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Message from the President

Two months ago, we held our 12th Diploma 

Conferment Ceremony at the Academy and 

admitted 4 new Fellows to our College.  I thank all 

the Fellows, Members and friends who took the time 

to support this important event.  For those who did 

not have the time to attend, our First College Oration 

was delivered by Dr. David Fang who spoke about 

the role of the Medical Council, its Past, Present and 

Future.  With his usual articulate eloquence Dr. Fang 

took us through the various missions and duties of 

the Council, its governance, the problems it faces 

and its future direction. All in all, a very informative 

and interesting lecture of direct concern to us all. Dr. 

Herman Tang, President of the Hong Kong Society 

of Otorhinolaryngology-Head & Neck Surgery, 

had kindly presented the Certificates of Merit and 

George Choa prize to the winners of the Society 

Trainee’s Presentation competition. I had the honor 

of presenting the Society Prize to its winner. Many 

congratulations to them!

During the afternoon scientific session, Professor 

the Hon. Patrick Lau showed us many beautiful 

pictures and graphics as he discussed with us the 

many aspects of architectural design in relation 

to our health, our well being and our living, well 

exemplified by his award winning schools and 

institution buildings. It was most fascinating and 

an eye opener, especially for us doctors. Professor 

Ferlito from Italy, who received our Corresponding 

Fellowship in the afternoon, discussed with us the 

unusual neo-endocrine tumours of the larynx with 

many beautiful pathological slides and pictures.

The College website is finally completed, thanks 

to the hard work of Dr. Li Ming Fai. Fellows can 

now log on to the web for information. We welcome 

suggestions and input on our website from Fellows.

A number of scientific meetings will be forthcoming 

with our conjoint sponsorship at the CUHK in the 

autumn months. Our College is also planning to co-

host a meeting with the newly formed Hong Kong 

Voice Foundation later this year. Details will be 

announced in due course.

 

Summer is getting near and many of us will be 

planning our summer vacation. I wish you all a 

happy and fruitful summer season.

Kai Bun FUNG
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Message from the Editor

I would like to welcome more of our Fellows to 

the Editorial Board. They are all bright stars of 
our community and great writers. They will be our 
academic reviewers and will mastermind our new 
section titled “The Journal Club” bringing all our 
Fellows the most relevant and up to date information 
in our specialty. Dr Gerald Kam from PYNEH, Dr 
Birgitta Wong from QMH, Dr Dennis Lee and Dr 

Frederick Wong from PWH have done great in the 
making of the new, yet important section of Senses. 
You might have noticed the Egytian tone to the 
present issue of Senses from the archeologically 
pronounced Egytian ‘Tracheostomy’ at 3600BC as 
our cover to a heart warming cruise down the Nile 
by Dr Wendy Kwan in ‘A Lesiurely Note’ just to foster 
the correct mood in all for ‘Summer 2007’. If Egypt 
seems too far despite the beautiful sceneries or 
dinner at the Old Cataract, an armchair tour round 
the Hong Kong Sanatorium and Hospital by Dr Talen 
Wai from TMH ( for those who haven’t been) might 
be interesting reading for a coffee break. We must 
thank Dr Walton Li. Dr Patrick Wong and most of 
all, Dr William Yip for facilitating the tour. I wish all 
our Fellows and Members a wonderful summer and 
hope you will enjoy the July 2007 issue of Senses.

Victor ABDULLAH
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Council News

The College Website, thanks to Dr M F Li and Dr Victor To, is now ready to serve you. When you have a 

moment, visit us at www.hkcorl.org.hk and do feel free to let us know how it can be further improved via ‘Contact 

Us’.  You would have easy access to information on forthcoming events, CME guidelines, College Fact Sheets 

for operative procedures etc.  You would even find ‘Senses’ on it.  You can guess what might come next but, 

no, for now, it is much nicer to read a magazine with it in hand. In the password protected, login section; 

you would find a College Directory which is updatable.  Please feel free to contact Miss Claudia Wong, our 

College secretary for information on the login process.  If you have not yet returned the form sent to you by 

the College earlier, your information might not be present as the College does require your consent in posting 

your information on this password protected section.  A complete Directory of our Fellows and Members is 

always helpful if and when we need to get in touch with a colleague.  Claudia would be delighted to help you 

get your information, the amount you wish posted only, on the web.

At the Hundred and Twenty Fifth Council Meeting, it was the consensus of the College Council, after careful 

consideration and deliberation, to recommend to the Medical Council that the Diploma DOHNS, Diploma in 

Otolaryngology-Head and Neck Surgery should not become quotable in Hong Kong.  This decision was based 

on the title itself and its training requirements in the light of our existing stringent regulations for the Diploma of 

Fellowship.  The ultimate decision would rest upon the Medical Council.

With great sadness, I report the loss of a senior surgeon of our ENT community Dr Low Keat Soo who 

passed away peacefully in Canada earlier this year. I believe that only the most senior ENT surgeons would 

remember Dr Low who qualified in the early 1950s and was a Badminton Champion of HKU.  Dr George Choa 

knew him well and worked with him when Dr Choa was a Medical Officer.  Dr Low was in his eighties and our 

condolences go to his family.

The Joint College and Society Trainee Presentation was held at the Regal Hong Kong Hotel on the 2nd 

December 2006. The Twelfth College AGM was held at 5:30 pm, at Room B1, Monaco Room of the Regal 

Hong Kong Hotel.  Minutes of the AGM have been posted on our website for your reference.

Dr Chio Io Meng Dr John Chan Dr Lee Chi Leung Dr Wong Ka Chun
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The George Choa Prize 2007 was awarded to Dr Chio Io Meng for her presentation on ‘Comparison between 

Cocaine and Oxymetazoline in Flexible Nasoendoscopy’.  The Hong Kong Society of Otorhinolaryngology, 

Head & Neck Surgery Prize 2006 was awarded to Dr Wong Ka Chun Justin on his presentation of ‘A Herbal 

Formula for the Treatment of Perennial Allergic Rhinitis: a Randomized, Double blind, Placebo-controlled 

Clinical Trail. Many congratulations to the two and indeed to the rest of the presenters at the meeting, all of 

whom presented outstandingly. 

From the 6th-8th December 2006, Professor Heinz 

Stammberger delivered a well-received lecture 

course on Functional Endoscopic Sinus Surgery in 

three mornings.  He was particularly enlightening to 

hear as he had witnessed the birth of the procedure 

to now as the procedure breaks barriers at the skull 

base. 
Dr Chan Wing Kwan, Dr John Sung, Dr Dennis Lee, Dr 
Chan Hing Sang and Professor Stammberger

Professor Stammberger and Dr Fung Kai Bun Dr Yu Hip Cho, Dr Fung Kai Bun, Professer Stammberger 
and Dr Luk Wai Sing

Dr John Chan and Dr Tang Man KaiDr Chio Io Meng and Dr Tang Man Kai

Dr Wong Ka Chun and Dr Fung Kai BunDr Lee Chi Leung and Dr Tang Man Kai
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On the evening of the 7th, Professor David Eisele, George Choa Visiting Professor 2006 addressed our 

College and spoke on Neoplasms of the Parapharyngeal Space, which was followed by dinner with our 

Fellows.

Prof Murry Dr Paul Lam and Speech Therapists Dr Paul Lam and Prof Murry Prof Murry

Dr Chow Shun Kit, Dr Fung Kai Bun, Prof David Eisele, Prof 
Yuen Po Wing and Dr Paul Lam 

Prof David Eisele and Dr Fung 
Kai Bun

Prof David Eisele

On the 15th January, Professor Thomas Murry delivered a topical lecture on Spasmodic Dysphonia: Botox 

and Surgical Management.

Our College Conferment Ceremony and Scientific Meeting was held on the 21st April 2007. 

We had a most interesting scientific afternoon hearing about ‘Architecture and Our Health’ by Professor 

Patrick S S Lau and ‘Neuroendocrine Neoplasms of the Larynx: Advances in Identification, Understanding and 

Management’ by Professor Alfio Ferlito from Udine, Italy.

Prof Ferlito, Dr Fung Kai Bun, 
Prof William Wei and Guest

Dr Luk Wai Sing, Dr Chow Shun Kit, Dr Fung Kai Bun, Prof 
Patrick Lau, Prof Ferlito, Prof William Wei, Dr Tang Sho On and 
Prof Yuen Po Wing
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At the Ceremony, Dr David Fang delivered the First Hong Kong College of Otorhinolaryngologists’ Oration 

titled ‘The Role of the Medical Council, Past, Present and Future’.  The College Oration will continue as a 

yearly event at the Conferment Ceremony.

Dr David Fang Dr David Fang & Dr Fung Kai Bun

Dr Herman Tang and Dr Fung Kai Bun presented the George Choa Prize and the Hong Kong Society of 

Otorhinolaryngology, Head and Neck Surgery Prize to Dr Chio Io Meng and Dr Wong Ka Chun, Justin.

Dr Chio Io Meng & Dr Tang Man Kai Dr Wong Ka Chun & Dr Fong Ka Bun

Prof Patrick Lau Prof Ferlito Dr Fung Kai Bun, Prof Patrick Lau and Prof 
Michael Tong
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Our heartiest congratulations to our four new Fellows who were formally conferred Fellowship of our College 

on the day, Dr Chan Wing Kwan, Anthony, Dr Ho Yee Man, Osan, Dr Wong Tak Cheung, Frederick and Dr 

Wong Yee Hang, Birgitta.

The Council and New Fellows Dr Chan Wing Kwan, Dr Wong Yee Hang, 
Dr Ho Yee Man and Dr Wong Tak Cheung

Dr Fung Tai Hang and Dr Fung Kai Bun Dr Tang Chi Ho and Dr Fung Kai Bun

Professor Patrick Bradley and Professor Alfio Felito were admitted as Corresponding Fellows of our College 

at the Ceremony, Professor Bradley in absentia. 

Prof Alfio Ferlito Prof Alfio Ferlito and Dr Fung Kai Bun

College Membership was conferred upon Dr Fung Tai Hang, Thomas, Dr Hung Che Wai, Terry and Dr Tang 

Chi Ho, Eric.

Victor ABDULLAH
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Report from the Censor-in-Chief

��������������The College CME/CPD guidelines for the next cycle starting January 2008 
has been finalized and is distributed together with this issue of SENSES. 
The revisions are introduced in accordance with the new Guidelines of the 
Academy of Medicine. The two changes are points 3.2 and 5.2. 

Starting January 2008, a Fellow will only be accredited a maximum of 75 
CME/CPD points for “Passive Participation in Meeting” in a 3 year cycle. The 
remaining 15 points are to be obtained from other CPD activities listed under 
5 (except 5.2).

Hay Lap CHAN

Local��������������Activities
VenueDate Event Contact��������������Person

Monthly
Every Wednesday
9:30 - 10:30am
Every Monday
6:30pm- 7:30pm
Every Tuesday
4:30pm-5:30pm
Every Saturday
10:30am-11:30am
Every Tuesday
4:30pm-5:30pm
16-18 July 2007
Group A
18-20 July 2007
Group B
10-13 September
2007 (1st round)

Scientific Meeting
Journal Club Meeting 

Journal Club Meeting 

Journal Club Meeting

Journal Club Meeting

Journal Club Meeting

Advanced Hands-on otology Neurology 
Dissection Course
Advanced Hands-on otology Neurology 
Dissection Course
5th Temporal Bone Dissection Course

St Terasa's Hospital
PWH

PYNEH

TMH

YCH

QEH

CUHK

CUHK

CUHK

Dr. Tang Shu On
Michele Chan
Tel: 2632 3558
Tel: 2595 6454

Tel: 2468 5397

Tel: 2417 8358

Tel: 2958 6025

Tel: 2632 3558

Tel: 2632 3558

Tel: 2632 3558

Overseas��������������Activities
Event Venue Contact��������������PersonDate

22 August
2007
30-31 August
2007
13 September
2007

16-19 September 
2007
9-12 November
2007

15-16 November 
2007

28-29 November
2007
30 November -
1 December
2007

12the ASEAN ORL Head & Neck Congress

International Comprehensive Head & Neck 
Course 2007
Endoscopic Course for Paranasal Sinus 
and Skull Base Durgery

AAO-HNS/F Annual Meeting & OTO Expo

45th Art of Rhinoplasty Course

8th International Symposium on 
Multidisciplinary management: the View of 
Cancer centres Throughout the World
12th Asian Research Symposium in 
Rhinology
51st Annual Convention of the Philippine 
Society of Otolaryngology-Head and Neck 
surgery

HO Chi Ming
City, Vietnam
Changsha,
Hunan, China
Bern, Switzerland

Washington DC
USA
San Francisco
California

Amsterdam
Netherlands

Philippines

Philippines

Email: drdungent@hem.vnn.vn
Website: www.aseanorl2007.com.vn
Tel: (86) 731 4327 469
Email: xyent@163.net
Tel: 0041 31 632 4174
Email: marco.caversaccio@insel.org
Website: paranasal.swiss-meeting.org
https://reg.jspargo.com/aao07

Tel: 916 923 0820
Email:rhinoplastycourse@sbcglobal.net
Website: www.aafprs.org
Email: hno@nki.nl
Website: www.hooflhals.nki.nl

Tel: 632 436 6581
Email:  meet@ibahn.net.ph
Tel: 632 436 6581
Email:  meet@ibahn.net.ph
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Report from the Honorary Treasurer

The College f inance remains healthy.  The 

reserve fund carried forward from the year 2006 is 

HK$1,856,178.09.  At the 121st Council meeting 

on 23 January 2007, the Council had decided to 

allocate not more than 30% of the reserve fund for 

other forms if investment (including stock and bonds) 

instead of putting all our reserve in the fixed deposit 

account.  An Investment Subcommittee was set up 

to manage this investment fund in order to increase 

the revenue return.  Fellows and Members are 

encouraged to give their opinion and suggestions on 

our College investment to the subcommittee which 

has Dr. Fung Kai Bun, Dr. Luk Wai Sing and myself 

as its members.

TANG Shu On
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Famous People in Otolaryngology

Lucja Frey - The Lady and her Syndrome

Dr Chan HSDr Gordon Soo

Frey’s syndrome - or gustatory sweating –which 
amongst us has not heard of this condition ? Almost 
very few if at all. Perhaps we know it because it 
is a relatively common “syndrome” of the head 
and neck region or maybe that it has a fascinating 
pathogenesis. More likely than not, and probably 
closer to the real truth, we know it off-by-hard simply 
because Frey’s syndrome is that frequently asked 
condition in multiple choice questions, on clinical 
ward rounds and in those do-or-die viva voces. But 
here is something that not many of us may know – 
did you know that the condition was described by a 
neurologist by the name of Lucja Frey? And perhaps 
even more poignant are the circumstances that 
surrounded her life which makes memorable though 
sad and tragic reading.

Dr Lucja Frey and her life would have been forgotten 
had it not been for the eponym Frey’s syndrome. 
For various reasons, the history about her remains 
obscure and scant. She lived in the years up until 
the Second World War. Much of the available 

personal data and documentation were lost or 
destroyed during the war. Surviving biographic data 
about Lucja Frey were mostly written in Polish and 
Swedish with few documentation of Frey’s tragic life 
in the English literature. Sadly Lucja Frey did not 
survive the war years, falling victim to the German 
Nazi regime of the time. It is therefore ironic that 
it was the Germans who gave Dr Frey her best 
biographic publication in the English literature 1. 
What follows below is an account of the life and work 
of Lucja Frey - and her contribution to medicine.

Lucja��������������Frey’s��������������Early��������������Years

Lucja was born November 3, 1889 in Lwow, then 
pre-WWII Poland, the daughter of a Jewish building 
contractor. Lwow is today a Ukrainian city. She was 
bought up in a non-orthodox Jewish family that had 
been assimilated into Polish society. She graduated 
from the State Girl’s High School on November 7, 
1907 to enter university.
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University��������������Education

In her thirteen year period of 
university study (1907-1921), 
Lucja’s interest encompassed 
the disciplines of Mathematics, 
Philosophy and Medicine. She 
was awarded her Degree in 
Mathematics in 1912. Following 
this, she received her education in 
Philosophy under the tutelage of 
Professor Marian Smoluchowski. 
Only in 1917, did she start studying medicine; Lucja 
was by then twenty-eight years of age. 

In 1920, Lucja interrupted her study for a year and 
in her own words, “Because of the war between 
Poland and the Ukraine, I interrupted my studies for 
a year. In this time, I worked for Professor Kazimerz 
Orzechowski in the State Hospital of Lwow.”  Lucja 
Frey’s acquaintance with Professor  Orzechowski 
was to prove crucial as not only did it substantially 
furthered her professional development, but 
Professor Orzechowski was one of the most 
renowned Polish neurologists of the time.

Her��������������Golden��������������Years

Under the influence of Professor Orzechowski, 
Lucja Frey left Lwow and continued her medical 
education in the University of Warsaw in 1921. She 
was awarded her medical diploma on June 2, 1923 
at the age of thirty-four. She excelled particularly 
in neurology, psychiatry, pathology and general 
anatomy and served at The University of Warsaw's 
Neurology Clinic from 1921 to 1928.  During this 
period, Lucja published extensively. Her biography 

contains 43 publications that 
mainly focused on neurological 
diseases such as Charcot’s joint, 
cerebral aneurysm and multiple 
sclerosis. 

Her  f i rs t  ar t ic le ,  which was 
regarding the description of Frey’
s syndrome, was published in 
Polish and 
F r e n c h  i n 
1 9 2 3 .  D r 

Lucja Frey’s scientific output 
was not large but yet each of 
her work carried tremendous 
scientific weight which has left 
a long and lasting mark on the 
scientific world. 

New��������������Family��������������in��������������Lwow��������������and��������������the��������������Advent��������������
of��������������World��������������War��������������II

The anti-Semitism fervor that was sweeping across 
Eastern Europe drove Lucja Frey from Warsaw. She 
returned to her homeland in Lwow in 1929 where 
she became the Deputy Senior Consultant at the 
Hospital of the Jewish Religious Commune in Lwow. 
Dr Frey married a lawyer, Marek Gottesman, in her 
forthieth year and gave birth to a daughter, Danuta, 
in 1930 2.

Life was stable for the next ten years for the 
Gottesman-Frey family until the German occupied 
Lwow in World War II.  In 1939, Lwow was one of 
the most important centers for Jewish life in the 
world where 32.6% of the 330,000 Lwow inhabitants 
were Jews.  Lwow was then taken over by Soviet 

F rey ' s  D iag ram 
in illustrating the 
auriculotemporal 
syndrome
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Union in September 1939. Most of the Jews were 
considered anti-communists because of their 
professional identity. Lucja Frey’s husband Marek 
was accused of counter-revolution and was arrested 
and executed by the Soviet Communists. 

In the flow and ebb of the 
tides of war, Lwow was re-
occupied by Germany in June 
1941 during the war. Lwow 
soon became a Jewish ghetto. 
Her Jewish population was 
divided into “useful” and “non-
useful” categories. The first 
batch of “non-useful” Jews 
was sent to the death camp 
in Belzec in March of 1942. Being a physician, Frey 
was considered as a “useful” Jew. She was issued a 
Green Card with the number 144 inscripted. 

She continued to look after Jewish patients at the 
local ghetto clinic until August 1942. By then, Lucja 
had lost her usefulness to the authorities in power. 
On a fateful 20th of August, 1942, the ghetto clinic’
s medical staffs were all shot, together with their 
patients – records showed that at least 400 people 
were murdered.  

By the end of the WWII, only 823 of the original 
250,000 Lwow Jews survived. No 
evidence remains to show that Dr 
Lucja Frey or her family members 
survived the war. Like many of 
her Lwow Jewish community that 
she served, Lucja Frey was an 
unfortunate victim of WWII. 

The��������������Legacy��������������of��������������Lucja��������������Frey
Many of wars casualties are usually sadly forgotten. 
How shall Lucja be remembered? 

For Dr Lucja Frey – outstanding scientist, femme 
extraordinaire, physician of distinction – her 
memory will continue to live on through her work, 
either consciously or unconsciously, in the minds 
of medicine. She will always be remembered by 
avid medical historians, on those most mundane 
moments of our profession at the teaching clinical 
rounds, at medical student tutorials and at those 
stressful examinations simply because of two words. 
These two words that bear her legacy to our world 
of medicine and to the memory of her life - Frey’s 
syndrome.

Dr��������������Lucja��������������Frey’s��������������Important��������������
Contribution��������������to��������������Gustatory��������������Sweating

Before Frey, various notable authors had described 
the phenomenon of gustatory sweating following 
surgical drainage of parotid abscesses. Most of them, 
however, were describing traumatic salivary fistulae 
sequelae rather than true gustatory sweating 3.

Duphenix,  1757 -   descr ibed the f i rst  case 
of “gustatory sweating” which was later believed to 
be a case of traumatic fistula.

Dupuy,  1816  - discovered the effect of sectioning 
cervical sympathetic and its effect on gustatory 
sweating in a horse.

Baillarger,  1853 - documented 2 cases of typical 
gustatory sweating in a human patient. Baillarger 
interpreted the facial fluid as saliva as a result of 

L u c j a  F r e y ' s 
registration as a 
health professonal 
during WWII issued 
b y  t h e  G e r m a n 
Nazi Goverment

Frey in 1941-
probably her 
last photo
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only by sweating but also flushing of cheek. Frey’s 
syndrome can also be demonstrated in 90% of post-
parotidectomy patients with the onset usually at 6 
weeks to 3 months after surgery. Of these gustatory 
sweaters, only 10% are symptomatic enough to 
warrant further treatment.

Various surgical techniques are available to reduce 
the incidence of Frey’s syndrome though none 
are convincingly effective. Tympanic neurectomy 
of Jacobsen’s nerve may be initially effective in 
abolishing Frey’s syndrome, but the nerve position is 
variable and it is associated with a high recurrence 
rate. Today intradermal injection of botulinum toxin 
A is probably the most efficacious and long-lasting 
treatment for treating Frey’s syndrome6. Lucja, the 
neurologist, would indeed be most intrigued.

References
1.	 M.	Moltrecht,	O	Michel	 ,	The	woman	behind	Frey’s	syndrome:	

The	 tragic	 life	of	Lucja	Frey..	Laryngoscope	114,	Dec	 	2004:	
2205-2209

2.	 Bennett	JD,	Frey’s	syndrome:	The	untold	story.	J	Med	Biogr	
1993,1:125-127

3.	 Dulguerov	 et	 al,	 Frey	 Syndrome	 before	 Frey:	 The	 correct	
history:.	Laryngoscope	109,	Sep	1999:1471-1473

4.	 Frey	L.	Le	syndrome	du	nerf	auriculo-temporal.	Rev	Neurol	
1923,	(II):	97-104

5.	 P	D	Drummond	 ,	Mechanism	of	gustatory	 flushing	 in	Frey’s	
syndrome:	Clin	Auton	Res	(2002)	12:	144-146

6.	 Abigail	Arad-Cohen,	Andrew	Blitzer,	Botulinum	toxin	 treatment	
for	symptomatic	Frey’s	syndrome:	Otolaryngol	Head	Neck	Surg	
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a blocked Stensen’s duct. Although his conclusion 
of the pathology was incorrect, the delay onset 
and persistence of symptoms suggested genuine 
gustatory sweating.

Brown-Sequard, 1850 -  was the first physician to 
use the term “facial sweating”. This helped future 
authors to better understand the nature of the fluid 
observed in this condition.

New and Bozer, 1922 - reported on 3 cases of  
“Hyperhydrosis of the cheek associated with injury 
to the parotid region”.

Lucja Frey, in 1923, gave the most detailed 
and correct description of the symptoms 4. She 
was the first to define gustatory sweating as a 
disorder of both sympathetic and parasympathetic 
innervations.  She correctly stated that parotid 
secretion was controlled by the glossopharyngeal 
nerve and sympathetic nervous system. Using 
different pharmacological agents, Frey identified 
the auriculotemporal nerve as responsible for the 
syndrome and argued that it was the missing link 
between eating, gustatory stimulation and the 
phenomenon of facial sweating. 

Today  we  know F rey ’s  synd rome to  be  a 
phenomenon of aberrant nerve regeneration after 
parotid injury as a result of misdirected regeneration 
or  co l la tera l  sprout ing of  parasympathet ic 
fibers into vacated sympathetic pathway in the 
auriculotemporal and nearby nerves 5. With time, 
functional connections between parasympathetic 
secretomotor, sympathetic dennervated sweat 
gland and cutaneous blood vessels become 
established such that salivation is accompanied not 

Main train station, Lwow
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Hospital Tour

Hong Kong Sanatorium & Hospital

Having shown you around in a hospital in the H.A 

last time, it is turn for the private sector. The Hong 
Kong Sanatorium & Hospital, considered to be an 
ultra modern hospital and one of the best, if not the 
best, private hospital in Hong Kong, would be a 
perfect choice to start my mission.

It was a rainy afternoon when I arrived at the lobby 
of the Sanatorium where I received the warmest 
welcome by Dr. Patrick Wong, the assistant medical 
superintendent, and Dr. William Yip, the consultant 
ENT Surgeon. 

You can find the cutting edge of nearly all aspects 
of the medical field in the Sanatorium. I can’t really 

show them all to you as that would need the whole 
volume of Senses! Let me pick out some of the 
showpieces for you.

The Plastic & Reconstructive Surgery Centre is 
fully equipped with operating theatres and laser 
rooms for day surgery 
and laser treatment. 
Patient privacy and 
comfort are ensured by 
the individual waiting 
rooms. 

The Department of 
Health Assessment 
i s  w e l l  e q u i p p e d 
w i th  the  s ta te -o f -
the-art facilities and 
equipment. Patients 
are provided with a one-stop service of check-up 
program with health assessment, a wide range of 
investigations and counseling.

The Sanatorium is renowned for its ophthalmology 
service which is provided by a ful l  team of 

Dr. Patrick Wong & Dr. William Yip

Dr. Yip and the friendly staff

Waiting for rejuvenation

Place to keep you healthy
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ophthalmologists 
o f  v a r i o u s 
s u b s p e c i a l t i e s . 
Guy  Hugh Chan 
Refractive Surgery 
C e n t r e  h a s  a 
tremendous volume 
o f  L A S I K  a n d 
refractive surgery 
performed. These 
he lp  pa t i en ts  t o 
enjoy better vision with less dependence on glasses. 
The quiet and comfortable environment undoubtedly 
makes the experience of having surgery a more 
pleasant one. 

Lying in bed on the ward 
is invariably unpleasant. 
H o w e v e r ,  h a v i n g  a 
television right in front 
of you  and access to 
b r o a d b a n d  i n t e r n e t 
service definitely can 
relieve the anxiety. The 
safe by the side gives 
a d d i t i o n a l  s e n s e  o f 
security. Needless to 

say, the deluxe private room and suite might just 
give the illusion of spending a few days in a holiday 
resort if one can afford it.

R a d i o l o g y  i s 
essential in our 
practice. In the 
Sanatorium, you 
see the forefront 
o f  m e d i c a l 
imag ing .  The 
state-of-the-art 
Dual Source CT, being the fastest scanner available, 
the high definition MRI (1.5 & 3T) scanners and 
the upfront PET/CT simply provide details with the 
highest sensitivity.

Opening up the body is part of our job as a surgeon. 
It can be done by robots here! Just kidding! The 
latest model of da Vinci S Robotic Surgical System 
is available this year. Although it is not widely used 
in the ENT at the moment, the robotic-assisted 
technique may possibly be the next step in minimal 
invasive surgery in our field.

T h e  E N T  s e r v i c e  i s 
comprehensive and cost-
effective. As described 
by Dr. William Yip, the 
ENT clinic is “minimally 
i n v a s i v e ” ,  b o t h  t o 
t h e  h o s p i t a l  b u d g e t 
and pat ien t ’s  pocket ! 
Everything in the room 
i s  p r a c t i c a l . 
Pa t i en t s  can 
h a v e  t h e 
hearing test and 
nasopharyngeal 
b iopsy in  the 
s a m e  r o o m . 
T h e y  t h e n 

Place to throw away your glasses

LCD right in front of you

Wealth on the bed, money 
in the safe

Only the suction gives you 
the hint it is a ward

A busy table in Radiology

Everything you need is there



20

wait in the quiet seating area for the frozen section 
result. If further oncologist’s opinion is needed, they 
will be guided to the oncology centre promptly. The 
individual waiting area outside each consultation 
room in the oncology department provides maximum 
privacy and comfort to patients and their family 
members.

Short�������������� Interview�������������� with�������������� the�������������� Medical��������������
Superintendent,��������������Dr.��������������Walton��������������Li��������������

Having walked 
t h r o u g h  a 
hospital of the 
“ M e r c e d e s ” 
c l a s s ,  I 
w a s  t o t a l l y 
impressed not 
o n l y  b y  t h e 
quali ty of the 

medical equipment and facilities, but also by the 
cozy and friendly atmosphere within the hospital. I 
saw smiles from patients as well as staff. I was also 
given an invaluable chance to interview the Medical 
Superintendent, Dr. Walton Li.

How is the friendly atmosphere achieved and 
maintained? “The 3 “T”s – Teaching, Teamwork 
and Trust” was Dr. Li’s response. He elaborated 
that doctors should take up the roles of teaching 
the nurses and staff for patient care, which is of 
paramount importance. The staff members work 
together as one team. Trust among team members 
is vital to ensure close collaboration and cross 
coverage. Dr. Li also emphasized the importance of 
the nursing staff since they have the most frequent 
contact with patients. “We need to keep the nurses 

happy,” he said “and they will take pride in their 
profession.”

I was curious about the secret of success in 
managing the hospital.  Dr. Li said,” The managers 
all came from the medical frontline and so they know 
exactly what the patients need. Within the hospital 
system, bureaucracy is cut down. We have regular 
staff meetings and retreats for direct communication 
and decision making”

As for the future development of the hospital, Dr. 
Li replied that they would aim to become a medical 
hub world wide. “Our hospital provides a platform for 
education and academic activities at the international 
level. If you can come up with new technology and 
advancement which is beneficial for patients’ care, I 
am always happy and willing to introduce that to the 
hospital.” So, Members and Fellows, think laterally 
and step forward!

Even another few thousand words would not be able 
to describe all that I had seen in this hospital visit, 
not to mention the Phase III development and the 
85th anniversary events. Last but not least, I would 
like to thank Dr. Walton Li, Dr. Patrick Wong and 
Dr. William Yip for their precious time showing me 
around. It was truly an enjoyable tour.

Talen WAI

Declaration	of	competing	interests:	none	declared		

Dr Wai Kin Hang and Dr Walton Li
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D e r m a t o m y o s i t i s  i s  a n 

u n c o m m o n  a u t o i m m u n e 

disease.  The incidence in 

USA is about 1 to 10 cases 

per million, within which its 

occurrence in female is twice 

more common than male.  

With advanced immunosuppressive therapy, the 

mortality rate related to this inflammatory disease 

or its treatment is less than 10% in developed 

countries.  Most patients with dermatomyositis, 

however, really succumbed to the malignancy 

associated with dermatomyositis rather than the 

disease itself.  The risk of developing malignancy 

in dermatomyositis is 6.5 times compared with the 

normal population; the highest risk group are those 

patients over 45 years old. (Ric Anthony Koler et al. 

2001)  

To reduce the mortality rate of dermatomyositis 

among patients, extensive screening of the occult 

malignancy for early intervention is of utmost 

importance.  The first report of dermatomyositis 

associated with stomach cancer was published in 

1916; subsequent reports showed that this disease 

could be associated with breast cancer.  The 

pathogenesis of cancer is believed to be caused by 

the impaired cell-mediated immunity in autoimmune 

disease.  Most common malignancies associated 

with dermatomyositis in Caucasian countries are 

ovarian cancer, stomach cancer and lymphoma.  In 

view of this, cancer screening of dermatomyositis 

The Journal Club

The Role of  ENT Surgeons in Dermatomyositis

patients in some western countries including 

basel ine Ca125 and regular gynaecological 

examination every 6 months for a period of at least 

2 years.  Experts in western countries also consider 

that the female gender in dermatomyositis is a poor 

prognostic factor in developing cancer.

Does the same disease pattern apply to the 

Chinese population?  Although the incidence of 

dermatomyositis in Chinese woman is similar to 

that in western countries, with the disease itself 2 

to 3 times more common in female compared to 

male, the gender risk factor in developing cancer is 

found to be male dominant rather than female.  The 

risk of male dermatomyositis patients developing 

cancer is 2.5 to 4 times more than that of female 

patients.  The predominant cancer is also different 

from Caucasian. There are different reports from 

Mainland China, Hong Kong, Singapore and Taiwan, 

showing that the commonest cancer associated 

with dermatomyositis in Chinese population is 

nasopharyngeal cancer.  (Hu,Wei-Han et al. 1996)

The low incidence of dermatomyositis in Caucasian 

also applied to Chinese, e.g. the incidence found 

in Singapore is only 7.7 cases per million per year.  

An estimate of 20 to 41% Asian dermatomyositis 

patients was associated with cancer, and most 

cancer was declared wi th in one year af ter 

diagnosis of dermatomyositis.  However, delayed 

presentation of malignancy up to 2 to 4 years 

had been reported.  Among all these cancers, 
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25% to 80% is associated with nasopharyngeal 

carcinoma (NPC), which became the commonest 

cancer associated with dermatomyositis in Chinese 

population.  In one Hong Kong report investigating 

the relationship of NPC with dermatomyositis, 10% 

of NPC cases presented before the dermatomyositis 

but most declared itself after the first diagnosis of 

dermatomyositis, with an average interval of eight 

months.  One Taiwan study reported that the odd 

ratio of NPC in dermatomyositis is 8.0 compared 

with that of the normal population.  Three strongest 

predictive factors were found to have contribution 

in developing cancer in dermatomyositis, they are: 

older age (>45 years), male gender and high CPK 

level at the time of presentation.  (Chen et al. 2001)

One Hong Kong local report of six patients with 

amyopathic dermatomyositis (one category of 

dermatomyositis without muscle features) found that 

all 5 male patients developed cancer (3 NPC, 1 lung 

cancer, 1 cervical metastasis of unknown primary), 

but the single female case was free of malignancy.  

This paper also stressed the importance of NPC 

screening in dermatomyositis. (Fung et al. 1998)  If 

the patient is a male, extensive screening and close 

monitoring is justified.  Although one report from 

Japan described the survival rate of dermatomyositis 

patients associated with cancer dropped to 10% 

at 5 years, this result may not appliable to Hong 

Kong since this Japanese series contained mainly 

Ca uterus, Ca lung and Ca stomach, with not a 

single case of NPC. (Nobuo Wakata et al. 2002). 

The prognosis for NPC is considered to be better 

especially if we can detect the cancer at an early 

stage.

Nowadays, the advanced technology in radiotherapy 

and chemotherapy could help cure more than 90% 

of stage 1 NPC patients.  But if the cancer presents 

as stage 4, the cure rate drops to 58%. (Anne 

W.M.Lee et al. 2005) This stressed the importance 

of NPC screening in this group of patients in order to 

pick up this disease at its earliest stage.  

As a conclusion, dermatomyositis is a rare disease; 

however ENT surgeons have an important role in 

performing early cancer screening.  Since most 

NPC developed within 1 year after first diagnosis 

of dermatomyositis, regular endoscopic screening 

up to 2 years is justified especially if the patient is 

a male.  More extensive investigations like PET-CT 

may also be considered if resources are available.

Gerald Ka Lak KAM
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Dog bite injury of the nose is 

an emergency condition that is 

difficult to treat.  The wound is 

usually contaminated, irregular 

and associated with extensive 

soft tissue loss.  The authors 

d e s c r i b e d  a  s u c c e s s f u l 

replantation of an amputated nose after a dog bite 

injury.  The amputated segment was appropriately 

handled and transported, and an operation involving 

tissue debridement, microvascular anastomosis 

and suturing was done.  A branch of the dorsal 

nasal artery and two veins were anastomosed 

with 10/O nylon.  Meticulous management of the 

replanted nose started in the recovery room, which 

associated	with	malignancy:	a	30-year	retrospective	study.	 	 Internal	

Journal	of	Dermatology,	41,	729-734
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Nose replantation following a dog bite injury

involved application of leeches, infusion of heparin 

and prescription of aspirin and levofloxacin.  The 

aesthetic result was excellent judging from the 

photographs, and the functional result was also 

good.  However, it is important to note that such 

a result could not possibly be achieved without a 

whole team of highly trained and dedicated medical 

staffs, including ambulance men, nurses and 

microvascular surgeons.

Frederick WONG

Successful	replantation	of	an	amputated	nose	after	dog	bite	injury.		R	

L	Flores,	N	Bastidas,	R	D	Galiano.		Otolaryngology-Head	and	Neck	

Surgery.		2007;	136:	326-327.

Near Real-time Navigation for FESS

It is called near real time navigation because it 

makes use of a fluoroscopic scanning method to 

update the CT images right before and during the 

operation.  The fluoroscopic images were obtained 

by a C-arm around the operating table, and the 

data were then loaded into the computer and 

incorporated into the pre-op scans to generate CT-

like images.  Like the traditional navigation system, 

these images allowed 3-dimensional navigation 

during the operation.  This system had been tested 

in previous cadaveric study, and the authors would 

like to study its usefulness in operations.  FESS 
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was performed on 14 patients with this technology 

and the experience reported.  All 14 operations 

were successful and immediate post-operative 

fluoroscopic images showed adequate clearance 

of disease.  The limitations and precautions of 

this method were identified, which include mobility 

problems of the C-arm, the need to work around 

the transmitter which was glued to the headset, 

and the distortion of images by blood and nasal 

packing.  The last problem was especially difficult to 

resolve and it made it difficult to assess the extent 

of residual soft tissue diseases.  That explains why 

this technology is more useful for bony pathology 

at present.  Additional time expenditure was less 

than 10 minutes per scan, and additional radiation 

exposure was about 12% of a standard CT per scan.  

The cost was not mentioned in the article.  More 

studies are needed to show more superior outcome 

in terms of disease clearance and complication 

rate to justify the additional cost, time and radiation 

exposure.  This is also acknowledged by the 

authors. 

Frederick WONG

Feasibility	 of	 near	 real-time	 image-guided	sinus	 surgery	using	

intraoperative fluoroscopic computed axial tomography.  S M Brown, 

B	Sadoughi,	H	Cuellar,	R	von	Jako,	M	P	Fried.	 	Otolaryngology	–	

Head	and	Neck	Surgery	2007:	136:	268-273.

This is the first systematic 

report and an interesting study 

on the effectiveness of water 

intake therapy in the treatment 

of Menieres Disease. The 

author postulated that by 

lowering the plasma ADH 

level after increase in water drinking will decrease 

the secretion of vasopressin and normalize water 

permeability in the inner ear. The study consisted of 

2 groups of patients. Group 1 patients drank 35ml/

kg of water per day in addition to the normal daily 

beverages and food for 2 years. Group 2 patients, 

the control group received the conventional therapy 

Naganuma H, Kawahara K, Tokumasu K, Okamoto M. 
Water may cure patients with Meniere Disease. 
Laryngoscope 2006;116:1455-60

of 63g/day isosorbide as diuretic and 75 mg/day 

diphenidol hydrochloride as antivertiginous drug. 

Results showed that patients on water therapy 

had significant relieve in vertigo and improvement 

in hearing compared to those on conventional 

treatment. 

This paper suggests that water therapy may be 

a possible therapeutic modality for treatment of 

Menieres. Further large scale studies or randomized 

contolled trials should be conducted.

Birgitta WONG
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Robotic surgical systems have been used in 

urologic, cardiac and thoracic procedures. This 

study was to evaluate the application, efficacy and 

safety of the da Vinci Surgical Robot in the pediatric 

airway. The Robot was used on 4 cadaveric larynxes 

and 5 pediatric patients with laryngeal cleft. Results 

showed that robotic surgery on cadaver larynxes 

allowed the surgeon great dexterity and precision, 

delicate tissue handling, good 3-dimensional depth 

perception and easy endolaryngeal suturing. The 

Robotic Surgery in the Pediatric Airway
Rahbar R, Ferrari LR, Borer JG, Peters CA
Arch Otolaryngol Head Neck Surg. 2007;133:46-50

author further demonstrated success in transoral 

robotic repair of laryngeal cleft in 2 patients. Limiting 

factors of robotic surgery in children lie on the size 

of the equipments and limited transoral access. With 

further advances in the device and development of 

smaller instruments will certainly facilitate Robotic 

surgery in this field.

Birgitta WONG

How I do it: Endoscopic ligation of  anterior ethmoidal artery 

W hen severe  ep is tax is 

does not respond to nasal 

packing, endoscopic ligation 

of the sphenopalatine artery 

would be performed pretty 

commonly now. However, 

bleeding may not be controlled 

if the bleeding site is too high or too anterior in the 

region supplied by anterior ethmoidal artery (AEA). 

Treatment options include an external approach 

to ligation of the anterior ethmoid artery and 

embolization. However, the former will create a facial 

scar and latter may result from blindness and stroke. 

The author shared his experience on how to ligate 

the AEA endoscopically even the AEA is encased 

within a bony canal in skull base. The first surgical 

step is to perform maxillary antrostomy to identify 

the level of the orbital floor. The bulla ethmoidalis is 

resected and anterior ethmoid cells are cleared to 

expose the medial orbital wall and ethmoidal roof. 

A 30° endoscope is then used to visualize the bony 

canal of AEA. A small opening is made through the 

thin bone of the lamina papyracea just inferior to the 

canal. Care is taken to avoid injury to the underlying 

periorbita. Bone fragments are elevated and 

removed to expose the AEA as it enters the ethmoid 

cavity from the orbit. A periosteal elevator is used to 

elevate anteriorly, superiorly and posteriorly to the 

AEA in order to provide an adequate exposure for 

vascular clipping. After the vessel and its overlying 

fascia have been isolated, an angled clip applier 

is used to ligate the artery. The author performed 
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Bilateral vocal cord paralysis caused by laryngeal mask airway

Transient or permanent vocal cord paralysis has 

been repeatedly reported as a complication of 

endotracheal tube insertion. The laryngeal mask 

airway (LMA) is regarded as a safer technique in 

respect to this complication. Kazuhira reported 

a case of bilateral vocal cord palsy after using 

LMA, which required tracheotomy to secure the 

airway. Surgery over the patient’s left shoulder 

was performed under general anesthesia. Size 3 

LMA was uneventfully inserted and anesthesia was 

maintained with nitrous oxides and sevoflurane. Cuff 

was inflated with 20ml of air and pressure was not 

monitored during anesthesia. The surgery lasted 

for 425 minutes. The patient noticed difficulty in 

breathing two hours after the operation. Flexible 

laryngoscopy revealed bilateral vocal cord palsy with 

edema of the bilateral arytenoids and aryepiglottic 

folds. Tracheotomy was performed. CT scan showed 

no signs of arytenoids dislocation or neurological 

compression. Bilateral vocal cords became mobile 4 

weeks afterwards. The author comment that bilateral 

vocal cord palsy in this case can be due to pressure 

neuropraxia by the over-inflated cuff secondary to 

nitrous oxide diffusion into the cuff. It is well known 

that the cuff pressure in LMA increases during 

general anesthesia because of diffusion of nitrous 

oxide across the semipermeable membrane of the 

LMA tube cuff. Other theories including arytenoid 

dislocation, diffusion of lidocaine jelly applied to the 

cuff, compression of recurrent laryngeal nerve at 

the apex of the pyriform fossa and misplacement 

of the LMA tip between the false cords had been 

discussed. The author also suggested guidelines 

to avoid this complication: (1) standard insertion 

technique, (2) using large LMA to decrease the cuff 

pressure, (3) monitor the LMA cuff pressure and (4) 

pay attention to any signs of malposition.

Dennis Lee

Bilateral	vocal	cord	paralysis	caused	by	 laryngeal	mask	airway.	

Endo	K,	Okabe	Y,	Maruyama	Y,	Tsukatani	T,	Furukawa	M.	Am	J	

Otolaryngol.	2007	Mar-Apr;28(2):126-9.

in three patients with concomitant endoscopic 

ligation of both sphenopalatine arteries and anterior 

ethmoidal arteries for epistaxis. Bleeding was 

stopped and the patient can be discharged the next 

day. Although the feasibility had been demonstrated 

by the author, it may not be easy when the operative 

field is bloody during epistaxis.

Dennis LEE

Pletcher,	Steven	D.	MD;	Metson,	Ralph	MD	Endoscopic	Ligation	of	

the	Anterior	Ethmoid	Artery.	Laryngoscope.	117(2):378-381,	February	

2007.
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Overseas Courses and Attachments

Visit to the Great Ormond Street Hospital, London

London has always been the premier city in 

Europe. Not only is it home to familiar landmarks as 

Big Ben, Tower Bridge, the glorious River Thames 

and now the London Eye, it also boasts the great 

museums, art galleries and more theatres than any 

other parts of the world. Between April and June 

2005, I had the opportunity to undertake a visiting 

observership at the Great Ormond Street Hospital 

(GOS) in London which is part of the Institute of 

Child Health of the University College London.

The hospital was founded in 1852 as the first 

children hospital in UK, situated at the convenient 

Russel Square of Central London. It is a national 

centre of excellence in the provision of specialist 

children’s health care, currently delivering the widest 

range of specialist care and paediatric research.

The Paediatr ic Otolaryngology unit  at  GOS 

is famous worldwide for airway and laryngeal 

reconstruction, complicated ear reconstruction, 

osseointegrated techniques, cochlear implantation 

and management of other congenital abnormalities. 

There are 4 consultants including Mr Martin Bailey, 

Mr David Albert, Mr Benjamin Hartley and Ms 

Michelle Wyatt, all renowned in the field of ENT.

During the 3-month visit, I had a plentiful of 

opportunities to observe a wide variety of operations 

including laryngotracheobronchoscopy, difficult 

laryngotracheal reconstructions, opening of choanal 

atresias, excision of branchial fistulas, bilateral 

cochlear implantations and BAHA. Being a tertiary 

referral centre, I had seen difficult paediatric head 

and neck cases such as excision of cystic hygroma, 

thyroidectomy for extensive papillary carcinoma and 

even facial nerve grafting in a 5-year-old boy after 

Great Ormond Street Hospital entrance

Dr Birgitta Wong with Mr Martin Bailey
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excision of a huge teratoma of the face. 

Apart from traditional operations, Mr Bailey and other 
consultants were gracious enough to demonstrate 

and share their new techniques to all visitors 
from different parts of the world. I had observed 
them performing dilatations of subglottic stenosis 
with vascular balloons; injection and instillation 
of Cidofovir for treatment of recurrent respiratory 
papillomatosis and open submucosal resection 
of subglottic haemangioma with very successful 
results. Even simple surgery, I was impressed 
by the efficient, clear and bloodless technique of 
adenoidectomy with the use of suction diathermy. 
Besides operations, I attended special clinics like 
the combined cleft clinic,   cochlear implant clinics 
and research meetings which benefited me much 
in future management of complicated paediatric 
patients.

April to June is a good time to stay in London as 
spring comes with lovely warm spells and bright 
clear days. It will be nice to spend a Saturday 
af ternoon at  Hyde Park and relax amongst 
the meadow, trees and lakes; or to watch live 
performances and street entertainers at Covent 

Garden. Transport systems fan out well from 
London and almost nowhere is impossibly far from 
the capital. I have spent weekends in excursions 
such as the mysterious, impressive Stonehenge 
which was thought to be astronomical observatory 
sites or temple for worship of ancient earth deities. 
The City of Bath is unique with its stunning hot 
springs and ancient Roman baths. Oxford, being 
the City of Dreaming Spires, is famous for its superb 
architecture and strong atmosphere of academic 
excellence.

To conclude, I really had a memorable and fruitful 
visit in London. I treasure the time in GOS observing 
experts operating and I miss all the musicals and 
Friday evenings spent with the friendly registrars 
at pubs which I had never thought of even coming 
close to.

Dinner with the ENT registras and visitors

The mysterious StonehengeTower  B r idge  on  R ive r 
Thames

The ancient Roman bath at City of Bath, unchanged for 
more than 2000 years!

Birgitta WONG
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4th Biennial International ‘Milano Masterclass’
Sinonasal & Skull Base Endoscopic Microsurgery, March 23-25, 2007
Rhinoplasty & One Pearl of  Facial Plastic Surgery, March 25-27, 2007

I wonder what next. The four handed techniques 

for tumor resection and ENT/Neurosurgery with the 

correct instruments, now widely available, was a 

pleasure to watch on video (no live surgery). I must 

say I could not really follow the intraclival anatomy, 

though well demonstrated with the endoscope, I 

believe, by the brilliant anatomist Dr Tschabitscher. 

Paolo Castelnuovo and the Pittsburgh group 

Ricardo Carrau and Amin Kassam brought genuine 

new insight into what was relatively non-invasively 

possible with the nasal endoscope.

The rhinoplasty part which I enjoyed very much 

would appeal to our colleagues who take an interest 

in the field but not everyone. The slant was the 

practical approach to it all. Practical analysis and 

tricks and maneuvers (there are so many of them!) 

to achieve specifics by the top guns in Rhinoplastic 

The 4th Biennial International “Milano Masterclass” 

On Endoscopic Skull Base Surgery and Rhinoplastic 

techniques in March 23-25 2007 deserves a good 

mention. I, of course attended it funded by HA with 

some skepticism as to how much I would be able 

to really gain from a double bill conference like 

this. Much to my surprise, in the midst of heavy jet 

lag having crumpled up in ‘purgatory’ (pardon my 

expression though it felt that way), last row of the 

rear cabin on Cathay (not really complaining about 

my parsimonious organization), I was glued to my 

chair all the way through the program, oh, perhaps 

except for a short visit to the Duomo on the Sunday 

which was a great experience.

The speakers were the very best and they were all 

good friends who did it to teach and not for show. 

It was impressive to see that what we used to fear, 

CSF leak, carotid bleed etc. were no longer issues 

at which point the brain did not seem to be the limit. 

Professor plama and Professor Paolo Castlnuoro

The Course Faculty Toasting and Singing 'Volare' ('to fly') at 
the banquet
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surgery. What works and how well it does after 

ten years were most succinctly presented.  The 

procedures are not irrelevant to HA practice as 

there are the traumatized noses and the Cleft and 

congenital deformities. There are many who have 

been longing for some help, much to my surprise, 

when one looks.

The shopping at nearby Duomo had to be done 

on the morning before I flew off. You keep getting 

told by the brilliant Surgeon and Course Director 

Professor Pietro Palma on the big screen: “You 

are not on hol iday!”.  The course goes from 

8:30am- 7:00pm every day!  The course is highly 

recommended for specialists who have pretty well 

seen a good cut of the clinical spectrum yet yearning 

for something more. The next course will be held 

in 2009. Ladies, don’t bring your husband to the 

Milan conference! He will be bored. Gentlemen, if 

you bring your wife, she will have a wonderful time 

but may go wild in the midst of an overwhelming 

selection of the latest in Italian fashion. The 

Conference Hotel this time was six short stops from 

Milan centre. My recommended restaurants in the 

evening in Milan would be Al Penny, Da ILia and the 

course dinner venue. It may be best to travel at least 

World Traveler Plus BA, Oasis Business or upgrade 

to Business with others with your miles (This applies 

to HA employees only!). I thought it would be OK 

with economy but had to conclude that my age was 

advancing.

Victor ABDULLAH

The 4th Biennial Milano Masterclass
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Books, Articles and websites

In this issue of Senses, rather than websites and 

Books, I would like to report on an article published 

in the The New England Journal of Medicine 

(February 2006; 354(6):567-578):

Radiotherapy plus Cetuximab for Squamous Cell 

Carcinoma of Head and Neck.

Authors: Bonner, James A, Harrari Paul M, Giralt 

Jordi, et al. 

This study was supported by ImClone systems, 

Merck (Darmstadt, Germany) and through a grant 

(CA06294) from the National Institues of Health.

Background
The management of loco-regionally advanced head 

and neck cancer has undergone a major shift during 

the past 2 decades. For advanced resectable tumors 

of hypopharynx and oropharynx (and larynx in some 

centers), chemoradiotherapy has assumed a major 

treatment role. This is because it allows organ-

preservation, usually better post-treatment function, 

but without jeopardizing the survival. However, the 

toxicity of chemoradiotherapy is often severe and 

on occasions lethal. Therefore, there is a continued 

search for efficacious yet less toxic alternative. 

The epidermal growth factor receptor (EGFR) is 

abnormally activated in epithelial cancers, including 

head and neck cancer. Studies had shown that 

blockade of EGFR signaling would enhances the 

cytotoxic effects of radiation. Cetuximab (Erbitus, 

ImClone Systems), an IgG1 monoclonal antibody, is 

one such agent.

What��������������is��������������this��������������study��������������about?
Patients with loco-regionally advanced (stage III 

and IV) head and neck squamous cell carcinoma 

(oropharynx, hypopharynx and larynx) were 

randomized to receive high dose therapy alone (213 

patients) or high dose radiotherapy plus weekly 

Cetuximab (211 patients). The outcome measured 

included loco-regional control, overall survival, 

progression-free survival, the response rate and 

safety.

Which��������������treatment��������������group��������������achieved��������������better��������������
results?��������������(analysed on intention-to-treat basis)
Only the first 3 years of results were available. The 

combined radiotherapy/ Cetuximab group (RT/

Cetux) yielded statistically significant superior results 

in all parameters of tumor control and survival when 

compared to that of the radiotherapy alone group 

(RT).

Size of the benefit? 
At 3 years, the RT/Cetux group achieved a/an

1. locoregional control rate of 47% (versus 34% in 

RT group)
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2. overall survival of 55% (versus 45% in RT group)

3. progression-free survival of 42% (versus 31% in 

RT group)

The overall response rate (the rate of complete 

and partial responses) for the RT/Cetux was 74% 

versus 64% in RT group, which is also statistically 

significant.

Toxicity��������������of��������������Cetuximab
Among the 211 patients who received cetuximab, 

13 required discontinuation. Four of them were due 

to hypersensitivity reactions and eight other were 

because of a grade 3 acneiform rash. Less than 

5% of patients required a dose reduction. Notably, 

Cetuximab did not exacerbate the common toxic 

effects of radiation.

How��������������should��������������we��������������interpret��������������these��������������results?��������������
A good discussion about this paper could be found 

in the Editorial of that journal issue by Posner and 

Wirth. (Cetuximab and radiotherapy for head and 

neck cancer. N Eng J Med;354(6):634-6)

The reported gain in survival without a substantial 

increase in toxicity by adding Cetuximab in the 

treatment regime certainly sounds attractive. 

However, one should take note that these are 

only early results of up to 3 years. The result may 

be significantly worse on longer term follow up 

(say, at 5 year), which was the experience shown 

on a European chemoradiotherapy trial. Also the 

improvement in survival in RT/Cetux group was 

evident for oropharyngeal cancer but not among 

patients with hypopharyngeal and laryngeal cancer. 

This editorial also remarks that:

“Despite the lack of comparative studies, oncologists 

should keep in mind that all studies of platinum-

based chemoradiotherapy have shown greater 

improvement in patients than Bonner found with 

cetuximab”

Is��������������there��������������a��������������place��������������for��������������cetuximab?
With current evidence, for those advanced cancers 

that are treated non-surgically, chemotherapy with 

cisplatin remains the standard of care. Patients who 

cannot tolerate chemotherapy may benefit from the 

addition of cetuximab to radiotherapy. 

There are on-going studies to see whether 

cetuximab can be added to chemotherapy to further 

enhance the treatment outcome.

Siu Kwan NG



3�

CPD Quiz

Case��������������1��������������
A  3 8  y e a r  o l d 
g e n t l e m a n 
presented with a 
very husky voice 
for two years. He 
underwent multiple 

microlaryngoscopic procedures but the lesion 
had a relentless propensity for recurrence. 
Videostroboscopic examination of the larynx 
demonstrated bilateral extrusive lesions with 
substantially diminished mucosal vibration 
(Figures 1 and 2).

Figure 1

Figure 2

Case��������������2
A 45 year old gentleman presented with 
hoarseness since childhood. He noticed 
a forced quality to his voice with frequent 
pitch breaks, double tones and vocal fatigue. 
Videostroboscopic examination of the larynx 
demonstrated small gaps remaining anterior 
and posterior to the lesion during maximum 
glottal closure (Figure 3). There was no 
mucosal wave observed on the lesion.

The correct answers to the last CPD quiz 
were:

Q 1. What is the diagnosis?
 (B) Superior herniation of the thymus

Q 2. If the diagnosis were laryngocoele, what would 
be the preferred imagining modality?

 (A) CT scan

Q 3. Patients with Phlebectasia can be confirmed 
with which imaging technique?

 (A) Doppler US

Q 4. Which pharyngeal pouch does the Thymus 
originate embryologically?

 (C) 3rd 

Figure 3

Paul LAM
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CPD��������������Quiz June 2007

Name:

Contact:

Your Email:

Date:

Please reture the answers to the College by fax at 2904 5035 before 30 July 2006.  Answers with scores over 75% 
will be awarded one CPD point. The correct answers will be published in the next issue of Senses.

1) What is the most likely diagnosis?
a) Sulcus vocalis

b) Nodules

c) Papillomatosis

d) Epithelial hyperplasia

e) Polypoid corditis

2) The following treatment modalities may be 
used for this disease EXCEPT

a) carbon dioxide laser

b) pulsed dye laser

c) cold steel instrument resection

d) microdebrider

e) botulinum toxin injection

3) What is the most likely diagnosis? 
a) Cyst

b) Nodule

c) Polyp

d)  Reinke’s edema

e) Polypoid corditis

4) Which of the following is CORRECT 
concerning the current problem?

a) The pathology is usually of viral origin.

b) It is frequently bilateral.

c) The chance of  asp i ra t ion dur ing 

swallowing is 15%.

d) I t  usual ly resolves with adequate 

hydration and speech therapy.

e) The pathology may be composed of an 

epithelial rest.

Case��������������1

Case��������������2
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A trip to Egypt would naturally arouse picturesque 

thoughts of ‘Pyramids’, ‘Pharaohs’ and ‘Treasures’ 
inside the Egyptian museum in Cairo. If you go south 
along the river Nile, you would be overwhelmed 
by stunning temples and tombs of the great kings, 
Luxor is the place and a ‘Must’ to visit, once the 
capital of Egypt during the most glorious period of 
the Pharaonic Era. 

A leisurely cruise on the Nile is my recommendation 
for your itinerary in your Egyptian tour. The sights 
along the river Nile, though many, are quite spread 
out and if you should decide to go on wheels, you 
would probably need to stay in a different hotel 
every night. A nice boat on the Nile is a much better 

A Lesurely note

Cruise on the Nile

alternative for the several days guaranteed to open 
your eyes.  More importantly, you could enjoy sailing 
on the river, observing the changing landscapes 
along the river bank, watching feluccas glide by, 
or simply enjoy the sun on the deck while the boat 
brings you to the next destination.

The duration of a Nile cruise ranges from 4 days 
3 nights to well over a week depending on where 
one chooses to embark and disembark. The most 
popular cruise sails between Aswan and Luxor 
which takes 4 to 5 days.  

There are different kinds of boats you can choose 
to sail on the Nile.  Feluccas are small sailing boats 
propelled by the wind (a little precarious for the 
Hong Kong tribe).  There may not be room for your 
bags even so ladies must do without their cosmetic 
cases and formal wear.  Nights are spent on the 
boat or the captain might take you camping on 
one of the islands along the Nile.  This is the most 
economical way to sail the river.  Most travellers, 
including myself, would choose to stay in one of 
the many Nile cruisers.  These boats usually have 
3 to 4 levels and a sundeck with a pool.  Apart 
from the usual restaurant, bar, gymnasium, beauty 
shop, some boats also have a ‘Casino’.  The price 

Nile Cruiser

Nile cruisers
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range for traveling on a Nile cruiser varies greatly 
with the level of luxury opted for.  The price usually 
includes full board meals (without drinks) and all the 
entrance fees to the monuments together with an 
Egyptologist.  One may choose to sail on a cruiser 
without sightseeing.  If money is not a concern, you 
may choose to sail on one of the Dahabeeyahs.  
These are refurbished boats that the ancient 
Egyptians used to sail on the Nile.  They are all 
tastefully decorated, usually with an antique feel.  
You have to book the entire boat though, which is fit 
for honeymooners, an extended family or a group 
of friends.  The itinerary of the trip, as well as the 
food and wine, and any other service is individually 
catered for.

We stayed in Aswan for 2 days before we boarded 
our Nile cruiser.  This allowed us some time to 
visit the magnificent Abu Simbel temple, which 
has been one of Egypt’s logotypes.  I also needed 
to see the Old Cataract Hotel, which featured in 

Agatha Christie’s ‘Death on the Nile’ movie with 
Peter Ustinov, Angela Lansbury, David Niven and 
so many other top actors and actresses.  Dining in 
her 1902 restaurant is an exquisite experience.  The 
mesmeric ambience and the quality of food and 
service are well worth the price.

We boarded the Nile cruiser at noon.  We were most 
satisfied with the boat we chose.  Our room was 
very spacious with big windows.  It was equipped 
with two bathrooms.  Meals were served in the 
restaurant upstairs.  The quality of food was above 
our expectations.  It was top culinary quality, with 
an impressive range for choice.  We were assigned 
seats at a table with the same five other passengers 
throughout the journey, so we had the opportunity 
to get well acquainted and enjoyed much time 
sharing our travel experience.  After lunch on day 
one, we gathered to meet our Egyptologist.  He is 
a knowledgeable, funny and friendly person.  He is 
an archaeologist who had worked for the Egyptian 
government at the Valley of the Kings and Queens 
for many years.  We were lucky to have him showing 
us the historical sights of Egypt.  That day he took 
us for a felucca ride to the Botanical Gardens for a 
leisurely stroll in the afternoon. Time became slow, 
we seemed to have ample of it all of a sudden (not 
the Hong Kong way) and we managed to go back to 
the cruiser for afternoon tea and then a ‘nap!’.  We 
then enjoyed dinner on board, refreshed. Everything 

Abu Simbel temple

Waiting for rejuvenation

feluccas on the Nile
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seemed more colorful and all earthly matters 
became non-issues.

On day two, we went to the Granite Quarries after 
breakfast.  We saw the unfinished obelisk, which 
was unfortunately cracked during harvest so they 
had to abandon it.  I was amazed how the ancient 
Egyptians could harvest and polish such huge 
pieces of rock with primitive instruments, not to 
mention how they transferred and erected it on the 
chosen sites.  We then visited the Philae temple by 
boat.  Philae temple was dedicated to the Egyptian 
goddess Isis.  This massive temple was partially 
submerged in water when the Aswan dam was 
constructed in 1902.  Rescue of the temple was 
organized by the UNESCO in 1972.  The temple 
was disassembled, stone by stone, and moved to 
the nearby Agilkia Island where it was reconstructed.  
We returned to our cruiser for lunch while it sailed to 
Kom Ombo. 

The dual temple of Sobek and Horoeris at Kom 
Ombo was stunning.  This temple was dedicated to 
the two Gods with its unusual architecture of every 
structure duplicated and positioned symmetrically 
along the main axis.  Apart from the reliefs of ancient 
Egyptian Gods on the wall of the temple, we saw 
interesting pictures and items in this temple including 

beautifully decorated pillars in the temple of Khnum at Esna

The Nile cruiser

Temple of the Sobek and Horoeris at Kom Ombo

Temple of Horus at Edfu

Philae temple
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the ancient Egyptian calendar, a set of surgical 
instruments, childbirth and breastfeeding.  After the 
tour we returned to our cruiser and while we were 
having tea, it sailed to Edfu, where we spent the 
night.  We had a Galabiya and costume party at 
night, where passengers were encouraged to dress 
like an Egyptian (we tried our best).  There were 
games and entertainment and it was tremendous 
fun once disinhibited!

over the Valley of the Kings and Queens at Luxor. 
We gave it a miss for we didn’t really want to get up 
before sunrise for height!

sundeck

Galabiya party

Luxor temple with its obelisk in the evening.

Luxor temple

There were so many historical sights at Luxor that 
the cruise sightseeing itinerary could only take us to 
five.  We stayed behind in Luxor after disembarking 
to wander on our own to see the rest.  While we 
were missing the leisurely ‘lazy’ days on the cruiser, 
it was time to fly over to the Red Sea resort town 
Sharm el-Sheikh for a few days of sun and sea, a 
perfect finale to the Egyptian holiday. It was then, 
before we knew it, time to conclude our journey, one 
which had positively captured our heart and soul 
and I am sure yours too if your travel plans should 
take you on river Nile.

Wendy KWAN

The itinerary for the remaining few days of the cruise 
was similarly sensational. We went to one site of 
interest in the morning after breakfast, and another 
one after lunch.  In between we had ample time 
to relax on the sundeck, or in our own room.  We 
could also choose to leave the cruiser for a walk in 
town.  The crew could arrange hot air balloon rides 
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