








Our College guidelines on Certification for Specialist Registration (CSR) are currently under review and will follow the 

following principles as suggested by the Academy of Medicine:-

1) CSR should be assessed based on comparable training and comparable qualifications

2) Failing the above, College should consider if flexibility could be applied provided that decisions are based on reasons of 

quality and standard

3) Owing to the uniqueness of individual specialties, consistency will be required within a College but not necessarily across 

Colleges.

The Censor in Chief will provide more details when they are finalized.

The ENT training centers in Hong Kong, QMH, QEH,TMH,YCH, PYNEH and PWH/UCH/AHNH network were 

inspected by our College representatives during the months of August thru October and have all had their training 

accreditation status reaffirmed. 

The College plans to restart the monthly lecture series, based on the feedback received from trainees during the College 

inspection. These lectures will tentatively recommence in April 2008, which will be in the early evening of a weekday. 

Specialists are welcome to the lectures as before which will be CME accredited.

A formal Head & Neck/Temporal Bone Dissection laboratory for our trainees is currently in planning at QMH supported by 

HA. The College will be facilitating arrangements for training courses when it is available for use.

The College wishes to thank all our Fellows at PWH, PYNEH, UCH who helped in arranging the mock examinations for 

our HSTs prior to their final Fellowship exams. All seven candidates, Dr John Chan, Dr Chio Io Meng, Ingrid, Dr Ho Chung 

Wai, Ambrose, Dr Hung Che Wai, Terry, Dr Lee Ting Hon, Alex, Dr Lee Chi Leung and Dr Wong Ka Chun, Justin passed 

their conjoint FRCS(Edinburgh)/FHKCORL examinations held on 12-15 October 2007.  A special reception was held at the 

College Chamber on the 30th October to congratulate the new Fellows to be. 

Dr Fung Kai Bun & Dr Terry Hung Dr Fung Kai Bun & Dr Ambrose Ho Dr Fung Kai Bun & Dr Chio Io Meng
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In our last submission of manpower projection to the academy, the population/specialist ratio in 2011 is estimated to be 

60464/specialist which is viewed by the Council to be at an optimum (presently 63000/specialist as compared to benchmarks 

of UK at 61254/specialist and Singapore at 64247/specialist).

The College Council does, however, recognize the factors, which might have an impact on the manpower need. These would 

include ‘Subspecialisation’, the recent dramatic increase in resignation rate from the public institutions and the possible part-

time employment, when available, which might be opted for by present staff members or young mothers. The College will be 

monitoring these factors closely.

On the 12th November 2007, our President Dr Fung Kai Bun spoke to the medical students at the Medical Society of the 

Hong Kong University Student Union on ‘A Career in ENT’.

At the 127th Hong Kong Doctors’ Union afternoon symposium on the 18th November 2007,which was a joint symposium 

of the HKDU and our College, Professor William Wei spoke on the ‘Management of Neck Masses’and Dr Tong Fu man on 

the ‘Management of Facial Palsy’. Dr Paul Lam lectured on the ‘Management of Hoarseness’ and Dr Wan Yiu Ming on the’ 

Medical treatment of Chronic Rhinitis’.

Academic activities were plentiful during the past six months. Our College and the Hong Kong Voice Foundation ran a 

Dr Fung Kai Bun & Dr John Chan Dr Fung Kai Bun & Dr Lee Ting Hon Dr Fung Kai Bun & Dr Lee Chi Leung

Dr Fung Kai Bun & Dr Wong Ka Chun The Council and Education Committee Members with new 
Fellows to be.
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Conjoint Scientific Symposium on ‘Professional Voice Care’.  Professor Peak Woo, Professor Thomas Murry, Dr Jenni Oates 

and Dr Roger Chan were our overseas guests. Our local experts were Dr Paul Lam and Professor Edwin Yiu.

Dr. Roger Chan and Dr. Fung Kai Bun

Dr Roger Chan

Dr. Paul Lam and Dr. Fung Kai Bun

Prof. Jenni Oates Prof. Thomas MurryDicussions

Dr. Jenni Oates and Dr. Fung Kai Bu

Dr EdwinYiu Dr. Luk Wai Sing, Dr. Peak Woo, Dr. 
Fung Kai Bun and Dr. Birgitta Wong

Dr. Peak Woo and Dr. Fung Kai Bun Prof. Thomas Murry and Dr. Fung Kai Bun
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At the 2007 CUHK ENT conference, sponsored by our College, Dr Fung Kai Bun officiated at the opening ceremony and 
Professor William Wei and Professor Andrew van Hasselt delivered the Joint College Society Lectures on ‘The Evolution of 
Surgery for Laryngeal Cancer’ and ‘The Evolutions of Mastoid Surgery’ respectively. They were well received.

At the 13th AGM of the College held at the Zefferino, 
Regal Hotel Kowloon, Hong Kong on the 8th December 
2007, the Following Office Bearers and Council Members 
were elected:- 

Dr Abdullah and Dr Fung KB Lion Dance for the Opening Ceremony Dr Abdullah and Dr Tang MK

Dr John Woo Prof. W Wei Prof CA van Hasselt Prof Micheal Tong

President
Vice-President
Honorary Secretary
Honorary Treasurer
Censor-in-Chief
Council Members

Immediate Past-President

Dr. Fung Kai Bun
Prof. Yuen Po Wing
Dr. Victor Abdullah
Dr. Tang Shu On
Dr. Woo Kong Sang
Dr. Ho Wai Kuen
Dr. Li Ming Fai
Dr. Luk Wai Sing
Dr. Ma Kwong Hon
Prof. William Wei
Dr. Chow Shun Kit

Council Members at the AGM
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Dr. Chow Shun Kit, Prof. Fok Tai Fai 
and Dr. Fung Kai Bun

The President and other guests at the 
opening ceremony
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More information on the event will be published in the next issue of Senses.

The 2008 College Training Course will bear the theme ‘Rhino-allergology, from Fundamentals to the Frontiers’. Professor 

Valarie Lund and Dr Glenis Scadding will be our guest speakers. Do look out for the course which will be held on the 25th 

and 26th of January 2008.

Finally and not the least, a message from Dr Alfred Lam:-

" Hello from Dr. Frank Kwok "

　　I visitied Dr. Kwok in New Zealand in October, 2007.

　　Dr. Kwok came to Hong Kong from New Zealand and was the 

Consultant of Queen Mary Hospital, HK from 1982 to 1988. During 

his time here, he had made tremendous contributions to the ENT service 

of Hong Kong. He is now happily retired in his hometown, Wellington.

　　He wishes to say ‘Hello’ to his colleagues and friends in Hong Kong.

Victor ABDULLAH

Dr Alfred Lam with
Dr Frank Kwok
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Report from the Censor-in-ChiefReport from the Censor-in-Chief

Education Committee Annual Report 2007

1.   Conjoint Fellowship Examination

The Conjoint RCSE/HKCORL Fellowship Examination was held from 12 October 
2007 to 15 October 2007.  The examination centres were Pamela Youde Nethersole 
Eastern Hospital, Prince of Wales Hospital, and United Christian Hospital.  There were 
seven candidates and all of them passed the Examination.

2.   Mock examination

The College has organized mock examination for our candidates in September 2007.  
The candidates had a chance to practice pure tone audiometry, prosected anatomical 
specimen and viva before the Conjoint Fellowship Examination.  

3.   Hospital Inspection Visits

Inspection of hospitals for the purpose of updating the accreditation of training centres 
was performed from August to October, 2007.  All training centres have their status 
extended for a period of five years i.e. until 2012.

4.   New CME/CPD Guidelines

The College CME/CPD guidelines have been revised and will be effective from January, 
2008.  The revisions are introduced in accordance with the new Guidelines of the 
Academy of Medicine.

CHAN Hay Lap

Local and Overseas educational events are now available on our College website via our recommended links
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Training Course of
The Hong Kong College of Otorhinolaryngologists

On Rhinoallergology
25th – 26th January 2008

By Professor Valerie Lund and Dr. Glenis Scadding

SpeakerTime Programme

25th January 2008

09:00 – 09:30

09:30 – 09:50

09:50 – 10:30

10:30 – 11:00

11:00 – 11:30

11.30 — 12.00

12.00 — 12.30

12:30 – 14:00

14:00 – 14:30

14:30 – 15:30

15.30—16.00

16:00 – 16:30

16:30 – 17:00

17:00 – 17:30

Surgical Anatomy and Physiology

Classification and Differential Diagnosis of Rhinitis/Rhinosinusitis

Allergic Rhinitis
    Epidemiology and Pathogenesis
    Diagnosis
    Co-morbidities and Complications

Coffee Break

Allergic Rhinitis
    Therapeutic Principles and Options

Pathogenesis of rhinitis and nasal polyposis

Fungal Rhinosinusitis

Lunch

Relationship between the Upper and the Lower Respiratory Tract

Objective Tests in Rhinology

Radiology and Staging

Tea Break

Medical Management of Rhinosinusitis

Recent Advances – Immunotherapy including Sublingual IT

Professor Valerie Lund

Dr. Glenis Scadding

Dr. Glenis Scadding

Dr. Glenis Scadding

Dr Glenis Scadding

Professor Valerie Lund

Dr Glenis Scadding

Professor Valerie Lund/
Dr. Glenis Scadding

Professor Valerie Lund 

Dr. Glenis Scadding

Dr. Glenis Scadding
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Training Course of
The Hong Kong College of Otorhinolaryngologists

On Rhinoallergology
25th – 26th January 2008

By Professor Valerie Lund and Dr. Glenis Scadding

SpeakerTime Programme

09:00 – 09:30

09:30 – 10:00

10:00 – 10:30

10:30 – 11:00

11:00 – 11:30

11:30 – 12:00

12:00 – 12:40

12:40 – 14:00

14:00 – 15:30

15:30 – 16:00

16:00 – 17:30

Surgical Menu

Endoscopic Diagnosis and Anaesthesia

Results of Surgery

Coffee Break

Post-operative Management

Complications of Endoscopic Sinus Surgery

Nasal Problems in Children – Medical
 – Surgical 

Lunch

Extended Applications of Endoscopic Surgery
    Mucoceles
    Epistaxis/HHT and the Use of the Laser
    CSF Leaks

Tea Break

Orbital and Optic Nerve Decompression
    Management of Benign and Malignant
    Tumours of the Sinuses and Skull Base
    Management of the Frontal Sinus

Professor Valerie Lund

Professor Valerie Lund

Professor Valerie Lund

Professor Valerie Lund

Professor Valerie Lund

Dr. Glenis Scadding
Professor Valerie Lund

Professor Valerie Lund

Professor Valerie Lund

26th January 2008

Admission free for all Members and Fellows of our College
Accreditation: 12.5 CME points By the HKCORL

Venue: Hong Kong Academy of Medicine Jockey Club Building
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Report from the Honorary TreasurerReport from the Honorary Treasurer

The College finance is in healthy state with comfortable reserve.

In order to increase revenue from the College General Reserve Fund, the Council had 

decided earlier to invest part of the Fund on Bonds and Blue Chip Stocks. The Investment 

Subcommittee had been formed and your suggestion on financial arrangement and 

investment would be most welcome. On 20 November 2007, we purchased 800 shares of 

HSBC Holdings at the price of HKD136.20 per share. The HSBC Holdings - 3rd interim 

dividend will be credited to the College Account in coming January.

Please be reminded that the annual subscription for the year 2008 remains the same at 

HKD3,000.- for fellows and HKD1,500.- for Members. 

TANG Shu On
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It all happened on the night of the 16th December 2006. 

We were happily perched at the fashionable Hutong 

Restaurant of Peking Road overlying a beautiful Victoria 

Harbour with a view of our Hong Kong Island night skyline 

all to ourselves and a good dinner with wine to look forward 

to. It was a busy night for restaurant and the background 

ambience was a little noisy. But Dr. Dennis Lee and I were 

feeling just that little bit anxious. We were about to speak 

to one of the doyens of Rhinology and that old metaphor 

about “ larger than life “ came straight to mind…literally. 

For the next half hour, we had him to ourselves, right next 

to us, to speak to us about his thoughts on work and life. 

We appreciated life’s little moments and this was definitely 

one of those moments. The distracting noise of the 

restaurant faded away into the background and away from 

our consciousness, as we started our dinner conversation 

with the legendary icon of Rhinology & Functional 

Endoscopic Sinus Surgery, Professor Heinz Stammberger .

A Dinner Engagement with Professor Heinz Stammberger in Hong Kong

Dinner with Professor Heinz Stammberger – 16th December 2006, at Hutong, Tsimshatsui, Kowloon

Dr. Wong: First of all thank you very much for giving us the opportunity to have the interview with you. To 

kick off our interview I would like to ask about your early career.  How did you choose your career 

in the beginning?

Professor Stammberger: Actually I did not choose my career very consciously.  It was more like an accident.  When I was 

being trained as a general practitioner, I had six months of rotation in different departments e.g. 

paediatrics, surgery, ENT etc.  When I was doing the ENT rotation in Graz, Professor Messerklinger 

was the chairman, and he was just starting to do endoscopic surgery.  

 At that time, I was a young person with a reputation as a keen photographer, and he asked me to 

work with him. My task was to use a 16mm camera, which was connected through an articulated 

optical arm, to film his surgeries.  It was not easy as I had to coordinate with his movements. But 

this way I happened to be the first witness of a surgery that was totally against the current teaching 

at that time.

Famous People in OtolaryngologyFamous People in Otolaryngology
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 The second advantage for me was I had some command of English which he did not.  So every now 

and then, I was asked to give lectures that he was invited for in English. With this, I became better 

known in the field, and then I had a very good connection and attitude to modern technology, 

early video tubes, cameras, etc. So suddenly we had the first video clips of endoscopic procedures, 

diagnostic and early attempts at surgery.  

 With this I was able to go around and show them in congresses and that left many people with their 

mouths open.  And so this, of course, ended up in some publications, which he (Messerklinger) had 

done so many but exclusively in German.  I helped to translate his book into English and put sound 

on some of his 16-mm movies.

 In 1984 at some congresses in Dubrovnik (then still) Jugoslavia, I first met David Kennedy He 

would present the Johns Hopkins experience of transseptal pituitary surgery (microscopic), I would 

give Messerklingers lectures and some of my own experiences on endoscopic surgery.  He had seen 

some of the videos before, came to Graz and studied the technique. Half a year later, he invited me 

to the United States for the first endoscopic sinus surgery course ever, in June of 1985. This was at 

Baltimore, Johns Hopkins University. And they wanted me not because I was a handsome young 

man [laugh] but because I was the only one with considerable experience and video clips on the 

technique.

 And I had a lot of endoscopic still photographs. And then from there things really took off. I think 

it was due to the fact that many people had been so frustrated with the possibilities that we had for 

the treatment of sinus diseases before the advent of endoscopy. Of course CT scanning just became 

available then, which nicely matched with the endoscopic findings. The right people got together, 

Jim Zinreich, from Baltimore as well, who established the standards for CT-settings. And so things 

got rolling.

Dr. Wong: You mentioned about Professor Messerklinger. How do you describe him? Is he a very dedicated 

person?

Professor Stammberger: He is a very dedicated person. He was not a teacher though. He would not sit there, teaching you 

this and that because he expected you to watch, see and understand and then translate that into all 

kinds of activities. He would not assist you in neck dissection. He wanted you to assist him, and 

then there must be a moment, when, snap, you would be able to do that. He never commented on 

how he did things. He did it in writing, publications and presentations, but not to his staff. He was 

a great man, but at the same time very Germanic.

Famous People in OtolaryngologyFamous People in Otolaryngology
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Dr. Wong: You mentioned about the initial difficulties that you encountered during the early phase of your 

career like when you first described FESS, some people expressed their reservations.

Professor Stammberger:  Which was very natural.

Dr. Wong: What was your reaction then?  How did you overcome this obstacle?  Did you suffer any emotional 

setback from time to time?

Professor Stammberger: No! 

 Actually no setbacks, because the overwhelming acceptance of this concept is not just because of the 

surgery, actually it is the concept of avoidance of surgery, which many people went to the courses 

and had forgotten. Everybody wanted, “Give me the knife”, you know. It is the dark side of this 

model. Actually there were no setbacks. More and more people got interested, reported good results. 

And I learned a lot through all these courses throughout all those years.

 And the critics were sort of silenced by reality if you have listened to the presentations today. Of 

course, at times, we thought we had the solutions to everything. But then we realized we had not, 

and it triggered research in immunology. That as surgeons we had never thought before. So it was 

pushing the entire thing forward. And, like in everything else, we have a pendulum situation here 

too.

 Today I think we have achieved a very good task. And we are aware of the fact that maybe, in 20 - 

30 years, people here or elsewhere will talk like: “Can you imagine in 2006, those idiots were still 

operating on nasal polyps?”     

 

 That is the course of things. We do not have the right to raise our fingers and say how stupid people 

had been 30 - 40 years ago. That was the gold standard in those days, and everybody did the best 

they could. Now for 30 years, these are the days of endoscopic procedure. Already you can see things 

shifting. Realising for example that, at least the eosinophilic and the immunological types of CRS 

and Polyposis, will not continue to be indications of surgery. There will be some medical solutions 

one way or the other. And that is why in 20 years, if they say they do not do surgery, I will be happy 

with it. 

 I will be very happy to know I was involved, as someone who had helped to start endoscopic sinus 

surgery, FESS. If I am, somebody who will end it, I will be very happy and I won’t be disappointed. 
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I am sure it will go on for the extended approaches like you have seen today: pituitary, cranial work, 

RhinoNeuroSurgery, etc.  And I am convinced that for several inflammatory diseases, surgery will 

disappear. And FESS may have helped to bring research to a point that we do not need surgery 

anymore for certain things.

Dr. Wong: So you will be happy to be the witness of the change of an era?

Professor Stammberger: Absolutely. I think that is the best that can happen in one person´s lifespan.

Dr. Wong: You think that’s how medicine should progress.

Professor Stammberger: Right. Absolutely.

Dr. Wong: You have mentioned about the extended indications of FESS surgery. Do you think the indications 

will further expand or we have more or less reached the limit?

Professor Stammberger: For this you would have to look into the crystal ball. We do not know. If you were telling somebody 

20 years ago, that today we are now not only doing pituitary work and going through the clivus, 

clipping basilar artery aneurysm, operating on craniopharyngioma, looking into the third ventricle, 

people would have considered you crazy. But we are there. So can I foresee an end? I do not know.

Dr. Lee: In your opinion what will be the future of Rhinology?  Which area should we concentrate our 

research on e.g. paranasal sinuses disease?

Professor Stammberger: Inflammatory, immunologic. And also genetics of those kind of diseases. We are now starting to 

get an idea of the underlying problem that would make possible a disease e.g. eosinophilic chronic 

rhinosinusitis, diffuse polyposis. That would make possible the reactions of fungi, like I have pointed 

out today, and the reactions towards Staphylococcus aureus, super antigen. Must be some genetic, 

immunologic disturbance, a T-cell associated problem most likely.  I think if somebody can find 

that, somebody in the young generation, I consider this something that can earn you a Nobel Prize. 

But that is for the immunologists, and not for the surgeons. But if you can find the remedies, you 

can imagine there’re millions of people who have those diseases. Let alone the money that you have 

saved from the surgeries and the lost work days, etc. This is really something that I would stress the 

young people in Rhinology to really investigate. I think it is fascinating, though difficult. Solutions 

will not come from surgery in this field.
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Dr. Wong: Looking back into your career.  You have been a very successful professional. Is there anything that 

you might have done differently or you might have chosen a different path at some points of your 

career?

Professor Stammberger: I think that is a very theoretical question.  Number one, it’s not always your choice how things or 

your career develop. You are not in command of your own career. Only business men, newspapers 

or in management courses, people will tell you about career planning. The reality is different. Things 

have a tendency to happen.

 Would I have reacted differently if I know I could? Apart from the highly hypothetical basis of 

this scenario, I think no, because you have to maintain a balance in life. Maybe I would have 

pushed into some of the directions a bit earlier. But on the other hand, a lot of things come from 

experience, which do take time…....no, I do not think so.

 I think I was lucky, having met so many people, making so many friends. I think this is a generation 

of some outstanding folks in Rhinology. Meeting them, I think I have benefited a lot if I think of 

Valerie Lund, David (Kennedy), Jim (Zinreich), Mike (Donoghue), and so many others. No, I 

think I was lucky.

Dr. Lee: You’ve mentioned about Valerie Lund, David Kennedy.  Do you have regular contacts and 

discussion with them about your experiences? And Professor PJ Wormald?

Professor Stammberger: There are always many questions to discuss. You have mentioned PJ Wormald. He is an icon of 

the next generation of endoscopic sinus surgeons already. I am happy to see people who really have 

taken up the idea, developed new ideas, doing the surgery the way I think should be done, though I 

do not have the right to say how it should (be done). 

Dr. Lee: Are you happy seeing so many courses given on “FESS” around the world? 

Professor Stammberger: If I have any “complaints” then it is the fact that many people go to courses and only look at the 

surgical aspect. So I think the indications of doing FESS in many places, still come a little bit too 

easy. There are too many occasions where surgeries are being performed on indications which are 

too weak. 

 And the aggressiveness by which surgery is performed sometimes is frightening concerning 
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preservation of anatomy structures and tissues. Can you change that? I think as an individual you 

can’t. You can tell people about your opinion but how they behave is a different thing. That is why I 

feel it is so important to have people like PJ Wormald, Valerie (Lund) and people in our department 

like Hannes Braun, Gery Wolf and others. It is very good.

 Problems with other people are, whatever surgery they do, even when they start with a loupe, or 

microscope, and only in the end put in an endoscope, they called it “FESS”. As a result, many of 

the negative effects of the surgery are blamed on “FESS”. But what a considerable number of people 

are doing is not FESS at all.  (Pause) Well, I think we have gone very far here. That is like everything 

else in Medicine and Surgery. For example, I cannot come as an invited speaker to Hong Kong and 

China and say, “You can do it, you can’t” or “You should do it, you shouldn’t.” That is not my task. 

Absolutely not. It is something for the local societies or academies to evaluate, but not for a guest or 

a visitor.

Dr. Wong: We certainly respect your opinion very much.

Professor Stammberger: But I will never do that and I am not entitled to do that. But sometimes I really see some frightening 

manoeuvres that people called FESS. That is one thing you learn. I consider this is the downside of 

something you are involved in and you have helped promote around the globe: realizing things are 

not picked up some the way they should be picked up. I guess that is natural.

 

 As an interviewer, it is always easy asking the professional questions.  The more personal questions 

that seek the person behind the face are usually harder to ask and responses can vary.  Yet this is the 

essence of an interview, to seek the real person and what drives them to success and the balance they 

make between work, life and play.

Dr. Wong: Let’s talk about you personal and social life, if you don’t mind.  I know you’re an extremely busy 

person, and you travel extensively.  How do you find a balance between you professional and 

personal life?

Professor Stammberger: There is no balance. (laugh).  

 Well I do not know how I do it, but maybe the rewards that I get from travelling, lecturing, and 

seeing how things are accepted contribute to that balance as well. It was easier 20, even 15 years 

ago, to break away every now and then and have holidays of your own even for two or three weeks. 
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It is more difficult to do nowadays. There are too many requests here and there. This is what I feel I 

owe my medical profession and what I can contribute. It is welcomed by some people, and it may 

give them new ideas, or stirs up controversies. And that is just great. So my personal and family life 

stands back. But it is not non-existent.

Dr. Wong: After you have retired, what do you want to do?

Professor Stammberger: Oh I have so many hobbies. I can even stop immediately today if I had sponsors to support my life. 

I can immediately start working on archaeology. Absolutely…. absolutely!

Dr. Wong: So you are interested in history?

Professor Stammberger: Archaeology, ancient history. Yes.

 That is my wife’s and my secret hobbies. That is how we find our rewards and balance. Not only 

from reading but every now and then our travels allow us to dig deeper into archaeology. We 

have travelled by car, just the two of us, to most of Africa. All the deserts. We have travelled 

to Afghanistan, following Alexander’s (The Great) path. That was when we still could do that 

which was a while ago. It makes you to get to know people. And you know the people and their 

governments do not always have the same opinion. And the now so-called terrorist countries have 

very kind, friendly and nice people if you dare to go there. Very nice experience. Unfortunately 

there is no sponsor for that. (laugh)

Dr. Wong: Is there any ancient civilization that you are particular interested in?  For example the Aztec, 

Egyptian or even Chinese civilizations?

Professor Stammberger: The places that I have travelled, so far, were predominantly in the areas immediately next to Europe. 

You have mentioned Egypt, also Mesopotamia, Turkey...most of Africa. I had some exposure to 

Meso-American culture. I have also travelled to Afghanistan, India, Nepal, and Southeast Asia. 

 But I have never been by car to Hunza and Gilgit in Pakistan, although I have always wanted to 

over the Himalayas to the Tibetian Plateau and end in Lhasa. And then to go back via Kathmandu. 

All on road. That is the best way to do it. But the thing is, at that time, we had the time….we have 

calculated 3 months for that…we did not have the money. And now that money is no longer a 

major problem, we do not have the time. (laugh)
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 My exposure to Chinese and Far Eastern cultures basically comes from reading. I have only had two 

trips to China so far. And I am deeply impressed. Very high on my list will be an adventure, which 

will not take me to big cities like Beijing, Wuhan or Guangzhou, but rather to the northwest part of 

China to the deserts and mountains. So let’s see what will happen over the next few years.

Dr. Wong: I’m sure you will find a lot of highlands in Tibet.

Professor Stammberger: I am sure. Not only Tibet but also the desert along the Silk Road. That will be tremendously 

interesting.

Dr. Lee: Can you describe to us a little bit about Graz, your city?

Professor Stammberger: There is a website…(laugh)…where everybody can look things up.

Dr. Lee: (laugh) Is it boring?

Professor Stammberger: That depends. When I was a student, it was not boring at all. There is little to do in the city but 

with the activities that you had as a student. It is a very nice, somewhat laidback city. It is the second 

largest city in Austria. The population is a bit over a quarter of a million. I think we have 270,000 

by now. And it is a very charming city. Large university, the medical university there. For me it has 

the right balance. Every thing you would like to have for a city.

 Of course it is not Vienna. Vienna is two hours away by car. So we have everything from opera to 

airport. We have good roads. If I feel bored, in some November weekends, I get into my car and 

four hours later, I am in Venice (Italy). Or I can go for skiing, hiking near a lake. So we are in a 

marvellous position. Fifteen minutes out of town and I am in a marvellous green countryside with 

rolling hills. It has a cosy size. You do not feel cramped or crowded. You are not stuck with millions 

of others. You still have the feeling that you can still live the old fashioned European life style. It is 

there. I have to admit the life quality of Graz is very good. It is rated very high. That is possibly one 

of the reasons that I would not like to leave there. It is a very high quality of life. Austria has nine 

provinces and Graz is the capital of the province of Styria.

Dr. Wong / Dr. Lee: Thank you very much Professor.  We are extremely delighted to talk to you, and get to know more 

about you.

Famous People in OtolaryngologyFamous People in Otolaryngology

Senses 23



Heinz with the Interviewers Professor Stammberger with The President and Colleagues

We really, really wanted to talk longer and learn more about 

work and the richness of life seen and lived through the eyes 

of Professor Stammberger. But all good things must come 

to an end and with delicious food and wine on the table 

beckoning, we ended a formal conversation but moved onto 

more genial dinner talk.

The lights of Hong Kong glistened off the waters of Victoria 

in the distance with the Peak rising high above and beyond 

us. We loved the time we spent with Professor Heinz 

Stammberger that Winter evening and we wished we could 

have more.

Was it his wise words, his insightful view of life and 

reflection of the work? Perhaps it was his accomplishments 

in Rhinology or a distinction to accept continuing medical 

developments contrary to these? More likely it was all these 

and a little more…simply the sincere modesty of Professor 

Heinz Stammberger - a great man, philosopher and thinker 

in our Hong Kong.

Frederick WONG

(Special thanks to Dr Gordon Soo in the preparation of this article)

Famous People in OtolaryngologyFamous People in Otolaryngology
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Hospital TourHospital Tour

Pamela Youde Nethersole Eastern Hospital (PYNEH) is 

where I spent my elective period a few years ago. I made 

a lot of good friends there. For the Hospital Tour for this 

issue of Senses, PYNEH brought me joyful reminiscence.

Pamela Youde Nethersole Eastern Hospital

 

The atmosphere within the hospital is calm. Within the 

hospital complex, there is an ornamental pond with 

numerous koi.  One can enjoy peaceful tranquility by 

standing on the bridge over the pond. On a warm sunny 

day, you can see all the turtles lying on the rocks sunbathing! 

 

The hospital was founded in 1993. Under the leadership of 

the Chief-of-service, Dr. Chow Shun Kit, the ENT team 

has served the people of the Hong Kong Eastern district 

for more than twelve years.  Many members of the staff, 

including doctors, nurses and clerical staff, have been in the 

team since the commissioning process. This truly reflects the 

cohesiveness of the team.

 

The out-patient department is located on LG5 of the 

specialist out-patient block.  In here, a comprehensive 

range of specialist care is provided.  Patients have their 

consultation and essential investigations in the same area.  

The audiology assessment room is next to the consultation 

rooms. Patients can enjoy a one-stop service.

 A team of professionals with passion

Can you see the turtles? they are REAL !
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The consultation rooms, albeit small, are fully equipped 

with the essential instruments.   The "paperless" policy 

was implemented this year.  All consultation notes are now 

electronically recorded, and there is no need for print-out 

and filing.  Not only is this environmentally friendly, it also 

improves the efficiency of workflow. 

 

If you think the clinic only houses advanced gadgets, then 

you are wrong.  There are actually a lot of antiques hidden.  

To name a few, the King's College mirror and the Chiron 

lamp.  To the young generation, they may not even have 

heard of the names, but 

to the more experienced 

folks, they certainly 

bring back memories of 

learning to concentrate  

the light in the correct 

direction.  

 

There are also several 

"old" patient records 

in one corner of the 

storeroom.  They date 

Everything in ENT

An efficient room with a smart doctor

Hospital TourHospital Tour

Antique of my age
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back to 1977, when public health care was still under the 

Medical and Health Department.  Can you recognize whose 

hand-writing this was?

Short interview with Dr. Chow Shun Kit

Being the Immediate Past President of the College, Dr. 

Chow is perhaps the most appropriate person to envision  

ENT development in Hong Kong. 

 

"The ENT service has changed a lot in the past years.  

The expectation from the public is much higher these 

days.  Thanks to the College, there are regular updates and 

coordinated training programs. The next step forward will 

probably be ‘Post-Fellowship Sub-specialization / ENT 

practice with a special interest’. “

 

"Private-public interface (PPI) is the current trend. The 

boundary between the private and public sectors has become 

Hospital TourHospital Tour

less distinct, and the service has been de-compartmentalized.  

For example, doctors in the Hospital Authority are now 

looking after  private patients, and colleagues in the private 

sector also work with and supervise trainees in the public 

hospitals at times.  Of course, various incentives must be 

present to encourage such moves." 

 

In Dr Chow's opinion, successfully running of the service 

with a united team, fairness is of paramount importance.  

He elaborated, "Staff from different positions have different 

needs”.  As a manager, he should handle everyone's needs 

with equality openly and frankly.  

 

"Good training for staff is vital.  Regarding overseas training 

for doctors, not only does this broaden one's horizon, this 

also brings new input and new clinical and managerial 

elements to the team.  Therefore, it would be great if I was 

also allowed to have elective in various teams!"  Dr. Chow 

joked.

 

The interview ended with laughter.  I must thank Dr. Chow 

for his hospitality and quality time, and Dr. T.W. Lau for 

taking the photos. 

Talen WAI
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There are over 1200 new 

c a s e s  o f  n a s o p h a r y n g e a l 

carcinoma in Hong Kong every 

year.  Since the early symptoms 

of this type of cancer are very 

subtle, more than half of our 

patients are diagnosed as stage 

3 or above when they first come to medical attention.  The 

curative rate of this cancer is high if patients are picked up 

at stage 1 (only 7% in Hong Kong local data), more than 

90% of stage 1 patients are curable by radiotherapy alone 

but the curative rate would drop to two-third if they were 

picked up at stage 3 or above despite the use of adjuvant 

chemotherapy.  In view of this, we need good screening tools 

to pick up this type of tumor at its earliest stage.  EBV IgA 

VCA is a tumor marker widely used by general practitioners 

because of its high sensitivity; however, high false positive 

rate has been reported in this marker which could result in 

unnecessary investigations and impart a lot of anxiety to our 

patients.  This article aims to review the limitations of EBV 

IgA VCA and the new EBV DNA markers which have been 

under ‘Eagle eye’ investigation in the recent decade.

EBV IgA VCA is popular for its high sensitivity in screening 

for NPC, early studies reported its sensitivity to be as high 

as 98%.  However, various studies conducted in Asian 

countries over the past few years suggested that its sensitivity 

attained only 93% (Chan, 2003) and even 90% as reported 

by another study conducted by the Chinese University of 

The Journal ClubThe Journal Club

Serology markers in Nasopharyngeal Carcinoma

Hong Kong.  This tumor marker has also  been associated 

with high false positive rate up to 40% (Chan, 2003) and 

low positive predictive value of only 5% in the clinical 

setting at Queen Mary Hospital (Sham, 1990).   These 

figures inferred that if only EBV IgA VCA is used as the sole 

tumor screening tool, almost one-tenth of NPC patients 

would be delayed in their diagnosis.  Therefore, it would 

not be surprising that some clinical oncology centers may 

choose to use both EBV IgA VCA and nasoendoscopy to 

screen for family members of NPC patients.  It also implies 

that every 95 out of 100 patients undergoing an EBV IgA 

VCA test might suffer from unnecessary stress and possible 

invasive random nasopharyngeal biopsies.  If EBV IgA VCA 

is used as a universal screening tool for the whole population 

in Hong Kong, it is estimated that the positive predictive 

value of this marker would be less than 0.001%.

We are looking for a tumor marker that is more specific.  

EBV DNA has been widely investigated in the past decade.  

Having very low false positive rate, it is still detectable in 

most EBV-associated benign or malignant diseases apart 

from NPC, e.g. infectious mononucleosis.  Chan et al. 

(2003) found that the sensitivity of EBVDNA towards 

NPC was only 56% which was much lower than the 

conventional EBV IgA VCA.  If EBV DNA were to be less 

effective than EBV IgA VCA, it would not have received so 

much attention for investigation in the past few years.  It 

was because both the pre- and post-treatment EBV DNA 

levels in NPC patients carry prognostic implications.  
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These findings may provide valuable information to the 

clinical oncologist to evaluate whether more aggressive 

chemotherapy should be used or not.  

Furthermore, by monitoring the post-treatment EBV DNA 

level, oncologists might be able to trace early recurrence or 

metastasis.  However, it is only sensitive in detecting distant 

metastases (sensitivity up to 96% in one study) but not 

locoregional recurrence; since only one-third of T1 patients 

show elevated EBV DNA level.  This tumor marker could 

be used as a guide for the decision to use the more expensive 

PET-CT scan especially if the patients were financially 

strained.  But one should note that the role of PET-CT 

could not be replaced.  

To conclude, EBV IgA VCA is a reasonably sensitive marker 

for screening of NPC but should be supplemented with 

nasoendoscopic examination.  EBV DNA has a role in 

monitoring NPC recurrence but it is not sensitive enough 

to employ as a screening tool. 

Gerald Ka Lak KAM
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Eustachian tube dysfunction is 

often difficult to treat. Majority 

of patients are refractory to 

medical  therapy.  Surgical 

treatment like insertion of 

pressure equalization tube is 

only temporary while other 

aggressive surgical approaches 

ranging from transcanal approach to mini-temporal 

craniotomy may risk the adjacent carotid artery. The author 

from Harvard Medical School evaluated a new technique 

of microdebrider Eustachian tuboplasty for treatment of 

patients with Eustachian tube dysfunction. Microdebrider 

was used in 20 patients to remove hypertrophic mucosa 

of the posterior Eustachian tube cushion. Tissue removal 

started in the midportion of the posterior cushion directly 

overlying the J-shaped Eustachian tube cartilage. Care was 

The Journal ClubThe Journal Club

Microdebrider Eustachian Tuboplasty

taken to avoid postoperative scarring and stenosis of the 

Eustachian tube orifice. The cutting surface of the blade 

was always pointed towards the posterior Eustachian tube 

cushion. Throughout the procedure, all tissue removal 

remained superficial to this cartilage, which served as the 

deep margin of surgical dissection. This firm landmark 

protected the carotid artery. There were no surgical 

complications. Subjective symptoms of ear blockage 

improved in 70% of patients. Mean PTA improved by 6dB. 

Abnormal tympanogram improved in 65% of patients. 

Microdebrider Eustachian tuboplasty appears to be a safe 

procedure for the treatment of Eustachian tube dysfunction. 

However, continuous follow-up of these patients is necessary 

to demonstrate the long-term results of this treatment.

R Metson, SD Pletcher, DS Poe. Microdebrider Eustachian tuboplasty: a 
preliminary report. Otolaryngol Head Neck Surg 2007; 136: 422-427.

Continuous nerve monitoring has become an area of keen 

interest in the field of thyroid surgery. Whether its use 

truly reduces the risk of recurrent laryngeal nerve (RLN) 

injury has yet to be proven. Studies in the literature often 

consisted of relatively small sample sizes. The author carried 

out a retrospective review of 684 patients to compare the 

incidence of postoperative vocal cord paresis or paralysis in 

patients who underwent thyroidectomy with and without 

continuous RLN monitoring by a single senior surgeon. 

Results showed that the incidence of unexpected unilateral 

Incidence of vocal cord paralysis with and without recurrent 
laryngeal nerve monitoring during thyroidectomy

vocal cord paresis based on RLN at risk was 2.09% in the 

monitored group and 2.96% in the unmonitored group. 

This difference was not statistically significant. The incidence 

of unexpected complete unilateral vocal cord paralysis was 

1.6% in each group. Monitoring of the RLN appeared to 

have a slightly lower rate of postoperative paresis but this 

difference was not statistically significant. However, the 

results from this study do not necessarily imply that RLN 

monitoring is not useful in thyroid surgery. There are still 

useful applications of the nerve monitoring system. It can be 
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used to quickly facilitate initial localization of the nerve and 

to confirm its integrity. Besides, all thyroidectomies in this 

study were performed by a single renowned surgeon who 

may not show any difference with or without monitoring 

in her expert hands. Further studies should evaluate the 

outcome of nerve monitoring in surgeons with different 

levels of experience.

M Shindo, NN Chheda. Incidence of vocal cord paralysis 

with and without recurrent laryngeal nerve monitoring 

during thyroidectomy. Arch otolaryngol Head Neck Surg 

2007; 133: 481-485.

Birgitta WONG

The Journal ClubThe Journal Club

A dvances  in  endoscopic 

technique and instrumentation 

have changed the trend of 

treatment of sinonasal inverted 

pap i l l oma  f rom ex t e rna l 

approach  such  a s  media l 

maxillectomy to endoscopic 

approach with comparable 

rates of recurrent and less morbidity. However, there is no 

one universally accepted grading system which can predict 

the prognosis of this disease after endoscopic treatment and 

hence guiding the necessity of combined external approach 

to minimize the recurrent rate. Krouse (2000) staging 

system is a relatively commonly used system. He defined T1 

as disease confined to the nasal cavity; 

T2 as ostiomeatal complex region, ethmoid, or medial 

maxillary involvement (with or without nasal cavity 

involvement); T3 as any wall of maxillary sinus but medial, 

frontal sinus, or sphenoid with or without T2 criteria and 

T4 as any extrasinus involvement or malignancy. However, 

there is no evidence to show the prognostic value. The 

author of this paper did a systemic review of all the English 

journals and he did a statistical analysis of over 400 cases 

to assess the recurrence rate in different staging under the 

New Staging System for Sinonasal Inverted Papilloma in the 
Endoscopic Era

Krouse staging system. Results showed that the recurrent 

rate was 0%, 4%, 19.2% and 35.3% from T1 to T4 with 

overall recurrent rate of 12.1%. However, the differences 

of the result between T1 and T2 are not statistically 

significant causing confusion in clinical implications. 

So, the author combined the 2 groups of patients into 1 

group and proposed a new staging system of Group A as 

diseases confined to the nasal cavity, ethmoid sinuses, or 

medial maxillary wall ; Group B is inverted papilloma with 

involvement of any part of the maxillary wall (other than 

the medial wall), or frontal sinus, or sphenoid sinus and 

Group C Inverted papilloma with extension beyond the 

paranasal sinuses. Repeat statistical analysis showed the 

recurrence rate in Group A, B, C becomes 3%, 19.8%, and 

35.3% respectively. The difference in recurrent rate between 

the groups are statistical significant. There appears to be a 

role of the system in pre operative counseling and planning 

regarding the likelihood of recurrence. 

New Staging System for Sinonasal Inverted Papilloma in the 

Endoscopic Era

Steven B. Cannady, MD; Pete S. Batra, MD; Nathan B. Sautter, MD; 
Hwan-Jung Roh, MD; Martin J. Citardi, MD
Laryngoscope, 117:1283–1287, 2007
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Cervical and supraclavicular lymphadenopathy can be due 

to infective, inflammatory and neoplastic diseases. Silicone 
prosthesis has been documented to cause enlargement 
in local lymph nodes. Axillary lymphadenopathy due to 
disseminated silicone after breast augmentation is well 
reported. However, this is the first report to document a 
patient presenting with cervical lymphadenopathy due to 
silicone dissemination. 

A 49-year-old woman underwent bilateral silicone breast 
augmentation in 1985. She suffered from bilateral silicone 
implant rupture 14 years afterwards and both implants 
were excised entirely. Six years later, she presented with 
right supraclavicular lymphadenopathy. Examination 
showed there were three soft, non-tender and mobile lymph 
nodes on her right supraclavicular region with the size 
of 0.5,1 and 1.5cm respectively. The rest of the head and 
neck examination was normal. FNAC showed fat necrosis 
and polymorphous lymphoid cells with no evidence of 
malignancy. White cell count was normal. Other laboratory 
studies checking for tuberculosis, Bartonella infections, 
and toxoplasmosis were negative. Empirical antibiotic 
therapy was given. Review in two weeks showed increase 
in size of one lymph node to 2cm and it became firmer 
and tender. Excisional biopsy was performed. Grossly, it 
showed soft, reddish, smooth, and homogeneous lymph 
nodes. Histological exam demonstrated extensive giant 
cells infiltrate and abundant vacuoles suggestive of a 
foreign body reaction. Scanning electron microscopy 
with x-ray microanalysis demonstrated diffuse presence 
of silicone-containing compounds throughout the tissue. 
Unfortunately, the patient subsequently presented with 
bilateral painful axillary lymphadenopathy 1 month after 
the surgery. Axillary lymph node biopsy was performed and 
histological results were consistent with silicone

Supraclavicular Lymphadenopathy due to Silicone Breast 
Implants

foreign body reaction also.

Foreign body reaction in local lymph node groups to 
implanted silicone is well-documented. Migration through 
tissues may be promoted by local tissue disruption 
such as bleeding or trauma. Once invasion occurs, the 
reticuloendothelial system may carry the substance via 
lymphatic channels to nearby lymph nodes. Here it can 
produce a foreign body reaction characterized by giant cells 
and lymphoid infiltration with the obvious presence of 
silicone vacuoles, resulting in local lymph node swelling. 

Interesting points in this case are that the patient 
presented with supraclavicular lymphadenopathy before 
axillary lymphadenopathy. Moreover, she manifested the 
lymphadenopathy 6 years after removal of the silicone breast 
implants. Therefore, lymphadenopathy can occur years after 
silicone implant removal. As the population of women who 
have received silicone breast implants becomes older, greater 
incidence of implant leakage can be expected. As a result, 
more women may present with local lymphadenopathy 
caused by silicone foreign body reaction. Silivone induced 
lymphadenopathy should be included in the differential 
diagnosis especially if there is a history of silicone breast 
augmentation even after the implant had been removed. 

Supraclavicular Lymphadenopathy due to Silicone Breast 
Implants

Taha Z. Shipchandler, MD; Robert R. Lorenz, MD; James McMahon, 
PhD; Raymond Tubbs, DO
ARCH OTOLARYNGOL HEAD NECK SURG/VOL 133 (8); 
830-833,2007

Dennis LEE

The Journal ClubThe Journal Club
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A d e n o t o n s i l l e c t o m y  i s 

one of  the most  common 

ope ra t ions  pe r fo rmed  in 

c h i l d r e n  i n  t h e  f i e l d  o f 

Otorhinolaryngology.  Various 

haemostatic methods had been 

used in the past, including 

suturing, diathermy, and packing.  Floseal is a matrix 

haemostatic sealant composed of collagen-derived particles 

and topical thrombin, and has been used for haemostasis 

in various kinds of surgery.  This prospective, randomized 

controlled trial of 68 consecutive patients compared the 

results of using Floseal versus electrocautery after cold steel 

adenotonsillectomy.  The use of Floseal resulted in a shorter 

Haemostasis with Floseal in Adenotonsillectomy

operative time by 15.2 minutes, less operative blood loss 

by 21.6 ml and a subjectively easier control of bleeding.  

Post-operatively the patients reported less pain on a pain 

scale, and less use of narcotic pain medications.  All of the 

above results were statistically significant.  The authors also 

addressed the issue of cost-effectiveness by comparing the 

cost of Floseal ($160) and the reduced cost from a shorter 

operative time ($180).  The overall saving of cost might give 

an incentive for surgeons especially in the private practice to 

give this product a try.

Prospective, randomized, controlled trial of a hemostatic sealant in 
children undergoing adenotonsillectomy.  S H Jo, R A Mathiasen, D 
Gurushanthaiah.  Otolaryngology-Head and Neck Surgery.  2007; 137: 
454-458.

The Journal ClubThe Journal Club

A common challenge for surgeons performing closed 

septorhinoplasties is achieving tip control.  Most tip 

sutures such as interdomal sutures or intradomal sutures 

are difficult to place in closed approach surgery.  The 

authors described his experience with the septocolumellar 

suture, which is defined as a loop suture between the 

medial crura and caudal septum.  It can be performed 

through a transfixion incision wound, following a standard 

septoplasty or septorhinoplasty (with intercartilagenous 

incisions).  By adjusting the relative suturing points on the 

medial crura and the septal cartilage, the tip projection, 

tip rotation, as well as the degree of columella show can be 

adjusted.  This technique was used in 433 primary and 62 

Performing Nasal Tip Surgery with Closed Technique

secondary rhinoplasties with good results.  The authors had 

also found a decreasing need for open rhinoplasty in his 

patients since adaptation of this technique.  Judging from 

the intra-operative and post-operative photographs the 

technique seems to be feasible.  However for patients who 

need augmentation rhinoplasty with tip grafting an open 

approach might still be needed.

Frederick WONG

Septocolumellar Suture in Closed Rhinoplasty.  E Tezel, A Numanoglu.  
Annals of  Plastic Surgery.  2007; 59: 268-272.
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Overseas Courses and AttachmentsOverseas Courses and Attachments

Observership at Stanford University

From July to September 2007, I had the opportunity 

to undertake a visiting resident observership at Stanford 

University Medical Centre, Department of Otolaryngology, 

Head and Neck Surgery (OHNS).

Stanford University is located in Palo Alto, between San 

Francisco and San Jose, in the heart of Silicon Valley. 

Summer in California is undeniably very inviting, the 

best time for sun lovers to visit.  The cost of living is 

extraordinarily high, being part of the Silicon Valley. I was 

lucky enough to have rented a studio apartment in the 

periphery of downtown Palo Alto. It was converted from the 

attic of an old historical home built in 1905! The first thing 

I bought, and the best buy, was a bicycle at US$55 (made in 

China), with which I biked to and from work every day.

Stanford OHNS is chaired by Prof Robert Jackler, world 

famous otologist and neurotologist. I had the chance to 

observe a wide range of otologic surgery, from middle ear/ 

mastoid procedures, cochlear implants, acoustic neuromas, 

to resection of difficult skull base tumors. The otology 

team collaborates with the neurosurgeons and radiation 

oncologists in the management of large skull base tumors, 

combining surgery and Cyberknife stereotactic radiation. 

Prof. Jackler loves to teach. I benefited a lot from his 

teaching to the fellows, residents, students and visitors, 

from clever tricks at the operating table, to picking up the 

“invisible” on imaging.

Apart from otology, I also observed Dr Peter Hwang 

operating on difficult revision sinus surgery, endoscopic 

tumor resection and anterior skull base surgery. The sessions 

with Drs Nelson Powell and Robert Riley, pioneers in 

sleep surgery, were very inspiring. I observed various sleep 

surgery including genioglossus advancement, bi-maxillary 

advancement and radiofrequency procedures. 

At Stanford Medical Center, a resident’s day normally begins 

at 6:45am with ward rounds, followed by a 5-minute stop 

by the cafeteria to gulp his/her breakfast halfway down, and 

then dashing off into the OR where surgery starts at 7:30am. 

There are usually 3 to 4 operations running simultaneously. 

Visitors like me would go from theatre to theatre, trying to 

get the most out of everything. On a few rare occasions, I 

was invited to scrub in and assist.  

The Hoover Tower at Stanford

The Department of Otolaryngology – Head & 
Neck Surgery, Stanford University School of 
Medicine
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In September, I joined Dr Birgitta Wong in Los Angeles to 

attend the Cochlear Implant Surgical Training Workshop, 

organized by the Advanced Bionics Corporation. A tour of 

the implant production line and temporal bone dissection 

was organized. We also visited the House Ear Institute and 

observed surgery at St Vincent’s Hospital in Downtown LA.

A grand finale for my rotation – was attending the AAO 

Annual Meeting held in Washington DC. It was a great 

experience for me, to watch experts from all different places 

interacting and exchanging new ideas and developments. It 

helped to consolidate what I had seen at Stanford.

The overseas attachment was indeed a very fruitful and 

valuable experience. I have found the exposure truly 

stimulating, both academically and culturally. It has given 

me new insight, new perspectives, and has strengthened 

my desire to further pursue and explore in the field of 

Otolaryngology. 

I would like to express my heartfelt gratitude to Prof Wei for 

granting me the opportunity, and to the Queen Mary team 

for their full support. My special thanks to Dr Raymond 

Wong, Clinical Professor of Otolaryngology, University of 

California, San Francisco, and Mrs. Wong, who helped in 

all ways to make my attachment at Stanford most fruitful 

and enjoyable.

Amy CHEUNG

Professor Robert Jackler

Dinner in Washington DC: (from right to left) Dr 
R aymond Wong, Mrs. Virginia Wong, Dr Birgitta 
Wong, Dr Amy Cheung

Overseas Courses and AttachmentsOverseas Courses and Attachments
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Books, Articles and WebsitesBooks, Articles and Websites

http://www.whiar.org/

Allergic rhinitis and asthma is a common condition in 
our daily practice. Useful, updated and evidence-based 

information can be found easily in this ARIA website. ARIA 

(Allergic Rhinitis and its Impact on Asthma) is a non-

government organization (NGO) working in collaboration 

with the World Health Organization. It aims to educate and 

implement evidence-based management of allergic rhinitis 

in conjunction with asthma worldwide. 

The first ARIA report was published in 20011. It consisted 

of 188 pages with 2776 references. A concise pocket guide 

based on the report was published in the same year and 

is available over the internet. It offers recommendations 

for the pharmacologic and immunotherapy treatment of 

allergic rhinitis which are evidence-based with a step-wise 

increase in intensity relating to the severity and duration of 

symptoms. Since then, new information on allergic rhinitis 

and allergic asthma has been published. The panelists have 

therefore revised the guidelines recently. The 2007 ARIA 

At-A-Glance Pocket Reference is already available on this 

website. It is based on the 2007 ARIA Workshop Report 

which is expected to be available by the end of the year. 

Our Fellows are encouraged to visit this website for more 

details.

NG Siu Kwan

Reference:

1.	 Allergic	 Rhinitis	 and	 its	 Impact	 on	 Asthma.	

Bousquet	J,	Van	Cauwenberge	P,	editors.	J	Allergy	

Clin	Immunol	2001;108(5	suppl):S146-334.
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Glottic insufficiency may result from vocal fold bowing 

due to aging, or from paresis or paralysis. It may also be 

due to the loss of superficial lamina propria as a result of 

vocal fold scarring or sulcus vocalis. The most noticeable 

symptoms of glottic insufficiency are hoarseness and vocal 

fatigue, and these are especially debilitating in professional 

vocal users like teachers or singers. Adequate closure of 

glottic insufficiency can improve airway protection and 

function, decrease aspiration, reduce phonatory effort 

and improve vocal quality. The two main modalities of 

treatment nowadays include medialization thyroplasty 

and injection laryngoplasty. Medialization thyroplasty has 

been used extensively to treat glottic insufficiency since the 

introduction by Ishiki et al. It involves exposing the larynx 

through direct skin incision and subsequently making a 

window on the thyroid cartilage and using an implant like 

silicone, Gore-Tex, titanium or calcium hydroxyapatite 

to approximate the vocal folds. However it is an invasive 

procedure, which requires longer operation time in contrast 

to injection laryngoplasty.

Injection laryngoplasty provides a “quick-fix” to glottic 

insufficiency and can be carried out relatively easy as an 

office-based procedure. It has gained popularity in recent 

years due to its convenience, non-invasiveness and the 

introduction of new injectable materials.

Any Quick-fix for Glottic Insufficiency?Any Quick-fix for Glottic Insufficiency?

Brünings first introduced paraffin oil for vocal fold injection 

in 1911, since then an expanding array of injection materials 

has emerged. Teflon (polytetrafluoroethylene) was once an 

extensively used material for vocal fold paralysis. However it 

became obsolete nowadays with the concerns of vocal fold 

stiffness, distant migration and granuloma formation. 

Ideal injectable materials should be biocompatible with 

similar consistency to the natural vocal folds and elicit 

virtually no inflammatory host reaction. Moreover it should 

be in readily available form and remain non-reabsorbable 

when injected into the vocal folds. A variety of materials 

are currently available, but they are all far from ‘ideal’. 

Autologous materials like fat and fascia offered promising 

results and excellent biocompatibility without any risk of 

allergic reactions, yet they are all reabsorbed by the body 

with equivocal long-term efficacy (Figure 1 & 2). 

Cymetra (micornized acellular human cadaveric dermis) is 

metabolically compatible with the human body and readily 

available in injectable form. Although its manufacturer 

proclaimed that donors of Cymetra have gone full 

tight scrutiny for viral and bacterial infectious diseases 

including prion transmission, its cadaveric origin still raises 

considerable concern in vocal fold augmentation. 

Figure 1. Brünings syringe for fat 
injection

Figure 2.  Fat extrusion 
immediately after injection 
Laryngoplasty
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Hyaluronic acid like Restylane seems to offer excellent 

biocompatibility without the risk of allergic reaction. It is 

the only glycosaminoglycan identified in the lamina propria 

and forms the majority of superficial lamina propria, which 

is critical to maintain optimal tissue viscosity in the vocal 

folds. It accounts for the pliability, tissue dampening (shock 

absorption) and space filling of the vocal fold. It is thus 

essential for normal vocal fold vibration and becomes an 

attractive treatment alternative for vocal fold reconstruction 

(Figure 3). However the duration of graft survival in human 

body is unpredictable and it appears to be reabsorbed within 

weeks to months. 

Up till now most injectable 

materials are for temporary 

vocal fold augmentation 

only except of Radiance FN 

(calcium hydroxyapatite 

formulated in microspheres 

suspended in an aqueous 

polysaccharide gel). Recently it has been approved by 

the US Food and Drug Administration for injection 

laryngoplasty and is supposed to be long-lasting, however, 

so far there is no literature investigating the survival of this 

material in the vocal fold.

Literally all existing vocal fold injectable materials are far 

from ideal, but there will definitely be an escalating number 

of new products added to our armamentarium each year, 

and the path ahead of us is still full of hopes and challenges.

Paul LAM

Figure 3. Blocks of hyaluronic 
acid

Any Quick-fix for Glottic Insufficiency?Any Quick-fix for Glottic Insufficiency?
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Giants in ENT - Otologists

FIGURE 1

He published the Tractatus de Aure Humana in 1704, a 

standard reference for ear surgeons for more than a century.  

He coined the terms – labyrinth, scala vestibuli, scala 

tympani and Eustachian tube.

A Giovanni Battista Morgagni

B Antonio Valsalva

C Guicnard Joseph de Verney

D Antonio Scarpa

CPD QuizCPD Quiz

FIGURE 2

A Scottish surgeon and anatomist.  In 1830, he described 

the motor function of the facial nerve and it’s malfunction 

which bears his name. 

A Sir Charles Bell

B Benjamin Bell

C Alexander Graham Bell

D Melville James Bell

Reference and Pictures courtesy of Otolaryngology – An Illustrated History 
by Neil Weir Butterworths (1990)

Jong SUNG

FIGURE 3

He reported the first case of vertigous disorder, associated 

with deafness and considered that the disorder could have 

resulted from a pathology of the inner ear.

A Jean Marie Gaspard Itard

B M J P Flourens

C Sir William Robert Wills Wilde

D Prosper Meniere

FIGURE 4

Widely regarded as the Father of Modern Scientific Otology.  

He taught in Vienna and inspired generations of otologists 

worldwide.  Apart from the technique of Eustachian 

tube inflation which bears his name, he had contributed 

generously to the anatomy of the auditory system, 

pathophysiology of middle ear diseases and deafness.

A Adam Politzer

B Robert Barany

C Joseph Toynbee

D John Hunter
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CPD Quiz December 2007

Name:

Contact:

Your Email:

Date:

Please return the answers to the College by fax at 2904 5035 before 30 January 2008.  Answers with scores over 
75% will be awarded one CPD point. The correct answers will be published in the next issue of Senses.

The following are the correct answers of last CPD Quiz:
 

Case 1 
Answer: C
 

Case 2
Answer: E

CPD QuizCPD Quiz
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Childhood Memories of an Irish Christmas.

The Pudding and Cake

The Christmas Plum pudding was made on Stir-up Sunday; 

this is the last Sunday before Advent.  (Advent Sunday is 

four Sundays before Christmas), it is so called because one 

of the prayers for the day begins “Stir up, we beseech thee, 

O Lord, the will of thy faithful people”. This month of 

Advent gives ample time for the flavours to develop in the 

pudding. After Mass, while the Sunday roast was cooking 

all the ingredients for the pudding were put into the largest 

bowl we had.  My father, having first tasted the Whiskey to 

make sure that it was OK, would add a generous amount to 

the mixture. Then everyone in the house had to have a turn 

at stirring it and had to make a secret wish.

Stir up, we beseech Thee

The pudding in the pot;

And when it is Christmas

We’ll eat the lot.

As it is now possible to buy so many excellent ready made 

puddings few people bother to make their own.

What you cannot buy is a decent sauce, so please do make 

your own.  The traditional accompaniment for Christmas 

pudding is Hard Sauce (Brandy Butter).   My grandmother, 

who was a wonderful cook, made a delicious sauce which 

she had learned from her mother, we knew it as Granny’

s Sauce. Unfortunately I don’t remember what went into 

it but it tasted very similar to Mrs. Hanrahan’s Sauce 

which has recently become very popular thanks to Darina 

Allen, a well known Irish cook.  Both of these sauces can 

be made well in advance and are very easy to make.  They 

are equally good with mince pies. These sauces are now 

probably considered too alcoholic for children but food, 

like political, correctness was unheard of in the Forties and 

Fifties.  Everyone ate the best that they could afford from 

the limited and seasonal ingredients 

The Christmas cake was also made months in advance, often 

in summer when the eggs were cheaper.   Every family had 

their own favourite recipe; all were mixed by hand as there 

were no electric mixers or processors in those days.  Once 

cold, the cake was wrapped in greaseproof paper and stored 

in a tin.  Periodically it would be taken out of its wrapper, 

turned upside down, pricked all over with a big needle and 

whiskey drizzled on top. Many families like ours made 

many of these rich fruit cakes, as cakes or puddings were a 

common gift at Christmas.  We made one every week for 

months, 12 – 14 in all. 

   

Icing the cakes would start about two or three weeks before 

Christmas. We children were given the task of making the 

marzipan.  We would sit around the kitchen fire with bowls 

of ground almond, squeezing them for hours to release the 

oil which would bind them together, then egg and whiskey 

would be added.    After resting for a while the marzipan 

was ready to roll out for the first icing.  This was then left 

to dry for a few days. It was at this stage that many were 

posted off to relatives and friends in Ireland and England.

The final decorating with Royal (white) icing was a family 

affair.  This was great fun as we all had our own ideas of 

what should go on the cake.  We had the usual Father 

Christmas and a little fir tree which went on every year, 

then we would make little cones of greaseproof paper which 
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we would fill with icing of many colours to pipe out our 

personal choice of decoration, usually flowers, holly and 

squiggles but my father always insisted on doing a harp and 

A Leisurely NoteA Leisurely Note

a boat.   Some years they looked a real colourful mess, as we 

got older the decorating became much more sophisticated.  

Whatever they looked like the taste was always wonderful.

Sauces for Plum Pudding and Mince Pies 

Hard Sauce (Brandy Butter)

6oz (175g) Butter at room temperature

6oz (175g) Icing sugar

3-4 fl oz  Brandy (or more to taste)

Cream the butter until it is light, then beat in the icing sugar.  

Slowly add the brandy, beating all the time until the mixture is 

really light and fluffy.  Chill.  Serve straight from the fridge.

Mrs Hanrahan’s Sauce

4oz (110g) Butter

8oz (225g) soft dark brown sugar

3 fl oz Medium Sherry

3 fl oz Port

2 pints lightly whipped double cream

Melt the butter in a saucepan, add the sugar and stir until dissolved.  Set aside to cool slightly. 

Whisk in the Sherry and Port, pour into a screw top jar and refrigerate until ready to use.  This mixture keeps for weeks.

To use, add all the cream to the whole mixture or make smaller amounts as required.  

If you don’t like pudding or pies just have this wonderful sauce. Enjoy!
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Turkey bridges Europe and Asia.  Its former capital 

Istanbul is a gloriously historical town.  It was previously 

called Constantinopole, named after Emperor Constantine 

from the Roman Empire, who was determined to build a 

‘New Rome’ in the East.  Since he himself was a Christian, 

Christianity was the official religion of the Byzantine 

Empire.  While there was the downfall of the Roman 

Empire in the West, the Eastern Byzantium continued 

to prosper, and great buildings like the Aya Sofya were 

constructed.  This was built as a church, later turned into 

a mosque after the city was conquered by sultan Mehmet 

II of the Ottoman Empire, and a new religion- Islam 

Turkish Delight

was brought into the city.  Mehmet the Conqueror made 

Istanbul the capital of his empire, and he soon built the 

Topkapi palace.  Succeeding emperors of the Ottoman 

Empire built new palaces and mosques.  The most popular 

one is the Blue Mosque.  This mosque is the only one with 

six minarets, and it was built just opposite to the Aya Sofya 

to compete with its size and beauty.  The two buildings are 

the landmarks of Istanbul today.

Given the vast size of the Topkapi palace, a visit to the three 

sights mentioned above would very likely take up one whole 
Mourning Women Sarcophagus

Imperial Hall, Harem section, Topkapi Palace

Alexander Sarcophagus
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day. It would, nonetheless, be wise to try and fit in the 

Istanbul Archaeological Museum on the same day with your 

visit to the Topkapi palace, since they are located very close 

to each other.  Even if you have no interest in Archaeology 

at all, you will surely marvel at the treasures there- the 

beautifully sculptured marble sarcophagi and the Byzantine 

mosaics.

A cruise along the Bosphorous is an enjoyable experience.  

You’ll get a great view of the buildings along the shore, 

like the Dolmabache palace, old ambassador residences, 

University and mosques.  If you return from the boat cruise 

in the evening, the view of Sultanahmet(the old town) 

is superb since all the major buildings are lit up at night. 

You must, of course, try the lovely huge lobsters from the 

Bosphorous, one would feed four, with a few side dishes and 

herbed butter is all you would need as a dip.

When you’re getting a bit tired of sight-seeing, how about 

fitting some shopping into your itinerary?  You can easily 

spend half a day (or much longer!) wandering inside the 

Grand Bazaar & the Spice Bazaar.  These bazaars are large 

covered shopping malls.  The walkways are clean and quite 

spacious (reducing the risk of being hassled), so that one 

can enjoy window-shopping (although most shops have no 

window display!).  I’d love to bring a colourful Turkish lamp 

home, but after considering the size, fragility, and the fact 

that it’s not going to match my home interior design, I had 

A Leisurely NoteA Leisurely Note

Istanbul Archaeological Museum

Imperial Council Chamber, Topkapi Palace

Aya Sofya

Basilica Cistern
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to put the idea aside.  

The smell and colour 

of different spices, with 

the nice packaging, is 

also irresistible.  I also 

bought a Turkish tea set 

home, since I thought 

I would probably miss 

drinking tea from the 

lovely Tulip-shaped 

cup when I got home.  

One shouldn’t give the cosmopolitan pedestrian shopping 

street- Istiklal Caddesi a miss.  This is located over the new 

part of the city called the Beyoglu.  There is a cute old tram 

running in the centre of the pedestrian street, carrying half 

worn-out shoppers to their next destination.  Visitors, as 

well as locals, love to go partying in the evening along one 

of the side streets called the Nevizade Sokak, the atmosphere 

is just like Lan Kwai Fong in Hong Kong.

Talking about Turkish cuisine, one naturally thinks of 

kebabs.  Well, yes, during my visit in Turkey, I had kebab 

most of the time.  Luckily they tend to serve lots of 

salad alongside.  Turkish cuisine offers numerous mezes 

( a p p e t i z e r s ) .  

P o p u l a r  m e z e s 

include all sorts of 

d ips  and s tuf fed 

vegetables.  They 

are not only good-

looking, but very 

tasty.  I would order 

seafood whenever 

t h i s  w a s  o n  t h e 

menu.  Seafood is 

easily available in 

Istanbul, and also 

along the Aegean 

tram running along Istiklal Caddesi

The Blue Mosque at night

View of Topkapi Palace from the Galata Tower

The Blue Mosque

Colourful lamps, the Grand Bazaar
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to happen inside the bath house: After you have briefly 

cleaned your body and sat in the steam room for a while, 

the masseur will invite you to go inside a room and lie on a 

marble bench, where he/she will scrub your limbs, back and 

shoulders wearing a coarse cloth mitten.  Then he/she will 

lather you with foam and wash you with warm water.  This 

part is finished off by quite strong body massage.  One can 

then rest on the central marble slab under the centre dome 

before you get changed.  By that time, one feels refreshed 

and invigorated.  This is an interesting experience, but is 

nothing like a Thai style spa!

Turkish delight

Turkish desserts- Baklava is the popular one (being pointed at)

or Mediterranean coast, where I’ve tasted the very best fried 

calamari.  As for the fish dish, I still think that Chinese 

are the best cook of all!  I’m not so much into the Turkish 

desserts, since they are all very very sweet.  No wonder one 

comes across dental clinics so frequently all over Turkey.

A visit to Turkey probably isn’t complete without a trial 

of hamam- the Turkish bath.  There are mixed baths and 

separate baths.  If one feels very uncomfortable walking on 

clogs inside a traditional bath house with only a checkered 

rough cloth on your body, one should definitely choose a 

separate bath.  As for mixed bath, you might be massaged 

by a masseur of the opposite sex.  Here is what is going 

A Leisurely NoteA Leisurely Note

Doner kebab at a streetside eatery

A hazir yemek (ready-made food restaurant)
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You may be trying to set up the leave plan of 2008 by now.  

If you are interested in Turkey, spring and autumn is the 

best time to visit.  There is a direct flight from Hong Kong 

on Turkish Airlines, taking around 11-12 hours.  Apart from 

Istanbul, the absolute highlight of Turkey is the bizarre rock 

formations in Capaddocia.  Here is one of the best places in 

the world to take a hot air balloon flight.  Pamukkale, after 

the rescue by UNESCO, is starting to regain its charm.  

Travel along the Aegean and Mediterranean coast of Turkey 

and staying in the old fishing towns is very enjoyable.  If 

time allows, a cruise on the Mediterranean gives you a few 

relaxing days in between the long bus drive in the mid part 

of your journey, which is the perfect addition to the trip.

 

Wendy KWAN

store at the Spice Bazaar

A Leisurely NoteA Leisurely Note

The Spice Bazaar
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“I must get down to the seas again, to the lonely sea and 

the sky, and all I ask is a tall ship and a star to steer her 

by…” These opening lines of John Masefield’s famous poem 

probably reflects the magic and the lures of the sea to many 

landlubbers like me. Can’t face the steaming crowd, the 

stench of MTR, the traffic jam and the OPD. One time 

honored suggestion is to go to the sea. Just picture yourself 

relaxing on a boat serenely floating on a wide open ocean 

under a clear blue sky, or gazing the stars sparkling around 

a full moon on a calm windless night, and not mentioning 

the swimming, snorkeling, hiking, or beach combing etc. 

etc that your own boat can provide.

The Lures of the Sea – Reflection of four decades messing around 
boats

This article is intended to be merely a haphazard, if not 

funny recollection of my personal experience of over 4 

decades of boating around Hong Kong waters. My sailing 

experience is limited to my little 16 ft. dinghy and so let 

us confine ourselves to motor boats. The article would not 

cover the solemn topics of boat types, boat ownership, 

operation details, expenses and pitfalls of boating etc. 

despite being well informed on these as they can be found 

in books and magazines. This article is just a random tit bits 

recollection.

Like all hobbies boating costs money.  The myth that only 

the super rich can afford it is simply not true. Boats come in 

all shapes and sizes with a vastly different price tags. There is 

always one that suits your budget and purpose. It is not my 

intention to dwell on this topic but, suffice to say, I believe 

doctors are well qualified for the hobby and the amount of 

money one might wish to spend, be it for a large floating 

gin palace or a fun filled small cabin cruiser, is entirely one’s 

choice.

can’t face the steaming crowd……. Cruising English Inland 
waterway 70’

You need a Master & Engineer certificate to captain your boat

Beer party on board! No ticket for intoxicated driving!
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Being a handyman, I built my first “boat” in my high 

school workshop during a summer vacation with the help 

of the school handicraft teacher. He helped me because I 

let him use my father’s swimming shed at South Bay plus 

the occasional racing tips. Anyway, it was a 16 foot 2 seater 

canvas canoe with canvas covering supported by plywood 

ribs and longitudinal stringers. I painted layers of thick 

paint on the canvas to make it waterproof and really, the 

leakage was minimal. I used to paddle it from Aberdeen 

Typhoon Shelter to Repulse Bay and it was fun until one 

day a huge wave from a passing fishing boat swamped and 

capsized it. No pneumonia or gastroenteritis despite gulping 

many mouthfuls of typhoon shelter water.

I dished out 2 months of intern pay ($1600 to be exact) 

to buy a 3rd hand 16 foot plywood speedboat with a really 

cranky 40 hp outboard engine. It had lovely flowing smooth 

lines of a fast planning speed boat and came with a small 

half cabin which only allowed one to sit or kneel. You can 

imagine what a struggle it must have been changing  swim 

gear cuddled in the confined cabin. The engine could only 

be started by vigorous quick repeated yanking at the starting 

cord as electric starter was rare then and very expensive. 

It was laborious to say the least as electronic ignition was 

unheard of and the spark plugs fouled easily. It was good 

exercise though but not missed. I enjoyed 2 seasons of 

fabulous cruising around the south side of the island in 

this cheap zippy old boat. With increasing experience and 

an adventurous mood, I took this little plywood boat from 

Aberdeen my home base all the way to Sai Kung one day. 

I did arrive after an hour of pounding on the choppy sea. 

While getting near Hebe Haven leaking started from the 

floor so much so that despite urgent bailing with the plastic 

bucket, I had to beach the boat at a nearby boatyard for fear 

of sinking. You may be interested to know that a celebrity 

A Leisurely NoteA Leisurely Note

Mr. Li crashed his 10 million yacht onto the rocky shoal 

not too far from my emergency “landing” site several years 

back. Anyway, the repair man came, had a look at my boat 

and said that the whole bottom plywood floor needed 

replacing. I sailed it back to Aberdeen two weeks later with 

a new bottom and a lighter pocket. I sold it soon afterwards 

suffering a small depreciation.

Wanting something bigger which would allow me to sleep 

on board with a shoe string budget, my next project was to 

buy a 30 feet long very old wooden fishing boat( the type 

which can only be found in China now) and converted it to 

a pleasure junk. It was not a pretty boat with a lot of rotten 

wood needing replacement, especially the above waterline 

transom(back) area which was leaking light all the time, 

but it was sturdy enough and cheap. I had a local boatyard 

stripped away the old cabin and had a new superstructure 

built with bedroom, kitchen, toilet and a shower. Its small 

engine was ready for the scrap yard so I changed a new 

diesel 48 hp Perkins engine and it pottered along leisurely 

at around a slow 6 to 8 knots. It rolled alarmingly in a 

beam sea but I had lots of fun going to Lamma and Cheung 

Chau which were quiet and undeveloped in those days. 

Later a huge typhoon came and the boat moored next to 

mine broke loose and slammed into my transom. I claimed 

insurance and the boat transom was transformed to brand 

new timber, courtesy of the typhoon. Up to now, I still 

treasure and love this old charm.

I read and collected many books and magazines about 

boating. Since the 70’ I subscribed to various boating 

magazines from UK and USA. The US magazines are 

glossy and filled with pages of beautiful big yachts, which 

none of us could afford, and many advertisements on up 

to the minute brand new products, with their key being 
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to lure you to buy. By contrast, the UK magazines are 

high on cruising contents with practical tips and technical 

information which can be very useful for us Sunday cruisers. 

By now, I have read enough to know how to maintain boats 

properly and am familiar with the boating jargons. This is 

important so as not to be scalped by boatyards. You need to 

know for wooden boats what kind of timber to use for the 

bottom and for the sides, the proper thickness and width of 

side planking, and for modern fiberglass vessels the problem 

of osmosis, choosing the right engine and gear box brands, 

stern gear materials etc. I learned mostly from reading 

magazines and books borrowed from the public libraries 

as well as loitering around local boat yards talking to the 

tradesmen.

Next I built my 36 footer junk in a small Aberdeen boatyard 

in the late 70’ and to my surprise those boat craftsmen 

did not even have a proper drawing or any chart! They 

simply depended on their experience and memory to build 

a new boat and the techniques had been passed down for 

generations. The centre keel and stem, made of thick solid 

timber, was carved to shape and laid dead centre straight 

on the floor aligned only with naked eyes. Wooden frames 

(ribs) were then cut into shape and attached to the keel 

at intervals followed by planking the sides of the boat. 

It took about 4 months and despite using no charts or 

diagrams/drawings the end product was beautiful. This junk 

had a maximum speed of around 9 knots, very spacious 

with 2 bedrooms and could sit around 15 people. Like 

all junks they did tend to roll in a beam sea but they are 

comfortable and a good family boat needing only a modest 

capital outlay. Unfortunately wooden junk building is fast 

becoming a vanishing trade these days as wooden pleasure 

crafts became a rarity since wooden boats do need a lot of 

attention and care, and few experienced and good craftsmen 

are now available.

In the 80’ fiberglass boats became the norm and the 

favourite as maintenance was minimal and it was strong 

and the curves pleasing to the eye. I switched to a 45 foot 

fiberglass boat built in Taiwan with all the home comfort 

which could top 20 knots per hour. I bought from Taiwan 

because Taiwanese boats, though using similar engines and 

other hardwares, cost about 40% less than the UK or US 

imports. I flew there a few times supervising its building. 

These Taiwanese did not think much of me hovering around 

their yard in the beginning, and they were so surprised to 

hear me asking them  pertinent questions about the correct 

curing temperature and time for fiberglass and gel coat, the 

estimated diameter and pitch of the propellers, reduction 

gear box ratio, fuel system set up, choice of diesel engines 

and so on that they started to accept me and we became 

good friends. They even invited me to go to KTV, needless 

to say I did not go, or did I? 

Fiberglass is strong, durable and easy to care for. Despite all 

its virtues, it had some potential problems. In the early days 

osmosis is a real worry. It means seepage of water through 
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pleasure junks are good family boat needing modest capital outlay
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the strong outer gel coat into the fiberglass hull underneath. 

This could result in numerous blisters at the hull bottom 

under the gel coat, like a pox disease. Puncturing the blister, 

acid smelling brownish water oozes out. Osmosis results 

in a much heavier boat and in the worst case delamination 

of the fiberglass layer occurs, weakening the hull. Repair 

can be very expensive. Fortunately, with improved gel coat 

osmosis is now a less common problem though we still see 

it occasionally.

There are many things you can do with a boat beside 

swimming around it at your site of choice. It is a family 

affair. The kids love it. I like hiking in the winter months 

using the boat to drop me off at some remote location and 

then picking me up at another destination a few hours 

later. There are many beautiful small outlying islands dotted 

around our coastline easily accessible by boat and a day 

hiking/boating trip is most enjoyable. You can hardly catch 

any big fish now in Hong Kong but I have tasted some of 

the best crab and fish freshly caught by local fishermen. You 

would climb onto their fishing junk in the open sea, usually 

at dusk or dawn, and buy their catch direct from the live 

tank. You would then cook it on board straight away, simply 

fantastic! One hobby I liked most was to fly off my radio 
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powerful diesel enquires for modern fast boats

final fitting in Taiwan boatyard 

ready for gluing to hull

Deck & superstructure
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controlled model sea plane at a calm secluded bay. Mind 

you, these R/C model planes are big, with wingspan was 

around 50 to 60 inches with a powerful internal combustion 

engine. The propeller could rip off your finger tips easily. 

The seaplane would taxi out from the boat, take off from 

water and land back on water and taxi back to boat, just like 

the real stuff with me controlling it remotely on the boat. 

Interestingly, every time it was in the air, it attracted a flock 

of small eagles or egrets circling it in a menacing manner. I 

presume these birds are highly territorial and considered my 

seaplane an intruder that should be driven out!

Hong Kong is ideal for boating with its long coastline, 

numerous outlying islands and pristine turquoise water, and 

no doubt, there are many keen boaters in town. However, 

the South China Sea can be very rough in winter months 

with a strong north easterly current. Remember the sea, 

often serene and inviting, can also be very savage and 

unforgiving at times. During winter months most boating 

activities will therefore be restricted to the leeward southern 

and western regions like Lantau and Lamma etc. In summer, 

the sea is usually very calm and the eastern approaches in 

the region of Sai Kung Peninsula , Tap Mun and Double 

Haven are the best cruising grounds in Hong Kong with 

world class beaches, clear sheltered water and beautiful 

landscapes second to none. There are a few mooring sites 

where it is so calm that you may forget you are actually 

sleeping on a boat.

We as ENT surgeons know a little about motion sickness, 

but I can say confidently that it is mostly psychosomatic. 

My wife suffered from motion sickness easily. After we got 

married she tagged along reluctantly with me to my boating 

trips and as time went by her motion sickness diminished. 

Call it accommodation, will power, whatever, she is now no 

longer bothered by rough seas and can even comfortably 

sleep on board.  I still do not know for sure if she likes 

boating as much as I do. My best advice for the sea sick 

prone is not to sit in an open breezy place (not inside the 

cabin), no reading and sorry no majong. Of course Stemetil 

and the miracle patch on the temple skin will help.

Motor boating has changed a lot in the last few decades. 

Instead of the old wooden junks averaging 40 feet which 

move along at a leisurely displacement speed, we now have 

fiberglass yachts over 90 feet long that can easily top 30 

knots with all the luxury and comfort you can think of. I 
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Flying model R/C seaplane on board

Hong Kong has plentiful beautiful Islands accessible by boat
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believe you will find pleasure and satisfaction in whatever 

type of boats, be it small or big, slow or fast. You can spend 

tens of millions buying a super yacht, or a relatively modest 

sum for a Chinese junk or small cabin cruiser. Buying a 

boat, be it brand new or second hand, should never be 

taken lightly and you have to do your home work well 

beforehand. As I mentioned in the beginning, this is a vast 

subject and probably better not to be discussed in detail 

here.

I might have managed to spark a few interests in you in this 

wonderful and wholesome pass time, and if you want to 

know more we can always have a chit chat. Just remember 

the essence of it all is that you should have fun doing it, and 

you have to like being close to nature, to the lonely sea and 

the sky.

 Till then, happy boating.

FUNG Kai Bun 

A Leisurely NoteA Leisurely Note

went cruising with this 90 yr. old gentleman from San Francisco

Senses ��



Dedication

When an elderly man looks back upon his early life, he wants to help the young to 
avoid some of the mistakes which he made himself.  My conscience tells me that 

my own worst fault as a young man was not slackness but over-anxiety about my 
future—anxiety not so much to win success as to avoid humiliating failure, of 

which I was never really in much danger.  This may have been partly a matter of 
temperament; but I know now I should have been much happier if I had made just 
that act of self-dedication which I am pressing upon you.  “Show Thou me the way 
that I should walk in, for I lift up my soul unto Thee.  Take me with my faults and 
capacities, such as they are, and use me as Thou seest fit.  Lo, I come to do thy will, 

O God.”  When that choice has been made, a man gains an inward peace and serenity 
which is reflected in his outward demeanour.  He can enjoy the little humours of life 

and take its ups and downs good-naturedly, because he has come to see things in 
their true proportions.  He is not careful and troubled about many things because he 
knows that most things do not matter very much.  Thus to dedicate oneself may be 

as necessary and salutary for those who are disposed to take life too hard as for those 
who are naturally disposed to take it too easy.

Dean Inge

The Gate of Life, 1935

Taken from

“The Quiet Art, A Doctor’s Anthology”






