill-prepared to give emotional support to dying
patients. It is tragic that their understandable
limitations receive ratification from false assumptions
assumptionsand are reinforced by their early training
in hospital. It may be that doctors do not have
the right to withhold this knowledge from their

patients.

The Ringht to Decide One's Own Death

There are situations in which the doctor
must decide whether or not to comply with his
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patient’s expressed wish to die. This re
challenges the doctor’s most fundamental
to preserve life. In discussing the patient’s riit seems important to raise some of the j
in suicide and in voluntary euthanasia.

For some doctors, including for
exammembers of the Catholic faith, suicide is

because it violates the natural law. The
mainder of the profession seem to ration
their denial of the patient’s right to co
suicide by a tautologous argument: no man
his right mind would wish to kill himself. thett.
fore the suicidal person is mentally ill; if he
mentally ill his reasoning is not normal theref
he does not really want to commit suicide.

Of course, many suicidal persons
symptoms of psychiatric illness or can be se
to he reacting to temporary external stress.Ba
this is not to assert that no man has the rightj
decide to commit suicide.

There is also a social argument why an.j
dividual does not have the right to comij
suicide. namely that the act is too disturbing a
disrupting for society: it allows people to opt
of their responsibilities, it causes distress to t
immediate social nexus the suicide leaves behiii
and it reminds that community of its failure I

support its weaker members. However the d
tor must not be over concerned with the requim
ments of society. His duty, according to his oath
is to his natient. The dilemma is rather whetb
his obligation to preserve human life overrid
the loyalty he owes to his patient as an
dividual. In general, it seems that doctors thiE

it does.
Similar problems arise over whether anI

dividual has the right to request euthanasia. Tl

arguments are numerous, depend on metaph
sical viewpoints and cannot be discussed in ti

space available. Legislation permitting volunta$
euthanasia in Britain seems unlikely to be p&4
ed, partly for religious reasons and partly IL
cause of the practical difficulties in ensurl

against abuse. However, for doctors, it is P1
sibly less important to debate whether a s
man has the right to request euthanasia than

ponder why he should ever in fact feel in n

of it. Hinton has reminded us:
“It seems a terrible indictment that the mi

argument for euthanasia is that many sul

unduly because there is lack of preparat!
and provision for the total care of

dying.”(l 8)



j ht of the Doctor to Make Decisions
eath

seems appropriate that the final section

of essay should concern the ultimate con:,‘

con:,‘of the relationship between doctor and
the doctor’s role in making decisions

a ife and death. For centuries, obstetricians

a Hir forebears have taken upon themselves

t ision flot to resuscitate deformed neon—

a Recently, however, new kinds of power
ov :aelives of patients have become available,

in iicular with the advent of artificial means

of 1acing the functions of the vital organs.
V ting machines and haemodialysis are

neieless in limited supply and although
medical considerations play the largest

n allocating facilities, value judgements
h o be made.

“he confusing issues of resuscitation and

tug off the machine” have drawn special
on to the doctor’s role in making decisions
life and death. Emotive discussion of heart

ilantation has caused the public to lose some
trust in doctors and to challenge their right

ide, for example, that even though a per-
heart is functioning that person can be

ed as dead if his brain is diagnosed to be

‘ersibly damaged”. Professor Calne in his
it book seems to argue that doctors should
itrusted with these decisions on the grounds
thesedecisions are analogous to others they
in their allotted profession:

“When a surgeon advises a routine opera:tion,
opera:tion,the patient trusts him to have made a
correct decision and to operate skilfully to
the best of his ability.
Exactly the same trust is involved in the
care of the dying, diagnosis of death and organ

organremoval”( 19)
The analogy does not seem completely

fi. For one thing, the patient who has underan
underanoperation can appeal if he feels his

:ment has been unethical, just as can the man
has been sentenced, in his view unjustly, to

imprisonment. However, the patient, and the
ner, who have received a death sentence

comparatively little time if any to demand
cond hearing. It is worth noting that our
ety, in deciding to abolish hanging, has
udiated its right to decide whether an indual
indualshould live or die.

This discussion seems far removed from

practicalities. We may or may not hold that the
doctor has the right to decide whether a patient
should be offered, or continue to be supported by,
certain expensive life-saving procedures. However,
even if society sets up legal mechanisms and safeguards,

safeguards,the prime responsibility will in practice
lie with doctors. Also, the public alarm over
heart transplantation may have been less about
whether doctors have the right to transfer a

living heart from one body to another than about
the motives of doctors involved in this work. If
it is suspected that personal ambition, professional
professionalacclaim or other selfish motive have displaced

displacedthe doctor’s obligation to his code of
ethics, his very right to practise medicine is in
doubt. The right to be a doctor is forfeit whenever
wheneverindifference towards a patient dislodges
cornpassion.
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Message from the Chairman

It has been my greatest pleasure to write a few words in this issue

of tile Elixir to a/I the members’ of the Medical Society, serving as a

channel to promote better understandingamong us.

With tile intake of 150 medical studenis ihis year the Society has

been better equipped wit/i mnanposi’erwhich mnusthe directed towards

fostering a spirit of comradeship and professional unity aniongst our

members.

1 have always been objecting to tile idea that the pressureof academic

work is too heavy for medical students to participate in oilier activities.

The actual problem is towards which field our extra eflort must he devoted.

Tile medical training we are receiving now better enables us to help in

iniprOving the local health situations. The health project last ear was a

sign to show that medical students were getting out of the ivory tmi’er and

were doing something beneficial to the community. This spirit that begins

to emerge needsto he encouragedamidit is towards this aim that the Society

imioves.

It is time for us as students to show our concern towards the coin—

mnunityand our willingnessto offer the best of our ability to serve the public.

public.I would like to emphasize this: Let us try to make our 5—yearstay in

the university a memorable, worthwhile and meaningful one. Once gone. it

will never return again.

Wan Ho Yue

January 1971
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—the tablet that started

the psychiatric revolution

in 1954, derives its name

from an early worker’s description

description of chiorpromazine’s

LARGe variety of ACTIons.

Of fundamental importance throughout

the world, LARGACTIL has achieved

success in the treatment of major and

minor psychoses; neuroses; behaviour

disorders; senile dementia; alcoholism;

chorea; spastic states; nausea; vomiting;

hiccough; obstetrics; analgesic

potentiation; anaesthesia; terminal pain;

pruritus; hyperpyrexia.

Alone, or as an adjuvant.

Are you making FULL use

of Largactil?

Full information is available on request.
An M&B brand Medical Product.

MAY & BAKER LTD

“ Dagen ham Essex RM10 7XS

‘Largactil’ is a trade mark of May & Baker Ltd for its preparations
of chiorpromazifle.



HONG KONG UNIJ’ERSITY MEIJIC4L SOCIETY

ANNUAL GENERAL REPORT-li9-70

The session 1969-1970 of the Medical Society began on October 28, 1969 and ended on

N’niber 164 1970. The following were the office-hearers:
Chairman : Mr. Stephen Ng
General Secretary : Mr. Ambrose Ng
External Affairs Secretary: Mr. Wong Shou Pang
Financial Secretary : Mr. Vincent Leung
Social Secretary : Miss Grace Tang
Sports Secretary : Mr. Wong Chun Chung
Internal Affairs Secretary : Mr. Andrew Ho

During the session, one Extraordinary General Meeting, 6 Council Meetings and 4 EmerCouncil

Meetings were held.

Broadly reviewing the traditional activities of the society, all were being carried out with the

ption of two functions. The Medic Ball netted $4000 plus to add to the Elixir Loan Fund.

Omega Rose Bowl was retained by the society. The Presidential Address, the Medic Nite and
Medic Barbecue were all held with success. The Elixir and the Caduceus were published

&ilarly. The launch picnic was cancelled owing to poor response. The interclass debate was
celled because of low attendence last year.

New activities and developments were considerable. The most remarkable of these was the
ension into the field of Community Health Care by the setting un of a Standing Committee on

:alth and the launching of a Blood Donation Publicity Week in conjunction with the HKFS. The
nstitution was revised at an Extraordinary General Meeting. A TV set was purchased by the society
.1 installed in the Residential Common Room in Medical Students’ Centre. The society also took
-rr in the Union Carnival and the 2nd University Open Day.

Despite these and other achievements, it must he stressed that newer ways and means must
devised in order to deal with the various new problems that will likely arise with the expanding

:ulty and the extending Medical Students’ Centre.

The following is a summary of the events during the past year:

IUDENT WELFARE:

Faculty-Student Relationship: The Dean’s Undergrad Committee continued to serve as an effective
channel for students to discuss and to suggest solutions on problems concerning students’

welfare. Students were represented in the Faculty Appeals Committee and the Medical Library
Committee.

Elixir Loan Fund: This year $8300 were loaned to 7 medical students.
$1500 each to 3 students.
$1000 each to 3 students.
$ 800 to one student.

Canteen & Co-op:
The canteen contract was renewed. It offered food to students at the same price as before

in spite of the generalised inflation in Hong Kong. The co-op were stocked with various items
of stationary, society souvenirs for sale to the society members. The society also provided ties
and car badges for sale to its members.
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4. Medical Fraternity Committee:
The committee organised a series of activities with the aims of promoting the be

understanding of the freshmen on the society affairs and of providing help to them in
studies. Among the functions were a picnic, a sale of old books, skeletons and microsctUnder the Fraternity scheme, 3 to 4 first year students were assigned under the guidance of
third or fourth year medical students.

SOCIAL ACTIVITIES:

1. Medic Barbecue: The BBQ was held on 8th December. 1969 in the University Sports Cent
It was attended by over 100 members and over 25 staff. The traditional singing competitkj
highlighted the evening. The championship was won by the final year class. The evening co
cluded in the presentation of souvenirs to the Past President-Professor Gibson, Past Vice-P
sident-Dr. Leong, Past Hon. Treasurer-Dr. Langenberg: and the Past Associate Member
Representative-Dr. Frank Cheng.

2. Christmas Carolling: Two carollings were organised, one on 19th December, 1969 to Granthaj
Hospital and another on 23rd December, 1969 to Sandy Bay Children’s Convalescent Hoj
Donations were collected from the society members to buy gifts for the children.

3. Union Carnival: The medical society took part in the Carnival on 13th December. 1969.
stall was set up in the fair in the University Sports Centre and the second prize was
in decoration.

4. Medic-Arts Get-Together: The social gathering was held in January 1970 in the Media
Students’ Canteen. There was an overwhelming attendance by our society members.

5. Medic Ball: The annual ball was held on 6th June. 1970 in the Mandarin Hotel with all t

profits going to the Elixir Loan Fund. Around 100 couples attended the function. A sum
around $4000 was netted for the Elixir Loan Fund.

6. Launch Picnic: The annual picnic sheduled on 18th September. 1970 was cancelled because

poor response.

7. Medic Nite: The light drama competition was won by the final year class (70-71). Then spo
awards were presented. Mr. York Chow was awarded the title Snortsman of the Year (69-7L
Medical Society. The Braga Cup was presented to the 4th year class for the interciass cbai

pionship.

8. 2nd University Open Day: The Medical Society participated in the Union Open Day
November 7, 1970. The program consisted of a guided tour, an exhibition on Physiology1
exhibition on Biochemistry and an exhibition on Medical students’ life and the extension of ti

Medical Students’ Centre.

SPORTS:

1. Interfaculty competition: The medical society again proved supreme in the field of sports
retaining the Omega Rose Bowl — symbol of interfaculty championship. Out of 10 kinds

games, our teams managed to secure 6 championships and one runners-up.
CHAMPIONS : Lacrosse, Lawn tennis, Squash, Badminton. Hockey and Softball.
RUNNERS-UP: Table-tennis.

2. Sports Awards (69-70): Our society members won many highest sports awards of the Universi

Sportsman of the year : Mr. James Hwang — 4th year.

Sportswoman of the year : Miss Therese Chan — 4th year.

University Colour (Badminton) : Mr. York Chow — 5th year.

University Colour (Lacrosse) : Mr. Wong Chun Kuen — Graduate Class ‘69-70.

3. Interclass Competition: After a series of matches in 9 kinds of Men’s games and 3 kiids
Women’s games, 4th year emerged as the overall champion.
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II III IV V
en: Badminton: 2nd 1st

Basketball: 1st 2nd
Lacrosse: 2nd 1st
Hockey: 2nd 1st
Soccer: 2nd 1st

Squash: 2nd 1st
Table Tennis: 2nd 1st
Tug-of-War: 1st 2nd

Volley: 1st 2nd

/ornen: Badminton: 1st 2nd
Netball: 2nd 1st
Table Tennis: 2nd 1st

4EMIC & CULTURAL ACTIVITIES:

III ‘residential Address: Professor C.T. Huang delivered an address Pet, pest & pestilence —

infections transmitted from dog to man’ as President of the Society ofl May 28, 1970 in the

°hysiology Lecture Theatre. Light refreshments and a group photo were taken before the
tddress. At the occasion, souvenirs were presented to the staffs who were leaving the faculty
.oon.

I [alk: A talk on Doctor-Patient Relationship was arranged by the Medical Fraternity Committee

-. cn January 30, 1970. The speakers were Professor Field. Dr. Todd and Dr. Paul Yue.

IJebates:
IJebates: Three first year students represented the Medical Society in the interfaculty debate
:ompetition and managed to capture the Runners-up.

I ERNAL RELATIONS:

4sian Regional Medical Students’ Association:
a) Close liaison was maintained by the External Affairs Secretary with the Association.
b) Asian Students’ Conference: Two of our members represented the ARMSA to observe at

the Conference held in August, 1970 in Chung Chi College.
) The society decided to send one delegate and one observer to the 5th General Assembly

which would be held in 1971 in Australia.
(Visitors: In March, 1970, our society was visited by a delegation of students from University
of Malaya.

In April, 1970, a group of Malaysian medical students visited Hong Kong and was
entertained by our society members.

J.LICATIONS:

Elixir: 2 issues of the society magazine were published with all the proceeds going to the
Elixir Loan Fund.
Visitors: In March, 1970, our society was visited by a delegation of students from the University
practitioners and medical schools abroad.

4MUNITY HEALTH PROJECTS:

Standing Committee on Health: On May 6, 1970, a Health Officer and an Assistant Health
Officer were elected to the Standing Committee on Health with the aim of promoting medical
students’ consciousness in society health problems.
Blood Donation Publicity Week: From May 9-13, 1970 in conjunction with the HKFS, a
Blood Donation Publicity Week was held with the aims of improving the public’s knowledge
on blood and also blood donation. The program included an exhibition on the knowledge
of blood, a poster competition, talks and film shows in various secondary schools and a TV
talk on the knowledge of blood.

To conclude, the Hong Kong University Medical Society is very much indebted to Professor
Huang, Dr. K.H. Lee, Dr. Paul Yue, Dr. L.K. Ding and the Dean of Faculty, Professor

radzean for their kind support throughout the year.
Sd. Ambrose Ng

frember 16, 1970. General Secretary
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ET1NELt’ 1diti

ta: conception of a university in Hong Kong, modelled on a British university, to serve the

a:ning China of the early 20th Century had long been in the mind of Sir Frederick Lugard
ii Lord Lugard of Abinger) Governor of Hong Kong. 1907-1912, whose handsome but somew

J: austere-looking bust stands justly guarding the entrance hail of the University library. His

vi :ary university was only brought a step nearer reality by the generous pecuniary donation of

fr’ater Sir Horrnusjee) Mody. Even so, it took Lugard much negotiation to remove the obstacle

bi. home. Finally, however the Colonial Office consented to the idea; and the foundation stone

University of Hong Kong was laid on March, 16, 1910. The University Main Building was
on March, 11, 1912. The University Arms were granted by Letters Patent on May, 13, 1913.

The Arms of the University of Hong Kong are probably more familiar to most undergr
.ates than the history of the University; but few perhaps know little more than how they look.

A I often hear the Arms of the University being erroneously spoken of as the badge or, less freqi

:ly, but just as wrongly, the crest of the University. Whif’e it would be impossible in an article
o is nature to dwell at length in the distinction between arms and badge and crest, let it suffice

to say that arms, badge and crest are three entirely different things. So the familiar badge of
. university students is in fact the Arms of the University.

The Arms of the University of Hong Kong are blazoned: Per pale Vert and Azure an open
proper bound and edged Or inscribed with Chinese claracters Sable on a chief Gules a lion

nt guardant Or.1 The above blazon is the official description given to the writer by
oIege of Arms; this blazon also appears in a commemorative postcard issued by the Univeron

the occasion of its Golden Jubilee in 1961.

The main component of the University Arms — as are all coats of arms — is the shield,
.h is of the so-called ‘heater-shaped’ variety. The shaoe of the shield is of little significance in

L1dryand is not specified in the blazon; it often varies according to the whim and taste of the

1icular heraldic artist. But this type of heater-shaped shield seems to be most popular, at least
.Jing British heraldists, in the present century. On the shield are various devices which are the
rtant part of the Arms. These devices are called charges in heraldry. An open book and a

lion form the main charges of the University Arms.

The field of the shield on which the various charges appear is divided vertically into two
es: green on the dexter2 half; blue on the sinister3 (blazoned: Per pale Vert and Azure).

Books are often used to symbolize learning and.knowledge. It is, there-
only natural to find books being used as charges in the arms of schools

universities. The Arms of Oxford University, which dates back to the
fifteenth century, have an open book is the main charge (Azure bewi

bewithree open crowns Or an open book proper leathered Gules garnishP
garnishPmd having on the dexter side seven seals Gold and inscribed with the

XIs [)ominus Illurninatlo Mea). (fig. 2) A book also figures in the arms
the universities of Cambridge, London. Leeds and Liverpool.

ollege of Arms Record: Gts LXXXII/164
Light side from the point of view of the bearer of th2 arms
,.eft side from the point of view of the bearer of the arms Fig. 2 Armsof OxfordUniversity
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and, probably, many others. The Arms of the University of Hong Kong is no exception. PIac
centrally on the divided field of the University Arms is an open book, which is bound in gold Wjt
its leaves also edged in gold (blazoned: bound and edged Or). Upon its open pages are inscrjbe
in black four Chinese characters: ming-te ke-wu (,fi 4-44) written in li-shu (4-), which s a
style of script in vogue during the Han Dynasty. The two characters ming-te (NY]) used in theUni..
versity Arms have often brought comment, being of somewhat unusual form. There is a numbei
of variant forms in this style for the two characters; the forms used, according to the Universj1
authorities, are taken from some of the most highly-regarded Han inscriptions.

Fig. 3
RoyalArmsof

England

Fig. 4
Armsof

ir Frederick
Treves

TRE V ES

The four characters in the University Arms are a combination of two phrases from the Coi
fucian classic The Great Learning (*); they may be translated thus: ming-te — bright virtue
ke-wu — the investigation of things. These two phrases come close in meaning to the Latin mottc

Occupying the upper third of the shield is the red chief, which is what is known in heraldr
as an ordinary, regarded also as a charge placed oW the shield. It is important to stress the wor
on’ because in heraldry there is the so-called Rule of Tinctures which maintains that a colour (rec
(red, blue, green, purole and black) cannot be placed on a colour, nor a metal (gold or yeIlo’
silver or white) on a metal. Since the tinctures of the field of the University Arms are two colours
viz, green and blue, and that of the chief also a colour, viz, red, obviously the Rule of Tincture
is violated in this case. But why is the Rule deliverately violated? The answer perhaps canl
sought from the lion on the chief.

Almost occupying the whole area of the red chief is a gold lion. The lion, unlike mart
heraldic animals — such as the unicorn, the phoenix, the griffin — which are mostly mythical.
known in natural history. It is regarded as the king of animals and is known for its ferocity ai

prowess. Ever since the advent of heraldry the lion had been adopted as a regal symbol, befittirr
of only kings and queens. Today the lion is still to be found in the arms of the Royal Families o
Great Britain, Norway, Denmark, Sweden and Belgium. The lion appearing in the University Arni
is described as a lion passant guardant. A lion passant means a walking lion; it is by conventicr

walking toward the dexter side, with its right forepaw raised, and the tail curved over the bac’
Guardant describes the position of its head and means ‘with its face turned to face the front, that
the spectator.’ A gold lion in heraldry conventionally has its tongue and claws coloured red. Bi
when a gold lion appears on a red field it is painted with blue tongue and claws (described, the:
as langued and armed Azure), as in the University Arms. Any other representations of a gold lic’
on a red field are, strictly speaking, incorrect.

But, what makes the gold lion of the University Arms interesting is that it happens to lie o

a red chief. Such a lion passant guardant Or on a red field is what may be called a ‘lion of En.i
land’ since the English Royal Arms3 first used by King Richard I in 1195 in his Second Great Se

and still retained in the first and fourth quarters of the present British Royal Arms, consist of thro
such lions (Gules three lions passant guardant in pale Or). (fig. 3) It is therefore tempting to su’,
2est that the red chief with the gold lion in this case is meant to denote Royal patronage of til

University of Hong Kong, of which Her Majesty is the Patron. That, besides, will also explain wH

‘red’ is used, in contravention of the Rule of Tinctures, as the colour of the chief. In fact, a



imgIand in chief (that is, the same chief as that of the University Arms) was granted as an aug1
ation 0’ honour (fig. 4) to Sir Frederick Treves, Bt., Surgeon to King Edward VII (and who

irnernhered today for an operation named after him — Treves’ operation), to signify the deep
iure of the King. A red chief with a lion passant guardant Or also figures in the Arms of the

of Canterbury. alluding to its situation on what was once crown land. We have seen, then, that

a i.n passant guardant Or on a red chief is often used to symbolize a connexion with the crown or
onarch. However, the College of Arms was unable to confirm this theory of the writer. But.

a’,, why has a lion passant guardant Or — of all charges — been chosen for the University Arms?
i not, say, a red lion on a gold chief’! That would also leave the Rule of Tinctures unviolated.

c id it he merely for aesthetical reasons that a chief of England was incidentally adopted in the

).,iIersity
Arms? The exact reason probably will always remain unknown since the reason for

csing the charges is not stated in the grant of Arms. But, then, one can always conjecture too!

The motto of the University is: Sapientia et Virtus. It is borne on a scroll placed beneath
shield. Sapientia is the Latin for discernment and wisdom. Virtus is a distinctly Roman qualiIs
which. like so many other Roman qualities such as constantia, gravitas, severitas etc., is not

rtlily translatable into English without suffering some diminution of its rich meaning. We may
t. virtus to embrace manhood, integrity, valour, courage, heroism and virtue. So, if I must make

iirnple word-for-word translation of the University motto, I will, at the risk of being derided by
8 knowledgeable, but it as: Wisdom and Virtue. It may interest the readers to know that the
TflO originally used by the University was a much more ambitious and less introspective one: Light

he Orient.4 A Latin version of somewhat similar aspiration — Lumen ex Oriente — in fact was
d as the motto of Lugard Hall prior to its amalgamation into the Old Halls.

To conclude this study of the University Arms it may be worth mentioning that the UniverArms

probably created heraldic precedent by having as charges four Chinese characters, which.
all likelihood, were unknown to European armory before. Thus in the University Arms we see
art of Chinese calligraphy so harmoniously blended with the European art and science of herry.

Perhaps nowhere else can one see the confluence of two great Cultures so eloquently symbod.
It only remains for this University to live up to this aspiration.

T

_ugard: The Years of Authority, Vol. II P. 371, by M. F. Perham

“Mrs.Spencer,nursetellsmeyouhavea
HomeMedicalBookconcealedheresomewhere!”
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Deqth of A Dreqm

Clement Ho

Somewhere

last night
in the wilderness of the city
There was
a funeral march down the road
And I was there

My crying was
the muted music of the funeral band
And my many shadows
the long trail of bereavement
the whole procession was me

Something beautiful
had gently passed away
A dream of the highest order
died a victim of circumstances
And a scapegoat of a thousand wrongs
I was the executioner
Yes I pained so much
As I walked it to its burial
Grieve not for it’s now dead
be content for it once had lived
After a flower withers
A flower grows again
when the next season comes
So this beautiful dream of mine

though now lost forever
Will be conceived
and be reborn

in other forms

Someday
At this sorrowful moment
of mourning in my life

I only knew

I must bear the hurt

And through these misty eyes
I’ll look
into the eternal depth
of the ocean
in the sky.
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A HOUSEOFFICER 'S

REFLECTION

hu Uictor (io1i

It is now some 4 months after we have received the good news of the MB BS Final results,
: most if not all of us are well settled in our newest venture, or shall I say adventure — that

House Officer’s post in a hospital. Did I say well’ settled? Let me qualify it further.

Graduation found all of us jubilant at the completion of a milestone, the first major step
.;ur career. We were of course very excited about the forthcoming experiences of being able to
me some responsibility, be it big or small, on our own. Most of us were on our jobs well
ire the 1st of July (whether this was wholly on account of enthusiasm is beside the point).
‘way Enthusiasm soon gave way to Frustration as we became caught up in the hustle and bustle
fie everyday ward routine — there were various different kinds of forms to be filled for sending
stigation material to the laboratory. In those early days, wrong forms were inevitably used now

again and we had the ‘pleasure’ of receiving notification from the laboratory technicians of our
:ake. Notifications were at least better than having the specimens sent back altogether. Then
e were always the various ‘unavoidable’ mishaps involving specimen bottles on the way to the

1oratory, which testified strongly to the need for achieving close co-operation with all members

he staff — it is surprising how a round of drinks satisfies not only thirst but a lot of other
besides.

I must not forget to mention the practical difficulties of Venepuncture which are immensely
[I iravated by blunt, over re-used needles and fat, chubby individuals with tons of subcutaneous fat

curing the view; and God help you if you’re not successful at the first attempt, because your
itement will usually cause a second failure besides having to endure the cursing and muttering
the individual concerned-usually a fat sow at that!

Then comes the Night Calls. I never knew the joy, the utter bliss, of undisturbed sleep
now, and if this isn’t the cure for Insomnia, I don’t know what is!

Perhaps the most difficult job of all is having to inform a patient’s relatives that there is no
e of recovery, or worse still, of having to break the bad news itself to them. There is always
sense of guilt that you haven’t done enough, and after you have said the crucial few words, how
i wish you had a truck load of Tissue Paper on hand to quell the ensuing deluge.

A very strange experience is to meet members of the older generation, and to have them call
u bdoctor now, whereas you were probably known by some much more juvenile term previously.
fact, it is much better to try and avoid bumping into some well meaning relative than to have

r spill your usual nickname unintentionally. Come to think of it, things haven’t really changed
that much since graduation, have they?
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Expriencs Thoughts
of A

Radbtherapist

— A GRAflUATE,

My first impression when I joined radiotherapy

radiotherapywas that everything was gloomy. All
the ptaients seemed in very low spirits, as

though they were just waiting to die.

The impression has changed quite a lot

during my few months’ practice.

All the inpatients suffer from malignant diseases,
diseases,with the exception of a few cases of thyrotoxicosis,
thyrotoxicosis,the commonest being nasopharyngealcarcinoma,
nasopharyngealcarcinoma,carcinoma of the cervix in the second

position. The rest include carcinoma of larynx.
lung, and oesophagus, leukaemia, melanoma, and
so on. The patients are admitted when they are
in poor general condition or when their treatment
treatmenthas to be under close observation. Those
in good general condition are treated as outpatients.
outpatients.

At first I found it hard to believe that at
least about half of the patients do not live the
impression that they are suffering from a malignant
malignantdisease. For instance, some of the patients
coming back for follow-ups are gay. and leading
normal lives, free from all their initial sufferings,
sufferings,having no complaint whatsoever, and say
that they have returned only because they were
told to do so. Of course, these are the luckier
ones who are considered to be cured.

But, for another group, the treatment offered
offeredis mainly palliative. These include secondary
metastases causing a lot of pain; secondary enlargement

enlargementof lymph nodes, secondaries to skin.
dyspnoea in ca larynx and ca lung, dysphagia in
ca oesophagus. All these cases are referred to us
as inoperable, but, no one can ever say for sure
how much longer they have to stay in the world.

Radiotherapy and chemotherapy can offer quite
a lot by way of palliation with minimal trouble
to the patient. The bone pains may subside corn-

pletely: lymph nodes shrink to normal size:
ulcerative areas stop bleeding. swallowing
longer leads to pain or to an obstructive sensa..
tion; and the whole lung may respond andi
dyspnoeas disappear.

These patients are full of gratitude. hope
and the determination to live, realizing thata
sciences progresses everyday, every tomorroi
holds a new future.

The third group are those undergoing theit
first course of curative treatment. Since they ar
not yet sure of their future, they are alwayswor
ned at the beginning, but, as treatment continues
they feel better and their suffering is relieved
Confidence and hope grow every time they
come to see us. In fact, I have the sani,:

feeling inside and pray that my efforts may no
he in vain.

Of course, there is also the group of ter
minal cases that are nearing the end of theii.
lives in a matter of days. For these all we cai
do is to give them heavy sedation and stronr

analgesia to relieve their suffering.

And it is this last group that draws the be

out of a doctor, the best of his loyalty to thu

patient and to the Hippocratic Oath. It canno
be overstressed that a patient with a malignar
disease in his terminal stage deserves just E

much attention as a patient that offers extremil

ly good prognosis. My acquaintance with this dii

partment has prompted me to end my short stol

with a quotation from the Hippocratic Oath.

I will give no deadly medicines

anyone if asked. nor suggest any sU

counsel . . . with purity and with holine

1 will pass my life and practise flT’

Art...
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THE TRAINING AND EXPERiENCE

OF THE A NA ES THE TIS TS

by Z. Lett, M.D., F. F.A. R.C.S. Eng.) & (Ire.), D.A.

Although the well trained anaesthetists by
e of their knowledge, skill and experience

I for some aspects of their work, he very
ally engaged outside the operating theatres,
e mentioned later), it is mainly in the opng

opngtheatres that the major part of their
ssional duties will he carried out. The main

ct of anaesthesia is to render surgical proces
proces(operations and investigations) free from

and safe (for the patient and also all the

iding staff). It would be beyond the scope
his article to go into a detailed description
Darn. Suffice it to say that pain at best is a

4 ‘ unpleasant sensation that, in the case of
!ical procedures, might well become unsufferThere

unsufferThereare, basically, two ways in which this

i i from surgical interventions can he alleviat4
alleviat4

(i) by the employment of local anaesthetic

drugs. Injection around a nerve — motor
motorand sensory — will abolish temporarily

temporarilyconduction along a nerve
blocked in such a manner, the patient
may remain conscious.

(ii) by the use of drugs acting on the central
centralnervous system (general anaesthesia).

anaesthesia).The patient is rendered unconscious
unconsciousand so oblivious to the pain.

It is a matter of history that anaesthesia was
un in the 1840s, when Dr. W.E. Clark of
ochester,N.Y. gave ether for a dental extracrn
extracrnin 1842 and Dr. Crawford Williamson Long
moved a tumour from the neck of his patient
der ether anaesthesia a couple of months later

Jefferson, Georgia. However, the credit for
:itting anaesthesia on the map is usually attri‘ted
attri‘tedto Dr. William Thomas Green Morton.
nis gentleman administered ether (in the now
Inous “ether dome”) in the Massachussets GenaI
GenaIHospital in Boston on 16th October, 1846

a patient named Gilbert Abbott. The surgeon,

Dr. J.C. Warren was so impressed, as he was

painlessly removing a tumour from the patient’s
jaw, that he exclaimed in amazement ‘Gentlemen,
‘Gentlemen,this is no humbug!”

Originally the only drugs available for the

production of anaesthesia were ether and chloroform
chloroform(introduced by Dr. James Young Simpson
on 4th November, 1847 in Edinburgh). Later
other substances were being introduced until today

todaythe anaesthetists have at their disposal a

variety of drugs acting on a variety of anatomical
anatomicaland physiological levels.

As, from the ealiest days of anaesthesia, it
was the poduction of unconsciousness and the

subsequent care of the unconscious patient that
anaesthetists had to achieve, it was not surprising
surprisingthat they became more expert in their field
than other physicians who by the nature of their
duties look mainly after conscious patients. Unconsciousness
Unconsciousnessof any sort, however (including ordinary

ordinarysleep), may embarass the free airway by
the tongue falling back and the deeper the coma
(anaesthesia) the more danger to the airway.
Furthermore, the risk of inhalation of vomited
or regurgitated stomach contents and/or any
foreign bodies increases during anaesthesia
when the patient’s protective reflexes are depressed.
depressed.It became, therefore, more essential to
secure the freedom of the airway by the passing
of endotracheal tubes. Although the earliest record
recordof this being done in human patients was
in 1878, when Macewen in Glasgow introduced
intratracheal intubation through the mouth, endotracheal
endotrachealintuhation was an art and skill that

only very few acquired, and in those earlier days.
when endotracheal intubation was considered

necessary, it was not uncommon for the E.N.T.

surgeon to be requested to come to the operating
operatingtheatre just to place the tube into position.

This situation persisted till the 1914-1918
World War. During the warfare in France, the
number of casualties, including facio-maxillary
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injuries, was very great. This encouraged two
British anaesthetists, Dr. Ivan Magill (Now Sir
I. Magill of the Magill’s tubes fame) and Dr.
Rowbotham to develop their “blind naso-tracheal
naso-trachealintubation” technique. Even this requires
considerable experience and skill and there were
not too many who became proficient in this.

The introduction of the “muscle relaxants”
by Griffith and Johnson in 1942 in Canada and
later Gray, Halton and Patterson in the U.K., by
producing naralysis, made endotracheal intubation
intubationeasier and all anaesthetists are now taught
and trained to become experts in this field.

Production of generalized paralysis by the
use of these “muscle relaxants” added, however.
a further dimension to the duties and cares of the
anaesthetists — the maintenance of the patient’s
respiration. This was done by ventilating the
patient usually with a mixture of Nitrous Oxide
and Oxygen (although air and ether has also
been successfully used as advocated by Sir Robert
RobertMacintosh) through a cuffed endotracheal
tube, using intermittent positive pressure respiration
respiration(l.P.P.R.) Originally it was the anaesthetists’
anaesthetists’hand that supplied the motive power by
squeezing the reservoir bag on the anaesthetic
machines. Gradually, however, various
mechanical respirators were being introduced for
this purpose, utilizing various physical principles.
By employing mechanical respirators, the anaesthetists
anaesthetistsmay be relieved of the actual physical
or mechanical work of squeezing the bag, but
this has, of course. led to the necessity of brushing
brushingup and mastering their knowledge of physics
(as there are as many as 60-70 models of respirators
respiratorson the market today).

The tendency to operate on the more sick
and elderly patients has also brought with it the
necessity to employ more monitoring equipment
in the operating rooms.

As more numerous and powerful drugs are
being employed even before the patients come
for anaesthesia and surgery, the interaction between
between them and between the drugs (and
methods) used in anaesthesia must be understood
understoodand evaluated and taken into account. A
thorough and extensive knowledge of pharmacology
pharmacologybecomes mandatory. As patients needing
surgical intervention will often be suffering (in
addition to their surgical condition) from one or
more derangements of their systems. ranging
from metabolic conditions, diabetes, to endocrine
endocrinedisorders and obstetrical complications, a

knowledge of these and other numerous conditions

conditionsand diseases is also essential.
Many surgical patients are either in sho

before they come to the operating theatre or ma
develop it during the operation. Here a thoro
working knowledge of fluid replacement and
electrolyte balance and blood gases is impor

For the successful placement of loj
analgesic drugs a good idea of topical anatomyand landmarks is also required.

Training & Qualifications

In the British system of training as anaesthetist
anaesthetistthe medical practitioner starts after becoming
becomingregisterable. There are no house-officer
appointments in anaesthesia. Training is carried
out in all Teaching Hospitals and a numberof
other Hospitals. These latter have to be recognised
recognisedas training hospitals by the Facultyci
Anaesthetists of one of the Royal Colleges.
The highest qualification obtainable in this field
is the Fellowship of the Faculty of Anaesthe.
tists in one of the Royal Colleges (F.F.A.R..
C.S.). There are four Royal Colleges with Faculties
Faculties— England, Ireland, Australia and South
Africa. The examination consists of the Primary
and Final. The Primary comprises Anatomy.
Pharmacology and Physiology. As from 1971.

Physics is likely to replace anatomy as a major
subject in the Primary. The Final F.F.A. cornS

prises Medicine, Surgery. Applied Anatomy and

Radiology, and, of course Anaesthesia in all its
forms and aspects.

As a matter of interest, the Royal College
of Suigeons has recently published the following

followingnotice regarding the Primary F.F.A. exam
examination :—

“In the Primary F.F.A.R.C.S. Examination
there will be one three-hour essay papen
in which candidates will be required kr

answer three questions with a choice ci

one question out of three in each subjeq
of the examination, namely (a) Physiolog
(including the relation of structure to func

tion), (b) Pharmacology, and (c) PhysicS
the principles of Clinical Measurement an

the principles of Clinical Chemistry witl1

special stress upon those general principiCi
which concern anaesthetists.

The multiple-choice question pap
will last for three hours and will cOflSi

of ninety questions covering these thre1

subjects.”
There is also another examination for tbt

Degree of Di’,loma in Anaesthetics (D.A.1
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i:ar hut not quite as extensive and thorough
“ledge will he required as for the Fellow-

With all this training and experience,
c does the sphere of action and duties of
Dresent day anaesthetists lie’?

in the Operating Theatre —

Here the anaesthetists is completely in

completely in charge of the patient’s anaesthetic
anaestheticrequirements and also respiration,
where appropriate. The anaesthetists will
also, in consultation with their surgical and
other colleagues. he responsible for the

patient’s circulation, temperature (when
hypothermia is used) fluid and electrolyte
replacement positioning and protection of

patients against anything harmful (e.g.
burns, nerve damage due to over extension
extensionof arms. etc.). The choice of the
method of anaesthesia as well as the drugs
to be used will fall largely within the
anaesthetists’ responsibility.
The recovery room which is usually adjacent
adjacentto or within the operating theatre is
used to keep the patients under surveillance
surveillanceand treatment after operation until they
are considered fit by the anaesthetists to
return to their wards.
Outside the Operating Theatre —

a) In the wards anaesthetists will often
be consulted about the patients’ preoperative
preoperative preparations, premedication,
premedication,cardiac and respiratory derangement

derangementand any other factors
that may adversely affect his progress
progresslater.

b) Intensive care unit: here the anaesthetists
anaesthetistshave also a prominent part to

play in dealing with patients in nioderate
nioderateto severe cardio-pulmonary
derangements and deficiencies.

c) Anaesthetic outpatients clinics: in

many countries these clinics, where
the anaesthetists can see patients who
are due to be admitted for surgical
operations can order various investiga*

investiga*

(ions and treatment thereby saving
valuable hospital beds and time, are

becoming popular.
d) Pain clinics: patients with intractable
intractablepains, for whom other modes
of treatment have proved unsuccessful,
unsuccessful,may be referred to this clinic where
anaesthetists can block the nerves leading

leadingto the painful area thereby rendering

renderingthe patients’ lives more tolerable especially

especially in incurable malignant disease.
disease.

As can be seen from the foregoing the anaesthetists
anaesthetistsare deeply involved in many aspects
of patients’ treatments and care. And the patients,
patients,by placing their lives and well-being into the
hands of the anaesthetists are putting a very great
and burdensome honour on the Anaesthetists’
shoulders. The anaesthetists in turn will by their

knowledge. skill, constant vigilance and attention
attentionensure that the patients’ confidence will be

fully justified.
Many advances in our knowledge of physiology,

physiology,pharmacology and respiratory and
other care and resuscitation stem directly from
better understanding and realisation of the lesSons
lesSonslearned in our care of the unconscious and
anaesthetised patients. The extension of the surgical

surgicalpossibilities depends, to a large measure,
on the ability of the anaesthetists to keep patients
patientsalive during surgical procedures and
manouvers (as in open heart surgery, organ
transplant surgery etc.) The anaesthetists’ contribution
contributionto the well-being of the community is

being progressively more realised and appreciated.
appreciated.The late philosopher, Prof. C.E. Joad
in one of his latest books The Recovery of
Belief” has this to say about anaesthesia ‘There
is a time-honoured controversy as to the mosts

important single discovery of the human race.
Some opt for fire, some for the invention of
the wheel, some for the growing of corn. For
my part I would give my vote to the invention
of anaesthetics.” I am grateful to Dr. Gerald
Choa. the Hon. D.M.H.S. Hong Kong for his
kind permission to publish.

* *
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Stresses of The Medic Student

Dr Sabardikary examines the part played by stress in creating this problem and lists the
stresses to which medical students are subject.

1. The feeling of helplessness in relation 11. Death of a patient.
to the instructor’s power. 12. Discovery that the physician is not

2. Examination strain, omnipotent and he is studying for uncertainty.

3. The initial experience with the cada- 13. Isolation, the effect of limited recrea1

-. tional and social outlets.

4. Difficulty in adjustment to the tran- 14. Long-term conflict over the dependent
sition from preclinical to clinical year.

role the student must assume.

5. The initial experience with the phy-
15. Protracted sexual conflicts.

sical, gynaecological or rectal examination of 16. Nosophobia. Medical students are
patients. prone to fears of ill health,

6. History taking, representing as it does 17. War with the faculty-concern with
an invasion of the patient’s privacy, impressing or failing to impress the faculty and

concern about his ability to absorb all of the
7. The encounter with psychiatry with its

material in the given time. He usually has too
own emotional problems and conflicts. much to learn but is given little guidance to

8. Autopsies, venereal and leprous pati- select the important things.

ents. Because of these stresses many studen

9. Fear of error in diagnosis.
will require some psychiatric guidance and helP
and therefore a student health service must be

10. Fear of contagion and acquiring dis- staffed with psychiatrists and clinical psyhO’
ease. logists.

— Adapted from Iniermedica Vol. XI No. 1, 1969
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‘two

‘n he ¶bepartment o ‘Phjio1cgj

&, . ‘P. heng

h the past two years, I was asked hundred
•mes by my former classmates, friends, colewes

colewesand students why 1 joined the Departi
Departit of Physiology. I wish the following parag
parag..hs will serve as a sort of answer to this

ion.

Frankly speaking, I think it is a shame that
ew our medical graduates join the preclinical
artments. It seems that the University itself

I rectly discourages such a move, for reason
lamed later. Also, preclinical teachers are

ral1y not respected by medical students (esj

(esjlally when they have passed their 1st M.B.
e inination), or by their clinical colleagues. The
I rs appear to think that we are the failures

the medical profession; they think that we
I up physiology because we are not good en,
en,. !h to do medicine, or we take up anatomy

:ause we cannot do surgery. They forget that
basisof the practice of medicine is the knowge

knowgeof the structure and function of a normal
rman being and that this knowledge is in the
rin explored and broadened by the members

preclinical departments. The desire to search
such knowledge is the reason for my deci•n

deci•nto take up my present post.
Medicine to-day is still far from being a

ence. It is as yet mainly the application of

npirical formulae and the excision of diseased
rtions of the body. A patient is seldom cured
the sense that the cause of the disease is comtely

comtelyirradicated and the whole body is restorto
restortothe original state before the illness. To

hieve the latter end, we require a complete
aderstanding of the functioning of the human
ody under various conditions of external enionment.
enionment.There is still a long long way to go
fore we can apply the word ‘complete’ to our

nowledge of the human body, and it is even

probably that we shall never be able to achieve
the goal. But the hope that I might contribute a
fraction of an inch in the march towards this

goal made me choose a laboratory rather than
a hospital ward as a place to work.

Physiology is a challenging career. You have
to design new experiments and new techniques
every day. It is also an interesting career. The
field is so broad that you can almost do anything
anythingthat interests you. The daily work is never
like routine ward duties. Unexpected results
and discoveries are frequent, and you will have
a wonderful time in analysing and explaining
them. Then you put the results together into a

paper. and the satisfaction when you see your
own paper published in a learned journal is

beyond description. In a preclinical department,
the working atmosphere is very friendly, for it is
not necessary to try to push your fellow colleagues

colleaguesdown in the competition for the scholarship

scholarshipor fellowship to go abroad for the membership

membershipexaminations. Your sole competitor is
Nature who hides the secret of the truth that you
are seeking.

From the above description, it seems that
I should be one of the happiest man on earth.
The cruel fact is, I am not. I have my unhappy
days and these come once every month, at the
end of each month, around the pay day. How
would you feel if. you. know that your former
classmates, with the same qualifIcation, working
in the same faculty of the same university, and
teaching the same students, are paid much better
betterthan you? The immediate feeling when I first
learned of the differential treatment was that I
was betrayed and made an outcast by the medical
medicalprofession. What bothers me is not the discrepancy
discrepancybetween the clinical and preclinical
scales but the fact that there are two different
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scales. In most other universities, there is no discrimination
discrimination between preclinical and clinical

medically qualified teachers (for example: University

Universityof Manchester, University of Malaya.
University of Auckland and University of Zambia,
Zambia,etc.). In some, there is is a special allowance
allowancefor medical qualification (for example: University

UniversityCollege, Cardiff University of Glascow,

University of Newcastle upon Tyne. University
of Adelaide, and University of Otago, New
Zealand, etc.). So I keep on asking myself
whether it is worthwhile to remain in the Physiology
PhysiologyDepartment and continue to receive a

salary five to ten thousand dollars less a year
than a clinical lecturer, or to shift back to a
clinical career. It is due to the fact that I like

experimental research so much that I have finally

finallydecided to stay on at least for a few more

years. But our other medical graduates apparently
apparentlydo not think this worthwhile. I believe

* *

that this is the main reason why so few of o
medical graduates join the preclinical dep..
ments.

The above is just an account of my
thoughts, views and feelings after working tw
years in the Physiology Department. As a con..
clusion. I have a piece of advice to all docto.
to-he. If you can afford it financially, (for you
will join a preclinical department as an assistant
lecturer with a salary of less than two thousand
dollas a month), a couple of years spent in research
researchin basic medical sciences is not a wasteof
time. You will be trained to be more observant
to small deviations from the accepted normal.
more critical of other people’s views and more
rational in drawing conclusions. All these will
be very beneficial whether you will eventually
take up clinical practice or preclinical scienceas
your career.

* *
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The development of aviation medicine
Tts from full recognition of the almost insur..untable

insur..untablehuman problems imposed by modern

ilitary aircraft. It is the primary mission of
- flight surgeon to make it possible for the
ot to adapt to the conditions created by the
ater speed. higher altitude, extended range and
:reased complexity of operation which charaize
charaizethe aircraft of today and tomorrow. The

ht surgeon, therefore. has to have the capility
capilityto pursue the art of practice of aviation
dicine by the full ultization of all available

owledge.
The principal objective of the flight suron’s

suron’sactivity is the continued maintenance of
e pilot in the highest possible state of fitness
•9derall circumstances. So, selection of the fly:s
fly:sfaIls within the domain of the flight surgeon.
eviewing the history of aviation medicine, the

imary motivation for organising the Aero:iedical
Aero:iedicalSociety in the States after the first world
ar was to set up the criteria for the selection
I flyers. With the advent of supersonic jet flight,
‘ore critical selection of flyers is necessary so
ouchso that the flight surgeon has to have more
rcurate and expert experiences.

In addition, the flight surgeon has not only
: manage the probable accidents induced by
-ie stress of flying, but also to prevent untoward

appenings which may occur when then unfit fly.
dequate administrative control of flyers is
tierefore necessary and this is never an easy job.
:t takes a lot of time and energy to accomplish
fbegoal of the flight surgeon.

Critical problems are probably encountered
n the area concerned with the protection of the
ilyers against the hazards and stresses of flights.
The complexity of these problems is readily re:ognised
re:ognisedwhen one briefly considers the many
riazardsand stresses encountered by the aircrew
bf modern operational aircraft. In high altitude

flights, exposure to hypoxia. dysbarism, temperature
temperatureextremes, ozones. cosmic radiation and
visual problems are inevitable. The very high
speeds produced by acceleration forces linear.

angular and radial produces extremely high temperature
temperatureand also poses certain important visual
problems.

The occasional necessity for the flyer to abandon
abandonhis aircraft in flight presents many problems
problemsof escape, such as high speed and high
altitude. Inevitable crash landings and ditchings
make it necessary to consider the problems of
crash deceleration forces and the protection of
the individual against these forces. There are also
many special stresses which may plague the fly-
er, such as exposure to toxic substances (including
(includingthose associated with aircraft operation and
those of unconventional warfare), vibration.
sound, ultrasound, hazards of many types of
projectiles, fire, and circumstances which induce
sensory illusions of flight. The solution of all
these problems may be found in the proper application
applicationof three programs: survival training.
equipment and physiological training and medical
indoctrination. But most important of all the
flight surgeon should make a close observation
on and establish rapport with the pilots.

The flight surgeon is the key figure in the
success of these important activities. The day’s
work begins with line visit of the assigned
squadron in early morning, listening to briefing
of their daily mission, observing the physical and
psychological conditions of each pilot, giving
them chance to consult him on their problems,
and finally advising the commander on medical
aspect of validity of their mission.

Sometimes the flight surgeon also join in
the flight, in fact, he is required to maintain certain
certainamount of flying time in order to he able
to meet with the problems of the flyer properly.
Another important requirement connected with
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the medic& aspects of flying safety is in the

training of the flight surgeon in handling emergency

emergencycrash and casualty. The investigation of
aircraft crashes is a first consideration in the

flight safety research program; and the flight surgeon’s

surgeon’spart of the investigation is often invaluable
invaluablebecause of the high incidence of human
factors in the causation of accidents. This is the
reason why flight surgeon must always be ready
for the emergence call to arrive on the spot of
aircraft crashes as soon as possible.

Every medical school graduate in Korea has
to experience the army life once. Many are
frustrated to drop in the three year delay but if
we think it is our inevitable duty to serve in the

army for our national defence, will it not be a
wonderful chance to be a doctor of the sky enjoying

enjoyinglife with the flyer?

The author, Dr. Won Kvu. Lee. a 1969 gradiiate
gradiiateof the Yonsel University, College of Medicine,
Medicine,a nieniher of the World Student Chris—
han Federation Asia Comnzittee, 1968-1972, is

now working at the research laboratory
A eromedical Centre, Korean A ir Force,
Korea. He has visited the University of
Kong in March 1969 and again in April
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1970.
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Degree Co ngre gallon s

Thursday, 26th November, 1970

At the Seventy-sixth Degree Congregation
iim, the following degrees were conferred by the

aiker K.C.M.G., O.B.E., J.P.

OEGREES OF BACHELOR OF MEDICINE
AND BACHELOR OF SURGERY

,iours List

1970

Ching Lung (with Distinctions in

Anatomy Pathology and Microbiology, Preventive
Preventiveand Social Medicine and Obstetrics
and Gynaecology)

ss List

1969

1ichael Chan Sal Yu
han Yiu Cheung
vincentChau
3abriel Cheung Ka Shing
ThomasHo Ock Ling •1T 1
albert Kwok Kam Yin
eung Chi Wah EJ
rancis Liang Hung Kuang
%IakSheung 11l
rsang Hing Kwong . )‘I
JosephYu Wing Cheong

wicsList

1970

IMiss) Eileen Au Tak Kwan [
Au Yeung Yick Bong (with Distinction

in Paediatrics)
Bong Shu Chun Jj LL f
Peter Chak Kong Wah fJ
Chan Chi Keung
Chan Fu Chat 1 F
Chan Kwok Ping F4!L 4
David Chan Moon Cheung ‘1with Distinction

Distinctionin Paediatrics)
Che Yee Ming iii: —

held on Thursday, November 26, 1970 at 10.30

Acting Chancellor, the Hon. Sir Hugh Norman-

(Miss) Vicky Chen Siu-Ming iJ’ JJ
Cheng Po Chu ‘4
Cheung King
Denis Cheung Kwok Tai

Cheung Sai Ping .qi
Cheung Sik Hin

Cheung Yung Cheong (with Distinction
in Preventive and Social Medicine)

Chiu Shung Chou I
Thomas Chiu Tak Wai
Chow Sow Ching J E
Stephen Chow Wun Chung Ji th 4i
Frederick Choy Yuk Lun

Chung Hon Wah
Fan Sik Man
FongKa Man Tr
Dominic Foo Kam So 4
Fung Hoi Chu i1
Fung Shiu Kee j
Desmond Fung Shun Sun JI1
Victor Gob King Man - W
Ho Yiu Man 1I ) f
Ricky Ho Yuen Yau fJ 5i. f
Ip Pang Fei 9 (with Distinctions in Pharmacology

Pharmacologyand Pathology and Microbiology)
Anthony Koo fZ
Kwan Po Yuen 4j
Peter Kwok Po Wong !
Steven Laj Cham Lun 44
Lawrence Lia Fook Ming ‘ FUJ
Joseph Lai Hoo Vah
Lai Kwan
Patrick Lam Chi Wai

Henry Lam Hung Shun L fiJ
Lam Kam Hing i4
Lam Wah Lit f* E
Lau Kin On
Alan Lau Kwok Lam
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Distinction in

Edward Lau To Flung (with Distinction
in Physiology)

Law Shiu Kwong
Lee Sum Ping ;
Steven Leung Chor Hung
Patrick Leung Kwai Hee
Kim Leung Pak Chiu �
Leung Sze Kee ± ±
Ronald Li Sai Lai
(Miss) Lim Suy Guiok f*
Stephen Lim Thuan Kiang f* 1
(Miss) Minnie Lin Wen Yi .IP
Ronald Lo Joy Wah
(Miss) Lena Lo Shui Ying
Kevin Loh Kai Tsu J ifl (with Distinctions in

Paediatrics and Obstetrics and Gynaecology)
(Miss) Irene Luk Wen Yee f
Michael Mak Hoi Hung
Gregory Man Ching Kwan 3E
(Miss) Helen Ng Wai Ling fr
Roger Pang Heng Mun
Richard Poon Kwok Ming FJ
(Miss) Evelyn Shiu So Mai (with Distinction

Distinctionin Obstetrics and Gynaecology)
Edric Sum Chuen Hong A
Benjamin Sung Sai Cheung Z fIt )TI
Sze Hon Ming IJ

(Miss) Tina Tam Wing Fai
Timothy Teoh Sim Chuan
Carl Ting Sing Hwa T
(Miss) Mary Tsang Kwok Kwan
Tsang Wai Kwok
Andrew Tseung Chun Hin J$
Wong Chun Kuen 4 i
Wong Chun Yip
Wong Sal Woh j I1 (with

Anatomy)
(Miss) Dora Wong Shik Fung , (with Distinction

Distinctionin Obstetrics and Gynaecologv)
David Wong Tai Wal
Wong Wing Fai
Wong Ying Kau
(Miss) Rebecca Woo Wan Ching
Pedro Woo Yuk Chiu
Wun Yuk Tsan
Patrick Yau Wing Ho
William Yeung Chan Yin
(Miss) Yeung Lai Shan lll
Yeung Wah Fin
David Yip Chi Pang (with Distinctionin

Anatomy)
Yip Ka Wal
Yu Hon Chiu
Tommy Yuen King Him
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憂
慮

旅
程
本
身
令
人
心
暢
神
怡

,
J
觔）
互
lj．
叔
不
夠
錢
州 。
所
以
雖
然
早
上
五
時
起
床，

，
要
不
要
私
大
該
嚇，

火
著
松
枝耐路
珠

不
想
知
道，
也
不

，
也
喃
老
師
認
為
這

我
記
得
以
前
看
過一

不
知
煩
惱
；
抑
新
鮮
的

奔
波
勞
碌，

I7Jkf

,，祈七，一！)
IA;-

挨
過拱

自
己
與
自
己

，
灌
較

，
至
於

不
問
收

風
塵
然
縱，

澀
不
趕
導
flJ
下一
斑
車
等
等

一 承 東
功 認 西

錯 自勺

可
是
我·州一
點
徒
也
不
累
·

但
世
界
總
有
比
它
更
美
的
地
方

了。
特
來
如
有
機
會
再
到
台
灣

多
是
短
暫
而
難
以
捉
模
的

實
州
醫
生

過
的
人

了斤口
來
郢
向州讓
味
什
心
氈
？

['
LLI·俘
jL

、

了王
r'
fL
‘沈 業 -，磚

；戶【一戶
r
71•
,-

艮卜
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為一
一、．•1蒲祖1一一

才j
刁么鯨頭l．令、．

卜卜、一做秘·誡州
，

Lt少．劍啊

!二于、”叩t
IJJ‘予、月

L沐么衫常天
H一
m
白
屹

k、叫低
JU以斗卜‘
是
許
多
人
旱
已
在
作
準
備
的
大
慶
血

每中田一
個
畢
業
生
從
台
上
走
過，

斗化
場
般
感
到
光
榮
i'l{J

一
個
畢
業
的
子
女

我
們
的
父
母
和
老

每
人
挪
談
得
來，
但
挪
種
擠
在

如
舊
日
大
家一
同
在
課
室
L
課

，
畢
竟
還
是
太
待
求，

傷。
晚
上
別
人一
維
Il．
的
到
各
地
慶
祝

來
的
人
打
哈
哈，

名
少
人
羨
慕

天
昏
地
暗

·
我
有

淮
知
迪，
將
來
回
國一中

百
多
個
胤
女，

師
們。
那
天

畢
業
了，
我
們
可
能
有

嘆
覺
精
神
異
常

、
貝
是

合。
不侖。
有
同
樣
的
體
會

大
概
正
因）一氾
樣，

七f
斤江樣

》
jf
l,--r̂]
可
是
連
最
懂
得
利
用
時
間
的
人

么J七才
口口f忙，七！、(‘、ll'

起
的
情

定整u
,

般。
後
來

人
長
大
後
總
不
能

已
獨
自
駕
車
出
外
作
環
島
遊
了

心
靈
？
我
們
能
不
能
不
怕
外
界
的
壓
力，

要
我
再
有
同
樣
的
感
受

，此LL匕L
'.&'‘、
l

．【口J,

興
緻
極
好
。

一
切
未
能

1-.-,
汙之

l一1于洛C

州才r汰

台
灣
的
風
景
很
不

77

我
也
不
敢
說

乏吋土中 汎一
怕
很
難

。
美
好
的

才
史
覺
那
些
時
glJ
珍血以
吧

也
不
能
不

適
應，
手
忙
啣

不
匕，
個
中
味
道，
g勻 織不鳥 l鳥U，
事

有
做

陣）才
多
姿
多
釆
的
呆
板
生
活

昨
天
在
酒

他
的
家
人
都
為
他
感
到
驕
傲。
但

，
不
他
他
們
中
任
何
人
lflJ
他
我
入訕一L十萬，戶
IJ．
口祠幼
Ij

c劇小必龍
州兀
dU一觔作
丁尸
j

比
我
史
自一
蒙
？

在
此

難
得
所
有
同
學
們
郃
能
齊
集一
道

，
令
我
有

j戶、了．入．•．J綢
L'J一LI-,
j闢J
LL,,
Jl妒

皰n
父一口一
印神
釦）州卞
釦州遛必一
J
,

我
印
只
有
手
中
的一'
絃
琴
相
伴

倒
不
如
靜
靜
的
渡
過
這
有
意
fII）
的一
天

個
受
過
教
育
的
頸
腦，

不
怕
內
心
的
矛
盾

到

種
種
困
難
？
能
不
能
自
始
至
終
保
持
自
己
對
理
想
的
追
求

對
學
習
的
愛
好 ，

就
多

謹
謝
謝

我
雖
不
是
跟

種
十
分
孰一
悉
的
感
覺
,
口目••．自

我
介
圖
找
同一
兩
個
素
心
朋
友
聚
聚

田一
之
不林不
神

。
跟
談
不

假
如
我
自
己
有
車
,
很

但
有
沒
有

個
受
過
教
育
的

不
怕
工
作
人
事
上
的

，
思
想

固
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饞
支
看？邊
驕
不
生
齊
要
哈
哈
大
笑
藝
夜！
在
香
港
偶
還
沒
有
堅
除
會
上
大
嶼
山
等
地

表
現
呢。
在
花
蓮
的
阿
美
族
文
化
村
裹，
山
地
姑
娘
個
個
濃
妝
艷
抹，
香
港
去
的
女

學
生
為
之
失
色，
可
惜
他
們
用
的
粉
牌
子
不
好，
過
濃
的
香
味
有
些
刺
鼻。

其
實，
在
台
灣，
能
引
起
香
港
旅
客
興
趣
的，
不
是
園
山
飯
店，
不
是
阿
里
山

的
歌
舞
團，
而
是一
些
香
港
所
沒
有
的
景
和
物。
在
我
的
目
中，
故
宮
博
物
館
是
最

有
意
義
的
去
處。
該
館
位
於
台
北
近
郊，
是一
座
白
牆
紅
瓦
的
建
築
物，
面
前
是一

條
誧
了
花
磚
的
筆
直
長
道。
遠
望
過
去，
有
些
像
北
平
的
天
安
門，
那
裹
有
我
二
次

的
足
蹟。
第一
次
跟
團
體
去，
走
馬
看
花
的
實
在
看
不
出
什
麼
來，
听
以
在
自
由
活

動
時
作
第
二
次
遊
。
博
物
館
內
的
古
代
文
物，
琳
瑯
滿
目，
價
值
連
城。
每一
件、

每一
樣
都
喚
起
我
的
激
動
情
緒。
我
是一
個
有
五
千
年
歷
史
的
優
秀
民
族
的
後
代，

我
為
此
而
感
到
驕
傲，
但
是，
在
另一
方
面，
我
想
到
了
我
們
這一
代
的
中
國
人。

我
們
又
會
有
些
什
麼
可
以
值
得
留
下
的
？
這
是
空
白
的一
代，
傍
徨
的一
代，
亂
離

的一
代，
想
到
這
裹，
不
禁
黯
然
。
翠
玉
白
菜，
翡
翠
屏
風
這
些
無
價
寶
充
份
代
表

了
中
華
民
族
的
智
慧
和
精
明，
然
而，
這
些
就
像
死
水一
樣，
在
現
代
的
中
國，
我

們
可
有
什
麼
更
具
代
表
性
的
？

另一
處
令
我
大
開
眼
界
的
是
台
南
的
墾
丁
公
園
。
縱
然
有
人
在
遊
覽
後
予
以

媼
丁
公
園

的
別
各，
我
仍
覺
得
不
枉
此
行。
這
是
台
省
最
大
的
天
然
公
園，
深
深

的
叢
林，
曲
折
的
小
徑，
在
原
始
中
加
入
了
少
許
人
工
的
塑
造
。
我
們
經
過
狹
谷，

，
進
過
仙
洞，
處
身
於
亂
石
屹
立，
樹
木
參
天
的
森
林
間，
彷
彿
作
了
拋
棄
世
間
俗

念
的
出
世
隱
士。
三
小
時
的
步
行，
攀
越
固
然
累
人，
但
亦
值
得
之
至
。

在
台
灣
大
部
份
時
間
可
以
說
是
祇
作
名
符
其
實
的

觀
光
。
在
景
色
的
欣
賞

方
面，
對
於
素
未
遊
過
埠
的
我
來
說，
有
如
處
身
山
陰
道
上，
目
不
暇
給。
不
過
遺

憾
的
是
在
台
灣
十
多
天
中，
和
當
地
人，
尤
其
是
學
生
的
接
觸
甚
少。
團
中
有一
位

同
學，
有一
次
當
大
夥
兒
都
登
塔
俯
覽
風
景
時，
他
獨
自
坐
在
下
面一
堡苧
裹
和一
位

若
人
攀
談，
以
求
藉
此
能
認
識
到
台
灣
較
深
入
的一
面。
羨
慕
他
有
這
份
勁，
自
嘆

缺
如
。
所
以
在
欣
賞
風
景、
名
勝
之
餘，
有
這
麼一
點
如
隔
履
搔
癢
的
不
滿
足
。
幸

好，
在
離
台
前
二
天，
在
台
北
溜
冰
傷
遇
上一
位
升
高
三
的
女
孩
子，
和
她
聊
了一

會，
現
在
成
了
筆
友，
在
交
換
地
址
時，
看
到
她一
手
清
秀
有
力
的
中
文
字，
感
慨

起
來，
她
卻
坦
然
的
說
：

你
們
的
英
文
好
不
是
更
好
嗎
？

是
嗎
？
我
不
知
道。

由
於
大
家
言
語
不
通，
誤
會
百
出，
卻
也
為
我
們
的
旅
程
平
添
不
少
笑
聲。
有

同
學
要
買
二
斤
香
蕉，
賣
蕉
的一
聲
應
是
便
切
了
二
根
給
她。
有
同
學
要
蚊
香
而
得

f
面
霜。
中
國
幸
而
還
有
統一
的
文
字，
否
則
情
形
會
更
壞。

曰面•，‘•廈•祖•••••口•，•跑I

物

么。呈再淮維藝見炒和太眾，

尸
h

，

．邊月．一．
‘必瀆‘，馴計沸，I'.

胎兀嗚化吉畢細儿幼鈇肩開據載舊開
基
羅
上弟馴‘必濤僧們
劇
升
但
細
上
剛
砌
截

掣，
從
羅
斯一福
路、
經
仁
愛
路、
信
義
路
便
進
入
麥
克
嘔
瑟
公
路。
面
對
南
外一
列

列
向
後
移
的
房
獻、
樹
木
和
街
道，
我
對
台
灣
留
戀
起
來。
一
股
彊
烈
的
反
感
使
我

害
怕
同
香
港。
我
突
然
覺
得
我
們
像
是一
草
無
人
管
教，
扔
在一
邊
由
你
自
生
自
滅

的
孤
兒，
各
自
祇
為
私
利
爭
奪，
沒
有一
個
共
同
目
標。
而
當
孤
兒
見
到
別
人
受
到

父
母
愛
護
時，
便
會
聯
想
到
自
己
身
世
的
悽
慘，
如
果
這
時
祇
有
我
獨
自
在
的
話，

我
會
啕
哭一
場，
為
自
己，
為
在
香
港
的
青
年，
為
中
國：·
⋯
⋯
然
而：·
⋯
⋯
手
指

頭
給
咬
得
雪
雪
作
痛，
眼
淚
終
於
忍
住
了
。

台
灣
輪
漸
漸
遠
離
基
隆
港，
而
台
灣
二
十
日
暢
遊，
也
就
在
歡
樂
中
帶
有
依
依

的
惆
悵
氣
氛
中
結
束。



暑
假
放
後
才
三
天，

擻一
下
精
神，
見
識一
下

豪
華
的
台
灣
輪
航
經

是
出
乎一
意
料
外
的
舒
適。

了
基
隆
港
。

便
要
匆
匆
作
台
灣
之
遊
。
不
為
什
麼，
就
祇
想
鬆
弛，
抖

，
及
得一
些
新
的
感
受。

一
片
無
際
的
南
中
國
海。
在
輪
上
的
近
三
十
小
時
逗
留
竟

第
三
天
早
上，
在
晨
光
曦
微
下，
在
薄
霧
中，
輪
船
進
入

踏
上
了
這
塊
陌
生
的
中
國
土
地
。
一
架
大
型
遊
覽
車
載
著
我
們一
團
三
十
人
經

麥
克
亞
瑟
公
路
進
入
台
北
市。
我
坐
在
靠
窗
的
位
子
上，
貪
婪
地
內
外
張
望
。
映
入

眼
簾
的
街
道、
房
屋
及
店
誧，
在
陌
生
中
帶
了
些
稔
熟
。
在一
塊
中
國
人
的
地
方，

似迷
會
lll'i
生
到
那
裹
去
嗎
？

我
們
依
照
預
定
的
行
程
表，
在
台
北
遊
覽
了
三
天
後，
便
作
環
島
旅
行。
自
台

北
南
下，
沿
西
岸
途
經
的
地
方
有
台
中、
嘉
義、
上
阿
里
山、
台
南、
高
雄
直
抵
台

島
南
極
端
的
鵝
鑾
鼻
燈
塔。
再
沿
束
岸
北
上
經
台
東、
花
蓮、
遊
橫
貫
公
路
及
經
蘇

花
公
路
等
她
回
台
北
。
全
程
共
為
十
二
天。

一
路
上
足
踏
無
數
名
勝
古
蹟
如
陽
明
山、
烏
來、
日
月
潭、
春
秋
閣、
鄭
成
功

廟、
澄
清
湖
等
；

IlK
及
台
灣
數
大
規
模
建
沒
如
石
門
水
庫，
高
雄
煉
油
廠
及
馳
名
於

世
的
束
西
橫
咸、
蘇
花
二
大
公
路
。

參
觀
大
學
是
我
們
做
學
生
的
少
不
了
的一
門
事
。
在
台
北
我
們
瀏
覽
過
台
大
校

園，
在
116
名
的

大
聲
公

吃
及
第
粥。
這
個
大
牌
擋
位
於
台
大
後
面，
是
學
生
們

肖
夜
的
好
去
處。
在
台
中
我
們
參
觀
了
清
華
大
學
和
東
海
大
學。
前
者
的
校
園
綠
草

如
肉，
又
有
台
灣
唯．
的
原
子
爐，
羨
煞
我
們
這
班
香
港
的
學
生
。
成
功
大
學
是
台

灣
南
部
獨一
無一一
的
大
學。
我
們
在
該
校
逗
留
了
二
天。
成
大
校
校
長
親
自
接
見
我

們，
並
欺
以
茶
點
。
我
們
真
有
點
受
寵
若
驚。
在
香
港，
不
要
說
外
地
來
觀
光
的
學

生，
就
是
在
校
的，
亦
難
得
見一
見
我
們
的
總
督
校
長
。
在
成
大
宿
舍
留
了
二
晚，

同
港
後
不
-Itf
埋
怨
何
束
宿
會
的一
切
等
等。

除
大
學
外，
我
們
並
參
觀
J’
高
雄
醫
學
院，
在
台
北
的
國
防
彆
學
及
榮
民
總
醫

院。
二
問
X
學
院
前
者
由
私
人
開
辦，
後
者
是
國
立，
所
以
在
規
模
及
設
備
方
面，

都
不
能
和
哄
而
論。
港
大
醫
學
院
則
處
於
二
者
之
間。
在
二
間
醫
學
院
及
榮
民
總
醫

!.,．•••．••．，•口口日
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台

灣

小

遊

雜

p必
呂二
a

國
防
醫
學
院
的
學
生
有一
個
特
徵
。
他
們一
律
剪
了

陸
車
頭
，
穿
米
黃
式
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制
服
。
跟
穿
白
襯
衫，
西
裝
褲，
栓
領
帶
和
拿
占
士
邦
唸
的
香
港
醫
學
生
是
樸
素
和

奢
華，
還
是
落
後
和
時
髦
的
對
比
？

說
起
城
市
方
面
的
建
設，
香
港
要
現
代
化
和
繁
榮
得
多。
大
概
由
於
地
理
環
境

所
限
制，
台
灣
的
高
樓
大
廈
不
多，
新
型
建
築
物
hl1
體
育
館，
旋
轉
餐
館
等
也
有
所

見，
不
過
日
本
化
的
舊
建
築
物
更
多，
我
們
所
住
的
酒
店
中，
有一
部
份
便
是
睡
榻

榻
米
的，
（
也
算
是一
種
新
嘗
試）
。
台
北
市
最
旺
盛
的
夜
市
是
西
門
啊
區
。
在
那

裹，
熙
來
攘
往
的
行
人
及
燦
爛
奪
目
的
霓
虹
燈
可
以
媲
美
香
港
的
旺
角。
然
而，
除

了
旺
角，
香
港
還
有
尖
沙
咀
，
北
角
及
灣
仔
等
區，
台
北
除
了
西
門
呵
外，
其
他
地

區
入
夜
後
便
寂
靜
如
香
港
的
九
龍
塘一
般
，
我
們
又
慕
名
往
台
灣
第一
流
的
酒
店

！
圓
山
大
飯
店
。
這
座
酒
店
外
牆
用
紅
磚
砌
成，
建
於一
山
丘
上，
面
臨
松
山
機

場。
內
部
是
宮
殿
式
的
佈
置
及
裝
飾，
富
麗
堂
現
。
不
過
在
來
自
香
港
的
我
們
來
看

，
也
不
過
如
此
而
已
。

台
灣
比
香
港
先
進
的
地
方
匯
不
少。
我
們
上
阿
里
山
觀
日
出，
常
晚
下
栩
於
阿

里
山
閣，
看
了一
傷
歌
舞
表
演。
令
我
們
目
崎
口
呆
的
是
該
歌
舞
團
竟
擁
有一
隊
奏

電
結
他、
打
鼓
的
樂
隊，
節
目
包
括
有
披
頭
四
的
歌
曲
演
唱
。
在
來
的
十
多
位
同
行



風
颼
著，
我
又
lL
到
這
個
冷
清
清
的
海
洫
來，
尋
找一
個
已
失
去
了
的
舊
夢（

雖
然
已
屆
深
秋，
(B
我
絲
毫
不
覺
得

點）徐
意，
可
能
我
的
感
覺
也
已
經

起
離
開

了
我。
風
颼
得
很
大，
可
造
阻
不
了
我
的
決
心
中門
我
對
這一
個
冷
酷
無
情
的
世
界

是
不
會
低
頭
的。
徘
徊
了
差
不
多
半
小
時，
才
到
來
在
亂
ll’
堆
問
的一
塊
平
滑
的
大

石
旁。
我
默
默
然
呆
化
著，
思
潮
起
伏，
真
是一
剪
不
斷，
理
還
亂
。
帶
看一
聲

幽
幽
的
嘆
息，
望
著
遠
處
悠
也
無
際
的
天
空。

萍
冷
淡
的
風，
像
在
我
耳
邊
嘲
笑

看
我。
漸
漸
我
的
視
棧
瘁、
糊
起
來，
兩
點
淚
水
滾
落
唇
邊。
不
禁
仰
肴
深
吸一
口
氣

，
以
抑
llf一
發
而
痲
可
牧
拾
昀
1
腔
情
緒。

薇
的
家
離
這一表
很
近
·
祇
右
過
二
分
鐘
的
路
程
c
去
年
夏
來
時
·
我
怕
她
從
她

詢
家
中
走
出
來
·
漫
無
11
的
踱
步
到
這一
們
被
錢
廢
內
海
嚴（
那
時
的
我，
是
名
麼

的
快
樂
無
慮
呢。
乎
指印
IlJ
著
手
指
兄，一理
著織
叩你
的一紛
風，
不
勿。化
久
問
何
世
也

。
偶
然
偷
看
她一
限，
拎
欠
的
風
止
喻
倫
狗
吹
起
TJ’
她
柔
長
的
頸
尖
·
我
不
以
嗎
故

亂，
而
rl
根
讚
賞
她
。
她
的
美，
他
超
乎
巡
大
自
然
我
听
知
詢
美，
像
山
件
中l門
雅

的
蘭
花一
樣（》
她
的
鵝
卯
似
的
臉，
她
的
梯
兒，
她
的
眼
睛，
她
的一
切
·
都
壯
構

成
她
的
美
的
不
可
缺
少
詢一
部
份。
尢
其
是
她
的
眼
晴，
門
樣
若
希
望
的
光
飛
C
正

常
我
呆
望
得
出
神
時，
她
察
覺
了
我
的
緩
態，
她
沒
有
懷
此
我，
祇
媽
然．
笑。
笑

，
壯一
樣
多
麼
奇
妙
詢
束
西，
一
笑
不
但
可
動
久
心
，
並
可
傾
城，
向
笑
史
能
大
露

個
人
均
性
格
無
遺？
我
癡
癡
地
笑
來
回
答
她，
不
禁
緊
捉
著
波
此
的
手。

我
T11
她
縱
搬
拌
了
這一
塊
石
而
平
下。
T11
暖
的
海
風
·
洶
待
的
擊
浪
聲，
悅
目

的
科
暉，
像
讚
美
看
我
們
倆
的
小
友
地。
我
們
半
句
話
也
沒
有
說
·
祇
是
靜
仲
l'l{
迷

醉，
肯中
受，
f1l
融
化
在一
起。
在
這
優
美
的
環
境
下，
她
不
其
然
地
lllji
起
了
她
所
喜

愛
的一
夏
日
蛟
後
的一
朵
攻
瑰

來。
她
的
音
部
實
在
是
令
人
心
醉
的，
我
的
身
體

動
號
不
已
，
我
的
心
頭
隨
著
和
聲
。
不
知
道
這
是
否
預
感，
我
宇、
然
帥
慄
了

下，

膳
懼
起
來，
因
為
我
知
道，
世
界
上
最
快
樂
的
時
光，
從
來
不
會
次
長
的。
我
們
次

快
樂
了。
我
下一意
識
地
把
她
擁
抱
緊
些（}

這
時，
她
停
了
歌
·
抬
起
頭
來，
說
：
鬥
林
‘
你
會
不
會
去
外
國
的
？
騙

我
很
奇
怪
她
這
樣
問，
但
很
tl1．
誠
的
回
答
她
：
鬥
我
現
在
還
在
求
學
中，
要
等

kj可訌呈r萬才rjjk
Lj
r,r,r,r、
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lrlj
jk'k亂
暱j
、jr'r,'
rjf
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我
現
在
依
然
逗
留
在
學
校
的
宿
舍
衷

祇
有
我
在
享
受
著
這
份
孤
獨
和
寂
寞

祇
有
打
掃
地
方
的
工
友
經
過

伴
我
的

謝歹
幻
。

幣！·
您
可
還
記
得
我
的
房
問
有

兒。
遠
處
有一
片
密
密
的
烏
雲

戶

。

戶，,t
: ,nur','ur!

走
）J'iIj
四
周
靜
悄
悄
的，

同
學
們
都
同
家
歡
渡
週
末
去
了

他
們
都
向
我
報
以
奇
異
的
眼
光

就
只
有
放
在
書
桌
七
您
的
照
片

向
我
掬
著
微
笑，

灑
下
了一
片
清

偶
然

，
由
他
們
去
吧
！
陪

蘸一
著
少
女
的
純
情
與

您
可
知
道
在
夢
中，
我
常
常
看
到
您
的
微
笑，
永
遠
是
那
麼
誠
懇，
那
麼
真

又
是
那
姻
雨
迷
濛，
春
濃
似
酒
的
季
節
了。
日
子
總
是
濕
洫
浪
的，
風
雨
欲
來

的
時
候，
室
內
便
盛
滿
了
濃
濃
的
幽
暗，
瀰
漫
於
我
的
心
宇，
引
起
了
似
夢
如
愁，

難
以
形
容
的
惆
悵
！

一
佃
FiJ
海
的
商
口
吧
！
是
的，

，
雨
絲
過
處

咸疋抑

乎
j

我
現
在
就
是
伏
在
那

，
在
灰
灰
的
天
室
中，
結
了一
張
大
網

；
網
裘
有
我
的
夢，
我
的
祝一惱，
願
這
些
憧
憬
與
祝一
稱，
繞
在
您
藍
色
的
紗
巾
上，

帶
給
您一
串
串
玲
瓏
璀
燦
的
夢
境
吧
！

文

州

噢
！
我
要
告
訴
您，
今
天
B工

OCHEM．
出
榜
了，
我
得
到
七
十
分，
班
中
的

第一
名，
高
興
嗎
？
您
可
知
道
我
是
多
麼
需
要
您
的
鼓
勵
和
嘉
勉
！
祇
要
有
您
在
我

身
旁，
我
就
如
徜
徉
於
百
花
盛
開
的
早
晨，
感
到
無
窮
的
喜
悅
和
清
新
！
然
而，
沒

有
您
的
日
子，
都
好
像
塗
上
了
灰
色，
顯
得
漫
長
而
麻
木，
除
了
在
G
;
y

sAnat•

,o

my
中
打
發
日
子
外，
我
總
是
想
起
您
。
不
過，
我
不
會
忘
記
對
您
的
允
諾
：

我

要
做
好
我
的

First

膩．
中

在
這
些
寂
寞
的
日
子
中，
您
給
我
的
信，
我一
直
都
好
好
地
保
存
著，
一
讀，

再
讀。
紙
張
上
心
靈
的
傾
訴

，
它
帶
給
我一
種
安
慰
和
無

數一
數
案
頭
日
曆
的
日
子，
還
有
十
多
天，

步
於
花
園
道
的
幽
徑，
或
者
在
靜
靜
的
咖
啡
店
的

．
•
•工•自留

哺趙頃j驪，
1.:.j.

f
頻零蓄為寫言主實

，
使
我
瞥
見
您
心
裹
的
共
嗚

窮
的
溫
馨
！

,l•．口口八】一，
7哎J整吃】、；
:

亂人飯亂，j入k日肱勺j口口口開亡

十
多
天
後，
我
們
又
可
手
帝
手
漫

一
角
低
低
傾
訴

？卜
r
萊
艾
刀
也
針
望

，
我
彷
彿
聽
到
您
的
聲
香

,．二
然
而

您
可
知
我
現
在

盼
邢
濤
酈
釀
啊

要j口口口口口口口口戶鼠g州
jf目
．u•
••
•
•，可；

細．州必‘中
',1knownttn.1know!Putitb.ekinthe神！,,



不
是
在
龜
矯
韋
南
馴
馴
際
即
亦
寺，

生
和為竿
生
驀
然

於
是， ，

•贊召誡邊坎食嚇
不
已

我
記
起，

一
個
月
浚，

了
我
們
的
親
友，

那
是一
九
五

離
鄉
別
井，

。
臨
別
的一

伙一
而，

。
為
甚
麼
？

嗷化
的。

調
訓，

為
甚
應
妝

他
男
鎔
擊
衛鎰言羈
面
膽
嘹

概中
望向悶
已
也
能女馮
這
壓佔則

我
似
乎
聽
過
誰
說
的

不
勿
那
來
的
勇
氣×

我
鍛
地
衝
口
而
出
：

我
們
獲
得
批
准
離
去
。

我
們
把
縷
，jc
交
給
外
婆
和
用
舅
看
管。
然
浚

也
揮
手一

八
年
十

在
這
兒

媽，

肖
別
了
我
們
的
家
鄉
。

一
•一一一·
八
日（

木
是一
件
苦
事

家
鄉
顯
得
格
外
的
親
切

lll
使
再
任
呢
力
河
山

fJ’
內
親
文

？卜
Lt、J匕！

7汗J'L、
．
骨m
從
此

可
愛。

天言
壯魷紙二，1邊
I

O

，
你
不
能
有
自
己
的
理
想。

我
們
走
吧！·

夕乏

上
行太才，
揮
手
去
別

就
不
知
何
日一冉
回
來

再
迷
r、
昀
名
勝
古
雖
·
也
阻
不
了
我

郎
羨
慕
我
們
能
夠
皺
閒
自
己
狗
家
邵

們
的
去
意

9。

×

×

×

這
是一
篇
歲一
實
的
回
他
二界
而
所
寫
的
人，
地，
事
·
物，
挪
是
我
中
年
時
為

親
身
經
歷。
我
只
他
馮）
著
記
他
和
父
母
的
轉
述（
錯
漏
自
然
無
法
他
免）

把
它
以

小
孩
子
的
語
氣，
淡
淡
地
寫
出
來，
毫
不
誇．
張，
也
沒
有
渲
染。
去
國
離
鄉
·
自
然

愁
難
免。
可
是，
因
為
當
時
年
幼，
未
能
深
切
地
體
會
離
情
別
緒
。
後
來，
讀
著
曲

久
的
作
品，
懷
想
過
去

方
才
較
為
領
悟
個
中
滋
味。
罷
了，
寫
得
委
寶
次
儿
長
J

。
既
然
木
文
是
以
我
父
親
洶
幾
句
作
開
始，
邢
麼，
就一誤
我
上
試
侃
幾
；
組
劣
地

斗州一來
本
文
吧
。

離
家
轉
眼
十
二
年，

往
事
tiI1
咽一卜
百
褸（?

悵
望
河
山
強
登
樓
；

不
見
舊
時
柳，

拂
我一跟，

倫夕
鄉
撫一
處
倍
添秋）。

怎
得
才
重
遊
？

九
七

年
九
月

DRUG APPEAL FOR EAST PAKISTAN
local

The following were collected:
Erthrocin
Humatin Kaps
Chiorostrep Suspension
Humagel
Midicel Suspension
Iberol
Dayalets-M
Chewable Calcium Tablets
Multiple Vitamins
Cash

S..... •.•• ••••••••+•••-•-•••.•

1,500 tablets
200 x 16’s

800 x 60 ml
200x 114 cc

327 x 60 cc
11,520 tablets
29,880 tablets
75,000 tablets

5Kg
HK$500.00

The Medical Society would like to thank the following for their contribution
to the successof the project:

Abbott Laboratories Limited
Parke Davis International Limited
Hoechst Chemical Products Limited
A. S. Watson & Co., Limited
Anonymous donor
Social Service Group, HKUSU

This was a project of the Medical Society to ask for donations from
drug firms for the survivers of the disaster in East Pakistan.

The above were delivered to the Pakistan Government Trade Commission in
Hong Kong, who had promised to deliver the drugs to Pakistan by the Pakistan
Airlines.
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、那膽，卜j”肌“勵n馴”靨私，細戰訓馴舊”釗麗“"'j司州j
fLJ州r

，
後
面
又
沒
：{j
隊
員
跟
隨
著

要
是
他
哄
我
幌
幌
斗
大
的
拳
頭
又乍）
辦
？
於
他，
一

F
子
洩
r
氣。
要
說
的
活
也
忙
著
嚥
同
肚
觔
毀。
但
我
又
不
lI’
心
，
分
明
眼
見
他
在

隨
地
昨
翅，
責
之
所
在，
怎
能
不
J’
了
之
？
)]'{：
他，
我
使
退
同
往
11
，
看一
個
隊
員

[LJ
校
報
告。
自
己
仍
回
到
巷一
大，
遠
速
地臥JIIL
視
看
那
人。
很
快，
枝
方
便
派
人
領
看

一
位
派
出
所
同
志
來。
那
人
本
不
承
認，
叫
能
他
在
團
談
中，
不
經
意
地
把
痰
吐
在

地
L
也
不
知。
嘻
啡，
在
木
小
主
人
翁
我
力
誰
之
卜，
怎
到
你
不
認
？
而
l-
，
那
口

痰
還
好
好
的
在
地
上
。
果
然，
那
久
便
被
帶
走
了，
而
我
也
被
記一
J一
次
功
。

II：一
他
如
撲
滅
蚊
虫
等
運
動，
也
頗
收
實
姣。
不
過，
彬
趕
麻
雀
的
玩
忿，
就
難

免、？
久
唁
覺
兒
戲。

不
他
嗎
？
在
指
定
的
那
大
甲
I-．
四
時，
全
市
的
久
使
要
起
床，
走
到
授
台
l..
,

露
台
邊，
或
者
跑
到
街
道
L，
拚
命
地
敲
著
銅
鑼、
大
鼓、
臉
盆，
和．
切
可
以
發

出
刺
耳
聲
片
的
柬
西，
揮
舞
著
預
先
紮
在
，l''J
仃
上
的
相
草
人，
稀
哩
嘩
啦
的，
一
齊

向
肴
麻
汰一fl．
戰，
皖
的
是
喊
殺
之
聲，
直
仲
牛
斗。
小
小
的
麻
半
兒，
只
lJ'
州
時
搬

來。

×

×

×

如
然
我
們
要
忽
加
種
種
活
動
1'．
作，
不
過，
如
朮
叫
舅
有
牢，
我
們
仍
可
照
常

近
山
玩
水，
或
者
到
那
中
山
紀
念
常
公
園，
在
那
寫
著不
及
F
為
公

的
大
堂
前，

瞻
tJ'lJ

國
父
的
鋼
像。
然
後
拾
級
而
I!.，
走
到
山
腰

Ll'lc
紀
念
碑，
沿
著
那
螺
旋
型

i'i{J
陣
梯，
登
L
碑
頂，
俯
視
斤
而
的
河
山。

或
者
沿
肴
那
兩
必
汕
加
利
樹
的
先
烈
路，
走
到
黃
花
崗。一一巡
也
是一
個
紀
念
公

園。
火
l(ll’
圾
萬
名
的
建
築，
當
然
是
L
十
二
烈
士
之
快
了。
它
就
建
在一
個
寬
闊
的

廣
梅
L
。
上
要
建
巢
是．
座
用一
塊
塊
巨
石
砌
起
來
的
紀
念
碑，
成亡
角
形
的
向
著

-}：
寥
伸
展
。
據
況
每
塊
石
頭
上
郃
RlJ
著一
使
烈
士
的
名
字
及
生
平
C
碑
頂
上
站
看一

個
高
舉
．)c
把
的
fl
山
神
像，
雄
視
著
大
地。
A
來
到
香
港
很，
從
圖
片
中
看
到
L
十

)．
烈
士，一
快
啞
來
的
樣
J'-，
才
知
道
這
像
壯
援
來
改
建
的。
以
前
的
碑
頂，
是
另
外

一
仲
標
講
。
）
整
哄
紀
念
碑，
就
高
高
地
矗
復
著，
直
仲
由
漢，
令
人
覺
得
偉
大
·

磅
磚。
碑
的
哎
腎，
正
lfll'
{J’

國
父
平
堆一．
浩
栽
長
存一
四
個
片
名
的
大
誹，
比
成

人
還
要
高一
俗
。
兩
宇·7一
問，
是一
拱
形
的
通
道。
偎
的
兩
旁，
遍
值
樹
取，
鮮
花

。
我
們
就
在
141
內
悵
奮
缺
戲
；
或
片
站
在
廣
場
而，
仰
頭
數一
數
那
刻
著
烈
士
生
平

的
碑
石
·
數一
數
哪
碑
頂
自
山
神
祉
上
的
尖
尖：··
·
⋯

緘
化
州
波
衍
·
是
東
札
岡。
再
往
前
走，
便
可
到
達
柯
文
所
說
的
那
個
動
物
園

引
取
L

引
叫
H

劇
劉
卜
齣

hF

劉
卜
F

、ll
C

然，生
手變

‘己j‘望、在唱‘.：、卜計、卜n
湘
湘

就
貝
好

有）
次

那 斤 門f仁
孩',-
j

親
不
便
再
化

白。懂
的
在
聽
著 L》弋汛J日刁淌七波k七妝

叩才
n州斤休
1
月月，一卞

市
娜
及
鄉
村

早
習
以
為
常

中
還
是
祁
麼
的一
大
疊

主
任
已
經
在
同
學
面
前

。以遝
是
繼
續
走

夕才．〈一J
、
h“、

卜編為
一陽
了f二
jJ!eeJ'
,

U”斗
j了才
卜乎l
/

不J一鑼啊L閱搜卜仁么付Hj．一•一

J
州州臘戶
不
LAEIJ
}

一吋
關
的
鐘
摟，
敲

所
以
晚
上
便
顯
得
史
然

刁一．丸
'k
;‘卜輪j，卜J

F馱
，
J嗎
以U雙陣計

UJ，卜降J.
111們E州必馴

L中
JJ''
lse憫變，’闖f山

你
爸
寄
回
來
的
錢

上
電
燈，

吃
看
飯
的
時
候

公
社
的
制
度
lt-'．
摧
毀
著
家
庭
親
矚
間
的
維
繫

久
們
對
所
號
召
的
勞
動
I'
作，
貝
是
憑
著一

再
接
近
被
園
內
的
仁
爐

賣
晚
報
嗎
？
可
也
不
lI1
先
初
那
應
作
持

一
點
才
同
家。

不
鉑
道
為
甚
喚

C
可卜L

到
市
區
的
盡
頭
不
成
？
往
回
七
嗎
？
那
很
賣
不
完
的
報
紙
便
得
自
己
掏
腰
包

，
明
天
怎
向
學
校
交
代
？
我
可
不
是
躲
懶
不
競
勺
化
。
前
沒
文，

，
楓以
我一積上曰
雖
然
用
功

計！三jj二刁口一

阿j蘿L望乍
州
c

怔j一（一
【一
n劇州

文
覓
然
這
很
快
便里一
齊

性
怕
黑，
尤
其
壯
兄
過
那
宇
血
肉
模
糊
的
意
外
咬

指 11
引
盾出

！形‘來缺
院乏
趁汙胤！造
此火夠
口勻詢

我 , 鉑
舊先饑紋識
不爆
J之頰日！祈
立文波方之

是
我
回
家
最
晚
的一

弟
妹
們
早
已
孰一
睡
了

但一計
不
叮
他
為
了
L
課
。
環
境
也
越
來
越
令
久
不
安

B

-
,

-

'．
。
l

!
!

，。
．!

;

00

意
外
便
會
隨
時
賣
生

那
在
必
：l'．
作一口
當

!匕匕
，
報
紙
比
半
常

西
走
便
他
西
提

周
圍
冷
清
清
的

焦州）
的
母
親
問
明
原
委
援

不沐未

我
以
為
犛
麼
大
不一
J
的
事

也
只
有
閉
放
看。

偶
然
聽
到
她
們
的
輕
歎
聲

。
h弋打k衍I

了j右朴祠·

:，一．J才．J
工

H化一右申
JPI《

要州以

J
)L
卜
清
哎
的
鐘
聲
0
.';-

,．、，挪一
他。疋 甲

J!L
•LL}

的
光
明
。
再
走
卜
去
也
他
徒
然

天。

一
J一
11胎叔。

幾
份
報
紙，

以
後
別
那
麼
傻
了

祇
點
上一
饒
，}c
水
燈
放
在
飯
桌
卜，

又
似
乎
聽
到，

親
眼
兄

血
淋
淋

尼
所
分
驕
到
越
來
越
大
養
的
報

戶一侃巾一潤。
lj．似抓視仁
J吧，母斗木，匯同，
J

-“
向入）士
（
萬L。叩甲亡
訌‘'、丫仰藝上太州

J'

難
道b與
的
要
直
走
到
沙
而

但
對
於
勞
動
l'
作

已
經
是
卜
）J
卜
旬
的
文，.．佩，
J
,

．
趕
著
要
回
家
的
久
。
誰
又
（J
問

只
有
外
婆
和
母
親
在
等
著
我
同
來

'-!！了l

山
Jl
地
帶

以
：{J’
路
必
的
街
燈

外
婆
和
母
親
在
用
她
們
的
鄉
音
低
聲
地
交
談

。
物
質
的
缺
乏

股
幹
勁，
跟
木

過一
由．J；
建
在
久

地
被
抬
七
的
情

O 二
不直手

那
新
來
的
女
斑

,
t1lJ
缺
乏
熱
心

落
代
早
已
有
點
寒

來
買
報
紙
！
找
木

我
此
划
卻
不
能
不
咬
著

不
是
住
宅
區

仍
在
竭
力
地

我
祇
好
往
同
走

媽
還
替
你
買
的
起

,
llL
飯
去
吧
。
匕

O
之

因
為
夜
已
深

偌
大
的
聽
子

，
亂主？（
日丫（
H必
又士吠中詞
生
呵靨絕
導心

.'
！鬥

！

,
母

,
t萬i
-】

一e（，j'.'

我
半
懂
半
不

誰
家
的
兒
子
被
派
到
那



••．,,1，執口•口．•盧r．•個J奮‘騙•唱

b矗繃留寫魯平鳥磚鳥視．
取邢論喊各視

嗡寺似唧

和巷試眉刈一
務【b回他宇日才
已
打嗦狀一
休n

他
黯
然
向
我
們
辭
別
的
那一
天

無一
論
平
日乍心
樣

磚、f．才一、
j介叔炒
O

現
在
都一
同
為
失
去
良
師
而
心
傷

我
坐
在
鼓一
lJlJ
排

手
放
在
桌
子
上，

一
ilX]’一
滴
地
掉
下
來

，
合
著
眼一狀，

1、：,．一！',,'了j弋

，雜
Jt】一一一勻，史r嗎丁‘

JJJ{',

IJ

劃
過
他
的
而
孔

，合；才居醫•彥i才鳥曆•‘，•
Jl奮1甚

。
養啊論視觔祕A嚇他，

，
鱖鬨
生
之
情

整
個
課
室
充
滿一女
同
學
在
嗚
咽

縱
著
而
前
的
良
師

眼
縱
lJl
方，
緊
閉
雙
霧
·

訕馴
衛
已燈叮
是
我
的

非
常
融
洽。

片
愁憎綱
慘
霧

。
他
呆
呆
地
坐

一
gr]
也
不
動。

同
學
們，

男
同
學
在

在
那
兒，

一以
水
印一

老
師，
你一
不
是
常
教
導
我
們，
做
久
要
J’
勇
誠，
無
論
怎
樣
·
郃
不
要
向
困
難

低一鋇
？
現
實
雖
或
殘
酷，
以
要
我
們
能
llic
著
牙，
挺
著
fj(0J，
大
踏
中
的
遴
；
跌
倒
徇

，
爬
起
來
；
低
著
頭
的，
昂
起
來。
那
麼，
現
實
並
不
可
怕。

一
Il1
此
到，
你小
印
在
流．援
！

久，
畢
竟
騷
感
情
均
動
物。
到
J
那
食
情
流
露
l'l{J
時
候，
你
便
痲
能
自
已。

不
人
之
而，
找
們
才
倘
問
過
您
詢
家，
見
過
您
那
高
年
昀
母
親，．
但
過
您
哪
學

諸
的
小
兒（》
你一
昀
家
庭
充
滿
J
文
倫
樂
。
現
在，
您
j:lJ
要
以
心
拋
下
I'I
己
洶
家
庭，

忍
心
離
開
我
們一
夾
同
學，
到
那
遙
遠
IlTl
又
陌
生
的
地
方
？

還
有
尖
哎，
你。
便
要
拭
淨
夜
來
詢
淡
疲，
戴
卜
化
臉
·
在
歡
送，刊
、
俳
而
而，

告
別
嗎
您
也
行
內
親
文，
也
告
Gl
為
匕
很一？
fJ’
徇
師
生。
然
俊，
一
上
不
同
！
價
t.’
匕

吁
鰓
化，
去
抵
兀
哪
鮮
向
很
逢
狗
分
平

想
到．'n氾
火
·
我
叮
也
比
‘
住
刈
水戶

老
師
啊，
沒
rt']'
glJ
離
向
悲
酸，
古
顯
得
很
攤
時
詢
臼
悅
？

祇
有
哭
詢
了
昀
弋，
才
會
波
的
最
甜
；

一明
巒
·
知
貝
j’
上
洶
之
遠，
七
洶
返
促：·
⋯
⋯

×

×

×

小
孩
Jf
矓。
盤
他
小
孩，上
·
馮
•
力
併
翅
不
食
炎
之
．
川

小
孩！少
壯
不
亡
波
次

早
懂
得
持
哎
久
們
分
憂
內。

此
後，
我
們
卜
丫
上
課，
下
干
為
學
被
做此：
勞
動
工
作
。
別
以
為
我
們
方
發
愁

，
才
不
呢
。
我
們
[rj
以
把
工
作
看
作
娛
樂，
看
作
消
遣
。
我
們
不
理
會
成
洪，
只
懂

得
趁
執一
門。

可
不
是
？
在
鐵
路
旁
的
山
邊
掘
黃
仁
嗎
？
富
火
車
快
要
經
過
時，
大
件
兒
便
伏

在
路
軌
下
的
斜
坡
上
。
火
車
過
後，
一
窩
蜂
地
跳
起
來，
掏
出
小
：]]，
沒
有
小
刀
的

便
拿
起
鐵
片，
鐵
釘
等，
在
叩
鐵
輪
剛
走
過
的
路
軌
上
麼
擦，
生
磁
；
然
後
較
量
淮

的
耐
久。

瀆
州
劉
酬
酬
訓
訓
綱
鰓
湘
門
黜
颺
物
j

歌，
大
聲
地
談
笑。

在
溪
中
溝
底，
淘
取
沉
鐵
廢
銅
又
怎
樣
？
哈
l
這
和
嬉
水
有
甚
麼
分
別
？

還
有
挺
新
鮮
刺
激
的
事
呢
。
我
們
在
校
園
內
築
爐
煉
鋼
！
爐
子
建
好
後。
大
家

鄧
搶
著
拉
那
風
繃，
或
者
過
峽
地
個
意
加
添
煤
炭，
好
不
然
鬧。
晚一
點
才
同
家
又

有
共
麼
相
干
？

販
賣
晚
報
也
有
趣
。
報
紙
由
報
社
發
給
學
校，
然
後
分
給
學
生，
依
著
各
自
所

指
定
的
路
錢，
沿
途
叫
賣。
輪
到
我
時，
不
乘
機
走
進
那
平
口
外
婆
不
許
進
去
的
束

被
場
才
懷
呢
。
怕
甚
麼
？
在
營
房
前，
看一
同
軍
人
們
的
操
練。
更
可
順
道
參
觀
白

,?’以
路
兩
旁
的
鋸
木
廠，
瞧
瞧
廣
儿
列
車
總
站
內
擠
擁
的
人
潮
。
然
後
沿
著
東
堤
馬
路

走，
可
以
縱
見
對
面
的
大
沙
頭一一
沙
頭
。
來
到
長
堤
的
時
候，
已
是
夕
陽
西
下，
報

紙
也
賣
得
波
不
多
f。
正
好
趕
及
看
那
落
日
的
餘
Irt1{，
映
紅
了
半
邊
天，
也
映
紅
了

堆
偉
的
海
珠
橋，
和
那
珠
江
水
狀
的
桅
牆：·
⋯
⋯

我
們
雖
然
識
字
不
多，
卻
要
參
加
婦
除
文
胄
的
工
作。
站
在
街
頭
巷
尾，
拿
著

寫
青，-．上
詢
硬
紙
塊，
做
著
路
人，
隨
手
抽
出一
塊
字
來，
要
他
們
說
出
它
的
音
義
；

要
壯
遇
肴
不
識
字
內，
對
他
們
解
釋
清
楚
便
是。
雖
然
怪
難
為
情，
(ll．
身
為
少
先
隊

．
個
中
隊
長
的
我
·
也
得
要
硬
肴
頭
皮
去
幹。
可
不
能
給
隊
負
們
笑
話
！

提
到
少
光
隊，
或
者
（J’
久
想
知
道
多一
點
它
的
祥
情。
這
在
我
也
不
干
分
清
楚

群
過，
忱
我
當
時
听
如，
少
先
隊
即
少
年
先
鋒
隊，
價
做
紅
領
巾
。
，i9,’
時，
每
問

學
被
挪
（
JI'1
己
'l{
少一
先
隊。
隊
中
（J’
大
隊
長一
位，
佩寫．
劃
紅
叮
，';',':
；
中
隊
長
五
位

，
佩
兩
yl
紅
仃
令
；
小
隊
長
拾
I'
位，
佩一
劃
紅
臂
舉
；
然
後
是
隊
員。
每
個
學
生

，
常
他
仆
上
小
學
⋯
年
級
時，
便
可
以
申
請
：1]Il
入
為
隊
縱。
通
常，
隊
長
等
郎
是
由

年
紀
較
大
或
有
領
導
能
勺
l'le
久

j'll．
任。
大
隊
長
為
全
隊
的
總
指
揮。
中
隊
長
則
分
別

策
劃一
項
活
動，
fylJ
如
政
治，
勞
th)]，
康
樂
等。
小
隊
長
則
負
責
自
己
小
隊
的
事，

並
執
行
所
負
的
任
務。
我
在
斑
火，
年
紀
很
小，
不
過
l-)4
為
有一
次，
一
時
心
血
來

潮，
在
課
室
圾
寫
過
幾
句
讚
美
甚
麼
的
，tjJ
子。
老
師
們
稱
之
為

詩
，
並
將
之
咕

在
壁
報
土
。
後
來，
我
便
被
選
為一
個
中
隊
長，
負
責
學
習
和
藝
文
的
事
。

在
禁
比
隨
地
時
痰
運
動
時
期，
我
們
在
街
道
上
巡
邏，
勸
告
路
人
不
i-,J
胡
亂
在

地
上
吐
痰。
一
天
黃
作，
我
巡
到
學
梭
附
近一
條
巷
子（
大
概
叫
做
四
樂
里
吧
）
。

來
到
巷
的
盡
頭，
哄
見
前
j(ll’一
間
星一中
門
的，
坐
著
兩
個
男
人
在
抽
水
姻
聊
大
。
其

中一
人，
赫
然
把

11
痰
吐
在
腳
旁。
吠
？
真
斗
肌
。
還
不
上
前
彆
告
他
待
怎
的
？

我
lI.'．
要
走
上
去，
忽
然
發
覺，
他
是
那
麼一
個
大
男
人，
我
卻
是
這
麼一
個
小
孩
子

84
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J
.;/

不
淤）
展
飽）中
內。
j,J
口

等。
llrri
般
令
我
難亡）
的
卻
要
數
那

問
很
深
很
寬
的
陳
ij'lJ
室
內，
非
常
朧

！畏
彎江了疋
飾‘; .'i由
向勻', 狗一小
ffj 于夜
折客眼，中，

，
都
是
陳
刊

條
寬
門
的
通
道在
練跑

，
衣
服，
作
槐，

F1l
往一

?，。）
L一儿
入
平。
伐
羅一
床
滿
卜
次，

他
我
已已心
記一
J
萬一
j'
的
稀
有

，
同
樣
他
門
庭
情

紛
紛
把
香
焦，
1l’
然，
甜
橙
等，

中三計1'i
！不！f 珍纏
二儲透’胞
I 庭’

看
上
去

ilij-
作，

一
1,'t、
（•n．、!!''

園，
J
的
印
像
已
糊
使一

內
兩
必
離
地
約一

之l，11看

猴
類
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市
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祝
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，
肺
下，

C
hto為，
，
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此，二、、
一
且f!
，一病勾

吧C,
71
一

dl，、才

llIj
使
主
Ii
幣
個
下
午

到
種
種
水
族
魚
類，

紅；屹
ff.
狗喊目

根
）l)]
,ij’
就
要
比

市’ ！八！}
內 -:
j堂扯半
有著
製一
!J父l萊
了釦．
標 tJ'
木 菜
的
J疋自
it’矯色
絮血的’-
文絮口g
八肴
尖（胤：
啊1一，
衫迅-，。
多界
其 兀
他最
才不友
海的
中嗚動
物物

就
遠
不
及
動
物
141
來
得
＞{j’
趣，
J。

若
很
多
賺
史
久
物
的
蠔
像
館。
每

一痳一暴
的
歷
史
劇，

絡．
纏

向
的
小
型
舞
台
土，

J丰J向州•：
CL

卜婪顯r
nll寧
1

關
L
時
代
背
景，
真
的
是
栩
栩
如

縱
在，
離
開
穗
市
快
十一一
年
J。
孩
提
時
的
生
活
情
形，
多
已
隨
著
時
:I
的
消

近
而
淡
忘
。
祇
有
在
偶
然
問，
憑
首．
收．
紀
念
品，
或
者
幾
張
羔
時
的
相
片，
或
可

追
憶一
卜
從
前
的
生
活，
緬
懷一
下
舊
地
的
風
光。
，i9,’
然，
能
挑
起
人
回
憶
的，
該

是
D.L：
難
忘
的
往
事，
不
平
儿
的
經
歷。
這
些
往
事，
這此：
經
暱，
免
不
了
包
括
著
甜

，
酸，
片，
辣。
或
者
有
人
會
藉
夢
境
去
找
尋
那
逝
去
的
時
光。
然
jrlJ'，
每一
僩
夢

，
祇
能
帶
來
無
限
的
惆
悵
；
每一
個
夢
烈
了，
帶
來
無
限
的
悲
傷。
那
麼，
在
我
們

回
憶
的
時
候，
何
不
祇
是
重
想
往
日
的
歡
娛，
甜
意
；亡）
掉
昔
日
的
苦
惱，
煩
憂
？

不
過，
I-”一
件
事，
我
卻
畢
生
難
忘
。

qll
升
卜。回
州，
不
久，
級
任
佬
師
哽
被
謂



口口口口口口口口口口口口口口口往

事

口口口口口口口口口

日
日
醒
日
認
細
碧
劉
讓
叮一
引
蒙
皺
們

閒
著
無
聊，
偶
然
整
理一
下
舊
時
的
相
片，
也
勸
叩
馮
離
悶
州
劇
糾
妒、
衍
劃澗劉
n
察

發
現
父
親
在
十
多
年
前
寄
給
母
親一
帕

現
已
發
黃
了
的
相
片
後
面，
寫
著
這
樣
的
幾
旬
：

春
意
已
隨
流
水
去，

白
髮
翻
從
鬢
裹
添，

筆
墨
生
涯
又一
年。

香
城
花
落
了，

去
如
姻。

珠
海
爐
舉
兩
掛
牽，

溫
夢
幾
時
圓
？

孩
提
時
的
生
活，
不
禁
又
在
我
腦
海
中，
掀
起一
陣
陣
的
漣
漪，
很
快
就
湧
出

一
個一
個
的
思
潮
。

×

×

×

×

我
們
本
來
住
在
廣
州
市
的
西
關，
在
繈
褓
時
期。
沙
面
便
是
我
常
到
的
地
方，

一
九
五

年，
父
親
結
束
了
在
上
海
廣
州
等
地
的
生
意
後，
一
家
人
便
搬
到
市
束一

幢
名
義
上
仍
然
是
屬
於
我
們
的
樓
宇，
把
地
下
鋪
面
和
二
縷
租
給
別
人，
自
己
就
住

在
三
樓。
幾
年
後，
父
親
便
隻
身
來
到
香
港
謀
生
。
我
們
靠
著一
點
點
租
令
和
父
親

的
匯
欺
過
活，
日
子
也
算
不
錯，
然
而，
一
家
人
此
後
便
兩
地
分
隔
了。

那
時，
我
因
為
年
紀
小，
非
常
好
動。
羊
城
的
名
勝
古
蹟，
很
多
我
都
遊
過
。

還
記
得，
我
曾
經
和
同
學
們，
在
烈
士
陵
園
內
的
湖
上
泛
舟，
在
那
荷
花
中，

拱
橋
下
穿
捕
；
摘
枝
熟
了
的
運
蓬，
把
小
舟
划
近
岸
邊，
讓
那
柳
絲
輕
拂
著
我
們
的

臉
龐，
讓
那
垂
楊
遮
擋
耀
眼
的
陽
光。
然
後，
.fI(lJ
著
吃
那
苦
中
帶
甘
的
蓮
子，
吃
4lJ

了
的
蓮
蓬，
就
拋
在
湖
裹，
蕩
起
陣
陣
的
波
紋
。

我
也
曾
和
弟
妹
們，
跟
著
舅
舅
到
這
園
內
遊
玩，
在
草
地
上
追
逐，
打
滾
；
撲

那
在
花
間
雙
雙
起
舞
的
彩
蝶，
撲
那
在
草
叢
偷
偷
探
頭
的
蚱
蜢
。
也
曾
在
淺
溪
旁，

伸
手
捉
那
黑
墨
的
蝌
蚪
；
弄
濁
了
清
澈
的
溪
水，
也
驚
散
了
悠
然
自
得
的
小
魚
。
倦

了，
有
的
是
涼
亭，
石
凳，
可
供
我
們
歇
腳
；
有
的
是
雕
欄
畫
楝
的
軒，
閣，
台，

榭，
讓
我
們
小
坐，
閒
談
；
更
有
的
是
青
山，
泉
水，
鳥
語，
花
香：·
⋯
⋯

越
秀
山
的
五
層
樓，
也
是
我
常
到
的
地
方
。
這
是一
座
古
老
的
城
褸，
後
來
改

為
博
物
館
。
我
總
愛
走
到
陳
列
古
兵
器
的
那一
層
樓
裘，
看
看
那
些
刀
槍
ll
戟，
盾

牌
盔
甲，
也
曾
不
顧
大
人
的
制
止，
伸
手
敲
敲
那
曾
經
激
勵
過
無
數
軍
心
的
戰
鼓
。

然
後，
走
到
城
樓
外
那
幾
尊
巨
大
的
古
砲
旁，
跨
在
其
中一
尊
上，
遠
眺
越
秀
山
的

風
光
。
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