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The Singapore Medical Council invited the SMA to 
present its views on compulsory Continuing Medical 
Education. This memorandum was submitted to the 
SMC on 17 June 1996. 
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Introduction 
This memorandum presents the views of the Council of 

the Singapore Medical Association as requested by Prof 

N Balachandran. We thank Prof N Balachandran and 

the Singapore Medical Council for seeking our views on 

the issue of making continuing medical education 

compulsory for doctors in Singapore. 

Continuing Medical Education Is 
Necessary But Need Not Be 
Made Compulsory 

Continuing medical education is 
necessary 
The medical profession subscribes to the paradigm of 

continuing medical education for all doctors. Medical 

knowledge and technology grows exponentially and the 

need for keeping up-to-date is indisputable. There are 

two types of continuing education that are necessary, 

namely continuing education to maintain core 

competence and continuing education for medical 

excellence, 

Both are needed for the primary care doctor and 

the specialist, The primary care doctor needs to be well 

grounded in core competence as well as to know enough 

to keep abreast of cutting edge of medical science. To 

the specialist, the need for knowledge and skills for 

medical excellence should be his/her primary focus in 

continuing medical education but there is also a need to 

be knowledgeable and up-to-date on medical science 

outside his narrow area of specialty; the latter should 

not be lost sight of. 

Continuing medical education need 
not be made compulsory 
The need for continuing medical education to be made 

compulsory is a moot point, The view of the Council of 

the Singapore Medical Association is that the need for 

compulsory continuing medical education (CME) should be 

carefully evaluated before a decision to implement it is made. 

Presently, the case for compulsory CME does not appear to 

be compelling. 

This view is based on the following points: 

1. 	Using the figures on the completion of the 25 points per 

year on the SMC-CME programme as a yardstick of CME 

fulfillment is perhaps an inadequate reflection of doctors' 

efforts on keeping up-to-date. There are many avenues 

for the doctor to keep his knowledge and skills up-to-

date. These range from learning from peers, attendance 

at conferences, self-reading, participation in structured 

courses as well as studying for higher qualifications. Thus, 

by not being on the SMC-CME programme may not nec-

essarily mean that the doctors concerned are not keep-

ing up-to-date. 

2 Many doctors are of the view that the current CME 

sessions that are registrable for points on the SMC-CME 

programme are ad-hoc and often do not address the real 

practice needs of the audience. Also, cognitive knowledge 

by itself is not enough. There is a need for CME that are 

enabling and reinforcing. The perception is that most of 

the existing CME programmes in Singapore are 

predisposing only, that is, they predispose doctors to 

acquire knowledge but do not actually enable them to 

acquire the necessary skills or reinforce the desired 

practice behaviour. A feedback on the usefulness of the 

SMC-CME programme in making an impact on the 

practice needs to be carried out. 

It is interesting to note that a review of 50 randomised 

controlled trials ora_QME,._(0 92. 	1 

7) showed that predisposing CME interventions Produced 

mostly  =wive or ihconclosiveresull. On the other hand, 

continuing medical education Interventions using aar,ttot 

enabling_or re-inforcing elements. or both, consistenty 

.provedaby,„9.tians Performance and.  occasionally, 

patient or health care outcomes. (ref 1 and 2) 

could on page 7 



I What Others Say 

I

The doctor's bill to his patient is made up of 
3 basic components. They are :- 
1. Service Cost 
2. Management Cost 
3. Consultation Fee 

■ MORE ON GP PRACTICE COST — A SENIOR PRACTITIONER'S PERSPECTIVE 
COST ANALYSIS INPRIVATEPRACTICE 	  

Service Cost 
Service cost is the cost of attending to one 
patient for a standard office visit requiring 15 
minutes of time. It is based on (a) fixed ex-
penditures and (b) variable expenditures. 

Fixed expenditures are made up of rent, 
salaries of clinic staff (nurse, attendant and 
disc -ser), central provident fund contribu- 
tio 	fees (clinic registration fees, 
medical protection fees, medical registration 
fees), power and water utilities, telephones 
and stationery. These are items of expendi-
ture that have to be paid for irrespective of 
whether the clinic serves 5 patients or 50 pa-
tients per day. Although considered fixed ex-
penditures, there is a need to add ten per-
cent annually to these expenditures. The re-
ally variable expenditures are medicinal prod-
ucts (mainly generic) and the means to make 
them available to the patients. They require 
repackaging into smaller containers or bottles. 

They must also be properly labelled in 
compliance with statutory dispensing 
requirments. Hence, containers, bottles and 
labels have to be costed. Injectables such as 
vac
( 
 .s have to be properly stored. 

Disp:...-able syringes, methylated spirit and 
cotton wool are some variable expenditures. 
So are the convenient "dip-sticks"used in urine 
examinations. They are called variable 
expenditures because they are only used 
when there are patients. Nevertheless, there 
is a need to hold in stock these items and 
provide for their proper storage. 

How can the doctor reasonably spread 
costs over the number of patients seen in a 

year? In a medical clinic, time is the most 
appropriate variable for determining costs. 
The most meaningful and appropriate unit is 
the "per hour"unit or its fraction. 

For a clinic operating a 44 hour week, 
this works out to be 51 weeks X 44 hours. The 
actual number of operative hours of that clinic 
are 2,244 hours. If the total costs of run-
ning the clinic amount to $45,000 per year, the 
service cost per hour is 45,000 divided by 2,244. 

This is $20.00 "service cost" per hour or 

$5.00 for a 15 minute unit time. The service 

cost varies from clinic to clinic depending on 
the rent and the salaries of service personnel 

which are at present the two most expensive 
items of expenditure. Expensive drugs with 

no generic equivalent are billed differently . 

Management Cost 
The "service cost" does not take into 
Consideration the "management cost". This 
is the cost to the clinic for putting everything 
together, i.e. management. Medical clinics are 
not unlike hospitals. They need to be 
managed. There is a need for administrative 
work like typing, correspondence, billing, book-
keeping, accountancy, inventory, storage, 
quality assurance, staff rostering, upgrading, 
security and other duties that normally are 

the responsibility of management. Assuming 
one can employ a manager for $1,500 per 
month inclusive of CPF contributions, the 
amount of "management cost" to the clinic is 
an additional $18,000 per year. This sum 
divided by 2,244 hours is $8.00 per hour or 
$2.00 per 15 minute time. It is time that 
management now undertaken by the doctor 

himself should be costed. Whether or not 
"management cost" is added to the patient's 
final bill, doctors should not be so naive as to 

assume that it costs nothing to manage a 

clinic. Every service is entitled to payment. 

Consultation Fee 
This is a professional fee for attending to a 

patient. The Singapore Medical Association 
recommends a fee of $18.00 (lower scale for a 

short consultation) The professional fee should 
reflect experience and additional medical 

qualifications. The sliding scale of consultation 
fees has taken this into consideration. Thus, a 
more experienced and better qualified 

physician commands a higher consultation 
fee than one who has just started practice. 

The Final Bill 
The final bill to the patient should be= Service 
cost + Management cost + Consultation fee. 

This works out to be $5.00 + $2.00 + $18.00 = 

$25.00 on the assumption that the following 

conditions prevail. 

1. The "service cost" is $2000 per unit hour 

2. The "management cost" can be obtained 
at $8.00 per unit hour and 

3. The consultation fee is at the lower end 
of the SMAs recommended scale of fees. 

If a clinic charges less than $25.00 per 15 
minute consultation, it is in effect subsidising 
the patient by absorbing the "management 
cost" and reducing the consultation fee. Many 
of the lower income patients have benefited 
from this conscious lowering of the final bill to 

them. Is there is no altruism in doctors? 

On Lowering Costs 
There are certain standard tactics in reducing 
or cutting costs. Smaller offices are generally 
less expensive than bigger ones. Prime area 
offices are more expensive than other offices. 

However, secluded places draw fewer patients. 
Clinics can be run with a skeletal staff. Clinics 
can operate longer hours. However, longer 
hours are no guarantee that there will be more 

patients. Shared premises cut down costs. 

Health-care Management 
Organisations (HMOs) 
Knowing what the final bill is made up of, 

physicians are in a better position to 

1. Evaluate their chances of success in 

venturing out into private practice and 

2. Evaluate whether they should participate 

in HMO's fixed fee emoluments when 

offered. 

It has to be pointed out that the real "risk-

takers" are the doctors - in terms of 
professional liability and capital outlay in their 
own professional training and on starting their 

cont'd on page 7 

3 



0  1 2 3 4 5 6 7 8 9 10  ,y4 

Time (hours) 

„ • 

Piticano 
• Captopri16.25 mg 

Enalapril 2.5 mg 
Pedndopril 2 mg 
'P c 0 05 versus placebo 

is 

-25 - 

-30 - 

• . 
Stingy  

tvr. 
",rittow 

NS  

P<001 	P < 005 

g 

.e6

N 

E 

S 

   

   

7.94 

 

   

NormotensIve Before 	After 
controls 	12 months' treatment with 

Coversyl 4 mg 
n = 25 	n = 13 

Before 	After 
12 months' treatment 

with alenMol 
n=12 

Mean BP (ern Hg) 	90 	1 	 126 	98" 

Lumen 0 94m) 	237 	[ 248 I 	'''''' 	222 	208 

vs before 'P< 005 -P.< 0,01 - vs Mental SOP < 0 01 

AR
TE

M
 •  

9
6
 CO

 0
01

 
IA

 

Beyond simple ACE inhibition 

COVERSYL4, 
PERINDOPRIL 

Also available under brand names Acertil® 4mg, Coversum® 4mg, Prestarium® 4mg, Prexum® 4 mg. 
	1 tablet daily 

Coversyl Is a long-acting ACE inhibitor. Inter-
national nonproprietary name: Perindopril. 
Indications: Essential hypertension. Congestive 
heart failure (adjunctive therapy). Dosage and 
administration: Hypertension: 4 mg once a day in 
the morning. If necessary, the dose may be in-
creased to 8 mg after one month of treatment. 
Coversyl should be taken before food. Congestive 
heart failure: Coversyl should be started under 
close medical supervision at a starting dose of 
2 mg In the morning. This may be 
increased to 4 mg once blood pres-
sure acceptability has been 
demonstrated. Elderly patients: 
start treatment at 2 mg daily. 
Contraindications: Children. Preg-
nancy Lactation. Patients with a 
history of hypersensitivity to 

,rsyl. Precautions: Assess renal 
ion before and during treat-

ment where appropriate. Renovas-
cular hypertension. Surgery/ Anes-
thesia. Renal insufficiency: the dose 
should be cautiously adjusted in 
accordance with the creatinine clear-
ance (refer to complete data sheet). 
Symptomatic hypotension Is rarely 
seen, but is more likely in volume-
depleted patients, those receiving 
diuretics, or with the first two doses. 
In diuretic-treated patients, stop the 
diuretic 3 days before starting 
Coversyl. A diuretic may later be 
given in combination if necessary; potassium-spar-
ing diuretics are not recommended Combination 
with neuroleptics or imipramine-type drugs may 
increase the hypotensive effect, Serum lithium 
concentrations may rise during lithium therapy. 
Side effects: Rare and mild, usually at the start of 
treatment. Cough, fatigue, asthenia, headache, 
disturbances of mood and/or sleep have been 
reported, Less often, taste Impairment, eplgastric 
discomfort, nausea, abdominal pain, and rash. 
Reversible increases in blood urea and creatinine 
may be observed. Proteinuria has occurred in some 
patients Rarely, angloneurotic edema and 
decreases in hemoglobin, red cells, and platelets 
have been reported. Composition; Each tablet 

:ins 4mg of the tertbutylamine salt of perindo- 
lesentation: Packs of 30 tablets of Coversyl 

4 mg (scored) As proscribing information may 
vary from country to country, please refer to the 
complete data sheet supplied in your country. 

Les Lahoratoires Servier, 
- SERVIER 	45520 Gidy - France 

Correspondent: Servier International, 6, place 
des Pleiades 92415 Courbevoie Cedex - France. 

1. MacFadyen RJ et al. Br Heart .1. 1991;66:206-
211 2. Cleland JGF et al Br Med J. 1985; 
291:1309-1312. 3. Morgan T et al. CIM Exp 
Pharmacol Physiol. 1992;19 (suppl 19): 61-65 
4. Rose M et al. Am J Hypertens. 1990; 3: 151-155. 
5. Asmar RG et al J Hypertens. 1988; 6 (supp13): 
S33-S39. 6. Mulvany MJ et al, Hypertension. 1995; 
25: 474-481. 7. Gibbons GH, Dzau VJ. N Engl J 
Med. 1994; 330: 1431-1438. 

• Coversyl 4 mg, 1/2 tablet daily: a safer start 
to heart failure therapy' 

Symptomatic first-dose hypotension is a well-known side effect following initiation of heart failure 
therapy with ACE inhibitors. Its complications are potentially life-threatening and range from syncope to 

acute myocardial ischemia or acute renal failure.' Coversyl 
4 mg has no significant hypotensive first-dose effect at its 
starting dose of 2 mg. A placebo-controlled comparative study 
was carried out in 48 elderly patients with NYHA stage II to IV 
heart failure: Coversyl 4 mg, at its starting dose of 2 mg, 
produced no more first-dose hypotension than placebo. 
This was significantly different from two other ACE inhibitors.' 

• Coversyl 4 mg: a true once-daily 
ACE inhibitor' 

Blood pressure control over 24 hours is a required 
characteristic of any once-daily antihypertensive." 
Clinical efficacy right up to 24 hours post-dose is best assessed 

by comparing efficacy at trough and peak periods. Due to its superior trough-to-peak ratio of 87% to 
100%, Coversyl 4 mg is a true once-daily ACE inhibitor with a complete efficacy maintained up to 
24 hours post-dose.' 

• Coversyl 4 mg reverses cardiovascular remodeling''' 

Cardiovascular remodeling, in its broadest sense, represents an array of structural and functional 
changes in the arteries and in the heart in conditions such as hypertension and heart failure. 
It results in well-known clinical consequences.' At the level of the small arteries, these structural and 
functional alterations are responsible for an 
increase in the media-to-lumen ratio, 
and thus a permanent increase in peripheral 
resistance! In hypertensive patients, 
Coversyl 4 mg normalizes the media-to-
lumen ratio (determined on biopsies) in 
resistance arteries to the level of 
normotensive control patients. 
This is independent of blood pressure 
control, as a reference antihypertensive drug 
did not correct this parameter despite 
equivalent blood pressure control .6  

A high-performance ACE inhibitor in 
hypertension and heart failure. 

1 tablet daily 
ASIAMED PHARMACEUTICAL PRODUCTS (5) PTE LTD 

Franchise Servier International B.V. 
510 Thomson Road, SLF Building, #09-02 Singapore 298135 Tel: 2500377 Fax: 2500177 



At a farewell dinner hosted for A/Prof Tan Choon 
Kim, a plaque of appreciation was presented to him 
by the new editor A/Prof Kua Ee Heok for his 
contributions to SMJ. 

A/Prof Tan Choon Kim has resigned as 

Honorary Editor of the Singapore Medical 

Journal. He hands over the Editorship to 

A/Prof Kua Ee Heok, Head of Psychological 

Medicine, National University Hospital. Prof Kua 

assumes Editorship from 12 August 1996, 

A/Prof Goh Lee Gan, editor of SMA 

Newsletter, has also been co-opted to be a 

member of the SMJ Editorial Board with effect 

from August 1996. 

L Forum 

This letter was received in response to the editorial I 
in the May/June issue of the SMA Newsletter. 

__E__GIREEES REVISITED 	  

I read with great interest, Dr Goh's article on the above in the last issue of the SMA newsletter. 

While it is good to have a guideline on consultation fees to prevent over-charging by GPs, I feel that 

in most cases, it is a practice of under-charging (read under-cutting). The main problem is that of 

OVERSATURATION of GPs. Go to any new or established estate and you will know what I mean. 

As a result, there is a problem of under-charging. For example, a simple cough/cold consult 

with 3 medications commonly go for $15 versus the recommended consultation-only fee of $18 

and above! I am sure most GPs would like to charge the recommended rates, provided their 

neighbouring colleagues do the same. It is a matter of who blinks first. This is more acutely felt by 

the newer GPs whose setting up costs are much higher these days. It is not unusual for the 

assignment fees for an HDB shophouse to go for more than $200,000 now. 

Together with these guidelines on fees, all GPs should be strongly encouraged to raise their 

fees and provide better service accordingly. The public should also be educated on the need for 

a fee revision. Under-charging would be a disservice to the profession. 

Along with an over-supply of GPs, there seems to be a shortage of doctors (both Junior 

and Senior Doctors) in the restructured hospitals. Junior doctors are over-worked and the public 

hours at the Specialists' clinics and polyclinics (the public will attest to that). Could it be 

that the hospitals are trying to cut cost by decreasing medical staff? 

The Government must play a part in rectifying the situation before it gets too late. A 

few recommendations are: 

• Decrease the intake of medical students, 

• Pay MOs more and re-employ them in the hospitals/polyclinics/A&E departments when 

their bond is up. A recent article in the SMJ showed that experience counts in the A&E. 

• Pay Senior Doctors more and create more positions within each department. 

The Government can increase subsidies to the hospitals for the medical staff. 

Let's face it, Many of the younger doctors are disillusioned with their prospects these 

days. Being a doctor is not so glamorous any more. 

S_FROM_THE_SMJ_ 

__I_LO.C.UNI FEES $40 - $6012  JR HOUR 	  

telephone survey was conducted by 

the 51V1A Secretariat from 14th to 16th Au-

gust 1996 on 28 doctors whose names were 

in the SMA Locum Register in June to July 

1996. Out of the 28 doctors, 5 were not 

contactable, 3 who were contacted declined 

to give information. The response of 20 doc-

tors who provided locum service during that 

period is given in the table below. 

As for standard rates, the mean is $43 

per hour, the median is $45 per hour with a 

range of $40 - $50. As for the 16 doctors 

who gave us their night/weekend rates, the 

mean is $53 , the median is $50 with a range 

of $50 to $60. There is no correlation between 

the rates and full or part-time locum status, 

gender of the locum doctor or to the years 

of graduation. 

The ball-park figure of locum rates from 

this survey is $40 to $60 per hour 

TELEPHONE SURVEY DONE ON 14 to 16 AUGUST 1996 

S/N Year Sex Full 

PartTime 

STD 

Pay/Hr 

Highest 

Pay/Hr 

Night/ 

Weekend Pay 

type Of 

Practice 

1 1989 M Part-Time 45 

40 

50 HDB 

2 1995 50 HDB 

3 1983 45 93 $55/60 HDB/QTY 
1960 45 50 $50/55 

5 1991 45 50 

1992 45 50 
7 

8 

1986 

1981 

M 

F 
40 
40 

40 

50 FOB 

9 1986 

10 1995 so 50 
11 1990 50 50 4 

12 1990 40 50 60 
13 1989 40 
14 1985 M Full Tittle 45 50 
15 1993 40 50 CITY 

16 1965 45 65 60 HDB 

17 1992 40 50 HDB/CITY 

18 1990 40 50 
19 1991 45 60 55 

20 1990 45 

5 



IViewpoints on healthcare from our young doctors 

• VIEWPOINT 2 : 
_D_OCTORS,_PATIENTSAND_THE_GI1VERNMENTWGETHER 	  

"The issue of rising health costs will always 

be a thorny one. Everyone seems to be a 

guru on the subject but it is about time that 

everyone realises that to solve this issue, co-
operation is essential. If everyone were to 

fight only his case, then it is unlikely that any 

light will appear at the end of the tunnel. 

The general public is undoubtedly con-
cerned that medical costs have been rising 
steadily over the last decade. This is a genu- 
ine r 	,3M but the people will realise that the 
quality of health care has also improved. The 
use of sophisticated machines has its price. 
Hence, every time a patient demands the use 
of these machines, he needs to check with 

his doctor the cost benefits of such investiga-
tions. Doctors have always played the role 
of gatekeepers in this aspect, but how many 

times have we also bowed to pressure from 
patients and their relatives to perform unwar-

ranted investigations or treatments? 
Unfortunately, many patients in 

Singapore are still not willing to pay for 
improved health care here. They expect our 
doctors to be better trained and to use the 

most advanced modalities of management, 
but they expect the bills of yesteryear. The 
past month has seen the Select Health 

Committee examining claims by certain 
politicians on whether government health 

spending has actually increased or decreased  

over the last 5 years. We now know the 

former to be true. What these same politicians 

have failed to ask is, why has government 

health spending increased? The 'simplistic' 

answer, of course, is that health care costs 

are rising, and soon, may even become 
unaffordable for the average Singaporean —

unless the government steps in and 
makes it affordable by keeping costs 

down. The goal for the nation, therefore, 
is to work together (and these include 
the above same politicians) to keep 
health care expenditure from spiralling 

upwards. 
We cannot ignore the fact that a 

significant portion of this expenditure 
goes to paying the salaries of doctors, 
nurses and other health care personnel. 
These workers also expect their pay to 
rise with the buoyant economy. We 
cannot demand a standstill in their 
remuneration whilst the rest of Singapore 
reaps the rewards of a well-managed 
economy. The oft-used argument that 
doctors have taken the Hippocratic 
Oath and should not be concerned with 

money is not realistic. Doctors have to earn 
a living just like everyone else in Singapore. 

Being a doctor is a calling, but with a family to 

feed and parents to care for, there is the 
tyranny of the urgent, namely to earn enough 

to meet these responsibilities. 
Therein lies the reason for the findings 

of a recent SMA survey on why our young 
doctors are leaving the Ministry of Health for 
the private sector. The grass is obviously 
greener on the other side. Many young 
Singaporeans (doctors included) today expect 
to live in large HDB apartments the minute 
they graduate. Some even aspire to own 

condominiums or houses by the time they are 

thirty. They cannot understand why their 

parents were able to buy their flat 30 years 

ago with a 20 year loan when now it requires 

a 30 year loan to do so. Having bought a flat, 
they expect the price of their flat to appreciate, 

yet cannot understand why the home of their 

dreams is also getting more expensive by the 

day. 
Our young doctors are not immune to 

the material chase. If the private sector can 
pay 36% to 56% more than the public sector, 

what incentive is there to stay? The Ministry 
of Health needs to review the situation ur-
gently. Doctors are a limited commodity, like 
it or not, and the government must compete 
with the private sector for this commodity. The 
public must also realise this, because ulti-
mately, a rise in the salary of doctors will mean 
a downstream rise in the cost of health care. 

There are no easy solutions, but there 
is one area borne out in the SMA survey that 
the relevant authorities need to consider —
improve the training of our doctors. If the train-
ing of doctors is neglected by the govern-
ment and restructured hospitals, these doc-
tors will merely look elsewhere to fulfil this re-
quirement. This training must be across the 
board, not just for those undergoing specialist 

training. It is therefore a cause for concern 
that one of these centres is no longer able to 
take in GP trainees for 3 month postings. The 
training for future GPs will be the poorer as 
the result. We hope something can be done. 

It is imperative that all sides work to-
gether for a common good. We as doctors 

must try not to ask for the sky in terms of 
pay, but patients must also realise that they 

cannot expect good health care to be always 
subsidised, if one can pay. This will leave the 

government subsidy to those who truly can-
not afford, The result is this, good health care 
will still be available to them through the ef-

forts of the whole society. After all, what good 
is material possession if you cannot enjoy it? 

But that is another story altogether!' 

View Point 1 and Survey on Modica f Officers Leaving 

for Private PracitIbliabesailjr,Aggni  

issue of the SMA Newsletter  

Doctors are a  
limited commodity,  
like it or not, and the 
government must  
compete with the  
private sector for 
this commodity.  
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cont'd from page 1, 'SMAs View On 
Compulsory Continuing Medical Education' 	 cont'd from page 5, 'More On OP Practice Cost' 

4. We also need to work out the weightage 

of core skills and the weightage of medical 

excellence skills. Ensuring that doctors 

continue to be safe and vocationally 

competent to deal with core problems 

may need to take priority over knowing 
the latest but untried or knowing things 

that cannot be applied to day-to-day 

practice. 

5. The administrative mechanism for dealing 

with those who have not met the 

requirements of compulsory CME should 
be drawn up before compulsory CME is 

implemented. 

References 
1. Continuing Medical Education: A review. 

ACP Journal Club Mar/Apr 1993:57 

2. Editorial. The science and practice of con-
tinuing medical education: a study in disso-

nance. ACP Journal Club Mar/Apr 1993:A-18. 

SAtainted  by th President  

Singapore Medical Associa lion 
17 June 1996 

clinics. The "risk-takers" are entitled to a fair 

profit returns. The HMOs are not exposed to 

the same risks as the doctors in private 
practice. They have no professional liability. 

They do not need to put up capital to start 

medical practices. These are already 

conveniently spread out and in place to meet 

"their needs". They sell their managerial skills 

in putting together a package for the 

employers and their labour force at a 

predetermined cost per patient attention. 
Whether or not this results in savings for the 

employers is a moot point. Whether 

employers are justified in having so much 
faith in a management company is another 

moot point. Perhaps the common language 

of communication between HMOs and 
managers of commercial and industrial 

establishments evokes confidence. 

The emergence of HMOs has been an 
awakening to the medical profession. They 
operate on the basis of cost-cutting, alerting 
the profession that it cannot continue to 
demand more and more for Medical attention 
and care. They also direct the attention of the 
profession to the management aspect of 
medical practice. Hitherto, this aspect has 
been neglected and its potential unrealised. 
There is money to be made from medical 
clinics by managing them to meet certain ends 
at predictable prices. Many HMO operators 

are in the market just because of this. 

Meeting the Challenge 
Can the medical profession meet the 
challenge of HMOs? It has already 
awakened to the reality of the professional 

"consultation fee". It has not awakened to 
certain concepts used in cost analysis. These 

concepts are • "service cost" and 
"management cost". The latter has yet to 
come into the consciousness of the medical 

profession. Management must be costed. 

Just because it is performed by the medical 
practitioner doesn't mean that it has to be 

free. Just because it is not included in the 
final bill doesn't mean that it has no place in 

the calculation of cost. The medical fraternity 
has also not grasped the concept of "risk-

taking" and the fruits that risk-takers are 
entitled to. Finally it has yet to realise that 
there is money in management, sufficient to 

attract the participation of health-care 

"management" organisations. 

Dr Leong Vie Chung 

3. It can also be argued that the CME 

situation in Singapore is one of "if it ain't 

broken, why fix it". The general perception 
is the standard of care provided by 

doctors in Singapore has not generally 

given rise to concern_ CME should be 

actively encouraged, but it is not in a 

situation that requires compulsion for 

doctors to participate in it. 

4. If compulsory CME is to be a surrogate 
for recertification, then the criteria for 

assessment need to be defined. In 

particular, there is a need to decide on 

the weightage to be put on basic 
professional competence (that is, fulfilling 

the requirements of the safe doctor) and 
medical excellence (that is, to be on the 
cutting edge of medical science). Also, the 

'ghtage of knowing and practising the 
latest techniques but which may be 

relatively untried versus weightage for 
practising only those techniques that are 
time tested and known to be effective in 
changing health outcomes need to be 
defined. 

5. If compulsory CME is deemed necessary, 
the administrative mechanism of dealing 
with those who have not met the require-
ments set has to be in place. Fiscal 
measures may not be effective. Disquali-

fication from practice or reprimand may 
bring along more problems than what it 
attempts to solve. 

Pr( psals 
In 	present situation, the Singapore 
Medical Association proposes that the 

following tasks be considered by the Ministry 
of Health and the medical profession: 

1. We need to find out the level of 
professional knowledge, skills and clinical 

judgement amongst practising doctors, 

2. We need to find out the extent of 
usefulness of the present SMC-CME 

programme as well as ask for reasons 
that doctors have for not participating in 
it. 

3, 	We need to make decisions on structured 
curriculum content of an effective CME 
programme, define it and draw it up, It 
must have its endpoint a CME 

programme that enables and reinforces 
our practice skills as clinicians. 
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t History of Medicine 

I

Happiness dwelt in the heart, thought in the spleen, 
sorrow in the lungs, and the liver housed anger as 
well as the soul. 

■ HISTORY OF MEDICINE : ANCIENT CHINA 

Ideas of anatomy in ancient China were 
reached by reasoning and by assumption 

rather than dissection or direct observation. 

Since the doctrines of Confucius forbade 

violence of the body, it was not until the 
eighteenth century, long after Vesalius, that 

the Chinese began systematic, direct 
anatomical studies. 

Physiological functions were con-
structed into a humoral system much like 
Gr," concepts of the sixth century BC. and 
GL 	views of the second century A.D., 
except that there were five instead o f 
four essential humors. (The number five had 
mystical value for the Chinese and was used 
for most classifications). The medical compen-
dium Ne/Ching stated that each emotion had 
its seat in a particular organ. Happiness dwelt 
in the heart, thought in the spleen, sorrow in 
the lungs, and the liver housed anger as well 
as the soul. 

Ideas in the Nei Ching concerning 
movements of the blood ("All the blood is 
under control of the heart:' The blood current 
flows continuously in a circle and never 
stops:') have been thought to approach an 
understanding of its circulation antedating 
Harvey by thousands of years. 

Diagnosis 
The Chinese methods of diagnosis included 
questioning, feeling the pulse, observing the 

voice and body, and in some circumstances 
touching the affected parts. In almost all times 
and cultures, physicians have used a similar 

approach, for all healers have sought to know 
as much as possible about a patient in order 

to understand his or her illness and advise 
treatment. However, in some respects, ancient 

physicians saw each patient more completely 
as a reflection of his surroundings (indeed, the 
entire universe) than does the doctor of today. 

Perhaps the most important diagnostic 
technique of the ancient Chinese was 
examination of the pulse. The physician felt 
the right wrist and then the left. He compared 
the beats with his own, noting precise time 
as well as day and season since each hour  

affected the nature of the pulsations. Each 

pulse had three distinct divisions, each 

associated with a specific organ, and each 
division had a separate quality, of which there 

were dozens of varieties. Moreover, each 

division or zone of the pulse had a superficial 
and deep projection. 

Treatment 
According to the Nei Ching, there were five 
methods of treatment: cure the spirit, nourish 

the body, give medications, treat the whole 
body, and use acupuncture and moxibustion. 
The physician had to put the patient back on 
the right path, the tao. Assuming that specific 
mental states caused changes in specific 
organs, the healer linked certain objectionable 
behavioural and constitutional factors with 
illness and attempted to have the patient 
rectify these. 

Exercises were developed to keep the 
body fit and to restore well-being. Hua T'o, 
the great surgeon, worked out an ingenious 
system of physical therapy by advising mimicry 
of the natural movements of animals. Massage 
— kneading, tapping, pinching, and chafing —
was also a regular method of treatment, as 
were the application of plasters and 
evacuation of the intestinal tract by cathartics. 

In nourishing a patient's body, the 
physician resorted to complex combinations 

of foods according to their potential amounts 
of yang and yin Foods also had to fit the 
seasons, and each of the five tastes had 

benefits for a particular element of the body: 
sour for the bones, pungent for the tendons, 

salty for the blood, bitter for repiration, and 
sweet for muscle. 

Medications 
The Chinese pharmacopoeia was always rich, 
from the time of the Pen-tsao, the first medical 
herbal, to the later dynasties when two 
thousand items and sixteen thousand 
prescriptions made up the armamentarium. 
Drugs were considered more likely to be good 
if they tasted bad. As one would expect, they 
were classified into five categories : herbs, 

trees, insects, stones and grains. The 

therapeutic minerals and metals included 
compounds of mercury (calomel was 

employed for venereal diseases), arsenic, and 

magnetic stones. Animal-derived remedies in 
addition to "dragon teeth" (powdered 

fossilised bones), included virtually anything 
obtainable from living creatures : whole parts, 

segments of organs, urine, dung. 
Two plant substances especially 

associated with China may be singled out. 
One is ephedra (ma huang), which was used 
for thousands of years as a stimulant, as a 
remedy for respiratory diseases, to induce 
fevers and perspiration, and to depress 
coughs. The active principle is ephedrine. To 

the Chinese, preparations containing ginseng 
were almost miraculous in delaying old age, 
restoring sexual posers, stimulating the 

debilitated, and sedating the overwrought. 

Acupuncture and Moxibustion 
These modalities have been an integral part 
of Chinese medical therapy for thousands of 
years. The aim of these treatments was to drain 
off excess yang or yin and thus establish a 
proper balance, but external energy also could 
be introduced into the body. Needles are 
inserted into any of the 365 points along the 
twelve meridians that traverse the body and 

transmit an active life force called chi Each of 

these points is related to a particular organ. 
Acupuncture spread to Korea and 

Japan by the end of the tenth century A.D., to 
Europe about the seventeenth century, and 
recent years have seen a wider interest in 

this Chinese medical practice in the West. 
Moxibustion is as old as acupuncture, 

and the same meridians and points govern 
placement of the moxa. However, in this 

treatment a powdered plant substance, 
usually mugwort, is fashioned into a small 

mound on the patient's skin and burned, 
usually raising a blister. 

Extracted from Medicine- : An Illustrated History' 

Dr.] n 
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Dr Cheong Pak Yean, President of SMA 
presenting the "Dr Heah Hock Thye Trophy" 
to Dr Khoo Boo Kwee, winner of the Best Stableford 

SMA President, Dr Cheong Pak Yean 
graced the occasion by giving away the 
top prizes. Although the hole-in-one prize 
of a Mercedes-Benz C200 was returned to 
Cycle and Carriage, a few lucky golfers 
walked away with attractive lucky draw 
prizes. Dr S Krishnamoorthy received a 
Callaway Great Big Bertha to replace his 
driver while Dr Charles Tan will be flying off 
to Bangkok for a 4-day golf holiday at the 
Cha-am Golf Resort. 

Well done SMA golfers — keep lower- 
ing the scores! 

The Presidents of the Core Professional Organisations are holding regular 
Dialogue Sessions to discuss issues of mutual concern. 

Attending the regular dialogue sessions are our SMA President, the 

Presidents of Law Society, Institute of Surveyors & Valuers, Institute of Certified 
Public Accountants, Institute of Architects and Institution of Engineers 

t Activities Report 

I

This years event saw the breaking of new records in 
the history on SMA championship - both in terms of 
participation and scores. 

• SMA_ANNUALGOLECHAMPIONSHIR 1996 

Once again, it was time for SMA golfers to get 

together for their annual round of golf. A record 

number of 117 golfers turned up on 21 August 

1996 at the Orchid Country Club to pitch their 
skills against one another. Lady luck was on 

our side as a heavy downpour in the morning 

which threatened to wash-out the champion-
ship cleared up in the early afternoon, leaving 
the rest of the day cool and overcast the ideal 
weather for golf, 

At 115pm, participants drove off in a 
cor 	of buggies to their respective starting 
holes for a shotgun start at 1.30pm. I partnered 
fellow SMA Council Member, Dr Goh Jin Hian. 
The Vanda and Aranda nines, where the 

Our Lady Golfers, (L--R) Dr Lilian Lee, 
Mrs Vivien Wong and Dr Sung Siew Khim 

Top prize winners 
Best Gross (Dr Choo Jim Eng Trophy) 

Dr Goh Hoon Pur (76 gross)  

Best Nett (Dr Yeoh Ghim Seng Trophy) 

Dr Robert Tan (62 nett ocb)  

Best Stableford (Dr Heah Hock Thye Trophy) 

Dr Khoo Boo Kwee (46 points)  

Best Senior Golfer (Dr Chan Ah Kow Trophy) 

Dr Ling Chaw Ming (44 pOinIS)  

Best Lady Golfer (Dr Oon Chiew Seng Trophy) 

Dr Lilian Cha9g(41points)  

Ball Sweep (A Division) 

1st nine 	: Dr See Toh Kai Yin (24 points ocb) 

2nd nine 	: Dr Peter Lee (28.points1 	  

Ball Sweep (B Division) 

1st nine 	: Dr Tan Poh Heng (25 points) 

2nd nine 	: Dr Khoo Boo Kwee  apdais) 	 
Ball Sweep (Ladies) 

1st nine 	: Dr Lilian Chang (21 points) 

2nd nine 	: Dr  Janice Khoo (20 points)  

The above winners' list was a result of revision following the 

disqualification of the original best nett winner.  

Novelty Prize Winners 
Nearest the Pin 

2nd hole (Aranda) : Dr Hsu Chia Chi (1.3m) 

6th hole (\Janda): Dr Chan Kai Poh (0211)•  

Nearest the Line 

5th hole (Vandal : Dr Chan Kiat rhoon.pnot on the line)  

Longest Drive 

9th hole (Aranda): Dr Billy Tan pfirn)  

championship was played, flanked the Seletar 
reservoir and provided scenic views. The 
carpet-like zolsya grass of the fairways 

offer optimal lies for sweeping fairway wood 
and 	iron shots while the well manicured 
bermuda greens made putting a breeze. 
Although water hazards added challenge to 
the course, they were reasonably located such 

that both high and low handicappers had a 
fair chance of crossing them. On the whole, 
the course was very golfer-friendly and not 
too difficult to play on for a decent score. 

By 5415pm, all golfers had returned to the 

clubhouse with smiles on their faces; visible 

evidence of a game well played. A sumptuous 
buffet dinner at the Emerald Suite was served 

While the scores were being calculated, the 
restaurant was buzzing with speculations that 

the stableford points scored were of an all-time 
high and that new "alligators and crocodiles" 
were lurking dangerously in our midst. Our 

suspicions were finally confirmed when Dr Tan 
Poh Heng, Golf Convenor 1996, announced the 
results. 

_i_DIALOGUE_SESSIONS_OEPROFESSIONAL ASSOCIATIONS 
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"IMPACT OF A FREE MARKET 
SYSTEM ON MEDICINE IN 

I  SINGAPORE"  
by Dr Charles Toh, 

Cardiologist in Private Practice 

Chairman, National Medical Research Council 

PPA, MBBS, FRCP (London), FRACP, FACC, FAMS 

Citation by Prof Lenny Tan, Dean, Faculty of Medicine, NUS 

Sunday, 27 October 1996, The Marriot Singapore 	—71 

Level 3, Ballroom I & I, 2.00 pm (Please be seated by 1.45 pm) 

Forum on "Medical Advertising : Bane or Boon" 
Organised by SMA Private Practice Committee 
Sunday, 27 October 1996, The Marriot Singapore Level 3 Ballroom I & II 

w 

2 

C 	R F 	1 9 9 ri 

by Mr Joshua Goh, Vice Chairman, Singapore Private Hospital Group 
4.25pm 	Group Practice's Perspective 

by Dr Prem Kumar, Deputy Director, Raffles Medical Group 
440 pm 	Restructured Hospitals'Perspective 

 

 

cont'd from page 9, 'Rashomon Redux' 

The Spirit and the truth 
The August 7th 1996 meeting of the SMA 

Ethics committee reviewed the case. The 

complaint itself was not unusual. Doctors 

understand the process of grief that relatives 

of deceased patients go through. What stood 

out from this case was that the complainant 

had solicited the Press. It was not the 'truth' 

she was after. 
Dr. X informed the committee that he 

was not seeking civil redress nor demanding 

an apology. Never mind that he was not even 

thank for his good Samaritan act. He was 
grateful that the 'spirit' of the deceased may 

have returned the good deed that he did. 
After the SMA executive secretary 

informed Dr. X on the morning of the complaint 

and 'just as I (Dr. X ) was at the fax machine 

at my clinic's reception receiving the letters, I 
saw through my clinic's glass frontage the 

deceased woman's friend walking past. 
Quickly I got her to tell the truth. Otherwise, it 
would be my word against the complainant'. 

The allegory with the movie 'Rashomon' 

is complete but for a twist. 

Epilogue 
The SMA Ethics committee wrote to the 

complainant informing her of the doctor's 
account that was collaborated by the eye-
witness (the deceased women's friend). In the 
same letter, SMA commended Dr. X's 
demeanor and correct clinical decision in 
ensuring her mother's speedy evacuation to 

the nearby hospital, 
A doctor was saved from lynching. A 

profession's honour is not maligned. A 
JapaneSe movie director's insight is shown 

to be tVrieless. Truth is stranger than fiction. 
This newsletter records 'Rashornon Redux' for 

posterity: 

CPY  

3:15 pm 
	

Registration & Tea Reception 
4.00pm 	Overview by Dr T Thirumoorthy, Chairman 
410 pm 	Medical Advertising : Private Hospitals'Perspective 

by Mr Francis Tan, Group Communications Manager (HCS) 
4.55 pm 	General Practitioner's Perspective 

by Dr Tan See Leng, General Practitioner 
510 pm 	Lab & Support Services'Perspective 

by Dr Leong Sik Hoong, Medical Director, Pathlab 
5.25 pm 	Panel Discussion 
5.50pm 	Summing Up by Chairman 
6.00 pm 	Close 

EgrBiaggrkpipmq1FUjrigjel;_223-1264  ext 25 

1st Joint 1MA/SMA Conference on 
Emergency Life Support in the Community 
Wednesday, 6 November 1996, 0800 - 1200 hours, Harmoni Hotel (Nagoya), Batam Island 

Overview 
Chain of survival in the Community  
CPR Training Programmes for the Communnity 
Trauma Life Support 
Coffee Break (1000 - 1030 hours) 

  

Chairman 
Indonesian Medical Association 
Dr Low Lip Sing, SMA 
Indonesian Medical Association 

  

   

      

Pre-Hospital Emergency Medical Services 	 Indonesian Medical Association 
Development of Emergency Care in ASEAN and 	Dr V. Anantharaman 
Recent Update in Emergency Life Support 	 Singapore Medical Association 
Summing up of the conference 	 Dr Low Lip Ping (SMA), Co-Chairman 

This Joint Conference is held in conjunction with the MASEAN Council Meeting held on 5th & 6th 
November 1996. The participating delegations are from the National Medical Association of the 
Asean Countries & China. keknallen who are jaterested in attending are requested to contact 
Ms Christine  Tan, tel 223-1264.  Registration  Fee: $S100.00 per delegate.  
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For further information, please contact either 

Joyce Tan, Eileen Tan or Amy Wee 

at Tel: (65) 225 1233 and fax: (65) 225 8013 

V, 

We Provide: 
Highly Competitive Interest Rate 
Fast and Convenient Service 
Flexible Loan Package 
Pre-purchase Approval 

bug The Royal Bank 1- ,A 

•

Aic of Scotland plc 
Six Battery Road #27-01 

Singapore 049909 



S M A Class-if i e d A d s 

Clinic space available  

Mount Alvernia is a 272 bedded general 
and maternity hospital. As a non-profit 
hospital, a percentage of our operating 
surpluses are used for community 
projects like the Assisi Home & Hospice 
and the Villa Francis Home for the 
Elderly. 

Mount Alvernia Medical Centre which 
is an extension of the hospital will have 
another 18 medical suites in addition to 
the current 22 units. The hospital's aim 
is to establish a comprehensive multi-
disciplinary Medical Centre. The new 
medical suites will be ready for leasing 
in February 1997 Bookings are now 
open to doctors who intend to practise 
full-time at the Centre. 

,nquiries, please contact 
Corporate Development Department at 
Telephone: 359-7810 

• RENTAL/TAKEOVER 

Clinic space available  for rental at 
Mount Elizabeth New Medical Centre. 
Immediate occupancy. Area : 1,200 sq ft. 
Please ring : 733-4466 (Theresa) 

Shop House  (650 square feet with own 
toilet)  at block 465 North Bridge Road, #02-
5081 in Crawford Centre. Only 2 minutes' walk 
from Lavender MRT Station and new immi-
gration office. Very reasonable rent of about 
$3,000 per month and flexible terms. Well 
located and very suitable for use as a clinic. 
Interested party please call : Mr James 
Ong, Tel: 224-2969 or Pager: 9206-4277 

For Rent  Next to Redhill MRT station, 
corner double-storey HDB shopspace 
(approx. 1400 sq ft) at Blk 142. Good 
human traffic, well located. Interested 
please call owner, Pager: 9203-8888. 

Clinic Space Available  for rental at 
Gleneagles Medical Centre, 3rd Floor. Area 
space is 550 sqft. Please Tel: 737-7737 for 
enquiries. 

• EQUIPMENT FOR SALE/DONATION 

A Surgilase 25W CO2 laser  with Zeis 
Colposcope for sale. Please contact Caroline 
at Tel: 355-0292 or 734-0809. 

A oroup of us  are collecting old, archaic, 
surgical instruments to add to the exhibits of 
our Medical Museum. All those who are in 
possession of such items and would like to 
donate them to the Museum are welcome to 
contact us at: Tel: 321-4937 or Fax: 223389 (Ask 
to speak to either Robert, Miss Song or Irene). 

• POSITIONS AVAILABLE 

Medical Group in Jurong  has vacancies 
for 3 assistant doctors to run a 24 hours clinic. 
Interested please page 9200-1371. 

Doctor urgently required  for new clinic in 
Jurong West. Salary with profit-sharing incleded. 
View to partnership. Terms negotiable. Regular 
locums are also required for nights and week-
ends. Interested parties please page 9202-1896. 

Full / Part-time Doctor/5  P.Ifl required for 
clinic in Orchard Road. Short hours with no 
nights, Sundays or Public Holidays. To apply 
please call Ida on Tel: 738-7057 

Introducing CPM version 7.0, a total solution for today's clinic. 
CPM is an on-line ingtegrated clinic management system with 
an installed base of over 200 in Singapore & Malaysia. 

C'inic Practice Manager Version 7.0 (CPM) 
4atirres of CPM 7.0 

• Patient's Records Management: 
patients' bioclata, clinical summa-
ries and notes of patients, etc. 

• Patients' Appointment System: 
integrated appointment into 
patient's queue. generation of 
reminder notice& reporting facility. 

• Comprehensive Billing Systems: 
integrated invoicing facility & man-
agement of outstanding accounts. 

■ Clinic Payables Systems: 
tracking and reporting of clinic's 
expenditures, 

a Dispensary System 
minimum key-stroke dispensing, 
low-stock & drug allergy alert. 
automatic stock update & 
reporting facility 

a Clinic Inventory System: 
manages optimum stock control. 
tow-stock & expired drugs and 
comprehensive reporting facifity. 

I 	Comprehensive Reporting Systems: 
enhanced reporting facility, user-
definable report generation (Built-
in Report writerh laser printers 
output. etc. 

in-Built Security & Housekeeping: 
comprehensive built-in security 
features & simple database 
house_keeping facility. 

Why wait? 
Call us now for a free demo 
without any obligation!! 

For more information, please call: 
Transtek Computer Pte Ltd 
109 North Bridge Road 
#04-36 Funan Centre 
Singapore 179097 
Telephone 339 6005 
Facsimile 339 3147 



Raffles Medical Group 

We invite applications for the positions of 

DOCTORS 
(i) Full Time & Part Time 
(ii) Resident Medical Officers (Hospital Shift) 
(iii) Health Screening 
(iv) Regular Locum Sessions 

Benefits: 
• Annual Leave Entitlement 
• Medical & Dental Care 
• Hospitalization & Surgical Benefits 
• Subsidised medical & dental care extended to 

spouse & family members 
■ Ex-gratia bonus payment 
■ Sponsorship for local and overseas CME 
■ Sponsorship for M. Med (Family Medicine) Course 

- Course/Exam fees 
- Study/Exam leave 
- Career path 

Interested applicants, please telephone 3315770 or 
write in with full resume and contact number to: 

The Medical Director 
182 Clemenceau Avenue 
Singapore 239923 

YMrrw~•'•"" 

RafflesSurgiCentre 	Heedguarle rs/Correspo odor.: 182 Clemenceau Avenue Singapore 239923 
Tel 3343333 Far 3345688 

HIAP HOE HUAT FURNITURE & RENOVATION CONTRACTOR 
62- Sung I adut SA1 Surgei odut hd Es l S rgapas 72935- 
Telerhme 365 0209 Facs T ie 355 0208 

Professional Announcement 

DR. ANG POON LIAT mass , m MED rearra nun MRCP (16. 

PROF. WONG HOCK BOON mess FRCP llond) FRCP (UM) Pace (GUM FRACP. oCR Rawl pps RIG FAMS 

DR. ANG Al TIN mess...IWO (Pm0) Falls 
DR. HENG SIOK KHENG mass MRCP OM 
DR. WU EU Li mass 

D,.. 12th August g6 

Dear Colleagues, 

I have resigned as Neonatologist from Kandang 
Kerbau Hospital from 25th August 1996. 

I have joined practice with Paediatric Clinic Pte Ltd, 
Thomson Centre effective 1st September 1996. I am 
seeing patients at Thomson Medical Centre and 
Mount Alvernia Hospital. 

I look forward to your support and serving you in the 
field of Neonatology and Paediatrics. 

Thank you. 

Yours sincerely, 

Dr Heng Siok Kheng 

CORPORATE AND FAMILY MEDICAL GROUP 
HAS POSITIONS FOR FULL-TIME AND 

PART-TIME DOCTORS 

xceptional Staff benefits include: 

(1) Competitive Renumeration Package 
(commensurate with experience and skills) 

(2) Medical and Dental Care 

(3) Hospitalisation and Surgical coverage 

(4) Family Healthcare subsidies 

(5) Overseas Posting 

(6) Continuing Medical Education Programme 

001 CLINIC Group Medical Practice 
Telephone 296 9677 
Facsimile 295 9683 

CLINIC DESIGN & RENOVATION 

Our recent completed turn-key projects include 

(1) Jurong Centre Clinic (Taman Jurong, Nanyang, 
Jurong Point) 

(2) The Edinburgh Clinic (Limbang) 

(3) Millennium Medical Group (Tuas, Limbang) 

(4) Lai Medical Clinic (Bukit Batok) 

(5) Angelin's Baby & Child Clinic (Woodlands) 

(6) Lee & Sng Family Clinic & Surgery (Bt Batok) 

(7) Healthway Medical Group (Fajar Road) 

For a no-obligation discussion of your clinic's renova-
tion (new or existing), please contact Mr Michael Lee 
or Josephine Tan at Telephone number 365-0209. 
Pager 95005683. 

PAEDIATRIC CLINIC PTE LTD 
Thomson Medical Centre. 339, Thomson Road, Level 3 Singapore 307677 Tel 2563291, Fax: 2547497. 

Your Ref: 	  
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