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From the Editor

Department of Medicine and Therapeutics
Prince of Wales Hospital
30 – 32 Ngan Shing Street
Shatin, Hong Kong
Email: ssng@cuhk.edu.hk

Lung transplantation is a potentially life-lengthening procedure for individuals with 
terminal respiratory disease. However, it took several decades of experimental studies 
and clinical attempts to reach this success. To be considered a candidate, respiratory 
physicians typically makes a referral to the lung transplant center where the patient then 
undergoes an extensive medical and psychological evaluation.

In this issue, we are happy to invite Dr. See-Wan Yan and Dr. Chi-Fong Wong sharing 
several case scenarios with us so we together can make a better management plan 
for our patients. Moreover, Dr. Anges Lai shares with us the self-management support 
programme for patients with lung cancer with the use of mobile health technology. 
Though we are expecting the COVID pandemic is turning at the corner with the 
vaccination, COVID survivors are at risk of having long term health effects from COVID. 
Mr. Migo Pong discusses the rehabilitation programme on COVID survivors putting them 
back to their normal usual living. And we are happy to see the sharing from Miss Wai-
Yan Li (Form 6 student) winning the Dr. Tse Yuen Man Memorial Scholarship Open Essay 
Competition on this topic.

People start running for a variety of reasons, some for losing weight, improving health, 
or competing in races. Mr. Shu-Wah Ng shares with us his experience in Marathon race 
and the benefits from this activity. Why don’t we grab our shoes, it’s time to run in such a 
great weather and beautiful city.
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Spotlight Topic

Introduction

Case A: The Young COPD Patient

Being the only lung transplant programme in Hong Kong, 
we receive referrals from all over Hong Kong for evaluation 
of patients with potential for lung transplant. Indications, 
contra-indications and referral criteria for lung transplant in 
general has been well published by International Society of 
Heart and Lung Transplant (ISHLT)1. Locally, an article has 

A 48-year-old male chronic smoker with COPD was referred 
from hospital A in 2018 for consideration of lung transplant. 
He had history of left VATS bullectomy and wedge resection 
in Aug 2014. In addition, he also had history of recurrent 
right pneumothorax with talc pleurodesis done in 2017.

When he was first seen in our unit in Nov 2018, he had 
very poor exercise tolerance down to level ground and 
could only manage to walk slowly and barely tolerate basic 
activity of daily living himself. His FEV1 was down to only 
27% predicted. Yet, he was still an active smoker and was 
not prescribed home oxygen therapy though he required 
short term non-invasive positive ventilator support for acute 
hypercapnoeic respiratory failure in his recent multiple 
emergency admissions to hospital A.

During his first consultation, we explained to him that lung 
transplantation may be an option for him if he wanted 
to have a better survival and quality of life. He needed to 
show his determination by giving up smoking and adopt 
a healthy life style including participation in pulmonary 
rehabilitation program as a prerequisite before further 
evaluation could be offered to assess if he was a suitable 
candidate for lung transplant. A series of investigations 

also been published in the Joint HKTS/Chest Newsletter 
talking about the referring criteria for lung transplant2.

Here, we would l ike to share with the readers four 
illustrative lung transplant cases that we have encountered 
in recent few years.

ranging from blood test, imaging, physiological assessment, 
cardiac echocardiography and cardiac catheterization, 
etc. would need to be done to exclude other major organ 
dysfunction. Also, input from expert clinical psychologists 
was needed to ascertain his ability to understand and 
accept the risks of transplantation and ensure his good 
understanding of the logistics of transplant from work up 
to operation, the expected outcome and importance of 
compliance to after-care. The peri-operative morbidity 
and mortality risks were also explained to him. He showed 
understanding and accepted the plan.

In the following one year, he stopped smoking and actively 
participated in the pulmonary rehabilitation program in 
hospital A. Though he still had episodes of emergency 
admissions for exacerbation, he maintained a positive 
attitude and continued maintenance home exercise. He was 
put on waiting list in Oct 2019 and had a bilateral sequential 
lung transplantation done in Nov 2020 when a matched 
organ was available to him. His early post-transplant course 
was uneventful and he could be discharged home in less 
than 3 weeks after transplant without need for oxygen and 
being fully ambulatory.

Is this your referred case? A series of four illustrative 
cases for lung transplant

Dr. See-Wan Yan & Dr. Chi-Fong Wong
Tuberculosis and Chest Unit

Grantham Hospital
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Discussion

Case B: The Gentleman with Pulmonary Fibrosis

CXR before lung transplant CXR after lung transplant

This patient has a dramatic change in attitude when he was 
given to know that lung transplantation may be a solution 
for his ill health. He changed from being a self-giving-
up patient to a positive and compliant lung transplant 
candidate. Though lung transplantation carries significant 
mortality risk and the chance of getting a suitable donor 
is unpredictable, this gives him a hope and a target to 
strive for good health and life. He therefore became a 
keen participant in pulmonary rehabilitation program and 
benefitted from it even before lung transplant was done.

This COPD patent was an active smoker when first 
referred for lung transplant. Active tobacco smoking, drug 
or alcohol dependency and unresolved psychosocial 

A 63-year-old male developed progressive dyspnea and 
cough for a few years. CXR and CT thorax revealed reticular 
shadows at both lungs consistent with interstitial lung 
disease. Systemic survey was negative for connective tissue 
disease or other potential primary causes. Ultimately, a lung 
wedge biopsy at left upper lobe by surgeons in hospital 
B confirmed usual interstitial pneumonia pattern. He was 
assessed to be not eligible for funding support for anti-
fibrotic agents based on his lung function parameters at 
that time.

He experienced a rapid decline in his lung condition in 

problems or noncompliance with medical therapy are 
absolute contraindication for lung transplantation. Expert 
assessment and counselling should be sought to aim at 
abstinence of smoking/substance abuse, change in life 
style and avoidance of risk behavior. In general, a one–year 
abstinence from active tobacco smoking is required before 
consideration of listing for lung transplantation.

For substance abuse, many a time, convincing evidence 
of risk reduction behaviour, such as meaningful and/
or long term participation in therapy may be required. 
Blood or urine tests may be required for documentation of 
abstinence of the substance concerned.

early 2019 with worsening in symptoms and physiological 
parameters including FVC, DLCO and TLC to 48%, 36% 
and 49% respectively. CT thorax also showed extensive 
honeycombing in both lungs with increasing number 
and enlarging subpleural lung cysts. He was referred from 
hospital B for lung transplant assessment in Jul 2019 and 
was directly admitted for in-patient evaluation in view of 
the anticipated requirement of early listing due to the rapid 
progression of idiopathic pulmonary fibrosis and its poor 
prognosis. Counselling with patient/care takers and detailed 
full work up for lung transplantation including left and right 
cardiac catheterization were done. A four-week structured 
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Spotlight Topic

in-patient pulmonary rehabilitation was provided to help 
training the patient to maintain his performance despite his 
deteriorating lung function.

The patient was put on waiting list after discussion in 
lung transplant meeting soon after full evaluation was 
completed. Fortunately, a timely matched lung donor 
was available in Dec 2019 and he underwent a bilateral 
sequential lung transplantation. Other than non-union of 
the transverse sternotomy with displacement requiring 

internal fixation, his post-transplant course was largely 
unevent ful .  However,  pulmonar y tuberculosis  was 
diagnosed six months after lung transplant. His tuberculin 
skin test was negative upon work up before lung transplant. 
He has minimal radiographic involvement and the positive 
MTB culture were sensitive to all first line anti-TB drugs. He 
was given a TB regimen consisting of isoniazid, ethambutol, 
levof loxacin and pyrazinamide, avoiding the use of 
rifampicin which has significant potential drug interactions 
with the immunosuppressive drugs that he was taking.

Discussion

Interstitial lung disease in particular idiopathic pulmonary 
fibrosis can be rapidly deteriorating. Lung transplantation 
offers favourable outcomes to these patients. Early referral 
for assessment is crucial to allow time for assessment and 
listing.

Infection is common after lung transplant due to the 

requirement of long term immunosuppression to prevent 
rejection. Both common and opportunistic infection can 
occur in lung transplant recipients. Tuberculosis infection 
is prevalent in the endemic local region. Meticulous 
and regular monitoring in post-lung transplant patients 
including regular surveillance bronchoscopy can facilitate 
early diagnosis of infection and treatment.

Case C: The Young Girl with Bronchopulmonary Dysplasia

In 2016, the lung transplant team was contacted by 
doctors from Hospital C to assess a young girl for possibility 
of lung transplant.

She was born in 1996 with severe pre-term delivery and 
low birth weight. She required prolonged neonatal ICU 
care for her low birth weight and associated Respiratory 

Distress Syndrome. Bronchopulmonary dysplasia was 
subsequently diagnosed and her lung function was fair 
all along. She was followed up by paediatricians till age of 
twenty. At that time, her FEV1 was about 40% predicted 
only. Despite poor lung function, she managed to finish 
secondary school studies.

CXR before lung transplant CXR after lung transplant



聯 合 會 員 通 訊
Volume 30, No.4 

Jan 2021

87

Discussion

This case il lustrated the importance of tremendous 
unfailing effort of the primary healthcare team working in 
collaboration with lung transplant team to bring the best to 
the patient. It also illustrated the importance of pulmonary 

rehabilitation in improving the patient’s general body build 
and mobility, which was of great importance for patients 
for lung transplant.

In 2016, she was admitted to Hospital C for chest infection 
which progressed to severe pneumonia and ARDS requiring 
intubation and mechanical ventilation, and subsequently 
ECMO support. She ultimately recovered and weaned 
off ECMO, but required long term mechanical ventilation 
via tracheostomy. With prolonged pneumonia requiring 
life support and a bed-ridden state in ICU, she was very 
cachexic and had developed pressure sore. There were 
also several episodes of ventilator-associated infection 
by various multi-drug resistant organisms. It was at that 
juncture that lung transplant team were asked to assess 
whether she was suitable for lung transplant.

As her condition did not allow her to attend our clinics 
or being transferred for assessment, lung transplant 
team doctors went to Hospital C to assess the patient. 
After detailed evaluation of the patient’s condition and 
discussion with the attending doctors, although her lungs 
were very diseased with end stage respiratory failure, the 
patient’s contemporary condition was not favourable for 
lung transplant because of the very cachexic state and 
poor mobility. This, together with the presence of the 
multi-resistant organisms, would make her at very high risk 
of not able to withstand and recover from the very major 
lung transplant surgery and heavy immunosuppression 
afterwards.

It was therefore decided that the primary care team would 
continue to work on improving the patient’s general 
condition including the nutrition and mobilization to 
maintain the musculoskeletal functioning. Consideration 
for lung transplant candidacy would be revisited if her 
condition improved. With the great effort of the primary 
care team, she was actively rehabilitated with weight gain 
and marked improvement in mobility about six months 
afterwards. She could manage to walk for some distance 
on level ground with frame and support on ventilator. 
With meticulous respiratory care and appropriate use of 
antibiotics, the multi-resistant organisms were no longer 
recovered from cultures.

After further work up (all carried out in Hospital C with 
close communications between lung transplant team and 
healthcare staff there), she was finally accepted and listed 
for lung transplant in Aug 2017. In Dec 2017, a matched 
donor lung was available and she was transferred to Queen 
Mary Hospital for lung transplant operation. Post-operative 
course was uneventful and she could be quickly weaned 
off mechanical ventilation support. Tracheostomy was 
subsequently taken off and she could breathe on her own. 
She is now clinically well with normal lung function and 
exercise performance. Her latest FEV1 was 2.3L.

CXR before lung transplant CXR after lung transplant
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Case D: The Bronchiectasis Lady

A 54-year-old lady with very advanced asthma and 
bronchiectasis was referred for assessment for lung 
transplant in Apr 2018.

She had long history of asthma and bronchiectasis since 
young with no primary cause found. She had been 
followed up in the Respiratory Medical Clinic of Hospital 
D for about 10 years and was on regular medications. She 
had repeated exacerbations requiring hospitalization since 
2012 and required home oxygen therapy since 2014. Her 
sputum frequently grew Pseudomonas aeruginosa and was 
given anti-Pseudomonal antibiotics apart from systemic 
steroid taper for her exacerbation each time. She was found 
to have hypercapnoeic respiratory failure since 2016 and 
was started on nocturnal non-invasive ventilatory support 
(NIV). At that time, her exercise tolerance has deteriorated 
to only tolerate short distance level ground walking and 
she was dependent in her activities of daily living. In 2017, 
it was mentioned in the clinical notes that she might need 
lung transplant. However, no referral was made. In 2018, 
when the patient asked for referral for assessment for lung 
transplant, her request was turned down by her attending 
doctor with the reason documented in the case notes 
as “eradication of pseudomonas infection is incomplete 
even after prolonged course of treatment, which is a 
contraindication of lung transplant.” It was upon patient’s 
insistence that a referral was made and sent to Lung 

Transplant Programme of Grantham Hospital with similar 
remarks in the referral letter. 

The patient was immediately admitted by lung transplant 
team for evaluation when referral was received. She was 
already in advanced respiratory failure with requirement of 
supplementary oxygen at high flow and nocturnal plus as-
needed daytime NIV. The Pseudomonas aeruginosa that 
colonized the patient’s airways was noted to be susceptible 
to most intravenous antibiotics. Her severe condition 
warranted an expedited work up and intensive pulmonary 
rehabilitation as in-patient. After detailed evaluation and 
exclusion of other systemic diseases, she was deemed 
suitable and in great need for lung transplant. She was 
put on waiting list in Jul 2018 while in-patient intensive 
pulmonary rehabilitation was continued. In Aug 2018, a 
suitable lung organ was available and she underwent lung 
transplant. Post-transplant course was largely uneventful. 
She received a course of intravenous anti-pseudomonal 
antibiotic which had cleared the organism. Apart from 
the standard immunosuppression in form of Tacrolimus, 
Mycophenolate and Prednisolone, she was also on our 
standard anti-microbials covering for PCP, CMV and fungus. 
She made a very good recovery with further rehabilitation 
and is now two years post lung transplant, enjoying fully 
ambulatory state without need for any oxygen.

CXR before lung transplant CXR after lung transplant
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Discussion

Concluding Remarks

Bronchiectasis is a common condition indicated for lung 
transplant in Hong Kong. There was no standard guideline 
from ISHLT as to when idiopathic bronchiectasis patient 
should be considered for lung transplant. We recommend 
to consider referring if the patient’s condition progressively 
deteriorated despite optimal treatment with any of the 
following:
•	 need for supplementary oxygen, 
•	 repeated hospitalization for exacerbations, 
•	 hypercapnia, or 
•	 pulmonary hypertension.

We have presented here four illustrative cases being 
referred for lung transplant and all resulted in favourable 
outcome. They only represented the fortunate minorities. 
With the current average waiting time of 16 months in 
Hong Kong and the waitlist mortality of 37%, many other 
patients being referred actually ended up in death while 
awaiting lung transplant. Donor shortage, which has 

I so la t ion  o f  va r ious  Gram negat ive  bacte r ia  l i ke 
Pseudomonas and even fungi like aspergillus are common 
for these patients. This usually does not constitute a 
contraindication for lung transplant. Above all, it should be 
the Lung transplant team’s responsibility to accept or turn 
down a patient for lung transplant, not the primary care 
doctors.

been the biggest challenge for lung transplant in Hong 
Kong, accounted for this poor outcome for most cases. 
However, timely referral, effort in optimization of medical 
and rehabilitative management from the primary care 
respiratory physicians would benefit patients by improving 
their chance of receiving lung transplant and achieving a 
favourable post-transplant recovery.
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Clinical Meeting Summary

BEHOLD, it’s getting longer

Dr. Wai-Man Leung & Dr. Lai-Bun Tai
Tuberculosis and Chest Service

Department of Health

Introduction

Case 1

Multidrug-resistant (MDR) tuberculosis (TB) is caused by 
tubercle bacilli resistant to at least two most potent first-
line anti-TB drugs, isoniazid and rifampicin. The treatment 
of MDR-TB requires the combination of second-line anti-

Our first patient is a 14-year-old boy suffering from 
type I diabetes mellitus (DM) and was put on insulin 
since 2015. He was diagnosed to have MDR pulmonary 
TB in November 2019 with CXR showing bilateral lung 
infiltrative shadows and Acid-Fast-Bacilli (AFB) were 
detected in his sputum. Line probe assay detected 
rpoB gene mutation and katG gene mutation. Baseline 
electrocardiogram (ECG) showed QTcF (corrected QT 
interval using Fridericia exponential correction formula) 
interval 370ms. Anti-TB drugs were started in November 
2019  inc luding k anamycin  60 0 mg,  ethambuto l 
600mg, cycloserine 500mg, levofloxacin 600mg and 
prothionamide 500mg. Clofazimine 100mg was added to 
the anti-TB drug regimen few days later and cycloserine 
was withdrawn from the regimen because of mood 
disturbance. Subsequent drug susceptibility testing 
showed resistance to isoniazid, rifampicin, ethambutol 
and pyrazinamide. Ethambutol was then withdrawn 

TB drugs which potentially have more side effects. Here, 
we would like to present to you the clinical histories and 
management of two MDR-TB patients who developed 
anti-TB drug-related cardio-toxicities.

from the anti-TB drug regimen and the dosage of anti-TB 
drugs were adjusted to kanamycin 600mg, levofloxacin 
750mg, prothionamide 750mg and clofazimine 100mg. 
Two months after the start of anti-TB drugs, his ECG 
showed prolonged QTcF interval up to 523ms (Figure 1). 
He did not experience any symptoms of arrhythmia. The 
only other drug taken was insulin. The serum electrolytes 
and thyroid function test showed normal results. All 
anti-TB drugs were then withheld. The QTcF interval 
became 429ms one week later. Kanamycin 600mg, 
delamanid 200mg and linezolid 600mg were started 
on 5 February 2020. This is followed by the addition of 
levofloxacin 600mg and prothionamide 750mg on 14 
February 2020. ECG monitoring after resumption of anti-
TB drugs showed that the QTcF intervals were less than 
500ms. He tolerated the anti-TB medications well and 
there were progressive radiological and microbiological 
improvements.

Figure 1. Lead II of ECG showing QTcF=523ms 2 months after start of second-line drugs
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Case 2

Summary of second-line anti-TB drug regimen and QTcF intervals of the first patient:

Treatment Regimen Period Remarks QTcF Interval with Date

Km, E, Cs, Lfx, Pto 21/11/2019 – 24/11/2019 Lfx 600mg 20/11/2019: QTcF=370ms

Km, E, Cs, Lfx, Pto, Cfz 25/11/2019 – 27/11/2019 add Cfz -

Km, E, Lfx, Pto, Cfz 28/11/2019 – 23/12/2019 off Cs 2/12/2019: QTcF=417ms

Km, Lfx, Pto, Cfz 24/12/2019 – 7/1/2020 off E -

Km, Lfx, Pto, Cfz 8/1/2020 – 28/1/2020 ↑Lfx to 750mg -

Withheld treatment 29/1/2020 – 4/2/2020 prolonged QTcF 29/1/2020: QTcF=523ms

Km, Dlm, Lzd 5/2/2020 – 13/2/2020 - 5/2/2020: QTcF=429ms

Km, Dlm, Lzd, Lfx, Pto 14/2/2020 – 4/8/2020 ↓Lfx to 600mg 3/3/2020: QTcF=476ms

Dlm, Lzd, Lfx, Pto 5/8/2020 onward - 15/4/2020: QTcF=409ms
28/6/2020: QTcF=404ms
26/8/2020: QTcF=408ms

Km: kanamycin, E: ethambutol, Cs: cycloserine, Lfx: levofloxacin, Pto: prothionamide, Cfz: clofazimine, Dlm: delamanid, Lzd: 
linezolid

O ur  s e co n d  p at ient  i s  a  57- year- o ld  la d y  w h o 
w as  d ia g n o s e d  to  h ave  l e f t- s i d e d  ce r v i c a l  T B 
lymphadenopathy.  Fine needle aspiration of the 
en la rg e d  l y mp h  n o d e  sh owe d  gr anul o mato us 
inflammation and AFB on Ziehl-Neelsen staining. She 
was started on standard first-line anti-TB drug regimen 
(isoniazid, rifampicin, ethambutol and pyrazinamide) 
on 27 May 2019. Although Chest X-ray didn’t show any 
significant lung lesion, computer tomography scan of 
thorax revealed mild focal bronchiectasis at right upper 
lobe and small non-specific ground glass nodules in 
right upper lobe and right lower lobe. Her sputum 
culture showed mycobacterium tuberculosis which was 
resistant to both isoniazid and rifampicin. Anti-TB drugs 
were then changed to second-line regimen including 
linezolid 600mg, levofloxacin 750mg, clofazimine 100mg, 
cycloserine 750mg and ethambutol 800mg in July 2019. 
On 17 July 2019, her ECG showed that the QTcF interval 
was 427ms. She tolerated the anti-TB drugs well initially 

and the enlarged cervical lymph node progressively 
decreased in size. Serial ECGs were performed and 
showed QTcF intervals below 500ms until 10 August 
2020 (i.e. about 13 months after the initiation of second-
line treatment). The QTcF interval was found to be 505ms 
(Figure 2). She didn’t receive any other medication 
and there were no signif icant serum electroly tes 
disturbances. Anti-TB drugs were then withheld and 
repeated ECG four days later showing QTcF interval 
to be 373ms. Anti-TB drugs were resumed with the 
same regimen except that clofazimine was withdrawn. 
However, QTcF interval was found to be prolonged again 
and became 506ms one week afterwards. By decreasing 
the dosage of levofloxacin to 500mg daily, the QTcF 
interval was able to be maintained less than 500ms. The 
regimen was eventually finalized to include ethambutol 
700mg, cycloserine 500mg, linezolid 600mg (thrice per 
week) and levofloxacin 500mg.

Figure 2. Lead II of ECG showing QTcF=505ms 13 months after start of second-line drugs
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Summary of second-line anti-TB drug regimen and QTcF intervals of the second patient:

Treatment Regimen Period Remarks QTcF Interval with Date

E, Lzd, Lfx, Cs, Cfz 17/7/2019 – 9/8/2020 Lfx 750mg 17/7/2019: QTcF=427ms
15/10/2019: QTcF=445ms
14/1/2020: QTcF=436ms
24/3/2020: QTcF=426ms

Withheld treatment 10/8/2020 – 13/8/2020 prolonged QTcF 10/8/2020: QTcF=505ms

E, Lzd, Lfx, Cs 14/8/2020 – 20/8/2020 off Cfz 14/8/2020: QTcF=373ms

Withheld treatment 21/8/2020 – 3/9/2020 prolonged QTcF 21/8/2020: QTcF=506ms
27/8/2020: QTcF=446ms

E, Lzd, Cs 4/9/2020 – 17/9/2020 withheld Lfx 4/9/20020: QTcF=410ms
11/9/2020: QTcF=412ms

E, Lzd, Cs, Lfx 18/9/2020 onward added back Lfx but↓ to 
500mg

18/9/2020: QTcF=414ms
25/9/2020: QTcF=404ms

H: isoniazid, R: rifampicin, E: ethambutol, Z: pyrazinamide, Lzd: linezolid, Lfx: levofloxacin, Cs: cycloserine, Cfz: clofazimine

Both patients were suffering from MDR-TB and were put on anti-MDR TB medications including clofazimine and 
levofloxacin. There were significant prolongations of QTcF intervals during treatment but without any arrhythmia. 
Clofazimine was withdrawn from the regimen in both patients and levofloxacin dosages were reduced in order to 
keep QTcF intervals within normal range.

Discussion

Electrocardiogram (ECG) detects the sum of electrical 
activities that are taking place within the heart. QT 
interval on the ECG denotes the starting of ventricular 
depolarization till the end of ventricular repolarization 
that leads to ventricular contractions. Significance of 
QT interval was not appreciated until 1957. Jervell and 
Lange-Nielsen described a family in which four out of six 
children had a peculiar heart disease in combination with 
deafness1. All the children did not have any structural 
heart disease but their ECGs showed prolongation of 
QT intervals. They presented with repeated fainting 
attacks and three of the children died suddenly at the 
age of four, five and nine. The events were later found 
to be related to a polymorphic ventricular tachycardia 
named Torsades de Pointes (TdP) (Figure 3) which 
may degenerate into ventricular fibrillation causing 
sudden cardiac death. TdP is a distinctive polymorphic 
ventricular tachycardia in which the QRS amplitudes 
vary and the QRS complexes appear to twist around the 
baseline. All TdPs are preceded by prolongation of QT 

intervals, which may either be congenital or acquired. 
Thus, QT interval prolongation predicts the occurrence 
of TdP.

QT interval varies with heart rate. For comparison of QT 
interval at different heart rates, a correction formula is 
required to derive a corrected QT (QTc) interval which 
estimates the QT interval at a heart rate of sixty beats per 
minute. Bazett formula (QTcB = QT /√RR)3 and Fridericia 
exponential correction formula (QTcF = QT /∛RR)4 are 
the two most commonly used correction formulae. 
Bazett formula works best between the heart rates of 60 

 

Figure 3. ECG pattern of Torsades de Pointes2

A: Significance of QTc interval and Torsades de Pointes
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Numerous factors including unmodifiable and acquired 
factors can contribute to QT interval prolongation as 
listed in Table 16. Their effects on QT interval are additive. 

Among the recommended anti-MDR TB medications by 
the World Health Organisation (WHO)8, clofazimine (Cfz), 
fluoroquinolones (FQs), bedaquiline (Bdq) and delamanid 
(Dlm) are known to have QT interval prolongation 
effects.

Clofazimine is a very old drug that did not undergo 
today’s rigorous testing before it was put into market. 
Shurjeel reported the f irst case of TdP related to 
clofazimine9. QT interval prolongation was detected 
when clofazimine was used in combination with 

Table 16. Risk factors for QTc prolongation and Torsades de Pointes

Baseline and Unmodified Predisposition Acquired Risk Factors: Clinical Conditions

•	 Underlying conduction abnormalities (subclinical 
long QT syndrome): genetic predisposition, family 
history of sudden death

•	 Bradycardia

•	 Female sex

•	 Advanced age (linearly increased risk after 60 years)

Electrolyte imbalance
•	 Hypokalemia (for any reason)
•	 Severe hypomagnesaemia
•	 Hypocalcaemia

Structural and functional heart problems
•	 Recent conversion from atrial fibrillation
•	 Ischemic and congestive heart disease
•	 Ischemic cardiomyopathy
•	 Dilated or hypertrophic congestive heart disease
•	 Congestive heart failure

Frequent conditions of TB patients
•	 HIV infection (due to potential additive clinical 

risk factors, particularly in advanced disease and 
multiple medications)

•	 Low BMI: malnutrition, starvation and wasting 
syndrome

•	 Severe vomiting and diarrhea creating low 
potassium levels

Impaired renal function

Impaired hepatic function

Hypothyroidism

and 100 beats per minute, while it may give erroneous 
results at both slower and faster heart rates. The 
Fridericia exponential correction formula has the same 
limitation at slow heart rates, but is more accurate than 
Bazett’s correction at faster heart rates. For assessing the 
QTc interval of patients receiving QT prolonging anti-TB 
medications, Fridericia exponential correction formula 
is preferred as it was used during the phase II studies of 
the novel anti-TB medications.

QTc is considered to be prolonged when it is >450ms 
among male and >470ms among female. There is no 
threshold of QTc interval prolongation at which TdP will 
occur. For each 10ms increase in QTc interval, there is 5 
– 7% increase in the risk of developing TdP. QTc interval 
>500ms is associated with a two to three-fold higher risk 
for developing TdP and is widely considered as the point 
at which intervention is needed5.

B: Anti-tuberculosis drugs causing prolongation of QTc interval

Drug is one of the commonest and readily removable 
factors. Assessing the effect on QT interval is currently 
one of the safety markers in new drug development7.

bedaquiline10.

All  f luoroquinolones pose the risk of QT interval 
prolongation as a class ef fect. However, the pro-
arrhy thmic potential  is  not the same for all  FQs. 
Grepafloxacin was removed from the market voluntarily 
in 1999 due to reports of seven cardiac-related deaths, 
of which three were reported as TdP. Moxifloxacin is 
associated with the highest possibility to be associated 
with the risk of both arrhythmia and cardiovascular 
mortality as compared to other currently marketed 
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FQs11. Overall risk of TdP was about one per million FQs 
prescriptions and they were usually associated with 
other risk factors predisposing to TdP12.

D e lamanid  i s  d er i ve d  f ro m  th e  n i t ro - d ihydro -
imidazooxazole class of compounds. It inhibits mycolic 
acid synthesis of the bacterial wall and shows potent in 
vitro and in vivo activities against both drug-susceptible 
and drug-resistant strains of Mycobacterium tuberculosis. 
In phase II clinical trial of delamanid development, the 
effect on QTcF interval was compared among the three 
groups, (1) backbone drug regimen plus placebo, (2) 
backbone drug regimen plus delamanid 100mg twice 
daily and (3) backbone drug regimen plus delamanid 
200mg twice daily. Although no clinical event related 
to QT interval prolongation was observed, QT interval 

prolongation was reported significantly more frequently 
in the groups receiving delamanid (3.8% in placebo 
group, 9.9% in delamanid 100mg twice daily group and 
13.1% in delamanid 200mg twice daily group)13.

B e daqui l in e  b e longs  to  d iar y lqu in o l in e  group 
compound. It inhibits mycobacterial ATP synthesis and 
depletes cellular energy store. It shows bactericidal 
activity in vitro. In phase IIb clinical trial of bedaquiline 
development, it was found that bedaquiline group 
showed a mean increased in QTcF interval of 15.4ms 
compared to 3.3ms in placebo group. The QTcF interval 
gradually decreased after stopping Bdq at week 24 and 
became similar to that of the placebo group by week 
6014.

Guidelines and recommendations about monitoring 
and management of QT interval prolongation in patients 
on anti-MDR TB medications have been published by 
different international authorities15,16,17. The salient points 
are summarized as follows:

1. If bedaquiline or delamanid is used alone, ECG 
monitor at baseline, week 2, 4, 8, 12, 24 after the start 
of treatment. If two or more QT interval prolonging 
agents are used concomitantly, monitor QT interval 
at least monthly15

2. Hospitalize patients if symptomatic e.g. palpitations, 
fainting, syncope or if asymptomatic but QTcF 
greater than 500ms (confirmed by repeating ECG) 

3. Stop the suspected causative drugs

4. Correct any electrolytes imbalance

5. Remove other amendable QT interval prolonging 
risk factors (Table 1)

6. Periodic monitoring QTcF interval until normalized

Anti-tuberculosis drugs, clofazimine, fluoroquinolones, 
delamanid and bedaquiline may cause QT interval 
prolongation which is a surrogate for Torsades de 
Pointes that may further degenerate to fatal ventricular 
arrhythmia. Regular monitoring of QTcF interval is 
needed when they are prescribed and the anti-TB drug 

C: Recommendations for monitoring and management of prolonged QTc interval in patients receiving 
anti-MDR TB medications

D: Conclusions

7. Consider the following adjustments of the anti-
TB drugs regimen in consultation with the case 
management committee:

7.1. Critical QT prolonging anti-TB drugs can be 
added back once QTcF become stable, i.e. QTcF 
<450ms for male, QTcF <470ms for female

7.2. Non-TB drugs that cause QT prolongation or 
affect heart rhythm should be avoided

7.3. If clofazimine was used, not to resume unless 
no other drugs choice

7.4. If moxifloxacin was used, consider replacing 
with levofloxacin

7.5. If the patient was put on bedaquiline (or 
delamanid) and it is considered critical to the 
regimen, consider adding the drug back to the 
patient’s regimen while suspending all other 
QT prolonging drugs16

7.6. Do at least weekly ECG and on ad hoc basis 
until stable

7.7. Stop the culprit agents if the QTcF >500ms

regimen has to be adjusted if QTcF interval was found 
to be greater than 500ms or whenever arrhythmic 
symptoms occurred. There is no hard and fast rule on 
which particular drug can be re-introduced successfully. 
The final regimen depends on the likely efficacy of a 
particular drug and the tolerability of the patient.
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To treat or not to treat

Dr. Alvin KC Choi & Dr. Wing-Yan Chu
Department of Medicine

North District Hospital

Introduction

Case Presentation

Despite modern advancement in clinical medicine with 
various guidelines and evidences, there are times and 
circumstances when we still puzzle on what are the 
best options for our patients. We would like to introduce 

A 70 years old lady, a non-smoker with a past medical 
history of hypertension and diabetes mellitus, was 
referred to our medical clinic in 2010 for workup of any 
underlying hyperparathyroidism with incidental finding 
of asymptomatic renal stone. Chest radiograph was 
performed for routine checkup and it showed multiple 
lung masses of various sizes and irregular border. No 
internal cavitation or calcification was seen. Bilateral 
costophrenic angles were sharp (Figure 1).

She had no respiratory symptoms including cough, 
sputum, haemoptysis, shortness of breath, fever, weight 
loss or loss of appetite. Physical examination was 
unremarkable with a normal examination for respiratory, 

a case which demonstrated our dilemma in treating a 
patient or not with a common encounter for Respiratory 
physicians: an abnormal chest radiograph.

Figure 1. Chest radiograph on presentation 2010

Figure 2. Chest radiograph 2008

Blood tests showed a normal complete blood picture, 
liver and renal function test, calcium phosphate level, 
protein and albumin level. Tumor markers including 
alpha fetal protein and carcinoembryonic antigen were 
normal. Thyroid stimulating hormone and parathyroid 
hormone level were also normal. Sputum investigation 

cardiovascular and abdominal systems. There was no 
finger clubbing or palpable lymph nodes.

An old chest radiograph taken at the Accident and 
Emergency Department (AED) in 2008 was reviewed 
from her medical records which showed similar lung 
nodules (Figure 2).
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Bronchoscopy noted no endobronchia l  les ion . 
Bronchoalvelolar lavage was unremarkable for bacterial 
and fungal culture, acid-fast bacilli culture and cytology. 
Transbronchial biopsy taken at RB6 did not noted any 
malignant cells.

In view of the negative bronchoscopy, CT guided fine 
needle aspiration cytology (CT guided FNAC) was 
performed to one of the left upper lobe masses. The 
tissue pathology (Figure 4a and 4b) shows multiple 
fragments of lung tissue with patchy deposition of 
eosinophilic, amorphous material in the parenchyma 
and at the walls of blood vessels. Special staining 
showed no fungal organism or acid-fast bacilli. Congo 
red and crystal violet showed equivocal staining. 
Immunohistochemically the eosinophilic materials were 
variably positive with amyloid P marker. Immunostaining 
for Kappa and Lamda light chain was inconclusive for 
any light chain restriction.

Further investigations to look for any underlying diseases 
and extent of involvement were pursued. IgG level was 
increased IgG 21.5 g/l (7-16.0 g/l) IgA 3.6 g/l (0.7-4.0 g/l) 
IgM 1.1 g/l (0.4-2.3 g/l)>. Serum plasma electrophoresis 
noted di f fuse increase in physiological  gamma 
immunoglobulin. 24-hour urine total protein was 0.67 g/
l and urine protein electrophoresis noted predominantly 
features  of  glomerular  proteinur ia .  Er ythroc yte 
sedimentary rate was elevated 48 mm/hr (<20 mm/hr) 
while C reactive protein was normal <0.6 mg/l (<0.9 mg/
l). Antinuclear antibody showed speckled pattern with 
titre 1:160. Anti-double strand DNA was 14 IU/ml (</=50 
IU/ml). Anti-myeloperoxidase and anti-proteinaese-3 
were negative. Anti-extractable nuclear antigen showed 
weakly positive anti-Ro and Anti-La. Anti-cardiolipin was 
negative. Echocardiogram was performed with normal 
findings. She refused renal and rectal biopsy as she 
was asymptomatic and invasiveness of the procedures 
involved. The assessment of was rendered inadequate at 
this stage due to patient’s refusal.

A diagnosis of at least localized pulmonary amyloidosis 
was made. With the patient being asymptomatic, a 
conservative approach with close expectant observation 
was adopted. Follow-up clinic visits with review of 
symptoms and serial chest radiographs in 2011 to 2016 
were unremarkable. However, her chest radiograph 
worsened since 2016 with increasing sizes and extent of 
lung opacities despite patient remaining asymptomatic 
(Figure 5, Figure 6 and Figure 7).

Figure 3. Contrast CT thorax 2010

Figure 4a. H&E slide of CT guided FNAC. Alveolar tissue (blue 
arrow) and amyloid (black arrow), the latter of which appears 
as eosinophilic amorphous material with cracking artifacts.

Figure 4b. A magnified version of the tissue depicted by the 
black arrow in the above slide

was unremarkable with routine culture yielded oral 
commensals only, no acid-fast bacilli and no malignant 
cells on cytology.

A contrast  computer tomography was arranged 
for further assessment of the lung masses (Figure 
3). Multiple calcified masses with varying sizes and 
speculated border were noted over bilateral lung fields 
with normal mediastinum and hila.

Figure 5. Chest radiograph 2016
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Figure 8. Left breast tissue under H&E stain. Left photo: blue 
arrow shows normal breast tissue composed of ducts and 
lobules in a background of fibroadipose tissue. Black arrow 
shows amyloid deposition; Calcified material is marked by 
the green arrow; Amyloid deposits are labelled by black 
arrow on the photon on the right.

Figure 9. Left breast tissue under Congo Red stain. 
Characteristic salmon pink colour was noted.

Figure 10. Left breast tissue under polarized light. 
Characteristic apple green biregringence.

Figure 11. Comparison of CT thorax in 2010 and 2020

Figure 6. Chest radiograph 2017

Figure 7. Chest radiograph 2018

She refused further investigation till 2019 when she 
complained of on and of f productive cough with 
exertional dyspnea. Worsening of proteinuria with 24-
hour urine protein 1.07 g/day was also noted. She also 
presented with left nipple discharge. A biopsy of the 
left breast tissue was performed (Figure 8, Figure 9 and 
Figure 10).

In view of symptomatic multiple organ involvement 
(lungs and breast), she  agreed to proceed to further 
investigation. Serum free light chain was performed 
with free keppa 434 mg/L (3.3-19.4 mg/L) free lamda 
82.8 mg/L (5.7-26.3 mg/L) K/L ratio 5.23 (0.26-1.65). Bone 
marrow examination was performed which showed 
normal cellular marrow showing mild plasmacytosis. 
Immunostaining showed a kappa to lamda ratio of 2:3 
and no definite light chain restriction detected. No 

A follow-up computer tomography of the thorax was 
performed in 2020 which showed marked disease 
progression compared with that of 2010 (Figure 11).
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Table 1. Types of pulmonary involvement of amyloidosis

amyloid deposition detected. Repeated Echocardiogram 
in 2020 was again normal. Nephrotic proteinuria was 
noted with total protein/creatinine ratio 5.02. Amyloid 
protein typing is not readily available in our locality.

Haematologist opinion was sought and suggested the 

breast and lung biopsy were not conclusive of light 
chain amyloidosis and bone marrow with 6% plasma cell 
only and no light chain restriction. Rheumatologist also 
reviewed the patient and suggested it was unlikely for 
amyloidosis to precede the diagnosis of autoimmune 
disease.

Amyloidosis Review

Pulmonary Amyloidosis

Amyloidosis is caused by deposition of autologous 
protein in tissues and organs in the form of fibrils, 
causing functional damages to the organs involved. It is 
classified according to the types of underlying abnormal 
protein produced, namely AL, AA, ATTR and AB2M.

Amyloidosis is a rather uncommon disease entity with 
the incidence of AL amyloidosis 9.7 to 14.0 cases per 
million person-years1. The gold standard for diagnosis is 
tissue biopsy and histological examination aiming either 
at the dysfunctional organ or clinically uninvolved site. 
Abdominal fat pad biopsy has a reported sensitivity of 
57 – 85% and specificity 91 – 100%2-5; Rectal biopsy has 
a reported sensitivity of 84%6. Amyloid typing would 
be important in determining the treatment of choice. 

Pulmonary amyloidosis is a rare diagnosis. A report from Mayo clinic reported a total of 76 patients with autopsy 
proven amyloidosis. Only one among the reported cases was diagnosed ante mortem and the remaining 75 cases 
were clinically unsuspected. AL type of amyloidosis accounted for 76% of the reported cases7.

Various types of pulmonary involvement of amyloidosis have been described and namely diffuse alveolar septal, 
nodular, tracheobronchial, adenopathy and pleural effusion (Table 1).

Identifying the extent of disease also confers prognosis 
implications.

For workup of suspected amyloidosis, serum plasma 
electrophoresis and fixation and serum free light chain 
should be performed. Tissue biopsy obtained from the 
affected organ should be sent for Congo red staining 
and amyloid protein typing if available. Workup of extent 
of disease would include cardiac echocardiogram, 
cardiac magnetic resonance imaging for cardiac 
involvement, 24-hour urine for proteinuria and renal 
function test for kidney involvement, liver function test 
for liver involvement screening to screen for systemic 
involvement.
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The symptoms of pulmonary amyloidosis may vary 
from cough, dyspnoea which can be due to diffuse 
alveolar involvement impairing gaseous exchange and 
tracheobronchial stenosis, haemoptysis as a result of 
arterial dissection of medium and small sized vessels, 
to asymptomatic. Tracheobronchial involvement with 
resultant stenosis is the main symptomatic presentation 
in organ-limited amyloidosis8.

Management of pulmonary amyloidosis would depend 
on the extent of involvement and typing of amyloidosis.

For localized disease, observation could be reasonable 
for asymptomatic patient. Bronchoscopic treatment 
includes Nd:YAG Laser therapy, cryotherapy and airway 
stenting. External beam radiation has been described 

as effective. Surgical resection was also reported to be 
effective9-13. 

In systemic amyloidosis, chemotherapy and stem cell 
or organ transplantation may be appropriate. For AL 
amyloidosis, chemotherapy (anti-myeloma therapy) 
targeting underlying clonal B cell dyscrasia with the aim 
of reducing production of amyloidogenic light chains 
can be initiated. Autologous stem cell transplantation 
(ASCT) should be considered for eligible patients. For AA 
amyloidosis, therapy should be directed at suppressing 
underlying inf lammatory condition. For Hereditary 
amyloidosis,  synthesis of the abnormal protein is 
predominantly in the liver (like fibrinogen, ApoA1 and 
T TR), liver transplantation should be considered14. 
Development of other therapeutics is still ongoing.

Discussion

A case of amyloidosis initially presented locally with 
asymptomatic lung involvement but later noted to be 
a case of systemic amyloidosis with breast and possible 
renal involvement in view of significant otherwise 
unexplained proteinuria. It demostrated in amyloidosis 
involving the lungs, patients could remain asymptomatic 
and stable for years even without treatment. Yet, the 
disease could subsequently deteriorate clinically and 
radiologically.

E x tent  o f  d isease  invo lvement  ne e d thorough 
investigation as it confers to prognostic differences. 
Patients with localized AL amyloidosis had a significantly 
better disease-specific 10-year survival compared with 
systemic AL amyloidosis. (96.0 vs. 51.9%)15.

Expertise in amyloid protein typing would also affect the 
management of patients suffering from amyloidosis but 
is not readily available in our locality yet.
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Exercise-based Self-management are Recommended for Lung Cancer Patients

Mobile Health Technologies can Encourage Self-management in Cancer Survivors

Underutilization of Smartphone Technologies in Exercise Self-management 
Support Programmes for Lung Cancer Patients

Lung cancer (LC) is the most and second most common 
cancer globally and locally, respectively. Nearly half of 
LC patients are diagnosed in the advanced stage1. Many 
lung cancer survivors (LCS) have unmet mental, physical 
and psychosocial needs following treatment. Physical 
activity (PA) can help reduce cancer and treatment-
related discomforts in LC patients, however, many 
patients do not engage in PA2.

Mobile health technologies can encourage patients 
to self-manage their  health behaviours,  and are 
feasible,  acceptable and ef fective approaches to 
providing supportive care3. Studies found include a 
self-management app to increase exercise activity and 

Hong Kong has extensive smartphone penetration (89% 
in 2017)9, and mobile instant messaging applications (e.g. 
WhatsApp/Signal/WeChat) are popular and inexpensive 
for interactive messaging. Although strong evidence 

Reviews showed that exercise interventions are unlikely 
cause harm3, and improve or avoid the decline in 
exercise capacity and health-related quality of life of 
lung cancer survivors4. Besides, evidence supported that 
integrating exercise intervention with multidimensional 
aspects of nutritional and psychological support might 
be the most effective strategy5.

improve symptom of fatigue, breathless and depression6, 
an app-based pulmonary rehabilitation to enhance 
exercise capacity in 100 advanced lung cancer (ALC) 
patients7, and an on-going RCT on a mobile supportive 
care app in LC patients8.

supports the value of mobile text messaging for PA 
promotion in clinical and community settings10, no 
messaging programme promoting exercise and self-
management support for LC patients was found.

SMART exercise self-management support programme 
in lung cancer
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Participants

Perceptions of PA Effects on Lung Cancer

A Survey on Information Needs and Exercise Preference in Lung Cancer 
Patients 

Seventy-two patients with advanced (Stage III or IV) 
lung cancer with or without ongoing oncology therapy 
(48% male, 60% with secondary education and above, 
mean age: 63±10 years old) were recruited from an in-
patient ward and an out-patient clinic of Queen Mary 

Figure 1 shows the perceptions of the effects of PA 
on reducing general discomforts (50%) and fatigue 
(74%), improving sleep quality (67%) and moods (75%). 
Although more than half of patients believed the 
positive effects of PA on reducing cancer and treatment-
related discomforts, 39% further reduced their PA level 
after diagnosis. 31% and 13% discussed the potential 
benefits of PA on cancer and related treatment with 
others and health care professionals, respectively.

A needs assessment questionnaire survey with non-
probability convenience sampling was conducted to 
explore perception of PA effects on lung cancer and 
treatment-related side-ef fects and to examine PA 

Hospital, Hong Kong, from September 2019 to May 
2020. Before diagnosis, 49% of patients did not meet the 
recommended PA level by the World Health Organization 
of undertaking 150–300 minutes of moderate-intensity 
PA, or 75–150 minutes of vigorous-intensity PA per week.

preference and information needs of ALC patients, which 
would guide our design of a mobile SMART exercise 
support programme.
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Figure 1. Perceptions of PA effects on cancer and treatment-
related discomforts

Proportion of participants (%)
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Physical Activity Preferences

The Needs

91%, 42% and 7% of patients considered themselves 
fit to do light, moderate, and vigorous intensity PA, 
respectively (Figure 2). 71% and 40% preferred to do 

Figure 4 shows the most preferred types of information 
that patients received. 74% and 42% of patients are using 
WhatsApp and WeChat, respectively. 82% thought that 
it is feasible to receive health information via instant 
messaging platforms. Figure 5 shows that 38% and 34% 

light and moderate PA. Only 1.4% preferred vigorous 
exercise (Figure 3). 60% and 76% preferred to do exercise 
by themselves and to exercise in the morning.

preferred to receive smartphone-based messages in 
the afternoon and at night, respectively. 67% expressed 
interests to receive information from our smartphone-
based messaging programme.
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Figure 2. Perceived fitness for PA

Figure 4. The most preferred types of information

Figure 3. Preferred PA

Figure 5. Preferable time to receive smartphone-based 
messages 
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Implication

The findings show the urgent need for a self-directed 
exercise programme, which is  acceptable to be 
delivered via smartphone. Better understanding on 
the needs and preferences of ALC patients would help 

health professionals to design, develop and implement 
of a smar tphone-based SMART exercise suppor t 
multidimensional programme with multidimensional 
approach.
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Introduction

First Surge of COVID-19

The coronavirus disease 2019 (COVID-19) is a highly 
transmittable and pathogenic viral infection caused by 
severe acute respirator syndrome coronavirus 2 (SARS-
Cov-2). It was declared to be a global health emergency 
by the World Health Organization. It will cause acute 
respiratory distress syndrome (ARDS) which leads to 
pulmonary failure and result in fatality. People who 

As early as early February 2020, physiotherapy service 
was started to provide rehabilitation for patient who 
survived after their few weeks stayed at ICU of Pamela 
Youde Nethersole Eastern Hospital (PYNEH). What 
patients we had were confused, dis-orientated, advanced 

infected, not surprisingly some required intubation and 
intensive care unit (ICU) service with isolation facilities.

Rehabilitation includes pulmonary and musculoskeletal 
training is essential for the survivors who step down 
from ICU.

Mr. Migo CP Man
Physiotherapy Department

Pamela Youde Nethersole Eastern Hospital

Rehabilitation for COVID-19 patients

Figure 1. Head bed sore and neck muscle wasting Figure 2. Sever hand muscle wasting with neuropathy

The joints were stiff and contracted due to prolonged 
immobilization that patient could not even able to 
make a fist. Every movement in the limbs for range of 

motion was in pain. Bed mobility were dependent that 
patients could not turn themselves to a side with severe 
muscle wasting. Knowing that patients were functionally 

age and prolonged bed-rest cases.  ICU-acquired 
weakness due to prolonged protective lung ventilation, 
sedation and use of muscular blocking agents was seen 
(Figure 1 & 2).
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Figure 3. Stretching on contracted knee and neck, Neuro-Tissue stretch performed for patient in isolated ward.

Figure 5. Able to sit upright at second week of 
rehabilitation

Figure 6. Walk with frame for short distance with 
assistance in third week of rehabilitation

Figure 4. As patient is too weak to perform sitting, core exercise training is preferable.

independent prior to this admission, rehabilitation was begun for patient in the isolation cubicle in hospital. Various 
exercise therapy techniques were applied to strengthen patient’s core muscles and limbs despite limited equipment 
use in isolation environment (Figure 3 & 4). With the high dependence on mobility, more than one therapist is 
required to provide rehabilitation sessions.

Most patient we seen on first surge were elderly. 
Patient had poor exercise tolerance due to physical 
weakness, respiratory illness and viral infection. The 
training capacity varied on every day of rehabilitation. 
Short training duration with multiple intervals is more 
favourable to avoid shortness of breath and desaturation 

on exertion. The short term goal for the rehabilitation 
was to regain patient independence in both bed 
mobility and sitting balance (Figure 5). Ambulatory 
training, endurance training and functional recovery 
should be promoted as early as possible incorporated 
with pulmonary rehabilitation (Figure 6, 7 & 8).



29

Physiotherapy Corner

Figure 9. Physiotherapist monitors and gives real time 
feedback to patients practicing incentive spirometry via 
mobile phone outside isolation cubicle

Figure 10. Bilingual versions of videos with QR code for 
revision

Second Surge of COVID-19

Unlike the first surge, most patients from the second 
surge came from abroad. They were mostly mobile 
with only mild symptoms. Hence, monitoring chest 
symptoms and maintaining fitness level were the 
main focus of this stage. Several sets of videos of 
breathing exercises (using incentive spirometer), self-
sputum clearance technique (Active cycle of breathing 
technique) and mobility exercises were made for the 
patients to self-learn via their electronic devices (Figure 
9). Bilingual versions of videos with QR code were made 
for patients’ convenience (Figure 10). In order to promote 

the effective use of personal protective equipment (PPE), 
real time feedback could be given to patients for their 
exercise techniques through different apps and software 
outside isolation cubicle. This ensured the quality and 
continuation of our care without unnecessary use of PPE. 

Learning Point from the second surge: Tele-care would 
be an efficient way to monitor patient’s symptoms and 
prescribe pulmonary exercise. Moreover, it empowered 
patient to actively self-care for the disease.

Figure 7. Incentive spirometry exercise Figure 8. Lower limb cycling exercise

Most patients after rehabilitation were discharged home 
with community and outpatient physiotherapy service 
including the eldest patient aged above 90.

Learning Point from the first surge: though we did not 
know much about COVID-19, there’s HOPE.
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Third and Fourth Surge of COVID-19

Conclusion

Acknowledgement

The third and fourth surge of COVID-19 were due to a 
community outbreak which led to a large number of 
daily hospital admissions. These groups of patients were 
generally of older age with co-morbidities who required 
earlier referrals to physiotherapy to reduce the impact 
of deconditioning and mobility dependency. According 
to the previous experience in treating COVID-19 patient, 
we are actively screening patient for early active 
rehabilitation with the criteria of admission >1 week 
and age >60. 10 out of 34 COVID-19 patients were 
selected from mid-December 2020 to mid-January 2021. 

Throughout the pandemic, physiotherapy played a 
definite role in rehabilitation for COVID-19 patients. 
Active screen and select for early rehabilitation would 
prevent patient from deteriorating into critical conditions 

Mr. Geoffrey Tang-man Chan, Senior Physiotherapist, PYNEH
Special Duty Team (Physiotherapy), PYNEH

These patients were found suffered more in exertional 
shortness of breath when per forming suboptimal 
ambulatory training compared to the previous surges. 
They were started to desaturate on the third bed 
length they walked and required rest. Early pulmonary 
rehabilitation would benefit these groups of patients.

Learning Point from the third and forth surges: Early and 
Active screening for patient to prevent deconditioning 
especially for elderly.

thus maintain their independency. The proactive 
approach would benefit the COVID-19 patients in 
advanced.
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Ip MSM contributed in a review focusing on challenges 
faced in asthma management among Asian countries, 
including stigmatisation of the diagnosis, low treatment 
goals, suboptimal clinical practice, inappropriate 
diagnosis and variable access to specialised care. It 
called for collaborative effort between Asian countries 

Ip MSM, Liu RW T, Chan JWM, Lung KC, Lui MMS et al 
developed 2 val idated risk prediction models in 
identifying COVID-19 patients among hospitalised 
patients. The first model included age, total white blood 
cell count, chest x-ray appearances and contact history 
as significant predictors (AUC = 0.911 [CI = 0.880-0.941]). 
The second model had same variables except contact 
history, it also showed excellent AUC of 0.880 (CI = 
0.844-0.916)3.

Ip MSM et al reviewed on the short and potential long-
term adverse health comes on different body systems 
(immune, respiratory, cardiovascular, neurological, 
cutaneous and gastrointestinal) among COVID-19 
patients4.

Lai AYK, Ip MSM, Lam TH et al conducted an online 
questionnaire survey comparing differences in COVID-
19-related stressors and mental health impacts on 

to overcome current barriers1.

Chan MC, Yeung YC, Yu WC et al reported that blood 
eosinophilia ≥ 2% was associated with higher risk of 
exacerbation in COPD patients (OR 2.98, 95% CI = 1.42-
6.25)2.

international university students who returned to their 
home country (returnees) and those who stayed in the 
institution country (stayers). It was found that stayers 
had more COVID-19-related stressors such as personal 
health and lack of social support (Cohen's d: 0.57–1.11), 
higher perceived stress [10-item Perceived Stress Scale: 
95% CI: 4.039 (0.816, 7.261), Cohen's d: 0.52], and more 
insomnia symptoms [11.8 ± 6.1 vs. 7.6 ± 5.2, 95% CI: 3.087 
(0.262, 5.912), Cohen's d: 0.45], with moderate-to-large 
effect sizes5.

Lui MSM contributed in the review of a deep learning 
algorithm for detection of COVID-19 on CXR from other 
forms of pneumonia, and commented that it could 
potentially be an effective tool in triaging patients6.

Hui DSC, Peiris M et al  evaluated a surrogate virus 
neutralization test (sVNT) with 90% plaque reduction 
neutralization tests (PRNT90). There was lack of cross 
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Lung Cancer

Lam DCL, Ip MSM et al demonstrated that circulating 
tumor DNA profiling in serial blood samples could 
reflect tumor burden longitudinally, and a multi-gene 
panel was more sensitive than a single gene approach 
in indicating lung cancer progression on treatment16.
 
K w o k  W C ,  L a m  D C L ,  Ta m  TCC  e t  a l  per formed a 
retrospective study on use of maintenance therapy 
with gemcitabine in second line setting for advanced 
stage non-small cell lung carcinoma patients and 
reported a longer median progression free survival 
(5.6 vs 1.7 months) and overall survival (21.4 vs 15.8 
months) compared with those on drug holiday17. 
They also carried out another retrospective cohort 
study on the impact of haematological toxicity of 
pemetrexed in metastatic lung cancer with third-space 
fluid accumulation. It was shown that patients with 
non-evacuated third-space fluid were associated with 
significantly more hematological toxicities, namely 
grade 3 or above hematological toxicities (OR = 2.450, p 
= 0.002), postponement of chemotherapy (OR = 3.837, 
p = 0.000) and need for dose adjustment (OR = 2.436, p 

= 0.022). Thus, evacuation of third-space fluid should be 
considered before starting pemetrexed and platinum 
doublet18.

Ho JCM et al reported that nidogen 1 (NID1) in metastatic 
hepatocellular carcinoma cell-derived extracellular 
vesicles could promote pre-metastatic niche formation 
in the lung by enhancing angiogenesis and pulmonary 
endothelial permeability. This could provide new 
direction on targeting extracellular vesicles components 
and relative pathways on hepatocellular carcinoma 
treatment19. He also carried out a study on use of 
α-difluoromethylornithine (ornithine decarboxylase 
i n h i b i t o r )  i n  m a l i g n a n t  p l e u r a l  m e s o t h e l i o m a 
xenografts, and found that it was a preclinically effective 
treatment20.
 
Ho JCM et al evaluated on use of cytometry system with 
deep neural network and transfer learning to delineate 
the biophysical signatures of cancer subtypes, detect 
rare populations of cells in the heterogeneous samples 
and assess efficacy of targeted therapeutics21.

reactivity to other coronaviruses in SARS-CoV-2 sVNT 
and PRNT90 assays, except to SARS-CoV-1 in sVNT7. They 
also reported a case of reinfection in a COVID-19 patient, 
suggesting that people without robust neutralizing 
antibody response might be at risk for reinfection8.
 
Hui DSC et al called for the need for mandatory universal 
masking as a key control  to preventing disease 
transmission in this time of COVID-199. He participated 
in a study analysing the case-fatality ratios of COVID-19 
and severe acute respiratory syndrome (SARS) and 
reported that COVID-19 was associated with a 71% 
lower risk of primary endpoint (intensive care unit 
admission, use of mechanical ventilation, and/or death) 
compared with SARS10. He also contributed in a practice 
guideline which made a strong recommendation for 
use of corticosteroids in severe and critical COVID-19 
because it was associated with a lower risk of death11.

Leung CC et al synthesized the latest literature on 
COVID-19 and experiences worldwide to provide 

a  c o n s e n s u s - b a s e d  d o c u m e n t  o n  t h e  c l i n i c a l 
manifestations, immunological effects, diagnosis, 
prevention, and treatment of COVID-1912. He also 
reported the abrupt end of 2019–20 winter influenza to 
a low trough in Hong Kong, after widespread adoption 
of large-scale social distancing interventions in response 
to COVID-1913.

Chan JWM, Liu RW T et al  performed a case series 
on pat ients  who recovered from COVID-19 and 
showed subclinical ongoing or resolving myocardial 
inflammation, as demonstrated on cardiac magnetic 
resonance14.
 
Hui DSC et al looked into the rates of hospitalisation for 
patients with diabetes mellitus. The age-standardised 
a n n u a l  r a t e s  o f  h o s p i t a l i s a t i o n  d e c r e a s e d  f o r 
tuberculosis but increased for influenza; it also increased 
in pneumonia up until 2004/2005 and declined in men 
and stabilised in women15.



33

Respiratory Update

Sleep Medicine

Smoking-related

Case Report

Tuberculosis

Lui MSM et al demonstrated that STOP-BANG (AUC 0.75, 
95% CI: 0.68-0.81), and NO-OSAS (AUC 0.76, 95% CI: 
0.69-0.82) may be preferable to No-Apnea and Epworth 
Sleepiness Scale when screening for moderate to severe 
obstructive sleep apnea among patients planned for 
bariatric surgery22.

Ng SSS, To KW, Ko FWS et al reported that CPAP alone did 
not improve hepatic steatosis and fibrosis. However, 
additional role of weight reduction through lifestyle 

Ip MSM, Mak JCW et al showed that Dendrobium officinale 
polysaccharides, which are reported to have antioxidant 
and anti-inflammatory activity as well as inhibition of 

Chiang KY, Yan SW, Wong CF, Lui MSM et al reported a 
case of primary β-hCG-secreting lung cancer in a patient 

Leung CC  contributed in a consensus statement 
on effects of viral infections resulting in epidemics 
and pandemics affecting the lung (MERS, SARS, HIV, 
influenza A (H1N1) pdm/09 and COVID-19) and their 
interactions with tuberculosis. It also focused on 
implications for diagnosis, treatment and prevention of 
airborne infections (infection control, viral containment 
and workplace safety)26.

Yew WW et al demonstrated that clofazimine could 
adversely affect cardiac functions in zebrafish heart 
models, and oxidative stress was suggested as a major 
pathogenetic mechanism27.

Tam WO, Wong CF et al conducted a study on evaluating 

modification was correlated with its improvement23.

Hui DSC et al  evaluated STOP-Bang questionnaire 
in predicting OSA in different ethnic groups using 
modified body mass index. For predicting moderate-
to-severe OSA, BMI threshold of 27.5 kg/m² and 35 kg/
m² were recommended for Chinese/Indian and for 
Malay/Caucasian respectively. The optimal STOP-Bang 
threshold for the Chinese, Indian, Malay and Caucasian 
is 4 or greater24.

mucin gene expression, could ameliorate cigarette 
smoke-induced mucus hypersecretion25.

presenting with hemoptysis and lung cyst and reviewed 
on its tumour behaviour and prognosis30.

the enzyme immunoassay of IgA antibodies against 
MAC-specif ic  glycopeptidol ipid core antigen in 
distinguishing MAC and M. abscessus pulmonary 
diseases from pulmonary tuberculosis and other lung 
diseases. Sensitivity and specificity were 68.4% and 
86.2% for MAC-PD, whereas 66.7% and 72.4% for M 
abscessus-PD28.

Leung CC, Hui DSC et al postulated the rise in TB cases in 
the next 5 years with current COVID-19 pandemic. TB 
patients would be deterred from seeking timely medical 
attention and they called for further action to overcome 
the challenges and to achieve a paradigm shift in TB 
treatment and care29.
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Educational Report

With the ongoing COVID-19 pandemic, the prevailing trend of hosting virtual meetings instead of face-to-face 
meetings is one of the changes. The first-ever virtual Autumn Respiratory Seminar (ARS) 2020 was held on 7 
November 2020. It received 224 registrations and 85.7% attendance. Foremost, important updates on respiratory 
infection, COPD, asthma and interstitial lung diseases were discussed with international keynote speakers inspiring 
us in the latest clinical management. The seminar gave every attendee a fruitful weekend.

Autumn Respiratory Seminar 2020

Speakers on respiratory infection session:  
Dr. Yong-Soo Kwan (South Korea) 
Dr. Albert Osterhause (The Netherlands) 
Chairmen: Dr. Man-Po Lee and Professor David Hui

Speakers on airway diseases session:  
Dr. Anna Maria Hoffman Vold (Norway)  
Professor Ian Pavord (UK) 
Chairladies: Dr. Fanny Ko and Dr. Loletta So

Speakers on COPD session:  
Professor Brian Lipworth (UK)
Professor Peter Barnes (UK)
Chairmen: Dr. Johnny Chan and Dr. David Lam

A group photo of the chairmen and chairladies of this 
first-ever ARS virtual meeting.
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Educational Report

To minimize the risk of COVID-19 spreading in the community, we all work together on social distancing. The 
educational activities co-organized by the Hong Kong Thoracic Society and CHEST Delegation Hong Kong and 
Macau have been moved online with world renowned local and international speakers. Since Jul 2020, there were 7 
webinar lectures covering common and important respiratory diseases. These webinar lectures were well received 
by a substantial number of members.

Date Topic Speaker Attendance

14 Jul 2020 Advances in COPD therapy
Professor Peter Barnes  
(United Kingdom)

108

12 Aug 2020
GINA 2019 – 2020: new directions for mild 
to severe asthma management

Professor Mark FitzGerald 
(Canada)

695

26 Aug 2020

Breakthrough in COPD patient-centric care: 
what does the new evidence say?

Professor David Halpin 
(United Kingdom)

83
Disease progression events in trials of 
antifibrotics in patients with IPF

Professor Vincent Cottin 
(France)

Consistent effects of antifibrotics in 
progressive fibrosiing-ILD

Professor Vincent Cottin 
(France)

22 Sept 2020 Cough, cough variant asthma and asthma
Professor Jacky Smith 
(United Kingdom)

255

8 Oct 2020

Can we better manage the risk of future 
COPD exacerbation and symptoms?

Professor Dave Singh 
(United Kingdom)

141
Can we manage COPD symptoms more 
effectively?

Dr. Thomas Mok
(Hong Kong)

22 Oct 2020

How to assess adult asthma patients for 
offering appropriate therapy?

Dr. Fanny Ko
(Hong Kong)

171
Mitigating exacerbation risk across broad 
spectrum asthmatics

Professor Christopher Cooper 
(USA)

1 Dec 2020
Learnings from two decades real-life 
experience of using IgE therapy for allergic 
asthma and what’s upcoming next?

Professor Roland Buhl 
(Germany)

159

Webinar Lectures
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The Certificate Course on Respiratory Medicine 2020 has been successfully co-organized by the Hong Kong Thoracic 
Society, CHEST Delegation Hong Kong and Macau, and the Federation of Medical Societies of Hong Kong. Due to 
COVID-19 pandemics, the lectures were delivered through video with platform for questions and answers. Despite 
this, it provides a good opportunity for training, updating and refreshing knowledge on hot topics in respiratory 
medicine. It is well attended by 207 healthcare professionals.

Certificate Course on Respiratory Medicine 2020
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Press Conference Report

Press Conference organized by the three Respiratory Societies was held on 29 November 2020 at the 4th floor of 
Duke of Windsor Social Service Building in Wanchai. The objective of this press conference was to report a recent 
survey conducted by the three societies on the current knowledge of e-cigarettes amongst students. The harmful 
effects of e-cigarettes and related products on physical health, including the possibility of increasing the risk of 
contracting COVID-19 as shown in a recent US study, were explained.

Dr. Man-Po Lee explained the harmful 
effect of e cigarette.

Registered Nurse of Smoking 
Counselling and Cessation Service 
in Hospital Authority, Ms. Tsz-Fan 
Cham, further explained the health 
consequences of e-cigarettes through 
case sharing.

Dr. Johnny Chan presented the latest 
evidence of the linkage among the 
traditional tobacco, e-cigarettes and 
COVID-19.

Dr. David Lam reported the result 
of the survey “ 電子煙知多少 ?” 
revealing the current knowledge of 
e-cigarettes among students.

Group photo with all speakers
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Scholarship Report

This scholarship was set up in 2004 in remembrance of 
the heroic acts of the late Dr. Tse Yuen Man, a former 
specialist in Respiratory Medicine, who offered her life 
to save the SARS patients in 2003. The fellowship is 
awarded to higher form students of TWGHs Mrs. Wu 
York Yu Memorial College, the Alma Mater of Dr. Tse 
Yuen Man. The award was offered to winners of an essay 
competition on respiratory disease selected by a panel 
consisting of council members of Hong Kong Lung 
Foundation.

Hong Kong Lung Foundation – Dr. Tse Yuen Man Memorial Scholarship

The awardee this year is Miss Li Wai Yan ( 李惠恩 , Class 
6C) and the prize presentation ceremony was on 9 
Oct 2020 at the school hall of TWGHs Mrs. Wu York Yu 
Memorial College. Dr. Johnny Chan, Chairman of Hong 
Kong Lung Foundation, had delivered a speech and 
presented a cheque of HKD 5,000 with a certificate and 
trophy to the awardee.
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The Winning Essay

COVID-19: Have we learnt anything from SARS 17 years ago?
2019 新冠肺炎 : 我們究竟有没沒有從十七年前的「沙士」吸收教訓呢 ?

2002 年 11 月，嚴重急性呼吸系統綜合症（即「沙士」）首次在中國廣東順德被發現，並在短時間內蔓延至鄰近多國。
17 年過去，人民好像逐漸淡忘沙士所帶來的恐懼。就在此時，一波新型冠狀病毒再次來襲，其強大的傳染力令病
毒迅速在全球掀起一場血雨腥風，全球確診病例高達 2230 萬人。明明 17 年前我們已經經歷過一次「惡夢」，按
道理說市民的衛生意識應有所提高，政府亦應該能憑着過往的經驗在新冠肺炎來襲時作出更好的應對方法，但為
什麼 17 年後確診人數不降反升？我們究竟有沒有從 17 年前的「沙士」吸取教訓呢？

香港作為當年「沙士」的第二重災區，因對病毒認知太少，缺乏應對經驗及硬件配套，在處理手法上略顯生疏，
令疫情未能在最佳時機受控，總染病人數達 1755 人。在經歷「沙士」後，政府明白自身在處理突發疫情上有所不
足，因此全面改善應變機制，包括預案規劃、通報以及檢測檢疫等，應變機制的改善令香港政府在新冠肺炎來襲
時更有效地應對疫情。與此同時，「沙士」亦令香港政府對疾病的危機意識提高。在新冠肺炎出現初期，香港政
府就已經展開一連串的防疫工作，例如將新冠肺炎納入必須通報的傳染病名單，並要求所有到港旅客提交健康申
報表，以避免有新冠肺炎患者進入香港境內。另外，政府亦強制要求所有由外地到港人士強制隔離 14 日，避免出
現社區感染，這些措施均有助香港控制新冠肺炎病情。在另一方面，香港政府在疫情開始嚴峻時便強制要求學校
停課，避免學生因在學校聚集而增加染病的風險。此外，政府亦會因應疫情隨時收緊防疫措施，包括推出限制令，
限制食肆每台人數以減少人群聚集、在疫情最嚴峻之時更禁止市民堂食，以保持社交距離。以上應對方法均有效
地減少市民的感染機會，令香港的確診人數盡量受控，可見政府有吸取在「沙士」中累積的經驗及教訓，並將其
用於新冠肺炎疫情中。

然而，雖然政府有吸取「沙士」教訓，並應用於新冠肺炎疫情中，但我認為政府在處理新冠肺炎疫情上仍有不周
之處。例如政府在新冠肺炎被發現初期並沒有立即封鎖所有關口，少部份感染者因而來到香港，令香港成為其中
一個疫區。此外，政府亦容許船員、航空機組人員等進入香港後無須被強制隔離，此舉增加了社區爆發的風險。
再加上在疫情初期，香港出現了嚴重的口罩短缺，市民需要為購買口罩而排隊數小時，而政府亦沒有加以幫助，
令不少市民因缺乏口罩而不敢外出。以上的「防疫漏洞」令我認為政府雖然有吸取「沙士」教訓，但在處理手法
尚未完美。

在醫院方面，由於在「沙士」期間防護措施嚴重缺乏，再加上防疫大樓不足，部份感染者只能安排在普通病房，
不少醫護以及普通病人因而染病。因此在「沙士」過後，醫院加建了不少隔離設施如隔離病房等，同時亦增加醫
護的個人防護裝備，規定醫院必須存有足夠醫護三個月使用量的防護裝備，以保護好醫護的生命安全。此外，在
2003 年沙士期間有份擔任醫生的陳沛然表示：「沙士一役更令香港醫生轉了工作服。以前醫生需要穿恤衫打領
呔，若不打呔更會被教授訓話，但自從沙士發生後，醫生服裝便換成藍色工作服，因為要避免重戴領呔時接觸到
病毒。」這可見到醫院有在「沙士」後反思不足，吸取教訓。另一方面，由於在「沙士」期間醫院並沒有規定醫
護接觸病人時必須佩戴口罩， 這大大增加了醫護的感染風險，部份醫護更因而死亡，成為「沙士」期間的壯烈犧
牲者。「沙士」所帶來的教訓令醫護明白佩戴口罩的重要性，因此，「沙士」過後所有醫護在接觸病人時都會配
上口罩，以保護自己。這個意識令他們在新冠肺炎期間因接觸病人而染病的風險大大降低，有助阻止疫情的擴散。
由此可見醫院以及醫護絕對有從 17 年前的「沙士」中吸取教訓。

與此同時，市民的防疫意識亦因「沙士」而普遍提高許多。「沙士」過後，政府致力提高市民的衛生意識，在「沙士」
疫情後成立了衛生防護中心，加強香港市民對各種流行疾病及傳染病的認識，令許多香港市民的防疫意識有所提
高。此外，由於「沙士」帶給香港市民的經歷太過痛苦，因此香港人的防疫意識普遍亦比其他國家高，人們即使
只是患上普通傷風感冒都會自覺戴上口罩，避免傳染給他人。而在新冠肺炎被發現後，許多市民都因怕「沙士」
重演而主動戴上口罩，這個習慣成為新冠肺炎初傳入香港時並沒有立即造成大型社區感染的其一原因，可見市民
有從「沙士」的痛苦經歷中吸取教訓。再看看其他大型國家如美國、巴西等，由於當年「沙士」並沒有傳到國外，
令這些大型國家缺乏應對經驗，防疫意識普遍偏低，即使新冠肺炎在當地造成大規模感染，仍有市民堅持不戴口
罩，令這些地方成為新冠肺炎中感染率最高的國家，確診個案從未停止。對比之下，港人因有沙士的經歷，防疫
意識確實大大增加許多。在另一方面，「沙士」後大廈亦會定時清潔升降機、出入口門柄等市民經常接觸的地方，
盡量減少市民因接觸公共物品而染病的機會。因此，市民對防疫意識的提高為香港在新冠肺炎期間並沒有出現大
量感染人數的一大重要原因。

雖然政府在處理新冠肺炎疫情中尚有不足，但整體來說，我認為不論是政府、醫院還是市民都有從 17 年前的沙士
中攝取教訓，才令香港與其他國家相比之下確診病例較少。因此，我認為我們有從 17 年前的「沙士」中吸取教訓。



45

Leisure Corner

Run for a reason

Mr. Shu-Wah Ng
Department of Medicine and Geriatrics

United Christian Hospital

Leisure activity is what you do that you feel relax. 
Running is no doubt my leisure activity.

I have participated Marathon race every year since 
2006. I am not a professional but amateur runner. I do 
enjoy the preparation and process of Marathon race. 
Marathon is a long distance race and was one of the 
original modern Olympic events in 1896. The distance 
was officially standardized as 42.195 kilometers or 
26 miles 385 yards since 1921. There is a local largest 

Marathon race conducted by one of the local banks 
attracting over 70,000 local and overseas participants 
each year. You can do it with a plan. You must have your 
training plan that can be flexibly adjusted to fit your life 
schedule and how you feel. The plan should include a 
range for mileage, intensity and frequency of running. 
There are four common components to address the 
training for a Marathon race including durability, fueling, 
positive mentality and proper pacing.

What to train up is not only cardiovascular fitness but 
also your legs, especially for long-distance running. You 
may have great cardiovascular fitness but not necessarily 
your legs could handle the pounding. There are few 

W h e n  r u n n i n g  a  M a r a t h o n  r a c e ,  y o u r  s t o r e d 
carbohydrates (glycogen) is limited and begins to 
deplete after two hours. Thus, you need to fuel along 
the way. There are many ways of fueling. Fast acting 
carbohydrates is a traditional strategy. Marathon runners 
are encouraged to intake 30 - 90 grams of carbohydrates 
per hour such as sport drink or gel. Also, slow acting 
carbohydrates is another fueling strategy during 
marathon race. In the Marathon race, carrying your own 
fuel allows you to control what and when you feed. 
Moreover, it is important to experiment to see what you 
feel and how it works for you.

Durability

Fueling

ways to train up your legs to handle the distance, 
include sustainable & consistent weekly mileage, long 
runs, marathon-specific long runs and specialty leg 
strengthening exercises.
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If your brain sense anything threatening, it will send 
more messages of fatigue to your body and even 
decrease power to your muscles to make you slow 
down. Thus, one of the important part of your training 

As your stored glycogen is limited and should be 
burnt carefully, your pace should be kept as planned 
and properly. Actually, slow pace prepares you better 
for longer distance. Another important strategy for 
training is speed workout for your proper pace. This 

“Run for a reason” was a slogan of a local Marathon 
race. It reminds me the reasons to run no matter what 
weather and how tired I would be that is to enjoy the 
process of running. When I run, I not only feel relax and 
happy but also sometimes be able to think up positive 

Regarding the workout of my plan, I would start to step 
up my training at least two to three months prior to 
Marathon race. I usually run 6 to 8 km a time on road 
without slope twice a week. I would step up my workout 
gradually to 20 km something within eight weeks before 
the race and run 2 to 3 times a week with slight uphill 
and downhill running with similar pace of running on 
road without slope. On the week of Marathon race, I 
would run few km in easy pace and take rest three days 
before the race.

Running in Marathon race likes our real life. You have 
to keep running along the road even uphill or downhill 
until the end (destination). Destination of a marathon 
race does not necessarily mean the end but could be 
the beginning of another. I have joined Marathon races 
many times. Although you run the same Marathon race 
with the same route, you might have different feelings 
and experience with different reasons to run. Let's start 
your running and enjoy it.

Happy Brain / Positive Mentality

Proper Pacing

The Reasons I Run

My Workout

is to let your brain used to suffering that could be 
inevitable in racing your best. Your training plan could 
be made to acclimate the mind to the stress level similar 
to what you would encounter during the race.

could improve the maximum amount of oxygen used 
in your body during intensive exercise. You should not 
push yourself to run but run consistently in an easy 
pace that allows you to speak in full sentence to have 
conversation with your running partner.

ideas to the problems encountered in my life or work. 
Besides, self-discipline could be formed as you have to 
stick to your plan to train up your durability and fueling 
with a positive mentality in a proper pacing.
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Diary of Clinical Meeting and International Conference

Designed and Prepared by:

Dr. Annie PH Chiu
Department of Medicine

Pamela Youde Nethersole Eastern Hospital

April 2021
Sun Mon Tue Wed Thu Fri Sat

1 2 3

4 5 6 7 8 9 10

11 12 13 14 15 16 17

18 19 20 21 22 23 24

25 26 27 28 29 30

 16  17 April 2021

Sleep and Breathing 2021
Platform: Virtual
Organizers: European Respiratory Society and  
European Sleep Research Society

 22  24 April 2021

6th European Congress for Bronchology and 
Interventional Pulmonology
Location: Athens, Greece
Organizer: European Association for Bronchology and 
Interventional Pulmonology

 24  26 June 2021

CHEST Congress 2021
Location: Bologna, Italy
Organizer: American College of Chest Physicians

 30 June  3 July 2021

ERS Course: Summer School of Adult Respiratory 
Medicine
Location: Berlin, Germany
Organizer: European Respiratory Society

 14  19 May 2021

ATS 2021
Platform: Hybrid (San Diego, USA)
Organizer: American Thoracic Society

 26  28 May 2021

ERS Course: Masterclass on Pulmonary and Pleural 
Infections
Location: Basel, Switzerland
Organizer: European Respiratory Society

 29 May 2021

ERS Course: Masterclass on Pulmonary and Pleural 
Infections – Focus on Tuberculosis
Location: Basel, Switzerland
Organizer: European Respiratory Society

May 2021
Sun Mon Tue Wed Thu Fri Sat

1

2 3 4 5 6 7 8

9 10 11 12 13 14 15

16 17 18 19 20 21 22

23 24 25 26 27 28 29

30 31

June 2021
Sun Mon Tue Wed Thu Fri Sat

1 2 3 4 5

6 7 8 9 10 11 12

13 14 15 16 17 18 19

20 21 22 23 24 25 26

27 28 29 30 1 2 3
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Membership News

Hong Kong Thoracic Society

CHEST Delegation Hong Kong and Macau

Membership categories include Honorary, Life, Ordinary 
(Medical Practitioner registered and practicing in Hong 
Kong), Associate (Nurse and Allied Health Professionals; 
Medical Practitioner NOT practicing in Hong Kong) and 
Student.

Ordinary member may apply for life membership in 
writing after 3 years continuous joined the membership 
without outstanding membership fee. The fee for life 
membership is HK$2,000. The application letter needs 
to be attention to the Honorary Secretary of HKTS and 
send to FMSHK together with the cheque. Acceptance 
will be decided in the Hong Kong Thoracic Society 
council meetings.

Membership application is open to the medical, nursing, 
allied health and paramedical professions involved in 
the field of pulmonary, critical care and sleep medicine. 
To become a CHEST member, you must complete a 
membership application.

CHEST members residing in Hong Kong and Macau are 
ex-officio members of CHEST Delegation Hong Kong 
and Macau.

For details about membership, 
please refer to CHEST website 
https://www.chestnet.org/Get-
Involved/Membership/Join

Membership period from 1 April of each year to 31 
March of the following year. Members are reminded to 
renew their membership YEARLY.

By joining as members, you will enjoy the privilege to 
join the activities organized by the society at discounted 
rates, newsletter access with inclusion of update and 
advances in the specialty, networking with various 
professionals in the field, access to funds, sponsorships 
and grants for conferences, training and research.

By joining as members, you can enjoy the privilege of 
on-line access to the official CHEST journal and many 
other benefits offered by CHEST.

For details about membership, 
please refer to our website 
http://www.hkts.hk/index/
membership-application
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New Members

HKTS welcomes the following new members.

Associate:

Ms. Chan Hiu-Chui 陳曉翠 Physiotherapist NDH

Ms. Tang Yi-Ting Angela 鄧鐿婷 Nurse DH
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Funds and Grants

Hong Kong Lung Foundation Fellowship

Hong Kong Lung Foundation Research Grant

Hong Kong Lung Foundation was established in 1996 to 
nurture advancement in clinical practice in the field of 
lung diseases in the Hong Kong Special Administration 
Region. As from January 2001, the foundation awards 
research grants, on an annual basis, to fund research 
projects being performed in the HKSAR. This aims to 
enhance the research culture and standards of local 
clinicians and health-care professionals in the field of 
respiratory medicine and related disciplines.

Please refer to the Hong Kong Lung Foundation Research 
Grant regulations, which must be strictly adhered to. 
Application procedures and application forms of the 
Research Grant can be downloaded from the Hong Kong 
Lung Foundation website http://www.hklf.org/index/
research-grants/research-grants-application-and-form. 
You are welcomed to contact the Honorary Secretary 
for more information (Dr. Fanny Wai-San Ko, Department 
of Medicine and Therapeutics, Prince of Wales Hospital, 
Email: fannyko@cuhk.edu.hk).

The fellowship is open to medical practitioners, allied 
health professionals, scientists, students and others 
for travelling aboard to engage in research, study and 
training in order to gain experience in modern methods 
of diagnosis, prevention and treatment of diseases of the 
respiratory system. Please note that priority will be given 
to ACTIVE members of the Hong Kong Thoracic Society.

Hong Kong Lung Foundation Fellowship has three types 
of Awards:
1. Members of the medical profession granting a sum 

up to HK$120,000.
2. Members of the nursing or allied health professions 

granting a sum up to HK$80,000.
3. Members of the medical, nursing and paramedical 

profession granting a sum up to HK$50,000 for 
attending conference or short training course of 3 
months or less.

Hong Kong Lung Foundation Fellowship opens its 
application T WICE a year in June and December. 
Applicants should submit the application forms to the 
Honorary Secretary of the Hong Kong Lung Foundation. 
Application procedures and forms can be downloaded 
from the HKLF website http://hkts.hk/index/specials-
events/hklf-fellowship-2020-2021 or obtain from the 
Honorary Secretary (Dr. Fanny Wai-San Ko, Department 
of Medicine and Therapeutics, Prince of Wales Hospital, 
Email: fannyko@cuhk.edu.hk).
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Pneumoconiosis Compensation Fund Board Training Grant

The Pneumoconiosis Compensation Fund Board (PCFB) 
has established a training grant to facilitate health-care 
workers and occupational safety and health personnel to 
enhance their knowledge and skills in pneumoconiosis. 
This scheme aims to encourage eligible applicants to 
attend overseas training programme or conferences that 

Pneumoconiosis Compensation Fund Board Research Fund

The Pneumoconiosis Compensation Fund Board (PCFB) 
set up a research fund in 1996 with the purpose to 
support projects that are related to the prevention, 
diagnosis, assessment of disability and treatment of 
pneumoconiosis in Hong Kong. Interested parties may 
visit the website https://www.pcfb.org.hk/prevention_
fund_application.php?lang=en for more information or 

contact the PCFB Secretariat (Tel: 3578 8102, Fax: 2116 
0116, Email: research@pcfb.org.hk).

are related to the topic of pneumoconiosis. A maximum 
grant of HK$100,000 will be allowed for a suitable course 
longer than 6 months, and HK$50,000 for a course of 6 
months or less. Interested applicants may contact the 
Board Secretariat (Tel: 2541 0032, Fax: 2541 0211 or E-mail: 
contact@pcfb.org.hk).
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Useful Websites

Current Opinion in 
Pulmonary Medicine

http://www.
copulmonarymedicine.com/

Journal of Clinical 
Sleep Medicine

http://jcsm.aasm.org/

Journal of Bronchology 
& lnterventional 

Pulmonology

http://www.bronchology.com/
pt/re/jbronch/

Lung Cancer

http://www.journals.
elsevierhealth.com/periodicals/

lung/home

Publications

American Journal of 
Respiratory and 

Critical Care Medicine

http://atsjournals.org/journal/
ajrccm

Canadian Respiratory 
Journal

https://www.hindawi.com/
journals/crj/

JAMA Network

https://jamanetwork.com/

American Journal of 
Respiratory Cell and 
Molecular Biology

http://atsjournals.org/journal/
ajrcmb

CHEST Journal

http://www.chestjournal.org/

Intensive Care 
Medicine Journal

https://www.esicm.org/icm-
search/

European 
Respiratory Journal

http://erj.ersjournals.com/

Clinical and 
Experimental Allergy

https://onlinelibrary.wiley.com/
journal/13652222
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Publications

The Journal of Allergy 
and Clinical Immunology

http://www.jacionline.org/

SLEEP

https://academic.oup.com/
sleep

The Journal of Thoracic and 
Cardiovascular Surgery

https://www.jtcvs.org/

Morbidity and Mortality 
Weekly Report

http://www.cdc.gov/mmwr/

Respiration Respiratory Care Respiratory Medicine

http://www.karger.com/
Journai/Home/224278

http://www.rcjournal.com/ https://www.resmedjournaI.
com/

The Lancet 
Respiratory Medicine

https://www.thelancet.com/
journals/lanres/onlineFirst

Thorax

https://thorax.bmj.com/

The New England 
Journal of Medicine

https://www.nejm.org/

Respirology

https://onlinelibrary.wiley.com/
journal/14401843

Useful Websites
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Medical Societies

Canadian Lung 
Association

Asian Pacific Society 
of Respirology

The Korean Academy 
of Tuberculosis and 

Respiratory Diseases

European 
Respiratory Society

http://www.ersnet.org/

American Academy of 
Sleep Medicine

https://aasm.org/

Hong Kong 
Thoracic Society

CHEST Delegation 
Hong Kong and Macau

http://www.hkts.hk http://www.hkts.hk

British Thoracic Society

http://www.brit-thoracic.org.uk/ http://www.hkresp.com

Hong Kong Society of 
Critical Care Medicine

The Federation of Medical 
Societies of Hong Kong

http://www.hksccm.org http://www.fmshk.org

http://www.apsresp.org/

National Heart, Lung, 
and Blood Institute

http://www.nhlbi.nih.gov/ http://eng.lungkorea.org/

American Association for 
Respiratory Care

http://www.aarc.org/

CHEST

http://www.chestnet.org/

American Thoracic Society

http://www.thoracic.org/








