College oi Surgeons of Singapore

NEWSLETTER
Issue 4: June 2023

A, OF MEDICINE
SINGAPORE

Al

o bl
AL 1 kg,

THE PHOTO WAS TAKEN ON THE WEEKEND BEFORE NATIONAL DAY CELEBRATION IN
2022 WITH A ROLLEIFLEX TWIN LENS REFLEX CAMERA USING A SPECIAL FILM. THE
FILM LACKS THE ANTIHALATION LAYER AT THE BACK OF THE FILM AND LIGHT WILL
REFLECT BACK ON THE FILM CREATING A HALO EFFECT. THE FILM'S WHITE

BALANCE IS TUNED FOR TUNGSTEN LIGHTING SO THERE WILL BE A GREENISH TINT
WHEN SHOOTING UNDER NATURAL LIGHT.

RAYMOND TSANG




Content

e Foreword- College Past President Dr Tan Yeh Hong

e Interview- Prof Foo Keong Tatt by Lu Ya Dong

e Books by Fellows: Tang Tjun Yip & Christopher Cheng
e Conference Update: Kang Min Li

e Technology in Surgery: Hololens: Swati Jain

Editor: Seow Choon Sheong



Dear Fellows

The journey of a successful surgeon is a long and never-ending
process. Besides traditional continuing medical education, we
continue to learn to master the art and craft of surgery with the
aid with new technology in the digital age. We should also focus
on continuing professional development in clinical specialty,
education, research, academic / administrative / professional
leadership. As a senior surgeon, it is our privilege to mentor a
trainee / young surgeon in personal, professional and educational
matters. It is important for us to teach the next generation of
surgeons the right value of medicine for the better patient care. In
this issue, we are privileged to have Prof Foo Keong Tatt and
Professor Christopher Cheng to share their journey as a surgeon,
and as a patient under the knife. They are both excellent teachers
and mentors to many generations of surgeons/ urologists.

DR TAN YEH HONG
PRESIDENT, COLLEGE OF SURGEONS, SINGAPORE (2019 - 2023)



»> INTERVIEW <K

IN GONVERSATION WITH PROFESSOR FOO KEONG TATT
- A LIFETIME OF LESSONS IN FIVE QUESTIONS

LU YADONG
Associate Consultant, Department of Urology,
Singapore General Hospital

>>> ON A SUNNY FRIDAY
AFTERNOON, | SAT
DOWN WITH FATHER OF
UROLOGY, PROF FOO
KEONG TATT, AND
ASKED HIM FIVE
QUESTIONS. IN A
TYPICAL PROF FOO
FASHION, THE
INTERVIEW WAS LIGHT,
WARM, FILLED WITH
LAUGHTER AND WHOLE
LOT OF WISDOM.




01: HOW WAS YOUR SURGICAL TRAINING LIKE? AND HOW DO YOU
IMPART WISDOM TO THE TRAINEES?

My training started when | finished my
housemanship in Penang, and was posted
to Kelantan, in the east coast of Malaysia. |
did general surgery training for 2 years
before joining the newly established
University of Malaysia in Kuala Lumpur. As
it was a relatively new hospital then, the
surgical load was light, which allowed more
time for academicl/theoretical discussion.
After another 2 years, Prof Yong our head of
department got me a job in the UK as a
resident officer at the London Chest
Hospital. However, | soon realized that
thoracic surgery was not suitable for me as
quite a number of patients needed to be
brought back to OT due to complication of
bleeding. Subsequently | found another
resident officer job in a district hospital in
Galashiels, near the border of Scotland and
England. | spent 2 years there doing my
surgical training and took the FRCS exam.
The exam was tough and | failed at the first
attempt. That was actually the first time |
ever failed any exams in my life (laughing).
However, it did not put me off and | finally
took it again and got a pass in 1971. Around
that time, | was also contemplating coming
back to Malaysia or Singapore and was
invited by Prof SC Ong who was heading
the surgical department then in Singapore. |
came back to Singapore in 1972 as a
lecturer and have been here since (52
years!).




Back then, there were only 4 lecturers, doing clinical works as
well as teaching medical students. There was no urology
specialty. It was due to the introduction of transurethral
resection of prostate (TURP), that made the push to establish
the Department of Urology. When | was in Galashiels, there was
a Dr Thomson who was interested in transurethral surgery. But
in those days, there were no video system for others to observe
the procedure. We had to use the eye piece to see. And all | saw
was blood (laugh). Anyway, when | came back to Singapore, Prof
Ong wanted someone to do transurethral work. | chose to do it
and applied for a fellowship in London. But the fellowship was
more like an observership and | couldn’t see or learn anything
when it comes to transurethral surgery. So after 3 months, |
went to see the director and told him my dilemma. He helped me
getting a posting in Cambridge with Dr Whitaker who was the
previous registrar of Prof Blandy. There | managed to learn how
to do transurethral resection, and performed about 50 cases.

There was no resectoscope in Singapore. How could | bring back
the techniques then? | had to buy a new set before | came back,
WITH my father in Jlaw’s money (laugh). | shared the
resectoscope with my trainees, who were Dr. EC Tan and Dr. KH
Tung. They were interested in learning transurethral work and
would always scrub up with me. In those days, the indication for
TURP was only retention. Bleeding was a problem during and
after TURP. Overtime, we established our grading and staging
system for BPH, and we were able to choose those who would
benefit from TURP better and individualize the treatment.

When it comes to training, it’s very important to work as a team.
Patient is the most important and should always be put in the
center of the care. Even when you allow your trainee to do TUR,
you are the one ultimately responsible. But the resectoscope is
not in your hands! You must know how much your trainee can do
at his/her level. If you don’t realize that, there may be false
passage and perforations, which would be very traumatic to the
patient. The trainee on the other hand, must know his limit and
when to call for help. Both the trainer and trainee must put the
interest of the patient first. That’s my guiding principle.



>>> 02: WHAT IS YOUR VIEW ON RESEARCH, CLINICAL AND ADMIN WORK?

Many people think research needs a lot of funding. That may not
be true. The main determining factors are your interest and
time. Back in the days, even without any funds, we were still
able produce a lot of research work. We came back on Sundays
to brainstorm research ideas, collect data etc, and we did all the
analysis ourselves without any statistician. We had no
assistance, no money and very little help. Yet we produced a
number of high-quality papers. | remember going to Boston for
AUA with EC Tan back in the days, and the American urologists
were actually very impressed with our work and bought us lunch
(laugh). We are now more fortunate compared to when we first
started. We have more supporting staff, research admins, and
wide array of grants to choose from. You just need to know how
to prioritize your interest. You can’t force it. The same goes for
roles in education, administration, and leadership. If you are
interested, then you may do well. I'm not particularly interested
in administrative stuff, but more into clinical research and
surgery. Right now, my main interest is in “Geriatric Urology”
for those patients above 75 years of age. | think we should treat
them very differently as compared to younger patients,
especially when it comes to issues like elevated PSA and BPH.
We should not jump to MRI, biopsy and all the new technology
out there. It’s always good to think 2 steps ahead, and ask
yourself if doing an MRI or a biopsy would ultimately change
your management for this patient. If watchful waiting is the
answer, then expensive test or biopsy is not warranted in the
first place. These are issues that still motivate me to come to
clinic and see my patients. | just saw a 97-year-old man who
walked in to my clinic. | did a TURP more than 10 years ago for
him and incidentally found Gleason 3+3 cancer in a few chips.
Watchful waiting and regular exercise are the best for him, not a
pill or any radical treatment. Sometimes, doing less is more in
“Geriatric Urology”.




>>>  (3: WHAT IS YOUR PREDIGTION FOR THE FUTURE OF UROLOGY? <<<

| think sub-specialization will stay. But one should not forget our core value
which is “in the best interest of patient”. We must learn to consult each other
regularly. Bt _EA] (juniors asking for helps from seniors), and at the same time
A HE F [a] (seniors can learn a lot from juniors too). Due to the sub-
specialization, our juniors may have better understanding and up-to-date
knowledge on certain aspects of urology which we can certainly learn from. As
for the prediction of the future of Urology, I'll use BPH as an example, since it is
my favorite topic (laugh). Even though there are many new and upcoming
treatments, | will still urge everyone to go back to the fundamentals. We need to
ask ourselves “What is clinical BPH?”. Understanding not only the size of the
prostate, but more importantly, the shape of the prostate (intra-prostatic
protrusion) that disturbs the flow dynamics which leads to obstruction and then
the symptoms. This is being more and more accepted even in European
guidelines. Any treatment that is based on understanding the fundamentals of
clinical BPH will stay, and the rest will fade. Same goes for other aspects of
urology.




Q4: HOW DO YOU KEEP YOUNG AND ENERGETIC? IS THERE A SECRET TO

YOUR SUCCESS?

I think you need to accept that the world is not perfect. Once you accept that, then
you won’t be disappointed if something goes wrong. You go with the flow, just like
what Lao Tzu said: “be like water and go with the flow”. By doing so, you will be
more at ease, acceptable of any situation and adaptable. If you can’t accept, then you
won’t be able to adapt, and you will be frustrated. Eventually you won’t be at peace.

| don’t have a secret recipe for success. Instead, | always follow Prof Wu Jieping’s
words, who is the father of urology in China. | visited China in 1986 as the personal
physician for Mr. Goh Keng Swee and had the chance to speak to Prof Wu Jieping.
He said 3 things that still are my motto in life. —tJ3 7 #& A (whatever we do is in the
interest of the patient). 77 @ A—1%]] (you have to treat the patient as whole). 37 —1]]
& A (treat all the patients the same, irrespective of their social standing, age, income
etc). | would say that is probably the most important principle to follow, whether you
are in private practice or in public institution.

The other important question | always ask is “Why
do we treat patients?” | see 3 priorities when
treating a patient. The first priority is to save life.
The second priority is to preserve organ function.
And the third priority is to relieve symptoms.
These 3 priorities can be applied to all specialties
and diseases. Take BPH for an example, how often
would clinical BPH threaten life? Maybe only in
severe sepsis which is not common at all. What's
more common is to preserve organ function when
there is significant obstruction. That’s how we
developed our grading and staging system. If the
first 2 priorities are not present, who should be in
the driver’s seat for the third priority (relieve
symptoms)? Should it be the doctor, or the patient
(pointing to me with a chuckle)?

It always has to be about the patient. It comes back
to the fundamentals of putting the patient in the
center of the care. You must explain the
effectiveness as well as all the side effects of the
treatment (such as alpha blockers). And it has to
be a shared decision, but initiated by the patient.
In some instances, treatment may cause more
harm than good (e.g., giving alpha blocker to a frail
and unsteady elderly). To the young surgeons |
always emphasize the 3Hs too: Humble, Honest
and Humorous. | see many of these qualities in my
trainees (laugh).




05: YOU HAVE SO MANY HOBBIES: GALLIGRRPHY, PAINTING,
PLAYING FLUTE, SWIMMING, TRAVELLING ETC. HOW DO YOU
DEVELOP THEM AND HOW DO THEY HELP YOU IN YOUR
PROFESSIONAL WORK?

>>> HOBBIES

| think hobbies are very important. It helps you to be at ease and to calm down. Being anxious is
human nature. Nowadays I'm into recording videos and singing as well. | saw a beautiful lotus
bloom recently and was trying to compose a song. | figured | can copy an existing song first since
I'm not a song writer yet (laugh). Do you know the famous Chinse folk song “>k ¥11£” (Jasmine
Flower)? | used the same song but changed the flower from Z#7£ (jasmine flower) to S&7£ (lotus).
| spent one whole morning trying to put it together and recorded my singing. | painted it too.

>>> WORK

Another thing which has become my hobby now is my work. It's just a joy to see all my old
patients. | still see 12-15 patients per session, and half of them are over 80 years old! It’s about

human connections. It’s the most beautiful part of my clinical work. They are always happy to see
me, and especially when | give them my book (laugh). | try to educate them to understand the
philosophy of balance in life and the concept of “wabi-sabi”. | think it’s more important than
giving a pill.
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CONFERENCE UPDATE
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Dr Scott D’Amours

organising committee

MYSELF

| had the privilege of attending the SWAN 2023 conference for

trauma, critical care, and emergency surgery from 2nd to 4th March in
Sydney, Australia, where | was fortunate enough to obtain first runner-
up for Oral Presentation for my paper: Impact of a Second-Tier
Trauma Activation Protocol - Faster Intervention and Reduced

Mortality in Major Trauma Patients.



There was an eye-opening array of topics being presented at the
conference, with a line-up of highly respected trauma and acute care
surgeons discussing topics such as mass casualty incident management
from high-volume areas such as North America by Dr Andre Campbell
from Zuckerberg San Francisco General Hospital and Dr Jay Doucet,
from University of California, San Diego; Israel by Dr Alon Schwarz, from
Shaare Zedek Medical Centre, Jerusalem. Dr Martin Jarmin from Royal
Perth Hospital shared his experiences with trauma surgery in the
austere environments of a humanitarian mission, with often
heartbreaking videos of the limited resources and dangers faced by
medical staff in war zones and natural disasters.

The techniques and approaches
to major polytrauma was shared
in a series of case scenarios
headed by knowledgeable local
faculty such as Dr Mary
Langcake, St. George's Hospital,
Sydney, and multiple riveting
lectures from the global
speakers upon notoriously
difficult trauma problems,

including complex blunt
diaphragmatic trauma, severe
pelvic trauma, and even

penetrating injuries to the
surgical "soul"; and culminated
with hotly contested debates
on the ever-present question of
the use of thoracotomy in the
pre-hospital setting.




The topics discussed under acute surgical care were no less engaging,
with multiple new perspectives given by the founder of the Emergency
Abdominal Surgery Course or EASC, Dr Michael Sugrue, from
Letterkenny and Galway University Hospital, Ireland, who discussed
delivery of quality emergency general surgical care, and optimizing
care of acute conditions that are so common they are too often
overlooked in improvement drives, such as acute appendicitis and
cholecystitis. Dr Grant Christey, from Waikato Hospital, New Zealand,
provided his expertise and views on the management of complex
hernias and abdominal wall reconstruction, weaving his approach to
medical care with the spiritual views of the patient in an unforgettable

presentation on the holistic approach to difficult surgical conditions.

Objectives

* What lives in the “surgical soul? e ko
* Why are these injuries so “fearsome™? 1' m
* Describe Tools for Success: .
~ System © "
— Suspicion LA
— Skills | ‘?"
* What Success looks like... L hlﬁ
» Ditfa|ls




It was an unlooked-for joy to be able to reconnect with colleagues
on HMDP and share experiences and tales of working in an overseas
medical system, and network with new friends in the broader
community of trauma surgeons across Australasia. Naturally, this
was done in an appropriate setting in the popular King's Street
Wharf along Darling Harbour, with great appreciation for the

freshest of seafood.

There was ample opportunity to explore the unmissable
attractions of Sydney in the post-conference tour of the city,
including the iconic tower bridge and opera house, walking
through the extensive grounds of the botanic gardens, and
enjoying a dip at the bluest summer sea at Bondi Beach. | also
joined a tour of the Blue Mountains, an amazingly untouched

spot just two hours out from the bustling city, to marvel at the

niche wildlife native to Australia.




TEGHNOLOGY IN SURGERY

USE OF HOLOLENS 2.0 IN NEUROSURGERY:
sgg{iENEIKPEHIENGE IN NATIONAL UNIVERSITY HEALTH

SWATI JAIN

Intra-operative neuronavigation is currently an essential component to most
neurosurgical operations. Pre-operative surgical planning, intra-operative localisation
of deep seated tumours, stereotactic biopsies and determining intra-operative
resection margins for intrinsic tumours are some of the cormmon applications of the
intra-operative navigation.

However, there are several disadvantages that are associated with currently available
systems. Firstly, there is only 2D projection of images on the screen requiring the
surgeon to translate into a mental 3D image during planning. While some systems
have incorporated the 3D reconstruction, it is rigid based on the pre-op planning of
surgery. Secondly, any errors in navigation after preparation and draping require re-
registration and re-starting of the entire process. Recent progress in Mixed Reality (MR)
technology has attempted to overcome the disadvantages of the neuronavigation
systems allowing the surgeon to superimpose a 3D rendered image onto the patient's
anatomy. Its utility has been limited to education and occasional intra-operative usage

HoloLens 2 represents a significant technological leap forward compared to other MR
devices available in the market. As a second-generation device developed by
Microsoft, it builds on the experience and feedback gathered from the first-generation
HoloLens to create a device which is much more user friendly and usable. The
capabilities given the HoloLens 2 unparalleled capabilities for mixed reality rendering,
providing high fidelity image displays and gives users freedom of movement when it
comes to interacting with the rendered images

FIGURE 1 HOLOLENS 2

FIGURE 2 SURGEON WEARING THE HOLOLENS 2




Using the combination of HoloLens 2 and VS|, we have used HoloLens 20 in the
neurosurgery OR at NUHS for a variety of pathologies ranging fromm tumours to
arteriovenous malformations. A relatively easy to wear device, it can be worn
throughout the op without any significant fatigue.

We utilised HoloLens 2 in a 72 year old female with recurrent right occipital parafalcine
meningioma. As shown in Figure 3, the MRI showed the deep seated lesion attached
to the falx. We superimposed the 3D rendered image onto the patient after draping. As
we can seeg, the pointer using the standard neuronavigation corresponded to the
tumour as seen through the HoloLens 2.

FIGURE 3 MRI AND CORRESPONDING 3D RENDERED IMAGE DURING
RESECTION OF A MENINGIOMA

We have also used HoloLens 2 to display white matter tracts which adds
another exciting dimension to usage of mixed reality in neurosurgery OR.
Pre-operatively we used Omniscient Software to plot the white matter tracts
for a patient with metastatic tumour. These tracts were then rendered using
HoloLens 2 allowing us to visualise the least destructive path to the tumour
(Figure 4).

Figure 4 Rendered White Fibre Matter Tracts Using HoloLens 2 (Left) and
Projected Image Onto the Patient (Right)




FIGURE 4 RENDERED WHITE FIBRE MATTER TRACTS USING HOLOLENS 2 (LEFT)
AND PROJECTED IMAGE ONTO THE PATIENT (RIGHT)

The usage of HoloLens 2.0 has not been limited to intracranial
applications in neurosurgery. We have also attempted to use
HoloLens 2.0 in spinal surgery. As shown in Fig 5, a 3D rendering
of cervical spine can be easily obtained using HoloLens 2.0.

As compared to traditional neuronavigation systems, HoloLens 2 is relatively
cheaper. However, further research needs to be performed to establish its
accuracy to current gold standard systems. To our knowledge, these are
some of the first experiences with this device in neurosurgery. While certain
limitations exist, we believe that this device has the capability to replace and
become the device of choice with variety of applications ranging from
teaching, planning as well intra-operative guidance.

u
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FIGURE 5 CERVICAL SPINE RENDERING USING HOLOLENS 2




