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ABSTRACT

Since November 2002, there have been
unofficial reports of outbreaks of atypical
pneumonia in southern China, of unknown
aetiology. Initially, the condition seemed to
confine to the close contacts and health care
workers who looked after patients with this
type of pneumonia within southern China.
Since the outbreak started in Hong Kong in
March 2003, the infection has quickly

spread to other continents of the globe.
Subsequently, the US Centers for Disease
Control termed this condition the severe
acute respiratory syndrome (SARS)." SARS
is a serious respiratory infection that
frequently progresses rapidly to respiratory
failure. Rapid progress was achieved in
identifying the infectious agent, probably a
newly described coronavirus, but the
treatment protocol remains controversial.
Control of this infection relies on early
identification, prompt isolation of infected
individuals, and strict adherence to infection
control measures. Stringent public health
policies and quarantine measures are
necessary to control community spread of
this infection.

Epidemiology

The story of SARS in Hong Kong began
when an infected doctor from Southern
China checked into a hotel in Hong Kong
in late February 2003. He has been having
symptoms of respiratory tract infection for
almost one week before his arrival to Hong
Kong. Many of those who had stayed at
the same hotel as guests or had visited
friends staying at the Hotel have contracted
the disease (Fig 1). When some of these
infected individuals returned to their home
countries, they started the outbreaks in
Canada, Singapore and Vietnam after they
were admitted to the local hospitals?. The
outbreak in Hong Kong began at the Prince
of Wales Hospital after a 26 year old man
was admitted to one of the hospital wards.
He had visited a friend in the Hotel and
developed a febrile illness. Subsequently, he
was admitted with a diagnosis of
community acquired pneumonia in early
March. His chest radiograph showed
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bilateral interstitial pneumonia. In addition to intravenous
antibiotics, he was also treated with nebulized salbutamol.
Six days after his admission, 18 health care workers working
in the same ward experienced acute febrile illness. Infection
control investigations were carried out and a total of 156
individuals were infected with SARS and they were hospitalized
between 11 March and 25 March 2003.3 Sixty-nine cases were
health care workers and 16 were medical students who had
examined the index case or the patients around him in the
same ward. Other infected patients were visitors to the index
ward.

Fig 1. Spread of SARS from Hotel M in Hong Kong
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The major community outbreak of SARS in Hong Kong was
due to a patient with chronic renal disease who had also been
admitted to the same index ward at the Prince of Wales
Hospital during the same time period. His main symptom was
diarrhoea. He visited relatives at the Amoy Gardens apartment
complex a few times. Subsequently, there was a major
outbreak with over 300 residents of Amoy Gardens being
infected. Public health and environmental investigations
suggested that the likely route of spread was via defective
sewage pipes contaminated with infectious faecal material
leading to such massive outbreak.

Until a reliable, rapid diagnostic test is still widely available,
the diagnosis of SARS is still based on clinical features
supported by laboratory results. The case definition provided
by the World Health Organization is updated periodically and
SARS is categorized into suspect and probable cases (Tables 1
and 2)~.

Since mid-March, official data regarding outbreaks of SARS
in various provinces and cities from Mainland China are
available." As of 6 May 2003, there are more than 4,000

reported cases and over 200 of them have died. The outbreaks
appear to be worse in Beijing with daily reported cases up to
100 in early May. Drastic public health measures and
guarantine policies are being instituted for the control the
spread of this disease in the capital. In addition to Beijing and
the Guandong province, the Shanxi province has also reported
a higher number of cases than other areas in China. From the
recent statistics from the Guangdong Province, it appears that
the number of new cases is declining and the outbreak is
under better control.

Table 1. WHO: Case Definition of SARS: Updated on 1 May, 2003

Suspect case

1. A person presenting after 1 November 2002 with history
of:

— high fever (>38 °C)

AND

— cough or breathing difficulty

AND one or more of the following exposures during the

10 days prior to onset of symptoms:

— close contact with a person who is a suspect or
probable case of SARS;

— history of travel, to an area with recent local
transmission of SARS;

— residing in an area with recent local transmission of
SARS.

2. A person with an unexplained acute respiratory illness
resulting in death after 1 November 2002, but on whom
no autopsy has been performed
AND one or more of the following exposures during to
10 days prior to onset of symptoms:

— close contact, with a person who is a suspect or
probable case of SARS;

— history of travel to an area with recent local
transmission of SARS;

— residing in an area with recent local transmission of
SARS.

Probable case

1. A suspect case with radiographic evidence of infiltrates
consistent with pneumonia or respiratory distress
syndrome (RDS) on chest X-ray (CXR).

2. Asuspect case of SARS that is positive for SARS coronavirus
by one or more assays.

3. A suspect case with autopsy findings consistent with the
pathology of RDS without an identifiable cause.

Exclusion criteria
A case should be excluded if an alternative diagnosis can fully
explain their illness.
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Table 2. WHO: Recommendations on Interpretation of Laboratory
Results

Positive SARS diagnostic test findings
a) Confirmed positive PCR for SARS virus:
— at least 2 different clinical specimens (e.qg.,
nasopharyngeal and stool);
OR
— the same clinical specimen collected on 2 or more days
during the course of the illness (e.g., 2 or more
nasopharyngeal aspirates);
OR
— 2 different assays or repeat PCR using the original
clinical sample on each occasion of testing;
b) Seroconversion by ELISA or IFA:
— negative antibody test on acute serum followed by
positive antibody test on convalescent serum;
OR
— four-fold or greater rise in antibody titre between acute
and convalescent phase sera tested in parallel
¢) Virus isolation:
— Isolation in cell culture of SARS-CoV from any
specimen; plus PCR confirmation using a validated
method.

Confirmation of positive PCR

— The PCR procedure should include appropriate negative
and positive controls in each run, which should yield the
expected results:

e 1 negative control for the extraction procedure and 1
water control for the PCR run 1 positive control for
extraction and PCR run the patient sample spiked with
a weak positive control to detect PCR inhibitory
substances (inhibition control).

— If a positive PCR result has been obtained, it should be
confirmed by:

e repeating the PCR using the original sample;

OR

e having the same sample tested in a second laboratory.

Clinical Presentation

After an incubation period of about 5 to 10 days, patients will
present with fever. Other common symptoms at presentation
include myalgia, dry cough, headache and dizziness (Table 3).
Productive cough and coryza have been reported to be
uncommon. The patients admitted to Guangzhou Institute of
Respiratory Diseases had a similar presentation and
symptomatology to the initial cohort at the Prince of Wales
Hospital in Hong Kong.? Examination of the chest will show
inspiratory crackles most commonly in the lung base. Physicians
should also take a detailed contact history of any person with
severe respiratory infection. The experience at the Prince of
Wales Hospital clearly demonstrated the danger of treating a
patient with SARS without proper isolation and infection control
measures. Unprotected healthcare workers are at very high risk
of contracting the infection. With increasing experience of SARS,
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many patients with atypical presentation were noted. This is
particularly true in the elderly when they may not have high
temperature and other constitutional symptoms at presentation.
Outbreaks have occurred in Hong Kong because these patients
were not properly isolated initially. A high index of suspicion
and proper early isolation are necessary in order to prevent
spread of the disease from these patients.

Table 3. Typical Symptoms of SARS at Presentation

Symptoms* n %
Fever 138 100
Chills, rigor or both 101 73.2
Myalgia 84 60.9
Dry cough 79 57.3
Headache 77 55.8
Dizziness 59 42.8
Sputum production 40 29.0
Sore throat 32 23.2
Coryza 31 22.5
Nausea and vomiting 27 19.6
Diarrhea 27 19.6

*  Data from reference 3

Initially, about 1 in 5 patients with SARS will have normal
chest radiographs. Unilateral and bilateral or multifocal air-
space consolidations are frequently seen (Fig 2). For highly
suspicious cases with normal initial chest radiographs, thoracic
computed tomography should be done and it may show
poorly-defined, ground glass opacification especially in the
periphery of the lungs (Fig 3). Some of the computed
tomography findings are similar of those in bronchiolitis
obliterans organizing pneumonia.® The initially laboratory
findings are rather non-specific. Leukopenia, lymphopenia,
and mild thrombocytopenia are quite common. Elevation of
D-dimers and mild prolongation of activated partial-
thromboplastin time are found in about half of the patients.
Elevation of lactate dehydrogenase and creatinine kinase of
skeletal muscle origin are not uncommon.?

After the initial stage of fever and symptoms of myalgia, chills,
and rigors, many patients will develop progressive dyspnea
and increasing oxygen dependency in the second week of
their illness. About 25% of the adult patients will require ICU
care while 15% will require mechanical ventilatory support.
Our experience with younger children with SARS suggests
that they are less severely affected while the adolescent
patients behave very similar to adult patients with SARS.®

Causative Agent

WHO has established a laboratory network around the world to
facilitate the collaboration in identifying the possible infectious
agent.” SARS is most likely due to a newly described strain of
coronavirus.® Coronaviruses are classified as members of the order
Nidovirales, a group of enveloped, positive sense RNA viruses.’
They are known to cause common respiratory and enteric diseases
of humans.'®"" Human aminopeptidase N is the receptor for
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coronavirus, and is expressed on the apical surfaces of respiratory,
intestinal epithelium as well as on kidney tubular epithelium.'
The sensitive rapid reverse-transcription PCR test for detection
of this new coronavirus used in the early stage of the illness is
still not widely available.”™ The other tests currently being used
include viral isolation and serum antibody tests; however, these
test are only useful for retrospective confirmation of the diagnosis
as they cannot be used to confirm the diagnosis early in the
course of illness. Until a reliable rapid diagnostic test is widely
available, clinical presentation and possible contact of known
SARS patients will remain the most important clues to alert
physicians of the possible diagnosis in the early stage.

Fig 2. Serial Chest Radiographs Showing Progressive Pneumonic
Consolidation with Subsequent Improvement.
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As the pathophysiology of this infection is still unclear, the
optimal medical treatment of SARS remains to be determined.
In the absence of any specific antiviral agents, ribavirin, a
broad-spectrum antiviral agent, has been used for treating
SARS. Autopsy of fatal cases revealed that the pathology of
the lungs showed diffused alveolar damage, hyaline
membrane formation and scanty interstitial inflammatory cell
infiltrates.® Some of the radiological featuress are similar to
bronchiolitis obliterans organizing pneumonia, which is
sensitive to steroid therapy. Therefore, the combination of
ribavirin and steroid has been used as the first line of treatment
for patients in Hong Kong. The experience at the Prince of
Wales Hospital is that the majority of patients will improve
with such treatment. Patients without dyspnoea and not on
any oxygen therapy will be treated with oral ribavirin and
steroid. More severely affected patients will be treated with
intravenous ribavirin and pulse methylprednisolone. For those
who continued to deteriorate, we have used convalescent
serum obtained from patients who have recovered from SARS.
Proper control trials are necessary to determine the
effectiveness of this form of treatment.
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Management

Some other centres have been using ribavirin and steroid more
selectively. Their mortality rates were not significantly different
than that of Hong Kong.?* More data in forms of clinical trials
are needed to clearly determine the roles of various forms of
therapy for SARS. Furthermore, the use of other anti-
inflammatory agents or anti-cytokine treatment such as
interferon remains to be explored. The reported mortality from
different centres is about 6-15%. The two important predictive
factors for poor outcomes (ICU admission or death) are
advanced age and the presence of comorbid conditions.> A
high peak lactate dehydrogenase level and a high absolute
neutrophil count at presentation have also been found to be
independent predictors of poor outcomes.

Hospital Infection Control Measures

One of the most important aspects in the management of SARS
is infection control as illustrated by the bitter experience in Hong
Kong and Singapore. SARS is a very contagious infection and it
appears to spread mainly by close contact droplet transmission.
Exactly how long this new coronavirus can survive in the
environment remains unknown, and preliminary data suggests
that the virus remain stable in the urine and faeces for at least
2 days. Health care workers have to be very careful when
handling the respiratory secretions, urine and stool samples as
they are potentially infectious. The hospital administration
should make sure that health care workers are properly trained
in terms of infection control, and SARS patients are preferably
managed in wards designated for treating SARS patients. In
Hong Kong, frequent sessions of infection control training are
conducted in various hospitals before staff is deployed to work
in the wards designated for SARS patients. We recommend
that no visitors be allowed in the wards dedicated for SARS
patients. Furthermore, we suggest that nebulizers should not
be used as it may generate more infective droplets from the
patients and put the health care workers at higher risk of
contracting the disease. With regards to the use of non-invasive
positive pressure ventilation (NPPV), our experience in the
Guangzhou Institute of Respiratory Diseases suggests that NPPV
can be used in patients with SARS to avoid intubation and
there is no increased transmission of the infection to the health
care workers.

Fig 3. Computer Tomography of the Thorax Showing Ground
Glass Consolidations in the Peripheral Regions.
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Conclusion

Severe Acute Respiratory Syndrome is a serious respiratory
illness that frequently leads to respiratory failure. At the time
of preparation of this article, close to 7,000 cases have been
reported worldwide and almost 450 of them have died.
Although the fecal-oral route is a possible mode of
transmission, the most important route of transmission
appears to be by droplets. Health care workers need to adhere
to all steps of infection control to minimize the chance of
contracting the disease. Strict public health policies and
quarantine measures are necessary to prevent spread of the
infection in the community. Current treatment with good
supportive care results in recovery in over 90% of patients.
Early identification of infected cases, proper isolation and
meticulous infection control measures are all very important
steps in controlling the spread of this infection. A sensitive
and specific rapid diagnostic test is very much needed for the
early confirmation of the disease. Hopefully, specific therapy
and possibly vaccination will be available in the near future
for us to manage this infection.
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SUMMARY

In March 2003, an outbreak of severe acute respiratory
syndrome started in Hong Kong. A 57 year old woman had a
typical presentation, including fever, non-productive cough,
malaise, lymphopenia, and raised liver aminotransferases. The
clinical course and successful treatment with convalescent
plasma, ribavirin, and corticosteroids are discussed.

Case Report

A 57 year old woman was admitted to the Prince of Wales
Hospital in March 2003 because of fever. She had good past
health, and had been visiting her husband who was a patient
in the Prince of Wales Hospital from mid-February to mid-
March 2003. Her husband was being treated in a bed next to
a man with pneumonia, who was later confirmed to be the
index case causing the outbreak of severe acute respiratory
syndrome (SARS). The woman developed fever and chills in
mid-March 2003. She also complained of myalgia and
headache involving the whole head. She only had an
occasional non-productive cough and no shortness of breath.
She could walk more than 500 m on level ground without
difficulty. There were no urinary or bowel symptoms. She had
not recently travelled outside Hong Kong. She denied direct
contact with the SARS index case. Her husband subsequently
died of congestive heart failure, but had no features of SARS.

At admission to hospital, her temperature was 39.5 °C. She
was haemodynamically stable. The chest was clear on
auscultation. No bronchial breath sound or percussion dullness
was noted.
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Chest X-ray was performed on the day of admission, which
demonstrated infiltrative shadows in the periphery of bilateral
lower zones (Fig 1). Her urea and electrolytes were normal.
Alanine aminotransferase level was elevated at 216 U/L
(reference level, < 58 U/L). Creatine kinase level was 418 U/
L (reference range, 32-180 U/L). Her haemoglobin level was
117 g/L (reference range, 120-150 g/L), the platelet count
was within the reference range at 344 x10%L, as was
her white cell count at 6.5 x10%L, with lymphopenia of
0.4 x 10%L. Routine sputum culture was negative.
Nasopharyngeal aspirate did not isolate influenza A,
influenza B, or respiratory syncytial virus. Serological tests
for Mycoplasma pneumoniae, Chlamydia psittaci, Legionella,
Coxiella burnetii, adenovirus, and respiratory syncytial virus
were negative. Thus, the patient fulfilled the case definition
of SARS by the World Health Organization.

Fig 1. Chest X-ray at admission to hospital (March 2003)

She was treated with intravenous cefotaxime 3,000 mg per
day, oral levofloxacin 500 mg per day, and oseltamivir 150
mg per day. She remained febrile, however, and there was no
improvement in chest X-ray. On Day 3, oral ribavirin 3,600
mg per day and prednisolone 1 mg/kg/day were substituted
for the previous medications. The fever subsided during the
next 3 days (Fig 2). Chest X-ray also showed resolution of
consolidation, but lymphopenia persisted (range, 0.2-0.5 x
10%/L).
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Fig 2. The fever profile of the patient during admission. Arrows
indicate the time when specific treatments were
administered.

On Day 14, the patient had a relapse of low-grade fever to
37.9 °C. She was otherwise asymptomatic. She did not have
shortness of breath, chills, or rigors. The respiratory rate was
18 breaths per minute. Sepsis work-up was negative. C-
reactive protein was 3.7 mg/L (reference level, < 9.9 mg/L), a
low value not suggestive of bacterial infection. Chest X-ray
showed increased alveolar shadows at the right lower zone
and she was considered to have residual disease from SARS.
She was given two doses of intravenous methylprednisolone
500 mg 1 day apart, followed by 200 mL of plasma donated
by SARS patients in their convalescent phase. No adverse
reaction occurred after administration of convalescent plasma.
The fever subsided, chest X-ray showed further resolution of
basal lung infiltrates (Fig 3), and she made an uneventful
recovery.

Fig 3. Chest X-ray on 2 weeks later.

Discussion

As of 13 May 2003, more than 7,548 people were reported
to have SARS worldwide, resulting in 573 deaths." Our patient
had typical presentations. Most of the reported cases had
fever and chills.>* Nonproductive cough, dyspnoea and
malaise were also common. Respiratory symptoms could be
surprisingly minor in some cases, while severe respiratory
failure requiring mechanical ventilation could occur in others.
Common laboratory findings including lymphopenia and
raised liver aminotransferases were also found in our patient.

Interestingly, despite initial improvement with oral antiviral
and steroids, the patient had flare of disease in the second
week. After aggressive immunomodulatory therapy, the
patient improved and made an uneventful recovery. Of
particular note is the persistent lymphopenia, which may be
an indication of persistent disease activity. Careful monitoring
of clinical, radiological and haematological parameters is
essential to detect early relapse cases.
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Our patient demonstrated probable therapeutic benefits of
convalescent plasma. Other than effective anti-viral drugs,
convalescent plasma might contain specific immunoglobulins
against SARS-related coronavirus and help to reduce the viral
load. In our patient, fever came down after convalescent
plasma. In fact, convalescent plasma was also effective in the
treatment of Bolivian hemorrhagic fever, Argentinian
hemorrhagic fever and Lassa fever.>”

One drawback of convalescent plasma therapy was the lack
of virologic work-up before use. The convalescent plasma
potentially contained residual coronavirus. Our team
attempted to reduce the risk by recruiting donors about three
weeks or more from symptom onset. When more reliable
virologic tests emerge, testing the blood products before use
may further reduce the risk.
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SUMMARY

Severe acute respiratory syndrome is a new disease that is
highly contagious and is spreading in the local community
and worldwide. This report is of a hospital medical officer
with severe acute respiratory syndrome. He presented with
sudden onset of fever, chills, myalgia, headache and dizziness
in early March 2003. He developed progressive respiratory
symptoms and bilateral pulmonary infiltrates during the
second week of his illness. Blood tests showed lymphopenia,
mild thrombocytopenia, and prolonged activated partial
thromboplastin time with normal d-dimer level. His chest
condition gradually responded to ribavirin and corticosteroids,
and serial chest X-ray showed resolving pulmonary infiltrates.
The importance of early diagnosis lies in the potential for early
treatment, leading to better response.

Introduction

Severe acute respiratory syndrome (SARS) is a new disease
that is highly contagious and is spreading in the local
community and worldwide." It is important to recognise the
clinical features so that early diagnosis can be made, as early
treatment and infection control will result in better response
and reduce the spread of the disease. This report is of a medical
officer who contracted SARS at the Prince of Wales Hospital.
This report highlights the clinical features, findings and
progress of SARS.

Case report

A 32 year old medical officer who worked at the Prince of
Wales Hospital developed sudden onset of fever, chills,
malaise, headache, dizziness and myalgia in early March 2003.
He had no rhinorrhoea, sore throat, cough, sputum production
or other symptoms. There was no history of recent travel.
Physical examination showed a temperature of 38.9 °C, clear
lungs, and no obvious focus of infection. Nasopharyngeal
aspiration for influenzae and throat swab for culture were
obtained. Treatment with oseltamivir and levofloxacin was
commenced. After further surveillance on Day 3, he was found



to have a persistent fever up to 39 °C with chills, rigor, malaise
and myalgia. He was admitted to hospital with 21 other
doctors, nurses, medical students and ward staff who had
similar clinical features.

Vital sign at admission showed blood pressure of 120/70 mm
Hg, pulse of 90 beats per minute, and arterial oxygen
saturation of 100% on air. Physical examination was
unremarkable. Chest X-ray initially showed clear lung fields.
Nasopharyngeal aspirate was negative for influenzae A and
B, and respiratory syncytial viruses, as was the throat swab. A
complete blood count showed haemoglobin level of 150 g/L
(reference range, 140-175 g/L), platelet count of 150 x 10%L
(reference range, 150-450 x 10%L), and white cell count of
6.2 x 10%L (reference range, 4.5-11 x 10%L) with 53%
neutrophils, 31% lymphocytes and 16% monocytes. Plasma
electrolytes, urea, creatinine, liver enzymes and creatine
phosphokinase were all within the reference range. Sepsis
work-up including sputum, urine and blood cultures showed
no growth.

Fig 1. Chest X-ray performed on Day 6 showed mild right lower
lobe infiltrates.

Immunofluorescence test for Legionella antigen and cold
agglutinin were also negative. The patient continued to take
oseltamivir and levofloxacin. On day 4 of his iliness, cefotaxime
was added, in view of persistent fever. Chest X-ray on
Day 6 showed mild right lower lobe infiltrates but the patient
remained clinically stable with minimal chest symptom (Fig
1). He also developed mild thrombocytopenia with a nadir of
106 x 10%L and prolonged activated partial thromboplastin
time (APTT) of 49.3 seconds (reference range, 24.8-38.0
seconds) on Day 7. Prothrombin time and d-dimer remained
normal. When laboratory investigations suggested a RNA viral
aetiology, his treatment was changed to ribavirin 400 mg three
times daily and prednisolone 0.5 mg/kg/day orally on Day 7.
The dose of ribavirin was subsequently increased to 1.2 g
three times daily orally.

Temperature Chart

Oseltamivir phosphate Ribavirin
oo Pate o one D2 D3 D4 DS D6 D7 D8 DI DIO DI DI2

I D2 D3 D4 DS D6 D7 D8 D9 DIO DI DI2 DI3 DI4
395

3:? A ‘
]

375 ‘V
37

365 [ Y
B ¥ Y3410 o B L7
355

35

500 mg i.

Temperature (Degree Celsius)

3 4 5 6 7 8 9 0 11 12 13 14 15 16 17 18 18 20
Day

Fig 2. Temperature chart of patient showing treatment response
to ribavirin and corticosteroids.

Fig 3. On Day 11, chest X-ray (anteroposterior film) showed
progression in right lower lobe consolidation and a new
left middle zone infiltrate.

His fever responded to ribavirin and prednisolone (Fig 2) but
he developed progressive dyspnoea with a dry cough and
required oxygen supplementation to maintain his oxygen
saturation from Day 9. Serial chest X-ray performed in the
second week of the illness showed progressive right lower
lobe consolidation and a new left middle zone infiltrate (Fig
3). Complete blood count also showed progressive
lymphopenia with 6% lymphocytes and a total white cell
count of 7.8 x10%L on Day 9. Two doses of intravenous pulse
methylprednisolone 500 mg were given on Days 9 and 11,
and ribavirin was switched to 400 mg intravenously every 8
hours on Day 11. Ciprofloxacin was also given. His chest
condition gradually improved during the third week and serial
chest X-ray showed gradual resolution of the bilateral
consolidation. His chest symptoms also improved and he had
normal oxygen saturation on room air. He completed a 12-
day course of ribavirin and continued with a tapering schedule
of steroid therapy. He was discharged on Day 21 with stable
condition. During the follow-up on Day 27, he had mild
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dyspnoea on exertion and his chest X-ray showed resolving
bilateral pulmonary infiltration (Fig 4).

Fig 4. Chest X-ray on Day 27 showed gradual resolution of
bilateral lung infiltrates.

Discussion

This case illustrates the common clinical presentations and
findings of SARS.2> Common clinical features include fever,
malaise, chills, headache, myalgia, dizziness, rigor and cough.
At the onset of illness, some patients have mild respiratory
symptoms. Rash and neurological or gastrointestinal features
are absent but some patients develop diarrhoea during the
febrile prodrome. Other symptoms include muscular stiffness,
loss of appetite and confusion. Patients often first present
with severe headache, dizziness and myalgia. Onset of fever
is abrupt and the temperature is usually high, typically with
chills and rigors. After 3 to 7 days, a lower respiratory phase
begins, with the onset of a dry, non-productive cough or
dyspnoea, which might be accompanied by or progress to
hypoxaemia. In some instances, a patient may deteriorate
rapidly with low oxygen saturation and acute respiratory
distress requiring intubation and mechanical ventilation. The
case-fatality rate among persons with illness meeting the
current WHO case definition of SARS is approximately 10%
to 15% in Hong Kong.®

The case definitions for global surveillance are subject to
limitations because of the rapidly evolving nature of this illness.
Case definitions are updated based on the current
understanding of the clinical features of SARS and the
available epidemiological data. The latest case definitions for
surveillance of SARS can be found on the World Health
Organization website (http:/Avww.who.int/sars/casedefinition/).”
As at 11 May 2003, the case definition of SARS include:
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Suspect case
(1) A person presenting after 1 November 2002 with the
history of:
— High fever (> 38 °C); AND
— Cough or breathing difficulty; AND
— One or more of the following exposures during the
10 days prior to onset of symptoms:
— Close contact with a person who is a suspect or
probable case of SARS;
— History of travel to an affected area;
— Residing in an affected area.

(2) A person with an unexplained acute respiratory illness
resulting in death after 1 November 2002, but on whom
no autopsy has been performed, AND one or more of the
following exposures during the 10 days prior to onset of
symptoms:

— Close contact, with a person who is a suspect or
probable case of severe acute respiratory syndrome;

— History of travel to an affected area;

— Residing in an affected area.

Probable case

(1) A suspect case with radiographic evidence of infiltrates
consistent with pneumonia or respiratory distress
syndrome (RDS) on chest X-ray (CXR).

(2) A suspect case with autopsy findings consistent with the
pathology of respiratory distress syndrome without an
identifiable cause.

Exclusion criteria

A case should be excluded if an alternative diagnosis can fully
explain their illness. Close contact is defined as having cared
for, lived with, or had direct contact with respiratory secretions
or body fluids of a suspect or probable case of severe acute
respiratory syndrome. Affected area is defined as an area in
which local chain(s) of transmission of severe acute respiratory
syndrome is/are occurring as reported by the national public
health authorities.

Complete blood count may be normal initially. Lymphopenia
is commonly observed early in the course of the illness, but
thrombocytopenia is less frequently seen.?* Early in the
respiratory phase, elevated creatine phosphokinase levels (as
high as 3,000 IU/L) and liver transaminases (two to six times
the upper limits of normal) have been noted in some
patients.?* Abnormal APTT is sometimes noted, while the
prothrombin time is usually normal.?



Severe Acute
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Chest X-ray may be normal during the early phase and
throughout the course of illness. A small unilateral patchy
shadow may be seen at first, however, progressing to become
bilateral, generalised and interstitial/confluent infiltrates.2 This
may be caused by the immune response targeting the lung.
Patchy changes on the chest X-ray are sometimes seen in the
absence of chest symptoms. Conventional and high resolution
computed tomography of the chest is useful if plain chest
radiograph is negative. Acute respiratory distress syndrome
may occur at the end stage.

Treatment with ribavirin and corticosteroid shows favourable
response in the majority of patients.? Treatment with plasma
collected from patients in convalescence is also effective in
some severe cases. The current evidence suggests that the
mode of transmission is most consistent with droplet spread
through respiratory secretions. The rapid spread of SARS in
one ward at the Prince of Wales Hospital might be related to
the use of nebuliser by a patient with SARS.? Nebulisers should
not be used by patients with symptoms compatible with SARS.

Conclusion

The new respiratory illness known as SARS has had a
significant impact on the local community and worldwide.
This case illustrates some common features and findings of
SARS. This diagnosis should be considered for patients with a
high fever, respiratory symptoms, and a history of close contact
with a person who has been diagnosed with SARS. Early
diagnosis and treatment result in better response.
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Self-Assessment Questions
(Please indicate true or false to the following questions)

1.

1

1

1

1

SARS patients may show extensive alveolar damage
and inflammation compatible with bronchiolitis
obliterans organising pneumonia.

The outbreak of SARS in Hong Kong started in late

February 2003.

The outbreak of SARS at Amoy Gardens is likely

caused by the defective sewage pipes contaminated

with infectious faecal material.

The incubation period of SARS is three days.

In suspicious cases with normal CXR, thoracic CT

should be done.

Mild thrombocytopenia is often noted in SARS cases.

This new coronavirus cannot survive in faeces.

Younger children infected with SARS has the same

clinical course as adult patients.

The PCR test or detection of coronavirus is widely

available for early diagnosis.

0. Early identification of patients with suspected SARS
is based on clinical presentation and possible contact
of known SARS patients.

1. Steroid and ribavirin are still the major treatment
protocols used in Hong Kong for SARS patients.

2. Advanced age and co-morbid conditions are the two
important predictive factors for poor outcomes.

3. High absolute neutrophil count at presentation

carries poor prognostic indication.

14. Strict adherence to the steps of infection control is

1

mandatory to protect health care workers from
being infected.

5. Non-invasive positive pressure ventilation should not
be used in SARS patients.

ANSWERS TO APRIL 2003 ISSUE
FERPERABREEHE
BREEEA_ST=FMARER

Special Issue on Severe Acute Respiratory Syndrome

1. T
2. T
3. T
4. T
5. F
6. T
7. F
8. T
9. F
10. T
11. F
12. T
13. T
14. F
15. F
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Please answer the questions for each quiz below by returning the completed answer sheet printed on page 21. This exercise will attract 0.5 CME point for participants

completing BOTH quizzes. Answers and explanations will be provided in the next issue.
FOETIHEWERZE — +— Az ERRRAASWER - 2MEHER

ERFIRT —HGEEBRRECTA 2F -

Clinical Cardiology Series

A2 N DR E S

Which of the following statements concerning digoxin is true, please explain?

1.

2

It is principally metabolized in the liver.

Dialysis is the first line emergency treatment
during digoxin overdose.

Digoxin is useful in treating atrial fibrillation.

Due to its negative chronotropic effect, digoxin
should be avoided in patients with congestive
heart failure.

Digoxin is useful in patients with Wolff-
Parkinson-White syndrome and atrial

[fibrillation.

.
BEE

EERNBTHND  FIE  2MELARKEERENAGR FE - ERSHZ

6. Digoxin is useful in patients with hypertrophic

obstructive cardiomyopathy.

7. In treating atrial fibrillation, dose of digoxin

should be increased if it is used concomitantly
with amiodarone.

The content of the Office Cardiology Series is provided by:
Dr. Wong Shou Pang, Alexander

FR.C.P, FH.K.A.M.(Med.), FH.K.C.P, Specialist in Cardiology

Dr. Li Siu Lung, Steven

M.B.,B.S.(H.K.), M.R.C.P(U.K.), FH.K.AM., FH.K.C.P, FR.C.P.(Glasg.),
Specialist in Cardiology

AR ODERHERA T 2 AR AR T BB E RV BB AR -

Answers to April 2003 Clinical Cardiology Series

RERCHEEERAR_SS=FNAMNER

Is hormone replacement therapy indicated in the following
clinical scenarios?

1.

A 63 year old woman seeks your advice on
initiating hormone replacement therapy (HRT)
Jor prevention of coronary heart disease. She is

in good health all along.

Women's Health Initiative (WHI) is a trial comparing
conjugated equine estrogen plus medroxyprogesterone
with placebo as a primary prevention strategy for
healthy postmenopausal women with an intact uterus.
It showed that in every 10,000 women taking HRT for
one year, there were 7 additional coronary heart
disease events, 8 more strokes, 8 more pulmonary
emboli and 8 more invasive breast cancers which
outweighed 6 fewer cases of colorectal cancer and 5
fewer hip fractures. Without scientific clinical trial
data, one cannot assume that alternative estrogen
with/without progestin preparations are any safer
than those studied in WHI. The US Prevention Services
Task Force (USPSTF) recommends AGAINST ROUTINE
use of estrogen and progestin for the prevention of
chronic conditions in postmenopausal women.
Clinicians should also consider individual patient’s risk
factors profile and other effective strategies.
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2. A 65 year old woman who had history of

anterior myocardial infarction two years ago
seeks your advice on initiating HRT for
prevention of recurrent myocardial infarction.

Heart and Estrogen/Progestin Replacement (HERS) is a
trial comparing conjugated equine estrogen plus
medroxyprogesterone with placebo as a secondary
prevention strategy for postmenopausal women with
history of coronary heart disease (CHD). During an
average of 4.1 years, HRT did not reduce the overall
rate of CHD. The treatment caused increased risk of
thromboembolic events and gall bladder disease.
Moreover, in Estrogen Replacement in Atherosclerosis
trial, neither estrogen alone nor estrogen plus
medroxyprogesterone affected the progression of
coronary atherosclerosis in women with
angiographically verified coronary disease. American
Heart Association recommends AGAINST initiation of
HRT for the secondary prevention of cardiovascular
disease.

Reference:

1.
2.

3.

4.

Women's Health Initiative. JAMA. 2002;288:321-333.

USPSTF on hormone replacement therapy. Ann Intern Med.
2002;137:834-839.

Heart and Estrogen/Progestin Replacement Study. JAMA.
1998;280:605-613.

Estrogen Replacement in Atherosclerosis trial. N Engl J Med.
2000;343:522-529.

American Heart Association statement on Hormone Replacement
Therapy. Circulation. 2001;104:499-503.
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A four year old girl presented with itchy skin rash over
trunk and limbs since she was few months of age. The
rash was itchy and may swell after scratching or bathing.
Her family history was unremarkable. Physical examination
revealed multiple yellow-tan maculopapular lesions mainly
on her trunk. A wheal was formed upon rubbing (See
arrow).

1. What is the clinical diagnosis?

2. What is the diagnostic clinical sign in this
condition?

3. How would you confirm your clinical diagnosis?

4. What are the possible complications of this

dermatoses?

5. What is the treatment?

Answers to April 2003 Dermatology Series

The content of the Dermatology Series is provided by:
Dr. Tang Yuk Ming, William and Dr. Chan Loi Yuen
Specialist in Dermatology & Venereology

[ ERHR BT 2 AR B BB BB A N BRATREE 1R -

EEHRARR_SE=FHARBRER

A 45 year old female noticed progressive swelling of her
left lower limb for eight months. There was no itch or
pain. The limb swelling was not associated with facial
puffiness, abdominal distension, or chest discomfort. Her
past health was good and family history was unremarkable.
Physical examination revealed non-pitting oedema over
her left lower limb.

1. What is the clinical diagnosis?
The clinical diagnosis is lymphoedema.

2. What are the possible underlying causes?
Lymphoedema is swelling due to accumulation of
fluid within the tissues consequent to inadequate
lymphatic drainage. Primary lymphoedema may be
congenital, or occurring at puberty (lymphoedema
praecox), or after age 35 (lymphoedema tardum).
Lymphoedema may also be secondary to obstruction
or destruction of lymphatic drainage by surgical
removal, malignancies, radiation therapy and recurrent
infections including filariasis.

3. What investigations would you carry out?
Lymphoscintigraphy will confirm the lymphatic origin
of the oedema. Magnetic resonance imaging or
ultrasound examination of the abdomen is performed
to rule out tumour or enlarged lymph node.

4. What are the possible complications of this
dermatoses?
Possible complications include recurrent cellulitis and
lymphangitis which could further destroy the lymphatic
vessels and aggravate the Ilymphoedema.
Lymphangiosarcoma may develop in 1% of cases.

5. What are the treatments?

Possible underlying causes should be ruled out. Multi-
layer bandaging, elastic hosiery, limb exercises and
massage are methods to improve lymphoedema. Low
salt diet and use of diuretic may be considered. Good
hygiene, regular emollients and wound care are
measures to prevent infection. Cellulitis should be
treated promptly and antibiotic prophylaxis prescribed
for frequent infection. Debulking operation should be
considered if physical methods failed. Other treatment
options include pneumatic compression, oral coumarin
and lymphovenous anastomoses.
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Diabetic Nephropathy Workshop 2003
Change of Programme Schedule

Due to recent SARS outbreak, the Workshop will be re-scheduled to September. Please refer to the following timetable for the new
schedule:

Date and time Speaker Topic
13 September, 2003 Chairman: Dr Jeffrey Tsang
2:15 pm Dr Lo Wing Lok Opening Remarks

Dr C P Ho Diabetic nephropathy — natural history, investigations and its

economic impact and in Hong Kong

Dr C P Ho Hands-on session: Computer-assisted patient management
3:30 pm Dr Ng Kwok Keung Management of diabetic nephropathy — recent advances
20 September, 2003 Chairman: Dr Mak Chun Kei
2:15 pm Dr C P Ho Use of erythropoietin in patients with diabetic nephropathy
3:30 pm Dr C P Ho Hands-on session: Microalbuminuria test

Dr Juliana Chan Integrated diabetic management and assessment
27 September, 2003 Chairman: Dr Choi Kin
2:15 pm Dr Cheung Wai Cheung Dialysis treatment in patients with diabetic nephropathy
3:30 pm Dr C P Ho Renal transplantation in diabetic nephropathy

Refreshment will be served from 1:30 pm

Organizers:
Hong Kong Baptist Hospital, Hong Kong Medical Association, Hong Kong College of Family Physicians and Integrated Dialysis Facilities.

Fee:
HK$100 for three meetings, including lecture notes, certificates and refreshments. $50 for attending single meeting.

For enquiries, please contact the Secretariat of Integrated Dialysis Facilities (HK) Ltd
Rm 811A, Champion Building, 301, Nathan Road, Kowloon, Hong Kong

Enquiry: Dr C P Ho Tel: 27711366

Internet: http://www.dialysis.com.hk/workshop

HKMA Structured CME Programme at Queen Elizabeth Hospital
EFEBEE - FFVABER S HEERE
& y &
TN HKMA Structured CME Programme at Kwong Wah Hospital @
FEBSE -REBPRESHELRE

Change of Venue

FRER b 5 SE Y

Please be noted that due to outbreak of SARS, the above Programmes will be changed to the following venue until further notice:

The HKMA Dr. Li Shu Pui Professional Education Centre
2/F, Chinese Club Building

21-22 Connaught Road Central

Hong Kong

ZAFRBFHARE - A EOFBEEREZERMHERERNT EESTRERL  HFEELE -
FEPBTEEP-_+—E=1+2%

EEEMAE_IR
EENPEFAERESREERL
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Venue & Time B4 5 B5

The HKMA Dr. Li Shu Pui
12 June _2003 (_Thu.rSday) ) . e Professional Education Centre
HKMA Video Viewing Sessions - Childhood Exanthams =3 2/F, Chinese Club Building
S 21-22 Connaught Road Central, HK
1.5 CME points awarded under the MCHK/HKMA CME Programme. Time: 2:00-3:30 p.m.

(Light snacks will be provwded from 1:30 p.m.)
ERHRTHER -+ —ZE=+=%

EESMAE_E

BRSBTS REHE L

BR: MFRE=R=15

[RERN T F—R=1+5FRH%H]

The HKMA Dr. Li Shu Pui

15 June 2003 (Sunday) Proefessional Erdulcatign Lélentre
i i = 2/F, Chinese Club Building

HKMA Structured CME Programme at Queen Elizabeth Hospital - Surgery T e o e
e Chronic Venous Insufficiency Time: 2:00-5:00 p.m.
* Everyday Paediatric Surgical Problems g%‘;i“;;ks W'”q:be ‘_’,[O_V'%Ed ffl“s,% L pm)
e Urological Problems in General Practice FHBMAE_2
e Management of Common Ano-rectal Problems ?‘g;’;% ¢$Et %%gﬁﬂﬁ il
e Breast Cancers and their Management ZREA T F k=155
e Management of Biliary Calculi D

This symposium is co-organized with Queen Elizabeth Hospital. @
3 CME point awarded under the MCHK/HKMA CME Programme.

19 June 2003 (Thursday) The HKMA Dr. Li Shu Pui

Professional Education Centre

HKMA Structured CME Programme with HKS&H - Gynecological Laparoscopic Surgery in HK 2/ Chinese Club Building

21-22 Connaught Road Central, HK

Lecture: 2:00 — 3:00
Dr. Chan Woon Tong (Ii;#tn:nacks will be grg\]/lded from 1:30 p.m.)
M.B.,B.S. (HK), FR.C.0.G., FH.K.C.O.G., FH.K.A.M. (Obs. & Gyn.) 'R ggziﬁ?iﬁLE T—E+5%
I
This symposium is co-organized with the Hong Kong Sanatorium & Hospital. + %g%TﬁF§Qiﬁ%$§¥?&ﬁ Ry
1 CME point awarded under the MCHK/HKMA CME Programme. ‘hugpk CRER T — B =1 DBt
The HKMA Dr. Li Shu Pui
29 June 2003 (Sunday) Pr(;‘essjonal Erdulcatign Elentre
HKMA Structured CME Programme at Kwong Wah Hospital - Obstetrics & Gynaecology D el K
Antenatal Diagnosis: Pros and Cons and Management of Infertility ot ok will b Deevided from 1:30 p.m)
This symposium is co-organized with Kwong Wah Hospital. ié%gfg;;i f
3 CME points awarded under the MCHK/IHKMA CME Programme. 2’; T£F$$ S ﬁ% BRHSTL
FEN T F—RE=+5R1%]
Registration: Please fill in and return the Registration Form together with a cheque of adequate amount made payable to “The Hong Kong Medical Association” to 5/F Duke of
Windsor Social Service Building 15 Hennessy Road, Hong Kong. Accreditation from other colleges is pending.
REHE: REZRRERYETRESETHEFETRATEP ABLERBAELE, IRREAEAIMNEERES] - B BR22H WEHB
Please register for participation. First come, first served. HEAR BEEL
Reply Slip [EI{§
| would like to register for the following CME lecture(s): HKMA Members CME Participants
RARBES ML T HER (Non-HKMA Members)
Please “v/" as appropriate. &5 EiE AR L [v 15 AABEges FEEE2ME
G %E@@A)
___HK$50 ___HK$80
SR+ ITIE BEN+TTIE
o33
12 Jun 2003 : Video Viewing Session VI: Childhood Exanthams @‘ O O
15 Jun 2003 : HKMA Structured CME Programme at QEH - Surgery O O
26 Jun 2003 Gynecological Laparoscopic Surgery in HK 0 O
29 Jun 2003 : HKMA Structured CME Programme at KWH - O & G O O
I enclose herewith a cheque of
BREREN EXRE—RIERBRZBMAER HK$ 71
Name 4: Tel No. & 3&: Fax No. 5 &:
HKMA Membership No. & & # 5%
or HKMA CME No. sl (£ 57 15: Signature 2 %:

Data collected will be used and processed for the purposes related to the MCHK/HKMA CME Programme only. All registration fees are not refundable.
BABREAREHEEBRESHBRBEEHEZFEE - IEREBEAKTHRTRHE -
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Answer Sheet forMay 2005
LR A A R

(_/ HKMA CME PROGRAMME — Monthly Self-Study Series /

)
EREPEISEBPECHE — SHEHESH
Please return completed answer sheet to the HKMA Secretariat on or before 15 June 2003 for documentation. 1 CME point will be awarded for answering
the Monthly Self-Study Series (I) and an extra 0.5 CME point for completing the Clinical Case Study (Il). (Fax: 2865 0943)
BEEMARE  WR_ZTE=F A THRASEBEEEAFTOERAREE - 2NEHAIERERBLEBESB—SREEBERY : —o  [ERMERS
WIFF : BERED - (EEBRT: 2865 0943)
Current Understanding of Severe Acute Respiratory Syndrome - The Hong Kong and China Experience
(Please indicate “T" or “F" in each box.) > ~
"
1 2 3 4 5 Name:
EEBEEE RN
SR SR
HKMA Membership No.
6 7 8 9 10 or HKMA CME No.:
sesomws [][]-[J] X X (X)
HKID No.:
BH
1 12 13 14 15 Signature:
B4R B 5
Contact Tel. No.:
{(}J| Clinical Case Study
(Please answer both quizzes and write down the answers in the space provided.)
(A) Clinical Cardiology Series
1.
2.
3.
4.
5.
6.
7.
(B) Dermatology Series
1.
2.
3.
4.
5.
\_ /
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CME Accreditation fL

I+

Remarks/
Contact Info
eEW¢L e

Date/Time Function

HKCORL
HKCPaed
HKCPath

5 Jun 2003 Dept of Med & Therapeutics and Dept of Chemical Pathology, CUHK Dr. Chan Wing Bun
(Thu) NTE Monthly Joint Endocrine-Chemical Pathology Seminar B Case Discussion 2 Tel: 2632 2211
5:15 D 6:15 pm and Topic Presentation
1/F, School of Public Health, Prince of Wales Hospital, Shatin, NT
6 Jun 2003 Union Hospital Tel: 2608 3180
(Fri) Clinical Use of Biologicals in Autoimmune Diseases i}
2:00 B 3:00 pm Seminar Room, 2/F, Medical Centre, Union Hospital, NT
6 Jun 2003 Hong Kong College of Family Physicians Ms. Jessica Cheng
(Fri) Geriatrics Attachment for Family Physicians (XIII) Jo# LO# Tel: 2528 6618
2:00 B 4:00 pm Ruttonjee Hospital and its clinics
7 Jun 2003 Hong Kong Association of Gerontology, Hong Kong Institute of Members: $2,200
(Sat) Gerontology Non-M: $2,500
2:00 B 4:00 pm Certificate Course on Gerontology for Medical Practitioners (111) p 2 |1 15 N P 145 Mr. Andy Chung
1/F, Margaret Trench Medical Rehab Center, 7 Rehab Path, Lam Tin, Kin Tel: 2558 1181
8 Jun 2003 CUHK b Dept of Medicine & Therapeutics Ms. Suzanne Shek
(Sun) CUHK Diploma Programme in Advanced Internal Medicine 2003-04 B B LO# 5# D.5 L8# [LO# 18# Tel: 2632 3127
1:00 B 4:00 pm Peripheral Neuropathy
Kai Cheong Tong, G/F, Postgraduate Education Centre, Prince of Wales
Hospital, Shatin, NT
8 Jun 2003 CUHK b Dept of Medicine & Therapeutics Ms. Suzanne Shek
(Sun) CUHK Diploma Programme in Advanced Internal Medicine 2003-04 B Epilepsy |3 104 5#(0.5 184 104 18# Tel: 2632 3127
4:30 -7:30 pm Kai Cheong Tong, G/F, Postgraduate Education Centre, Prince of Wales
Hospital, Shatin, NT
9 Jun 2003 Federation of Medical Societies of Hong Kong, $960 for whole
(Mon) Hong Kong Dietitians Association Tel: 2527 8898
7:00 B 8:30 pm Certificate Course on Clinical Nutrition & Therapeutic Diets B Lipid Lowering Digt 2
4/F, Duke of Windsor Building, 15 Hennessy Road, HK
9B 10 Jun 2003 Emergency Care Training (HK), Hong Kong Association of Fee for M: $2,000
(Mon D Tue) Critical Care Nursing Non-M: $2,500
8:30 am B 5:30 pm Advanced Cardiac Life Support Provider Course (Course 1) 5 Mr. Sunny Lai
A & E Training Centre, 5/F, Southorn Centre, 130 Hennessy Road, HK Tel: 2116 2721
10 Jun 2003 HKU D Faculty of Medicine Dr. Lam
(Tue) Case Discussion 1 Tel: 2518 5604
1:00 B 2:00 pm 3/F, Ap Lei Chau Clinic, 16 Main Street, Ap Lei Chau, HK
10 Jun 2003 Federation of Medical Societies of Hong Kong, Hong Kong Thoracic $960
(Tue) Society, American College of Chest Physicians (HK & Macau Chapter) Tel: 2527 8898
7:00 B 8:30 pm Certificate Course on Respiratory Disease D (IV) 1.5
4/F, 15 Hennessy Road, HK
11 Jun 2003 Hong Kong Academy of Medicine Tel: 2871 8805
(Wed) Update on Hypertension 1
1:30 B 2:30 pm Lecture Theatre, Pathology Block, Pamela Youde Nethersole E Hospital, HK
11 © 12 Jun 2003 Emergency Care Training (HK), Hong Kong Association of Fee for M: $2,000
(Wed B Thu) Critical Care Nursing Non-M: $2,500
8:30 am B 5:30 pm Advanced Cardiac Life Support Provider Course (Course 2) 5 Mr. Sunny Lai
A & E Training Centre, 5/F, Southorn Centre, 130 Hennessy Road, HK Tel: 2116 2721
12 Jun 2003 HKMA CME Programme Fax reply to
(Thu) Video Viewing Sessions B Childhood Exanthams 15 |1 |1 1|1 |N@5 |1 [1 RN N 1 F: 2865 0943
1:30 B 3:30 pm HKMA Dr. Li Shu Pui Professional Education Centre, 2/F, Chinese Club Builfing,
21-22 Connaught Road C, HK
13 Jun 2003 HKU B Family Institute $800
(Fri) Coping with Sexual Dysfunctions 5 Tel: 2859 5300
10:00 am B 5:00 pm | 5/F, HKU Family Institute, Tsan Yuk Hospital, 30 Hospital Road, HK
13 B 14 Jun 2003 Emergency Care Training (HK), Hong Kong Association of Fee for M: $2,000
(Wed B Thu) Critical Care Nursing Non-M: $2,500
8:30 am B 5:30 pm Advanced Cardiac Life Support Provider Course (Course 3) 5 Mr. Sunny Lai
A & E Training Centre, 5/F, Southorn Centre, 130 Hennessy Road, HK Tel: 2116 2721
14 Jun 2003 Hong Kong Society of Rheumatology Mr. Wicks Chung
(Sat) Rheumatology Training Course for Family Physicians 2 Tel: 2593 4846
12:45 D 4:30 pm Sheraton Hotel, TST, Kin
14 Jun 2003 HKMA CME Programme, Kowloon Central District Health Committee, Ms. Clara Tsang
(Sat) Our Lady of Maryknoll Hospital Tel: 2354 2440
2:00 B 4:30 pm Refresher Course for Health Care Providers 2002/2003 (X) B 2 15
Management of Psycosomatic Problems in General Practice
Training Room 11, 1/F, OPD Block, Our Lady of Maryknoll Hospital, Kin
15 Jun 2003 HKMA CME Programme, Queen Elizabeth Hospital Members: $50
(Sun) HKMA Structured CME Programme at QEH (Ill) ® Surgery 3|3[N|2[2]|3 p5|N 2 N B L B  Non-M:$80
2:00 B 5:00 pm HKMA Dr. Li Shu Pui Professional Education Centre, 2/F, Chinese Club Builfling, T: 2861 1979
21-22 Connaught Road C, HK r

*  Colleges accreditation pending
#  Total CME points for entire course

Note: For each issue of the CME Bulletin, we shall try our best to include all the CME activities for the month, which are maaewn to the Association Secretariat. The credit
points awarded by each college are herein indicated for members' reference only. While we try our best to ensure the informatito be most accurate and up-to-date,
members interested in any of these functions are advised to check with the respective organizers for confirmation of the detail

Pharmaceutical advertisements are welcome. For advertising rates and placement details, please contact Ms. Cynthia Chan, Execut ive Officer at Tel: 2527 8452,
Fax: 2865 0943 or email: cynthia@hkma.org
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