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Dinosaurs Part 1

£ # (yeung@harkyeung.com )

I once wrote a story about dinosaurs. It was an exhibition in the

Science Museum. I am going to use it as an example to talk about

writing.

To make the story more interesting,

I have put something from

Shakespeare in the opening line. Even for those who have never read

Shakespeare, the line to be or not to be might come up in their mind

when they read my story.

To lend or not to lend? That has always been the big question
for mainland museums that want to lend their dinosaur fossils but
worry that they may be damaged in transit.

That fear was realized for the Inner Mongolia Autonomous
Region Museum when one precious exhibit — a shoulder blade of

the biggest dinosaur discovered in Asia —
arriving at the Hong Kong Science Museum for the

was smashed after
"Soaring

Dinosaurs — Chinese Dinosaurs and Prehistoric Life" exhibition.
Broken once before when exhibited in the US in 1995, the

scapula of the

26-metre—long,

7.7-metre—tall  Nuoerosaurus

chaganensis hasn't been on loan until now. Just days before the
show opened, the 2.4 metre—long fossil looks like a bandaged
patient, tied together with string and white plaster.
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In regard to a spate of clinical blunders recently, the Hospital
Authority has submitted a report to the Food and Health Bureau
proposing to improve patient safety in six respects, including introducing
a new accident handling system and a peer review and patient feedback
system, strengthening medication management, adopting advanced
technology to reduce human error, reducing medical staff's workload and

reviewing the current disciplinary actions against negligent staff.

The six proposals will certainly be of some help to reduce medical
accidents and improve patient safety. From the proposals, it can be seen
that many of the existing regulations are outdated, incapable of satisfying
the general public's demand and aspirations for medical care services
nowadays. Under the current accident management system, taking for
example a case of mixing up babies, if this incident is detected in time
and corrected before a baby is discharged, there is no need to report the
case to the Hospital Authority. Similarly, a case of oral morphine being
mistakenly used for injection is not required to be reported if the mistake
causes no immediate threat to the life of the patient concerned.
Obviously these are loopholes.

In such cases, although mistakes are detected and corrected in time
without causing more serious consequences, it does not mean such
mistakes are acceptable or forgivable. In fact, there must be causes why
such accidents happen. Thus it is of utmost importance to find out the
auses and make specific redress to ensure that similar blunders do not

The consequences of such mistakes are secondary. Such is the

How can it ever be treated lightly just

©
recur.
% gravity of a baby mix up !
m because the mistake was detected before a mixed up baby was
1

T

discharged from hospital 7 While mistakenly using oral morphine
for injection may not immediately threaten a patient's life, the
long—term effect remains uncertain. But the crux of the problem
is this * how is it that medicine to be injected into a patient is not
seriously checked and verified first 7 Surely it doesn't mean that only

when such a patient dies then it can be called a big accident ?

Thus it is absolutely reasonable and necessary for the new medical
accident handling system to expand the medical incident reporting
mechanism, requiring mistakes such as in the baby mix—up and medicine
mix—up cases to be reported even though they are detected and
corrected in time. A reporting mechanism as lax as the existing one

virtually encourages more medical accidents.

Nevertheless, whether the six proposed measures can better protect
patient safety at public hospitals, whether medical accidents would be
significantly reduced or completely avoided, we shall have to wait and

see at this stage.

As a matter of fact, the six proposed measures at best can be said to
make improvements in mechanism, equipment and manpower. But
safety accidents may not necessarily result from these factors. In other

words, these factors may not be decisive in an accident

For instance, according to the proposals, advanced technology will be
2D (2—dimensional ) barcodes will be
adopted more extensively to reduce human errors such as patient

applied more extensively.
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reduce medical accidents;

misidentification and mix—ups of blood specimens.

Radio—frequency

identification in babies and bodies will also be explored to reduce chances
of misidentification. But doesn't advanced technology like 2D barcodes
or radio—frequency identification need to be operated by human
beings ?  If the persons in charge are not conscientious and responsible,
putting a baby into another cot without even having a look or, as in last
year's serious accident of losing a baby's remains, then it is in vain to
adopt whatever advanced technology. Did a foundling home or a
They

would simply tie a piece of coloured string or cloth around the ankle of a

midwife have access to 2D barcode technology in the old days ?

baby, and very seldom did they make any mistake in the identification of
a baby. They were clearly aware of their duties and fully understood

how important a newborn life was to the family and parents.

From this perspective, it is necessary to work out and launch the six
new measures and they must be strictly carried out, so as to strengthen
through

protection of patient safety improved mechanisms and

equipment. What is more important, however, is still the attitude of
medical staft towards their work. To cure a disease, to save a person's life
Medical

workers are respected by society. It is only medical workers who can

as well as to help deliver a new life : all are sacred works.
console and give hope to sick citizens in times when they are at greatest
pain and most in want of help. There is a need to enhance moral and
medical ethics education among public medical staff to promote and
glorify the lofty sentiments and culture shown by the heroes in the battle
against SARS  ( severe acute respiratory syndrome ) .
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WORDS AND USAGE

@ Spate (noun )

especially unwanted ones, occurring at about the same time.

— An unusually large number of events,
Examples © 1. Police are investigating a spate of burglaries in
this housing estate. 2. A swine flu pandemic could trigger a spate
of heart attacks, doctors warn.

(@ Blunder (noun) - A big mistake, usually caused by lack of
care or thought.

Examples 1. He said that the tax increase was a major political
blunder. 2. I made a bit of a blunder by spelling his name
wrongly.

(3 Mix something / someone up ( phrasal verb) - To fail
to identify two people or things correctly by thinking one person
or thing is the other person or thing.

Examples 1. People often mixes us up because we look alike.
2. I think you are mixing me up with my twin brother.

(4) Wait and see (idiom) - Be patient and wait to find out
about something later.

Examples © 1. There's nothing we can do about it right now.
We just have to wait and see. 2."Where are you taking me 7 "
"Wait and see.”

(5)In want of something (idiom) - In need of something.

Examples 1. The present system 1is really in want of a review.

2. He appeared very tired and in want of a shave. 2
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