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ear colleagues here are three lessons to make you think about the way we treat people. The Malaysian
Society of Radiographers 38th Annual General Meeting carried the theme “Innovation is Care”. It is
without a doubt that technology is moving faster than we humans can adapt with the changes that
confront us. Sometimes we forsake the needs of the people we meet in the name of visionary new practices. So
it is timely that the MSR addresses this issue with our scientific meeting presentations and the MARCH 2007
Sinaran newsletter. Let us remember some of the “small” people we meet and how we can become their heroes
by our simple but sincere gestures.
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During my second month of college, our professor gave us a pop quiz. I was a conscientious student and had
breezed through the questions until I read the last one: “What is the first name of the woman who cleans the
school?” Surely this was some kind of joke. I had seen the cleaning woman several times. She was tall, darkhaired and in her 50s, but how would I know her name?
I handed in my paper, leaving the last question blank. Just before class ended, one student asked if the last
question would count toward our quiz grade. “Absolutely,” said the professor. “In your careers, you will meet
many people. All are significant. They deser ve your attention and care, even if all you do is smile and say “hello.”
I’ve never forgotten that lesson. I also learned her name was Dorothy.
2. Second Important Lesson - Pickup in the rain
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One night, at 11:30 p.m., an older African American woman was standing on the side of an Alabama highway
trying to endure a lashing rainstorm. Her car had broken down and she desperately needed a ride. Soaking wet,
she decided to flag down the next car. A young white man stopped to help her, generally unheard of in those
conflict-filled 1960’s. The man took her to safety, helped her get assistance and put her into a taxicab. She seemed
to be in a big hurry, but wrote down his address and thanked him. Seven days went by and a knock came on the
man’s door. To his surprise, a giant console color TV was delivered to his home. A special note was attached..

“Thank you so much for assisting me on the highway the other night. The rain drenched not only
my clothes, but also my spirits. Then you came along. Because of you, I was able to make it to my
dying husband’s bedside just before he passed away... Bless you for helping me and unselfishly
serving others.”
Sincerely,
Mrs. Nat King Cole
(wife to famous singer Nat King Cole)
3. Third Important Lesson – Always remember those who serve
In the days when an ice cream sundae cost much less, a 10-year-old boy entered a hotel coffee shop and sat at
a table. A waitress put a glass of water in front of him. “How much is an ice cream sundae?” he asked. “Fifty
cents,” replied the waitress. The little boy pulled his hand out of his pocket and studied the coins in it. “Well,
how much is a plain dish of ice cream?” he inquired. By now more people were waiting for a table and the waitress
was growing impatient. “Thirty-five cents,” she brusquely replied. The little boy again counted his coins.
“I’ll have the plain ice cream,” he said. The waitress brought the ice cream, put the bill on the table and walked
away. The boy finished the ice cream, paid the cashier and left. When the waitress came back, she began to cry
as she wiped down the table. There, placed neatly beside the empty dish, were two nickels and five pennies.

You see, he couldn’t have the sundae, because he had to have enough left to leave her a tip.
Now you have 2 choices. Will you allow these 3 stories to inspire your journey down life’s difficult times and
overcome your obstacles heroically or will you just see them as 3 short little stories that were nice to read and
leave it as that. It is your choice, which will determine your future. I choose to live with my heart on my sleeve
because while I can’t choose my experiences in life but I can choose how to respond to them.
Yours truly,
Gina Gallyot
Editorial Committee
Sinaran Newsletter, Malaysian Society of Radiographers

 

FROM THE SECRETARY’S DESK
Radiographers always seem to think along the same lines at the same time. As I received the Singapore
Society of Radiographers first newsletter of 2008 I was pleasantly surprised that their Organising
Committee has chosen the theme “OUR VISION TODAY, REALITY TOMORROW” as it ties in so closely
with our theme for this year’s MSR AGM and Scientific Meeting to be held in Melaka.
Our theme is titled “INNOVATION IS CARE” which affects every member of the Medical Imaging team
as every discipline strives to perfect the quality of their work mainly through the patient’s assessment
of the radiographers care. Years ago we concentrated on achieving competency but now we have to
focus on accountability as the patients become more educated and knowledgeable. We can no longer
afford to be dormant when it comes to delivering care to patients, we need to envision the patients’
needs first and then commit to developing new standards of care that will become tomorrow’s reality.
A vision that undoubtedly includes improved patient care and zero tolerance of errors.
Innovation is Care! - While there are many classic definitions of the word innovation for medical
personnel the most accurate would be to consider innovation as the change that creates a new
dimension of performance as it will correlate with the care we give to our patients.
In economics, business and government policy, - something new - must be substantially different,
not an insignificant change. In economics the change must increase value, customer value, or producer
value. Innovations are intended to make someone better off, and the succession of many innovations
grows the whole economy.
The term innovation may refer to both radical and incremental changes to products, processes or
services. The often unspoken goal of innovation is to solve a problem. Since innovation is also considered
a major driver of the economy, the factors that lead to innovation are also considered to be critical to
policy makers.
However as medical professionals we have to be careful in designing and creating new methods or
procedures as we always have to have as top priority the patients we handle. We are bound by ethics
of care which emphasises the importance of relationships.
It’s well and good to feel as though you have changed the attitude with which you render extra service,
but if that service is in truth no more than anyone else’s, then you aren’t doing yourself much good.
You need to examine your co-workers and competitors to understand just what it is that will make
you stand out. If there are job performance standards, exceed them. If you’re fulfilling a contract, make
sure you offer more than you promised. You cannot confine extra-mile service to your work alone. You
must make it part of your philosophy for dealing with every person you encounter. Imagine how others
will be delighted to find that you are the type of person who not only does what is promised but even
delivers more. The true benefit of going the extra mile is in teaching yourself to strive always for better
and greater achievement in all that you do.
Yours truly,
Packya Narayanan Dassan
MSR Secretary
SINARAN
EDITORIAL BOARD

ANNOUNCEMENTS

EDITOR IN CHARGE
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The Education Chairman, En. Sawal Marsait has
resigned from his post effective 17 th January
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EDITORIAL COMMITTEE
GINA GALLYOT (gallyot_gina@yahoo.com)
M. SRIPRIYA (sripriya@time.net.my)
RAVI CHANTHRIGA (chandassan@yahoo.com)

The Assistant Secretary, En. Mohammad Mazli
Zin will take over his current duties till further
notice. Elections for the vacated post will take
place at the 38th AGM in 2008.

DISCLAIMER: “Reasonable effor ts have been made to ensure the accuracy of this data however, due to the nature of the infor mation, accuracy cannot
be guaranteed. The Society further more disclaims any liability from any damages of an y kind from use of this infor mation. The opinions expressed or
implied in this newsletter should not be taken as those of the Malaysian Society of Radiog raphers or it’s members unless specifically indicated.”
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How to Avoid “Death by PowerPoint”
Solving the Five Most Common Problems
With PowerPoint Presentations
by Dave Paradi, MBA, co-author of “Guide to PowerPoint”
With more and more people using PowerPoint to deliver
presentations, we are seeing it used poorly so many
times that a new phrase has been coined to describe the
poor use of visuals during a presentation – “Death by
PowerPoint”. Here are the five most common problems
with PowerPoint presentations and how you can solve
them so that you avoid “Death by PowerPoint”.
Problem #1: The pr esenter focused more on the visuals
than the content
This problem is usually identified when the audience
leaves the presentation and says that the slides were
nice, but they can’t remember what the speaker said.
Preparing your presentation using a proper approach can
solve this.
First focus on the desired outcome of the presentation
and the background and composition of the audience to
determine the key points that will move the audience
from where they are to your desired end point.
Then do additional research to provide backup for
each key point.
Next, focus on the content only by using the Outline
View in PowerPoint to outline the key points and
supporting material.
Once the outline is tested for fit with the purpose of
the presentation and the time allotted, then proceed to
the visual part of the presentation slides.
One should never be concerned about how the slide
looks until one is clear that the slide has meaning.
Problem #2: The audience can’t clearly see the slides
There are two common causes of this pr oblem.
The first is that there is not enough contrast between
the text colour and the background colour on the slide.
Many times the colours look fine on our computer
monitor, but when projected, they change. No projector,
however expensive, will truly show the colours the same
way. The best contrast combination that I have found is
to use a medium to dark blue background with yellow or
white text. Make sure that you check the colours on a
projector before you present to be sure what they will
look like.
The other common cause of this problem is that the
font size chosen for the text is too small. When deciding
what font size to use in your presentation, make sur e it
is big enough so that the audience can read it. I usually
find that any font size less than 24 point is too small to
be reasonably r ead in most presentation situations. I
would prefer to see most text at a 28 or 32 point size, with
titles being 36 to 44 point sizes. The only reason I would
use a font less than 24 point is when adding explanator y
text to a graph or diagram, where you could use a 20point font size.
Problem #3: The audience is distracted by the visuals
The most common cause of this problem is having

objects or text move on the screen while the presentation
is going on. The basic pr emise when designing visuals is
that they add to the message and they do not make the
audience work. If the audience is spending time and
energy watching the visuals, they have less energy to
devote to the message, which is the most important par t
of the presentation.
There are a lot of features in PowerPoint that allow
slide designers to intr oduce movement and sounds on
slides and unfor tunately these featur es tend to be
over used.
Any graphic, sound or video should add value to the
point being made, not be there because it could be done.
Text movement is also problematic because it is
virtually impossible for someone to read text while it is
moving. This causes audience members to wait until the
text stops before they can read it, and incr eases the time
they spend looking at the screen and decreases the time
and attention they focus on the pr esenter and the
message.
Use text movement with caution.
Pr oblem #4: Pointer movement on the scr een
It is ver y distracting for the audience when the pointer
(the ar r ow) moves across the scr een during the
presentation. This happens when you move the mouse
in the Slide Show V iew. If you use a mouse (remote or
attached) to advance slides, movement of the mouse
dir ectional control (ball or pad) will cause the pointer to
appear and move on the screen.
This is a very easy problem to solve. After the Slide
Show View is started, press the Ctrl-L key combination.
This hides the pointer even if the mouse moves. If you
need to display the pointer during the presentation, press
the Ctrl-A key combination.
Pr oblem #5: Dropping into the pr ogram
It reduces your ef fectiveness as a presenter if during or
after the presentation the audience sees the PowerPoint
program displayed on the screen. This usually happens
in one of two ways.
First, at the end of the presentation, if you advance
past the last slide, it will drop you into the program. The
simple way to solve this is to duplicate your last slide
three times at the end of your presentation. This way, if
you advance one too many times, it won’t matter because
the image is the same.
The other way this happens is if the pointer appears
on screen during the presentation, our natural tendency
is to press the Escape key. This will not clear the pointer,
but it will drop us into the program. If the pointer does
appear on the screen during the presentation, resist the
temptation to pr ess the Escape key, press the “A” key
instead. This will hide the pointer. You can also hide the
pointer using the Ctrl-L key combination as r eferred to
above.
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OPTIMIZATION OF X-RAY PRACTICE IN PLAIN-FILM PAEDIATRIC RADIOGRAPHY
 

R. Subramaniam,

MSc, BSc(Hons), TDCR

College of Radiography, University of Malaya Medical Centre, Kuala Lumpur
Email: SUBRAM@ummc.edu.my

Introduction
Children undergoing radiography pose a challenge to the radiographic
technique and ability of the imaging staff. Childr en can be
uncooperative or obstructive during radiographic procedures. They
also come in different age groups and sizes. Children are mor e
susceptible to the effects of ionizing radiation than adults which
places added burden on radiographers and radiologists to attain the
best possible results ever y time.
The United Nations Scientific Committee on the effects of Atomic
Radiation (UNSCEAR) have empha-sised that radiation risk is strongly
dependent on the age at which exposure occurs. Ir radiation of
radiosen-sitive bone marrow in children increases the risks of induced
leukaemia and genetic effects. ‘Radiation exposure in the first ten
years of life is estimated to produce a risk of total aggr egated
detriment 2-3 times greater than exposure between the ages of 30-40
and 5-7 times greater than exposure after the age of 50". Techniques
aimed at reducing radiation dose in paedi-atric radiology are therefore
of paramount impor-tance.
Childr en need more careful evaluation with regards to the
necessity of examination and radiographic technique needs to be even
more exacting. It is impor tant that the radiation dose to children
arising from diagnostic medical exposure is minimized.
Review of diagnostic radiology found that there was a high
potential for patient dose reduction through optimization of
radiological technique and X-ray equipment. In the UK and Europe
there have been various initiatives aimed at reducing patient dose and
improve the radiographic practices involving children. The European
Commission has recognized the need for the special treatment of
children in the X-ray department, in both the “European guidelines
on quality criteria for the diagnostic radiographic images in
paediatrics, EUR 16261EN, 1996”, and the “Council Directive 97/43/
Euratom, 1997”. In the UK, a major specialist paediatric hospital has
published the “Guidelines on best practice in the X-ray imaging of
children, 1998”. These guidelines suggest examples of good
radiographic technique, present useful image quality criteria for a
number of common paediatric projections and reference dose levels
with the aim of producing high quality images at the lowest possible
dose to the patient.
In Malaysia, there is a lack of specialist children hospitals.
Paediatric patients are commonly examined in general hospitals
where education, training and expertise in paediatric radiology are
usually limited. Therefore, there is a greater onus on staf f in general
hospitals, working with children who have a normal life expectancy,
to keep doses to a minimum.
The basic principles of radiation protection of the patient as
recommended by ICRP are justification of practice and optimization
of protection, including the consideration of dose r eference levels.
These principles are translated into x-ray practices and performance
by the imaging staff aimed at pr oducing high quality images and
reduced dose to paediatric patients.
General Principles Associated With Good Imaging Performance In
Paediatric X-Ray Practice.
Necessity of Examinations
There is considerable evidence that many radiological examinations
are unnecessary. Ensuring that only those examinations which have
a direct ef fect on patient management are performed is an extr emely
important first-step in reducing overall exposure to medical radiation.

It is essential that each request form received is signed and has
adequate clinical information meeting established criteria agreed by
clinicians and radiologists. Each examination must be justified and
be the correct and most appropriate investigation for each patient.
Referral criteria have been included in these guidelines to act as
a baseline but the most effective way of ensuring that only necessar y
examinations are performed is to have close cooperation from clinical
colleagues, with regular educational meetings addressing the
requirements for successful radiation pr otection. These are
par ticularly important and have to be regularly repeated for junior
clinical colleagues, who ar e more likely to succumb to radiological
requests to cover any clinical uncertainty or lack of experience.
Radiographers are usually first in line in the r eceipt of a
radiological request and must be able to rely on strong, radiological
suppor t in ensuring the validity of requests.
Image Quality
It is recognised that diagnostic image quality is mor e difficult to
achieve in children. They can be uncooperative and their faster heart
and r espiratory rates mean that movement blurring is more common
than in adult patients. It is recommended that in a general depar tment
a specific X-ray room should be dedicated for paediatric work and be
child friendly. There should be a core group of staff with direct
responsibility for vetting paediatric requests, managing paediatric
patients and ensuring that acceptable levels of image quality in
paediatrics ar e maintained. These staf f should develop their
paediatric skills in addition to being given adequate time to explain
pr ocedures to the child and his/her parents to gain the child’s
confidence.
Established guidelines on paediatric imaging include specific
advice regar ding holding techniques. Incorrect positioning or
immobilisation of paediatric patients is often the cause of inadequate
imaging. Immobilisation equipment does not need to be complex or
expensive and a range of simple home made devices such as Velcro
strapping, buckybands, sand bags, sponge wedges, foam pads and
seating of varying sizes should be to hand.
These should always be used in preference to physical restraint
but when this is unavoidable, a careful explanation must be given to
the holding person so that they are adequately pr epared. It is also the
responsibility of the radiographer and radiologist to ensur e that the
holder is completely outside the primar y beam and is protected from
scattered radiation. This is par ticularly important for clinical and
nursing staf f who may be frequently asked to assist in this way e.g.
SCBU/casualty nurses. A holder’s record should be kept.
Image quality forms should be produced for each examination so
that evaluation can be as objective as possible and specific areas of
failure can be easily identified and rectified. Regular assessment of
image quality is invaluable for constructive feedback and self
education but one must not lose sight of the fact that if an
examination is suboptimal but fulfils diagnostic requir ements it
should not be repeated to comply with aesthetic criteria alone. To
some extent the require-ments for image quality ar e dependent on the
suspected pathology e.g. for post-operative position of hips, a lower
standard of image quality may be accepted.
Radiation Dose
The selection of high speed scr een/film systems, avoidance of anti
scatter grids if not necessar y, use of additional filtration and choice
of high kV, short exposur e techniques are the most important factors
in minimising radiation dose in paediatric radiology.
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For each examination, the requirement for high resolution should
always be weighted against the necessity to limit dose. In most cases,
reduced resolution of fast screen/film systems with a minimum speed
class of 400 is acceptable for diagnostic purposes. Furthermore, it was
found that the dose saving from the use of fast 700 speed class screen/
film systems justified the loss of resolution in those examinations
where only positional information was required, such as follow-up of
spinal curvature and position of the femoral head in Dynamic
Dysplasia of the Hip.
It is strongly advised that use of an antiscatter grid is often
unnecessar y in infants. It must always be remembered that use of a
Bucky beneath the table usually entails the use of a grid. The same
may be true for skull tables and ver tical chest stands. Simple
equipment alterations may be required so that a patient can be easily
and comfortably immobilised and positioned directly onto the
cassette without the use of a grid unless specifically recommended.
All fluoroscopy units should have easily removable grids.
High kV techniques, which allow a reduction in mAs and exposure
time, produce significant reductions in dose as well as movement
blurring. However, they require high frequency or constant potential
generators to provide accurately reproducible short exposure times.
Adequate additional filtration is recommended not only to
enhance the capability of more limited equipment but to fur ther
absorb the soft part of the radiation spectrum which unnecessarily
contributes to patient dose without significantly effecting the quality.
Expensive rare earth filters were not found to convey any
significant dose or image quality benefit over copper. Additional tube
filtration of 0.1mm Cu or equivalent is advised (except in SCBU and
in low kV techniques) with equipment having existing total filtration
of about 2.5 mm Al for most examinations.
A radiological preference for films produced at high kV, with
reduced density and less contrast should be developed to enable a
reduction in mAs and therefore in the dose to the patient.
The use of dose-area product (DAP) meters should be routine.
They give important feed-back and encourage low dose techniques
in staff employing them. Doses presented in paediatric x-ray
guidelines represent achievable doses using the described technique,
whilst maintaining adequate image quality.
Radiation Protection
Lead protection is too often absent, misshapen, incorrectly positioned
or inadequate. It should be remember ed that not only is gonad
protection vitally important for childr en, but that radiosensitive cellforming bone marrow is present in most bones at birth. The
developing breast and thyroid are also more radiosensitive.
Lead rubber shielding of the parts of the body next to the primar y
beam should always be perfor med to protect against primar y and
scattered radiation. In neonatal radiography, lead masking techniques
on top of incubators should always be used. The ribs, breast and
sternum should be pr otected when perfor ming abdominal
radiographs.
PA projections are always advocated as soon as age allows, to
reduce eye and breast dose in skull, chest and spinal radiography
respectively.
Specifically shaped lead gonad shields of various sizes are
recommended as they are less likely to obscure vital information than
the use of arbitrary pieces of lead rubber.
Radiographs of the male abdomen must have gonad protection.
Guidelines regarding use of gonad protection should be strictly
adhered to. Additional specially-shaped lead coning devices (e.g. for
whole spine in scoliosis and for lateral cephalograph examinations)
are recommended.

Recommendations for Good X-ray Practice
Paediatric Practice
The validity of each r equest form should be carefully considered with
regar d to necessity of examination, appropriateness of examination
and timing of examination.
There should be a selected core of staff primarily responsible for
the management of paediatric patients.
Close clinical/radiological cooperation with regular educational
meetings, stressing the need for radiation protection should occur.
Radiographers/Radiologists undertaking paediatric imaging
should be given adequate time to provide explanations to parents and
children in order to gain their confidence and cooperation.
Equipment & Accessories
A child friendly environment with equipment dedicated to paediatric
imaging is advisable.
There should be a variety of simple restraining devices readily
available.
Powerful high fr equency or constant potential generators are
required. Short exposure time, high kV -low mAs techniques should
be employed and all exposure factors should be recorded on the films
or request forms.
Total tube filtration of about 2.5mm Al + 0.1 mm Cu or equivalent
should be used, except in SCBU and for NAI skeletal sur vey.
Tight collimation is essential. Devices which cone to the cassette
should not be used and the position of all 4 cone marks should be
clearly visible on the film.
When using additional beam shaping devices (e.g. for scoliosis
imaging) collimation with the LBD is still essential.
Stationary/moving grids should only be used where necessary and
according to strict guidelines.
Routine use of Automatic Exposure Controls (AEC) should be
avoided as they usually incorporate a grid and lengthen the minimum
exposure time.
The fastest screen/film system allowing films of diagnostic quality
should be selected.
Films should be processed at the optimum temperature for the
equipment available. Temperature of 32-33°C is recommended.
A wide range of specifically shaped gonad/organ protection
devices should be used and car efully positioned.
Over-penetrated films should be copied lighter to r educe the
possibility of r epeat exposures.
With the advent of CR and DR imaging technology, it is necessar y
to monitor the exposures given in view of the potential for “exposure
cr eep”, where higher exposures are given but acceptable images are
obtained following post-processing.
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DEALING WITH NEGATIVE
EMPLOYEES

has a bad or negative attitude. Instead, describe the negative behavior
and its negative impact on the organization and coworkers.

Do you have an employee who is frequently disgruntled with their job
duties, with the organization, or with management? For example, does
the employee go out of his or her way looking for something to complain
about? Does the employee attempt to stir up discontent in his or her
coworkers just for their own enjoyment? Does the employee take
pleasure in being able to spot all the flaws in any new initiative the
organization under takes? Is the employee resistant to any proposed
organizational change? Is the employee making you angry, frustrated,
and helpless?
Let’s face it! The negative employee is the type of employee that most
managers would love to have call in sick, take an extended vacation,
and then utilize all their vacation time. Unfortunately, for you as the
manager, the negative employee comes to work everyday. Not only does
the negative employee come to work everyday, he or she is usually
never late to work, completes his or her job duties, and does not break
any company policies. The negative employee does not provide you, the
manager, with any easy to evaluate objective work performance deficits.
Thus, you must deal with his or her negative behavior versus any easier
to measure work performance deficits.
Have you ever wondered why the negative employee comes to work
ever yday if he or she is so unhappy with their job duties, the
organization, or with management? Why doesn’t the negative employee
simply find another job where he or she will be happier?

• Get organizational support: It is a good idea to r un your data of
negative behavior observations past another manager or your
Human Resource department, in order to get validation that the
behaviors you have observed do indeed undermine the
organization’s goals or cr eates a toxic environment for other
employees. It is also a good idea to work with another manager, who
can act as a witness to your behavior, during any closed-door
meeting you have with the negative employee. Remember, you are
dealing with an employee who is already acting out their discontent;
therefore, you need to have or ganizational support and a witness,
to your interactions, when dealing with the negative employee.

There are two simple answers to these questions:

• Offer to help the negative employee: Ask the negative employee what
would help him or her turn their negative behavior into positive
behavior. In this step, you may get an explanation of what is
motivating his or her negative behavior. The explanation may assist
you in understanding what type of help to of fer the negative
employee to become more positive.

One, the main goal of a negative employee is to undermine and
contaminate the workplace environment; thus, becoming toxic to the
organization’s ability to effectively function. In other wor ds, why miss
work when there is so much toxic work to do. In plain English, the
negative employee’s goal is to undermine either the organization or
people within the organization for any number of reasons. (Note: It is
more impor tant to identify patterns versus causes of negative behaviors
in the early stages of dealing with a negative employee.)
Two, the negatively employee is rewarded for their negativity
inadvertently by their organization, e.g., pay increases, seniority, and
good benefits. So, why not come to work if you get paid to complete
your goal of undermining others!
Note: If the negative employee’s behavior has not been addressed in
the past, it is quite possible that the negative employee has, for many years,
received positive work performance evaluations with pay increases. After
all, in terms of objective work per for mance measures, the negative
employee has good attendance, is on time to work, does his or her job
duties, and follows all company policies.
If you believe that you are a manager of a negative employee, the
following steps will help you to successfully deal with his or her
negativity.
• Observe and quantify the negative employee’s behavior: Before you
approach the negative employee, you need both observational data,
i.e., examples of negative behavior, and an accurate quantifiable
account of the number of negative behaviors observed. For example,
“I have obser ved you telling four employees last week that they
should resist using the new accounting methods.”
This first step does require a degree of preparation because without
obser ving and quantifying instances of negative behaviors, the
negative employee will simply discount your observations. For
example, the negative employee might tell you he or she was simply
joking, or that you misunderstood their true intentions.
Note: One instance of negative behavior is not enough evidence to label
an employee as negative. Secondly, do not tell the employee he or she

• Forget the confession of wrongdoing: It is not necessar y for the
negative employee to admit to or apologize for his or her negative
behavior. It is only your aim to bring to the negative employee’s
attention that you are aware of their toxic behavior.
• Affirm the organization’s core beliefs: Inform the negative employee
of the organization’s mission, values, and goals. Succinctly tell the
negative employee the mission of the organization, the values the
organization espouses, and the goals the organization is attempting
to achieve. Next, clearly articulate to the negative employee how his
or her behavior undermines the organization’s core beliefs, and how
a change is necessary for both their individual success and the
organization’s success.

• Consider a referral to an employee assistance counselor if the
negative employee brings up personal, family, or mental health
problems. If the employee is stubborn and refuses assistance, do not
force professional assistance upon the negative employee. If the
employee brings up work related issues, e.g., lack of advancement,
stress, or job insecurity; consider providing the negative employee
with supportive listening, coaching, and mentoring.
• Inform the negative employee that future work performance reviews
will include both objective and subjective measures: One subjective
measure may include an assessment of how the employee is either
increasing or decreasing his or her negative behaviors, by asking
colleagues and other managers for feedback. Don’t forget to utilize
a positive tone when discussing future work performance reviews;
for instance, predict what a futur e passing work performance r eview
will look like for the employee.
• Do not make the negative employee more negative: The goal is not
to make a negative employee more negative, which is easy to do
since the employee is already negative. Thus, you need to be very
careful not to thr ow gas on a fire!
Remember these thr ee rules:
Rule 1 : You cannot change a negative employee with negativity. Hence,
you must reframe from acting negative yourself. Keep your cool and be
positive when talking with the negative employee.
Rule 2: Keep your overall expectations low. Do not expect an apology
and do not expect the negative employee to admit to their negative
behavior.
Rule 3: Employees want to be believed-in by their manager, even when
they are being disciplined. Therefore, end your talk with a positive “you
can do it” statement.
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A NEW APPROACH TO AN APPRAISAL AT WORK
 

The classification of the term appraisal is
evaluating someone or something with respect to
its worth. In other words it is the systematic
evaluation of the individual with respect to his or
her performance on the job and his or her potential
for development.At one time appraisal was called
a merit rating and was tied fairly close to salary
increases. More recently it was termed staff
evaluation, but because the term evaluation implies
that personal values are being placed on the
performance review that term is used infrequently.
Most health care organizations use the term
performance appraisal because it implies an
appraisal of “how well employees perform the duties
of their job as delineated by the job description.”.
It consists of:
• setting standards and objectives
• reviewing progress
• having ongoing feedback between appraiser and
the employee
• planning for reinforcement, deletion or
correction of identified behaviors as necessary.
Do personality types play a role?
Understanding personality types is helpful for
appreciating that while people are different,
everyone has a value, and special strengths and
qualities, and that everyone should be treated with
care and respect. People very rarely set out to
cause upset - they just behave differently because
they are different.
Personal development is necessary
Personal development and support must be offered
to all employees, irrespective of age, gender, race,
disability, etc., and not just to those seeking
promotion. Development is not restricted to job
skills - it includes ‘whole person’.
Job skills training aren’t just restricted to courses.
Think about:
• coaching
• mentoring (by and of the appraisee)
• secondment to another role,
• holiday job cover
• shadowing
• distance-learning or e-learning
• books and videos
• attending meetings and workshops
• workbooks, manuals and guides
• researching
• giving presentations
or anything relevant and helpful to help the person
develop.

However avoid committing to training expenditure
before suitable approval or availability has been
confirmed. Understand development options and
procedures before conducting the appraisal. Strive to
develop the whole person.
Jack Welch, respected business leader and writer
is quoted as proposing these fundamental
leadership principles (notably these principles are
expanded in his 2001 book ‘Jack: Straight From The
Gut’):
1.

There is only one way - the straight way. It sets
the tone of the organisation.

2.

Be open to the best of what everyone,
everywhere, has to offer; transfer learning
across your organisation.

3.

Get the right people in the right jobs - it is more
important than developing a strategy.

4.

An informal atmosphere is a competitive
advantage.

5.

Make sure everybody counts and everybody
knows they count.

6.

Legitimate self-confidence is a winner - the true
test of self-confidence is the courage to be
open.

7.

Business has to be fun - celebrations energise
and organisation.

8.

Never underestimate the other guy.

9.

Understand where real value is added and put
your best people there.

10. Know when to meddle and when to let go - this
is pure instinct.
Remember……………..”... Praise loudly, blame
softly.” (Catherine the Great).

As a leader, your main priority is to get the job
done, whatever the job is. Leaders make things
happen by:
• knowing your objectives and having a plan how
to achieve them
• building a team committed to achieving the
objectives
• helping each team member to give their best
efforts
As a leader you must know yourself. Know your
own strengths and weaknesses, so that you can
build the best team around you.
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areas of responsibility; if there are no specific
responsibilities or objectives brought forward
from your previous appraisal or on-going
meetings with your manager again use your
job description as a basis for assessing your
performance, competence and achievements.

Tips on preparing for your appraisal
1.

Be as truthful as you can without exposing
yourself unnecessarily. Obviously if your
company and/or boss do not have a positive
and fair approach be careful not to create
vulnerabilities for yourself.

2.

Always be positive, never negative - don’t
complain, don’t point out problems, avoid
making personal attacks on anyone or their
abilities. If there are problems express them as
opportunities to develop or improve, an if
possible suggest or recommend how these
improvements can be made.

3.

Ask for help and training and coaching and
development in areas that you believe will
improve your productivity and value to the
organization.

4.

Look for ways to relate personal growth and
development of your own passions and
interests outside of work, to your work, and
the benefits this sort of development will bring
to your employer. Think about your hobbies
and your natural strengths - they will almost
certainly entail using many attributes that will
be helpful for your employer - perhaps beyond
the role that you find yourself in currently. If
your employer is unaware of your talents and
potential make sure you tell your manager, and
if your employer fails to understand the
benefits of helping you to follow your unique
personal potential (which each of us has) then
maybe think about finding an employer who
places a higher value on their people.

5.

6.

Use the list or skill categories on the appraisal
form to assess your capabilities and behaviors
one by one - be specific, objective and be able
to reference examples and evidence. This is an
important area for the appraisal meeting itself
so think about it and if necessary ask others
for feedback to help you gather examples and
form a reliable view of your competence in
each category listed. If the appraisal form does
not have a list of skills and behaviors create
your own (use your job description for a
basis).
Assess your performance for the appraisal
period (normally the past year) in each of your

7.

Identify objectives for yourself for the next
year. These should be related to your current
job responsibilities and your intended
personal development, and be a mixture of
short, medium and long-term aims (ie, days or
weeks, months, and a year or more). Attach
actions and measurable outputs to these aims
and objectives -this is a commitment to
change and improve which demonstrates a
very responsible and mature attitude. If your
aims and actions require training or coaching
or other support then state this, but do not
assume you have a right to receive it - these
things cost money and your manager may not
be able to commit to them without seeking
higher approval.

8.

Think about and state your longer-term
aspirations - qualifications and learning, career
development, and your personal life fulfillment
issues too - they are increasingly relevant to
your work, and also to your value as an
employee.

9.

Seek responsibility, work, and tasks within and
beyond your normal role. Extra work and
responsibility, and achieving higher things
develop people and increase productivity for
and contribution to the organization. Always
seek opportunities to help and support others,
including your boss.

10. Always look upon reward as an economic
result of your productivity. You have no ‘right’
to reward or increase in reward, and reward is
not driven by comparisons with what others
receive. Reward, and particularly increase in
reward, results from effort and contribution to
organizational performance. As such, if you
want higher reward, seek first the opportunity
to contribute more.
11. Assessment is not confined to past
performance alone but employee’s potential
for future performance must also be assessed.

Remember…………….. “... Praise loudly, blame softly.” (Catherine the Great).
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New Radiation Technique Can Greatly Reduce
Painful Skin Burns In Women With Breast Cancer
– Article adapted by Medical News Today from original press release –

Breast cancer patients who undergo a new radiation technique called intensity modulated radiation
therapy (IMRT) after surgery are three times less likely to have severe skin reactions from the treatment
compared to standard radiation therapy, according to a study presented at the plenary session November
6, 2006, at the American Society for Therapeutic Radiology and Oncology’s 48th Annual Meeting in
Philadelphia. The study is the first of its kind to show how recent dramatic improvements in radiation
treatments directly benefit patients.
“Using IMRT, we are able to dramatically reduce the painful side effects of radiation, thereby improving
the patient’s quality of life,” said Jean-Philippe Pignol, M.D., Ph.D., lead author of the study and a radiation
oncologist at Sunnybrook Health Sciences Centre in Toronto, Canada. “Patients should be aware that breast
IMRT has fewer side effects than standard radiation therapy and is now widely available.”
The current standard of care for breast cancer is surgical removal of the cancer, followed by radiation to
the breast to kill any remaining cells. The standard radiation technique uses two opposite radiation beams
on the whole breast to target the cancer and can cause excess amounts of radiation to certain areas of
the breast, increasing the risk of the patient developing sensitive, red, weepy skin that may blister and
peel. The majority (80 percent) of severe skin burns occur on the breast crease, located between the
bottom of the breast and the chest wall.
Using IMRT, however, radiation oncologists are able to control the intensity of each beam to better spare
nearby healthy tissue, thereby minimizing the risk of too much radiation on a part of the breast and severe
skin reactions. The treatment was able to significantly reduce this occurrence in women with large breasts,
who are more likely to have severe skin reactions.
In this study, 358 patients were randomly assigned to receive either the standard breast radiation treatment
or breast IMRT and were observed during and for six weeks after treatment.

*************************
IMRT (Intensity Modulated Radiation Therapy) is like
painting with radiation. You can see this effect in the picture
of Einstein, (Diagram1) which was made by a linear
accelerator, using IMRT. It allows the physician and
dosimetrist to create a plan that allows us to deliver a high
amount of radiation to the areas that are very important to
get a radiation dose to, such as the lumpectomy cavity, and
then to decrease and limit the amount of radiation exposure
to normal and critical organs, such as the lung or the heart
on a left sided breast cancer. In the example above, the
darker areas would be those exposed to more radiation, and
the lighter areas received less amounts of radiation. You can
see how precise this can be when done correctly.
Diagram 1
The traditional or standard or care for breast radiation is a 3D plan typically consisting of two tangential
fields. It may look something like this (Diagram 2). As you can see in the picture on the right, there
would be a field that comes from the upper left hand side, and entering the patient, and another field
that would be coming from the bottom right hand side and then entering the patient as well. Since this is
a left sided breast cancer, you can also that there is a small portion of lung (orange color) and heart
(pink/magenta color) that is included in the treatment fields.
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Since the breast tissue goes all the way down to a patients chest wall,
or rib cage, there has traditionally been about 1.5 to 2.0cm of lung
included in most physicians breast plans. This is to ensure that all
of the breast tissue is being included in the radiation field, and that
even with the motion of patient breathing, that the breast is always
targeted with the radiation that is being administered to the patient.
The one down fall with conventional, or tradition breast radiation is
that radiation is trying to be delivered to a large area of tissue, and
trying to deliver a dose that is the same through out. Unfortunately,
we all know that breast tissue is not a nice little box that is the same
size in all directions.
Due to this factor alone, there tends to be these hot spots in the areas
of breast tissue that happen to be thicker, have more tissue
overlapping itself, such as underneath the breast tissue and next to
the rib cage of a woman, or perhaps where there is not enough breast
tissue. We then try to “compensate” for this difference in breast
tissue with the use of a device that we call a “wedge”. (Diagram3)

Diagram 2

From this picture you can see that it does look like one would think, like a wedge
of metal. It is placed in the machine and will try to help and compensate for the
differences in breast tissue for a specific patient. Unfortunately, it isn’t a perfect
world and there are only so many things that wedges allow physicians to
manipulate the radiation beam in order to make it more precise in treating the
breast. It does not allow us to eliminate or diminish hot spots as drastically
as IMRT.

Diagram 3

In these instances, patients may end up having some skin reddening
or even experience the skin breaking down and in some situations,
a severe burn and weeping of the skin happens. There is an increase
in radiation delivered to some of these areas of the breast that do
not need that much radiation, and with that, comes some
unnecessary skin reactions that a woman should not have to go
through if at all possible.

This is where IMRT comes into play.
IMRT is made up of many tiny little beams about the size of a pencil referred to as beam-lets. These beamlets can be thought of like an older dot matrix printer. In using all of these small little numerous beamlets, to form one larger beam, it allows the physician and the dosimetrist to develop a highly conformal
and precise delivery of radiation to the patients.
Again in this picture (Diagram4) you can see the difference between the two plans. The one of your left
is the typical conventional plan and the one on your right is the IMRT plan. You can see first hand how
the IMRT plan on the right allows the radiation oncology team to focus the field more intensely on the
tumor area itself and limit the dose to nearly normal tissues.

Diagram 4
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In order to accomplish this, the physician needs to plan ahead and really think through his outcome that
he ideally would like for the patient. The physician will have to look at all the scans, and then actually
sit down at a computer and contour, or draw over all of the breast tissue that he wants to be treated. He
will then also need to draw other areas of interest that he may want to avoid, such as the lung or the
heart if a left sided breast cancer. At times physicians will also make sure to draw a separate area around
the lumpectomy cavity, where the tumor was removed. This is to make sure that this area received a bit
more radiation then the rest of the breast tissue. The rationale is that close to 85% of the time if a patient
is going to recur, its going to be locally at the sight where the original tumor was located.
Once this is all done, the computer is then put to work to develop a plan that will achieve all of the
physician’s desired outcomes and taking into consideration the limitations that the physician also wants
to consider. For example, the physician wants the entire Breast to be treated to a dose of 50.4cGy, and
wants the lumpectomy area to get a bit more radiation, and go to a dose of 60.4cGy. Perhaps the physician
wants to limit the amount of radiation to the heart to less then 10% of the total dose, and wants there to
be no hot spots greater then 5mm in any dimension. The computer takes all of this into consideration,
and the dosimetrist helps to maneuver the plan in order to get the outcomes that the physician wants
for his patient.
Diagram5
What happens is that a plan is generated that allows little deposits of varying doses to be places all along
the breast tissue in order to achieve the type of outcome and plan that the physician would ideally like
for his patient. It may look something like this (Diagram 5)
In this view, you can see the different columns are at different heights. This represents
the amounts of radiation being deposited in any one particular area of the breast
tissue. The largest columns may be right at the original sight of where the
tumor was located. The area that is the shortest in height may be at the
underside of the breast, where a skin reaction is most likely to occur. In
doing this, it allows the radiation to be “painted” onto different areas within
the breast tissue at different intensities.
Diagram 5
So why is all of this important and why do we need Breast IMRT?
1.

More conformal dose to the Breast: The natural taper of the breast produces hot spots in ranges of
3% to 20%. Even with the use of wedges, these hot spots are still very noticeable and can still produce
some substantial side effects for patients. IMRT can drastically reduce these hot spots.

2.

Lower dose to the Heart and Lungs: Dose is fairly low in all cases on left sided breast cancers,
however, with the use of IMRT the dose that is administered to the heart and lung can be lowered
even more. In one study done abroad, it was shown that the dose to the left lung and ventricle could
be reduced to less than 500cGy, or less then 10% of the prescription dose. In patients that have preexisting conditions such as Congestive Heart Failure or decreased lung function; this improvement
can be drastically significant in their overall health.

3.

Lower dose to the opposite breast: In some recent data published be a group from the Netherlands
and presented at ASCO, they took a look at 999 women that were previously treated for Breast Cancer.
What they saw was that in women ages 40 years and younger, that they had an increase risk of
developing Breast Cancer in their opposite breast by as much as 60%. IMRT can drastically reduce
the amount of radiation being deposited to the opposite or unaffected breast in comparison to the
scatter radiation it typically receives from conventional methods.

4.

Field with in a field: The fact that IMRT allows physicians to increase the amount of radiation being
deposited in a certain area means that a patient can receive their overall breast radiation as well as
their boost to the tumor site at the same time. This decreases the overall number of times that a
patient has to come in for their radiation treatments. This can be a bit more convenient for patients

Article courtesy of CANCERGEEK - Bringing HOPE to cancer patients & their families
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ADVANTAGES OF SONOGRAPHIC IMAGING IN DIAGNOSING
MUCINOUS CYSTADENOCARCINOMA
(This article is part of case study by Ms. Ravi Chanthriga Eturajulu)

Case Summary
A 52-year old female came to gynaecology clinic for
an enlarging pelvic mass. On examination, a large
palpable mass was noted arising from the pelvis. The
patient also experienced weight loss and frequency
in urination for the same period of time. An
ultrasound was done and was diagnosed as mucinous
cystadenocarcinoma, a type of ovarian cancer.
Introduction
Ovarian cancer is a cancer of the reproductive organs
of a female in which the ova or eggs are formed
(Cancer Source, 1999, [online]). It is the fourth most
frequent cancer, which causes death in women after
lung, breast and colon (Hughes-Watkins, 2001,
[online]). Ovarian cancer, which seems to be the
“silent killer”, is usually asymptomatic in the early
stages
(Hughes-Watkins,
2001,
[online]).
Unfortunately diagnosis is usually made with this
disease at an advanced stage due to late detection.
Therefore they are responsible for almost half of the
deaths from cancer for women accounting for a
disproportionate number of fatal cancers,
(Gynaecologic Pathology, [online]).
Ovarian cancer is mostly common amongst
women aged 50-59 and is quite uncommon amongst
women under 35 (Cancer Source, 1999, [online]). A
study by Nova (online) stated that, 60% of patients
with ovarian cancer are between 40-60 years, 20%
younger than 40 and 20% older than 60.
Some of the possible signs of ovarian cancer
include stomach swelling, bloating or discomfort.
Other signs include loss of appetite, indigestion, gas
with concomitant distension, nausea, frequency of
urinating, anxiety and losing or gaining weight
without any apparent reason. Due to the similarities
of signs with other types of cancer, a good clinical
history is important in order to arrive to a definite
diagnosis (The National Women’s Health Information
Center, 1999, [online]).
Mucinous cystadenocarcinomas tend to be very
large, usually measuring 15-30 cm in diameter. It is a
multiloculated cystic lesion and usually contains
echogenic material, within which complex solid and
cystic masses, haemorrhage and necrosis are
commonly present and with thickening of the wall,
it is usually suggestive of malignant cysts. Papillary
projections sticking into the lumen or on the surface
are less frequently seen in this type of
cystadenocarcinoma (Lyons and Najimi, [online]).
The rupture or penetration of the tumour capsule
may lead to intraperitoneal spread of mucin-secreting
cells known as pseudomyxoma peritonei, which
appears to have similarity to ascites sonographically
(Mani, Sood and Suri, 2001, Lyons and Najimi,
[online]).

Although there is no standardised test that exists
to reliably detect ovarian cancer, still, there are
several procedures that may help detect the disease.
They include pelvic examination, imaging
examination such as ultrasound, Doppler ultrasound
studies, CT and MRI scan, intravenous urography,
barium enema, gallium imaging, laparoscopy and lab
studies such as cancer antigen (CA) 125 blood tests
and biopsy (Barber, 1993).
The detection of a truly early ovarian cancer is
not possible by pelvic examination. This is because
tumours cannot be palpated abdominally until they
reach approximately 15 cm in size; hence the pelvic
findings are often minimal or uncertain even in
patients with advanced disease (Barber, 1993). In this
context, ultrasound plays an important role in
detecting pelvic masses.
Ultrasonography
Ultrasonography is a useful method of imaging. It has
many advantageous characteristics and remains
attractive due to the relatively low costs and
noninvasiveness. A lack of radiation exposure, wide
availability, multiplanar imaging and its ability to
characterise tissue as solid or cystic, makes it a very
useful diagnostic tool.
The ovaries are easily detectable in ultrasound.
The practitioners of ultrasound modalities may
favour
transvaginal
ultrasonography
to
transabdominal for better visualisation of ovaries.
However the goal of an examination is not the simple
visualisation of ovaries only but complete evaluation
of the pelvis. When an ovarian mass is detected there
might be other ancillary features to look for such as
hydronephrosis, ascites, liver metastases, peritoneal
metastases and/or pleural effusion (Filly, 1994).
Sonography cannot distinguish malignant and
benign neoplasm accurately in order to avert surgery.
Although this is one of the pitfalls, sonography is still
useful to provide information (Filly, 1994).
Ideally, the expert sonologic practitioners should
evaluate the imaging problem and then select the
transducer or transducers that give the maximum
diagnostic information (Filly, 1994). The most suitable
transducer for general work, which, include the
upper abdomen and the pelvis region, usually for
gynaecological reasons is a convex or a sector
footprint transducer of 3.5 MHz focused at 7-9cm
(Palmer, 1995).
With regards to attenuation in ultrasound, it is
important to know that the tissues in the body
absorb and scatter ultrasound in different ways. For
instance, higher frequencies are more readily
absorbed and attenuated than lower frequencies.
Therefore, in order to reach deeper tissues, it is
important to use lower frequencies due to the waves
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being less likely to be diverted as they traverse
intervening structures. A fair compromise between
penetration and resolution would be a 3.5 MHz
frequency transducer (Palmer, 1995).
Ultrasonographically, Palmer (1995) explains that,
the ovaries are less homogeneous than the uterus
but with the same or slightly less echogenecity there
will often be distal acoustic shadowing. Sometimes,
the ovaries may blend into the surrounding
parametrium if the gain setting is too high, which
makes it difficult to identify; hence proper gain
settings is crucial to overcome this problem.
The field of diagnostic sonography faces its own
legal concerns too, as in all other medical disciplines
(Oak, 2002, [online]). Whenever any special
procedure such as transvaginal sonography is to be
performed, it would be only appropriate that the
physician discusses the relatively non-invasive
method to the patient, for instance the requirement
of a hand-held probe to be inserted into the vagina
to gain cooperation from the patient and to prepare
psychologically due to the nature of the examination
in order to help with reaching a diagnosis of ovarian
cancer (Helm, 2002, [online]).
The major biological effects of ultrasonography,
which causes adverse health effects, are believed to
be thermal causes and cavitations, as stated by
Callen (1994). The thermal effects of ultrasound are
due to heating and dependent upon the acoustic
energy delivered per unit time to a particular tissue
area and the duration of examination (Amersham
Health, 2003, [online]). In terms of diagnostic
exposure, a temperature rise of no more than 1.5°C
above normal physiological levels (37°C) may be
used clinically without reservation (World Federation
for Ultrasound in Medicine and Biology, 1996,
[online]). Harmful cavitations effects can create
oscillations due to the action of an ultrasound wave
on small gas bodies and this may cause mechanical
stress in tissue (Haar, 1996). However, all these may
not be a cause for concern in diagnostic ultrasound
as the examination is usually fast and short.
With regards to ultrasound of the pelvic cavity,
Holt et al. (1994) stated, it is important to know the
structure of the pelvis, which is arbitrarily divided
into two structurally continuous compartments: the
true pelvis and false pelvis. In the case of
transabdominal scanning, generally a full bladder is
required to displace small bowel out of the true
pelvis into the false pelvis compartment to provide
a “sonic window” in order to view the contents.
It is easy to image the ovaries in different
cephalo-caudad locations, since the ovaries, which
are relatively mobile in the pelvis tend to lie more
cephalad when the bladder is distended. When the
bladder is empty, through transvaginal imaging, the
ovaries are more frequently detected lateral to the
body of the uterus (Ritchie, 1994). However, the
transabdominal method may also inadvertently
displace pathologic structures into the false pelvis.

The visualisation of the pelvic organ is also limited
by body habitus owing to sonic attenuation of the
intervening anterior part of the abdominal wall, the
properitoneal and subcutaneous fat and fat in the
omentum and mesentery. Due to this attenuation and
distance from the area of interest from the anterior
abdominal wall, it is not possible to use high
frequency transducers; hence the 3.5 MHz transducer
is more ideal than the 5.0MHz, as stated by Holt et
al. (1994)
In assessing the female pelvis, the amount of
information attainable has been increased with the
advent of transvaginal scanning. It is being used
frequently to augment the traditional transabdominal
method of scanning the pelvis through the distended
urinary bladder. Patient acceptance of transvaginal
scanning has increased comparatively because it
obviates the need of full bladder (Holt et al., 1994).
Due to the nature of the pelvic mass and the
tendency to urinate frequently, to retain a full bladder
for some time might be a difficult thing for the patient
in this case study. Therefore, the transvaginal
method might be more appr opriate in order to
achieve some form of diagnosis.
Holt et al. (1994) further added that, although the
transvaginal method has advantages in certain
respect, it has also disadvantages due to the limited
field of view especially to see the extent of the
ovarian cancer and the inability to examine the false
pelvis adequately. Therefore a method of quick scans
of the true and false pelvis at the end of ultrasound
post void should be a routine to allow detection of
large masses that have been displaced by the full
bladder and masses that mimic a full bladder. It is
often necessary to use compression to displace gas
in loops of small bowel and colon, especially when
searching for a small mass in the false pelvis. The
bowel gas interference generates echoes
ultrasonographically that obscures pelvic anatomy
and pathology (Barber, 1993).
It is a good practice to first scan
transabdominally through a distended urinary
bladder and then transvaginally when appropriate.
This approach, although more time consuming, has
no drawbacks. Under the circumstances, the
technique can be modified towards a greater
emphasis on transabdominal or transvaginal
scanning when it requires (Filly, 1994).
The Doppler flow ultrasound studies is important
to determine the characterisation of ovarian
malignancy, which can identify the blood flow within
a cyst wall and adjacent areas, that include the
tumour surface, septa, solid parts within the tumour
and the peritumorous ovarian stroma. Due to the lack
of developed smooth muscle in the walls, the new
vessels within tumours have lower resistance to
blood flow, which can be quantitated into a
resistance index (RI) or pulsatility index (PI) (Helm,
2002, [online]). Study conducted by Taori et al. (2002,
[online]) in establishing the pre-operative diagnosis
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of benign and malignant adnexal masses prevailed,
B-Mode ultrasonography in combination with colour
and spectral Doppler establishes multifold increase
in the sensitivity, specificity, positive and negative
predictive values. Therefore it is proposed as the first
and foremost diagnostic modality, which will go a
long way in establishing an early and definite
diagnosis of ovarian malignancy, which is of grave
clinical importance.
The role of Magnetic Resonance Imaging
The role of MRI in detecting pelvic malignancies is
still evolving. Although ultrasound still remains the
initial modality in evaluating clinically suspected
gynaecologic disease judging from its relative safety
and lower cost, there may be limitation due to its
operator dependence, patient’s body habitus, low
signal-to-noise-ratio and is inadequate in staging for
pelvic malignancies (Callen, 1994). In view of these,
MRI offers supplemental diagnostic information in
cases of suboptimal or equivocal ultrasound
examination. MRI with gadolinium contrast allows
clearer visualisation of lesions, which is
indeterminate on ultrasound. It also gives better
demonstration of soft tissue contrast than CT scan,
particularly in identifying fat and blood products and
a better idea of the organ of origin of the tumour
(Helm, 2002, [online]). It is superior in lesion
detection and also useful in differentiating benign
from malignant ovarian lesions and characterisation,
thus giving an accuracy of 95%, as well as evaluation
of extraovarian spread of tumour within the pelvis
and to the abdomen (Callen, 1994). However, there
are also some disadvantages of MRI scanning, which
are the long scanning time, the high cost of the
equipment and the claustrophobic tendency of the
nature of the examination (Barber, 1993).
Computed tomography
In the case of diagnostic difficulty in ultrasonography,
CT scan can be used to compliment this (Kerbrat et
al., 2001, [online]). CT facilitates examination of the
abdominal contents and retroperitoneum in cases of
malignant ovarian disease, especially to view the
intraperitoneal spread of tumour and to view the
extensiveness of the carcinoma (Helm, 2002,
[online]).
Other diagnostic tests
Other diagnostic tests sometimes include imaging of
the lower gastrointestinal tract such as barium
enema, which is a procedure used to show tumours
or other abnormal areas in the pelvis (National
Cancer Institute, 2002, [online]). This is useful to
determine if the disease has spread to other organs
(Mayo Clinic, 2002, [online]). Intravenous urography,
which is a series of radiographs of the kidneys,
ureters and bladder, is sometimes done to help to
determine if cancer has spread outside the ovaries
(National Cancer Institute, 2002, [online]).

Gallium imaging has been useful for the detection
and localisation of occult abscesses but has
limitations due to the poor spatial resolution.
Although sensitivity is high in gallium scanning,
abdominal imaging with CT for tumour is faster and
more specific, making this imaging method to be
secondary to other modalities (Barber, 1993). Despite
the limited value as a diagnostic modality in patients
with ovarian cancer, laparoscopy has been found to
be useful for staging suspected ovarian cancer
patients and for the follow-up of these patients after
clinical remission and chemotherapy (Barber, 1993).
In women who had the disease previously, one
test, which is used primarily to check the recurrence
of the ovarian cancer, is the CA 125 assay (Urban,
1999). It is a protein expressed on the cell membrane
of normal ovarian tissue and ovarian carcinomas. An
increased level of CA 125 is most useful in
conjunction with ultrasound in the assessment of a
postmenopausal woman with an ovarian cyst in
determining malignancy (Helm, 2002, [online]).
Besides the blood tests, biopsy, which is a
removal of tissue in a procedure called laparotomy,
can also be done for the purpose of examination
under the microscope (National Cancer Institute,
2002, [online]). Sonography is not a substitute for
laparotomy and biopsy in a suspected tumour case
(Barber, 1993). Diagnostic laparoscopy may
sometimes be necessar y to inspect a suspected
adnexal cystic mass but occasionally it may miss an
intraovarian malignancy. However, histologic findings
give a more definitive diagnosis of ovarian cancer
(Helm, 2002, [online]).
There was no common language for the
histological classification or clinical staging until the
International Federation of Gynaecology and
Obstetrics (FIGO) established them, which provided
a more accurate method for evaluating results
(Barber, 1993). The most common mode of spread of
ovarian carcinoma is by peritoneal implantation
(Family Medicine Genetics, 2002, [online]). The
stages of this disease are determined by the spread
of the cancer to the confined areas. For instance,
Stage I is confined to ovary or ovaries, Stage II
confined to pelvic cavity, Stage III means extension
to the cavity of abdomen and Stage IV means distant
metastases (Sanders, [online]). At Stage I and Stage
II, the chance of remission for a period of long term
may be as high as 95%; therefore vigilant screening
is vital, particularly for women with increased risk
(Harris, 2002, [online]).
Treatment
With regards to treatment regime in ovarian epithelial
cancer, three kinds of standard treatment can be
used, which usually involves a combination of
surgery and chemotherapy and occasionally
radiation therapy (Mayo Clinic, 2002, [online]).
Surgery is the initial treatment option for almost
every woman with ovarian cancer, usually
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hysterectomy with bilateral salpingo-oophorectomy.
Efforts of optimal surgical cytoreduction (tumour
debulking) in patients with advanced stage diseases
should precede chemotherapy routinely (The James
Line, [online]). Barber (1993) stated that,
ultrasonography is used to evaluate the position and
volume of tumour; and if disease is identified with
this technique, ultrasonography is employed to
monitor therapy. In addition, ultrasonography is also
useful in monitoring response to treatment.
Ovarian cancer is often deadly and due to the
subtle signs and symptoms, knowing them is crucial
in detecting the disease as early as possible leading
to increased chances of survival (Mayo Clinic, 2002,
[online]). In the change of millennium the problems
associated with it are also evolving (Oak, 2002,
[online]). Therefore the need for new therapeutic
strategies is paramount (Vasey, 2001, [online]). With
the widespread application of ultrasonography as a
primary diagnostic modality by clinicians in the
detection of ovarian cancer, the responsibility of
arriving at an accurate diagnosis is also increasing
(Oak, 2002, [online]).
Summary
Ultrasonography has evolved to be the gold standard
in making diagnostic acumen and decisions faster
and with greater confidence (Callen, 1994). Over the
years, technology advancement and the
understanding of normal and abnormal findings
finally made this a remarkable frontier in clinical
diagnosis. Although this advancement has placed a
bigger burden on the sonographers, nevertheless,
the quest for knowledge would never stop mankind
from developing and reaching out for something new
that would dramatically give more clinical
information and hence alter patient management.
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