
The Hong Kong Medical Association is dedicated to providing a coordinated CME programme for all members of the medical profession. Under the HKMA CME Programme, a
CME register is installed to document the CME efforts of doctors and special CME avenues are provided. The Association strives to foster a vibrant environment of CME throughout
the medical profession. Both members as well as non-members of the Association are welcome to join us. You may contact the HKMA Secretariat for details of the programme.
香港醫學會致力推動持續醫學進修，醫學會體察到業界有必要設立完善的持續進修計劃，為同僚建立有系統的進修記錄機制，以及為全科醫生提供適切的進修課程。藉著這個計劃，我們期望
將優良的進修傳統推展至醫學界中每一角落，同時為業界締造一個充滿活力的進修文化。我們誠意邀請你參與醫學會持續進修計劃，不論你是否醫學會的會員，均歡迎你同來與我們一同學習，
以及享用醫學會為所有醫生設立的進修記錄機制。如欲了解香港醫學會持續醫學進修計劃的詳情，請聯絡本會秘書處查詢。

每月自修資料
請細閱以下文章，並利用第十三頁之答題紙完成自我評估
測驗。香港醫學會持續醫學進修計劃參加者如於二零零四
年八月十六日前，將已填妥之答題紙傳真或寄回本會秘書
處，將可獲持續醫學進修一個積分點；至於是期自我評估
測驗之答案，將刊於下一期《持續醫學進修專訊》之中。
(本會秘書處傳真號碼：2865 0943)

MONTHLY SELF-STUDY SERIES
Please read the following article and complete the self-assessment
questions. Participants in the HKMA CME Programme will be awarded
1 credit point under the Programme for returning completed answer
sheet on p.13 via fax (2865 0943) or by mail to the HKMA Secretariat
on or before 16 August 2004. Answers to questions will be provided in
the next issue of the HKMA CME Bulletin.
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Management of Chronic Kidney Disease in General Practice
Part 1: Before Replacement Therapy
Management of Chronic Kidney Disease in General Practice
Part 1: Before Replacement Therapy
Dr. Choi Kin, Gabriel
M.B., B.S.(H.K.), L.M.C.C., M.R.C.S.(England), M.R.C.P.(U.K.), F.A.C.T.M.,
F.R.A.C.G.P., F.R.C.P.(Ireland)., F.H.K.C.F.P., F.H.K.C.P., F.H.K.A.M.(Medicine
& Family Medicine), D.C.H.(London), D.P.D.(Wales), D.F.M.(CUHK),
D.O.M.(CUHK), P.D.I.D.(HKU), P.D.C.P.M.(HKU), P.D.C.G.M.(HKU)
Specialist in Nephrology

Definition
Chronic Kidney Disease (CKD) includes conditions that
affect the kidneys for more than 3 months and with the
potential to cause progressive loss of kidney function or
complications resulting from decreased kidney function.

Pathophysiology

The common causes of CKD include glomerulonephritis,
hypertension, diabetes mellitus, systemic diseases including
systemic lupus erythematosus, interstitial nephritis, and
hereditary kidney diseases including polycystic kidney.

History & Physical Examination
The patient may present with urinary symptoms like
frequency, nocturia, polyuria, dysuria, frothy urine, frank
or microscopic hematuria, difficulty urination, loin pain,
ankle swelling and puffy face. Systemic symptoms include
fever, polyarthrtis, rash, or cardiac symptoms. Alternatively,
the patient may be discovered to have abnormal urinary
sediments or abnormal renal function tests on check up or
on screening.

History taking must include family history of hereditary
renal disease and drug history. Systematic history taking is
needed to detect illness that may involve the kidneys.
Physical examination in the early stage of renal disease

may not reveal any abnormality and pallor, uremic breath,
and fluid retention may be detected late. Blood pressure,
weight and height should be documented and abdominal
examination may reveal enlarged polycystic kidneys.

Patients with CKD should be evaluated to determine the
etiology so that specific therapy, if possible, can be
administered. Co-morbid conditions can be classified into
those that cause the kidney disease (e.g., diabetes and
hypertension), those that cause cardiovascular disease
(which is highly associated with CKD and the major cause
of death in these patients), and those that are unrelated to
CKD (therapy of which will improve patient well-being and
can be integrated into the management of CKD).

Laboratory Assessment of Renal Function
In addition to urinalysis, blood counts, electrolytes, urea
and creatinine, albumin, transaminase, hepatitis serology,
radiological imaging and tests to ascertain the etiology of
the renal disease, periodic measurement of the glomerular
filtration rate is needed. This may be calculated from
validated formulas that do not require 24 hours urine
collection, which may prove difficult for out-patients.

One such formula is the Cockcroft-Gault estimate:

Creatinine clearance =  
(140-age) x body weight

(72 x plasma creatinine)

Where the lean body weight is in kg, age is in years, and
plasma creatinine is in mg/dl. For woman, multiply the
result by a factor of 0.85 to compensate for the lower
average muscle mass.
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Management of Chronic Kidney Disease in General Practice (I)

Proteinuria is often the first evidence of progressive CKD
and is an important tool in early detection of CKD. Urinary
excretion exceeding 150 mg/day is often associated with
renal disease and warrants further evaluation. Heavy
proteinuria usually signifies glomerular disease.

Although 24-hour urine collection for estimation of
proteinuria is usually employed, a newer method involves
extrapolation of 24 hour values from a single, randomly
collected urine sample. Proteinuria is estimated by
calculating the ratio of total urine protein to urine
creatinine (in mg/mg) in a single urine sample. The ratio
approximates 24 hour urine excretion in gm/day/1.73 m2

body surface area. Thus, if the single random urine
speciment has a urine protein of 100 mg/dl (2+dipstick)
and a urine creatinine of 50 mg/dl, proteinuria would be
100/50 = 2 gm/day/1.73m2 BSA. Office machines can read
out the dipsticks results nowadays.

KUB+ ultrasound is a good first-line imaging investigation
in the general practice setting. It can estimate kidney size,
assess the echogenicity of the kidneys, diagnose obstructive
changes, neoplasm, and suspected pyonephrosis, assess
renal blood flow, screen for adult polycystic kidney
disease, guide renal biopsy and cyst aspiration, and pick
up renal stones. Radiation is less and contrast sensitivity is
not a problem.

When to Refer
The National Kidney Foundation Kidney Disease Outcomes
Quality Initiative Clinical Practice Guidelines for CKD
Evaluation, Classification, and Stratification divides CKD
into 5 stages:

Stage Description GFR Action

0 At increased risk >90 (with CKD Screening, CKD risk
risk factors reduction

1 Kidney damage with ≥ 90 Dx & Rx, Rx of comorbid
normal/increased GFR conditions, Slowing

progression, CV risk
reduction

2 Kidney damage with 60-90 Estimating progression
mildly decreased GFR

3 Moderately decreased 30-59 Evaluating and treating
GFR complications

4 Severely decreased 15-29 Preparation for renal
GFR replacement therapy

(dialysis or transplant)

5 Kidney failure <15 (or dialysis) Replacement (if uremia
present)

Early referral does not equate to early initiation of dialysis.
However, late referral is common and accounts for 25 to
50% of dialysis worldwide.

Guidelines for referral include:
1. Creatinine >150 umol/L;
2. Creatinine clearance < 30 ml/minute, earlier referral

should be made if the patient is hypertensive or if
proeinuria > 1 gm/24 hours.

Consequences of late referral include increase in mortality
and morbidity, increase in number of urgent dialysis,
increase duration of hospitalization, increase in initial cost
of treatment, decrease in treatment options and ability to
delay progression to prevent complications and decrease
in pre-emptive transplantation.

Life Style Changes in CKD
Patients with CKD should quit smoking. Smoking worsens
microangiopathy in insulin-dependent diabetes mellitus
resulting in decrease in GFR and worsening of proteinuria.
In chronic glomerulonephritis, smoking results in decline
of renal function faster than non-smokers.

Obesity is an independent predictor for the development
of proteinuria. It correlates with albuminuria and weight
reduction results in reduction of albuminuria.

A high salt intake is associated with hypertension and
worsening of renal function.

Alcohol in moderation (<2 glasses of wine) may be
beneficial. Red wine, in addition, may be cardioprotective.

Nutrition in CKD Patients
The minimal protein requirement in CKD patients is a diet
containing 0.6 gm protein/kg/day equivalent to a 40 gm
protein diet. A 20 gram protein diet has been found to
result in weight loss and poor nutrition. In nephrotic
syndrome, 0.8 gm/kg/day plus adequate calories allow
normal nitrogen balance.

Acidosis impairs muscle and bone metabolism. Giving
bicarbonate to patients improve bone mineralization and
decrease nitrogen excretion.

A low protein diet together with an ACE inhibitor will
decrease urine albuminuria by 63%.

Management of Anemia
Anemia in CKD is primarily due to deficiency of
erythropoietin, which is produced by the kidneys. Other
causes of anemia include blood loss due to haemodialysis,
gastrointestinal blood loss, red cell trauma due to
microvascular disease from diabetes or hypertension, and
increased oxidative stress leading to shortened red cell
survival.

Investigations of anemia in CKD include red cell indices,
reticulocyte count, transferring saturation, serum ferritin
and fecal occult blood.
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Management of Chronic Kidney Disease in General Practice (I)

Human recombinant erythropoietin, a polypeptide hormone,
has revolutionalized the treatment of anemia in CKD and
reduced the requirement for blood transfusion. The drug
can be given subcutaneously of intravenously, the latter
route being used in hemodialysed patients after dialysis.
Subcutaneous erythropoietin can be given twice weekly at
50 IU/kg, dose being titrated at monthly interval based on
hematocrit response. The recent association of aplastic
anemia with subcutaneous erythropoietin has resulted in
the intravenous route being suggested as the sole mode
of administration for one of the preparations. Darbepoetin
alpha, an analogue of human erythropoietin with two
extra carbohydrate side-chains, has a longer duration of
action when compared with both native and recombinant
hormone. It can be used in the subcutaneous route and
the recommend dose is 0.45 ug/kg once weekly with
subsequent t itrat ion based on the hemoglobin
concentration.

The practice guidelines prepared by the national kidney
foundation's dialysis outcomes quality initiative recommend
a target hematocrit of 33-36% or a target hemoglobin of
11-12 gm/dl.

Management of Hypertension in CKD

5% of hypertensive patients have underlying renal disease
and hypertension is present in 90% of patients by the
time end stage renal disease (ESRD) ensues.

Evidence suggests that the majority of hypertensive
patients with acute renal disease demonstrate volume-
dependent hypertension that improves with resolution of
the underlying disease or with salt removal during dialysis.
In some, vasoconstrictor mechanisms contribute to the
increase in blood pressure.

Numerous prospective clinical trials have shown that
excellent blood pressure control slows the progression of
human  rena l  pa renchyma l  d i sea se .  Cu r ren t
recommendations suggest that reduction of blood pressure
to 130/80 should be a minimum goal in patients with
CKD. For diabetic nepthropathy and nondiabetics with
urine excretion >1 gm/day, a slower progression of renal
disease may be attained with a lower blood pressure (i.e.
125/75).

The initial management of renal hypertension requires
dietary sodium restriction to 80-100 mmol/day. Thiazides
are ineffective with a creatinine clearance of <30 ml/
minute. Loop diuretics in a twice daily dosage may be
required for natriuresis. Diuretic should be increased till
the patient is free of edema.

ACE inhibitors and angiotensin receptor blockers exert a
unique renoprotective effect independent of their ability
to lower BP. Provided that there is no hyperkalemia or
angioedema, these agents should be added to salt
restriction and diuretic therapy to achieve blood pressure
control.

Management of Calcium and Phosphorus
Metabolism

Renal osteodystrophy occurs as a result of chronic renal
insufficiency, which is related to increase in PTH secretion
secondary to hyperphosphatemia, hypocalcemia, impaired
renal production of active vitamin D, and skeletal resistance
to calcemic action of PTH.

The symptoms of renal bone disease include nonspecific
bone pain and proximal myopathy.

Treatment includes:
1) Phosphorus control by dietary restriction and phosphate

binders Calcium carbonate is commonly used as a
phosphate binder, but chronic administration may lead
to premature vascular calcification. Currently, non-
calcium-containing phosphate binders as sevelamer
hydrochloride, a drug that lowers total and low-density
lipoprotein cholesterol as well, is gaining popularity.

2) Calcium control by oral supplement and vitamin D
Hypocalcemia in CKD results from hyperphosphatemia,
decreased 1,25-dihydroxyvitamin D, and skeletal
resistance to the calcemic action of PTH. Treatment is
by giving 1-alpha vitamin D3.

3) Suppression of PTH by vitamin D.
4) Parathyroidectomy.
5) Dialysis.

Management of Pruritis in CKD
Uremic pruritis may be associated with secondary
hyperparthyroidism and a high calcium x phosphorus
product. This may respond to appropriate therapy.
Antihistamines constitute the mainstay of treatment for
pruritis. In refractory cases, ultraviolet phototherapy may
be helpful.

Self-Assessment Questions
(Please indicate true or false to the following questions)

1. Aluminium hydroxide is currently recommended for
phosphate binding in renal failure.

2. Calcium carbonate in high dose may result in premature
vascular calcification.

3. ACE inhibitors may result in an initial impairment of
renal function when used to treat hypertension in
CKD.

4. Recurrent blood transfusion is the treament of choice
for anemia in CKD.

5. Darbepoietin alpha may result in aplastic anemia when
given subcutaneously.

6. Darbepoietin alpha may be given as a weekly injection.
7. A daily glass of red wine may be beneficial in CKD.
8. Protein restriction may slow the progression of CKD.
9. Salt restriction is usually required in the treatment of

hypertension in CKD.
10. Sevelamer is used to lower cholesterol in CKD.
11. Patients should be referred to a nephrologist when the

GFR fall to 50ml/minute.
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Answers to June 2004

Clinical Cardiology Series
臨床心臟科個案研究
二零零四年六月份答案

Please indicate true or false to the following statements
with supporting explanation.

1. Maintenance of sinus rhythm is always more important
than rate control.

2. 3 weeks of anticoagulation is the norm prior to electrical
cardioversion.

3. Amiodarone is the best drug for maintenance of sinus
rhythm.

4. Digoxin is the best drug for rate control.

Answers:
1. False. Traditionally, maintenance of sinus rhythm is

regarded as superior to rate control in terms of long term
outcome. However, studies in recent years have shown
that anticoagulation is the most important therapy in
preventing stroke in patients with AF. In patients with

Please answer the questions for each quiz below by returning the completed answer sheet printed on page 13. This exercise will attract 0.5 CME point for participants
completing BOTH quizzes. Answers and explanations will be provided in the next issue.

請回答下列問題並填妥第十三頁之答題紙交回本會秘書處，參加者將可獲持續醫學進修積分點零點五分，請注意，參加者必須同時回答兩個小測驗之問題。至於今期之答案將
刊於下一期《持續醫學進修專訊》之中。

risks factors for stroke (age>75years, history of stroke/
TIA, hypertension, hypertension and heart failure),
anticoagulation is needed for both rhythm and rate
control strategies. Nonetheless, treatment plan should
be individualized. Cardioversion is probably still
indicated, at least once, in patients with newly onset AF.
This is particularly true in situations where AV synchrony
is important, e.g. in patients with congestive heart failure.

2. False. The ACUTE trial had clearly verified the
e q u i v a l e n c e  o f  t h e  T E E  ( t r a n s e s o p h a g e a l
echocardiogram) approach and convent ional
anticoagulation approach before cardioversion. With
the TEE approach, patients without evidence of
thrombus on TEE received cardioversion immediately
under cover with IV heparin without the conventional
3 weeks of anticoagulation therapy. At eight weeks of
follow up, there was no difference in the embolic rates,
deaths, maintenance of sinus rhythm and functional
status. However, it should be noted that all patients in
both groups received anticoagulation for eight weeks
after cardioversion because atrial stunning may persist
for a few weeks after cardioversion.

3. True. In the CTAF (Canadian Trial of Atrial Fibrillation)
and AFFIRM trials (The Atrial Fibrillation Followup
Investigation of Rhythm Management), patients on
amiodarone are more likely (69% and 62%) to stay in
sinus rhythm when compared with other regimes (such as
class I agents). However, the long-term side effects of
amiodarone are a major consideration for its routine use.
On the other hand, the efficacy rate of Sotalol and other
class I drugs are in the range of 23% to 39% only.

4. False. Digoxin is effective in controlling the ventricular
response of AF at rest but not during exercise. A
combination of beta-blocker (such as atenolol 50mg)
with digoxin is the most effective approach with the
combined use of digoxin and diltiazem the next
choice. If rate control failed with appropriate
medications, the next therapy that could be considered
is AV nodal radiofrequency ablation and pacemaker
placement. It has been shown that this technique
preserved exercise tolerance and ejection fraction as
effective as medical therapy and was marginally more
effective in relieving symptoms and improving quality
of life.

References:
1. AFFIRM study. New Engl J Med. 2002;347:825-33.
2. ACUTE trial. New Engl J Med. 2001;344:1411-20.
3. CTAF trial. New Engl J Med. 2000;342:913-20.
4. Farshi et al. Ventricular rate control in chronic atrial fibrillation

during daily activity and programmed exercise. J Am Coll Card
33 ;1999:304-310.

Please indicate true or false to the following statements
with supporting explanation.

1. Erectile dysfunction is associated with risk factors
for cardiovascular disease.

2. Phosphodiesterase-5 inhibitors are contraindicated
in patients taking nitrates.

3. Phosphodiesterase-5 inhibitors are contraindicated
in patients taking anti-hypertensive drugs.

4. Long term use of phosphodiesterase-5 inhibitors
in patients with coronary heart disease is
associated with more myocardial infarction and
deaths.

5. Cardiac assessment is mandatory before starting
phosphodiesterase-5 inhibitors for erectile
dysfunction.

Clinical Cardiology Series

臨床心臟科個案研究

The content of the Office Cardiology Series is provided by:

Dr. Li Siu Lung, Steven
M.B.,B.S.(H.K.), M.R.C.P.(U.K.), F.H.K.A.M., F.H.K.C.P., F.R.C.P.(Glasg.),  F.R.C.P.
(Edin.), Specialist in Cardiology

Dr. Wong Shou Pang, Alexander
F.R.C.P., F.H.K.A.M.(Med.), F.H.K.C.P., Specialist in Cardiology

臨床心臟科個案研究之內容誠蒙李少隆醫生及王壽鵬醫生提供。
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The content of the Dermatology Series is provided by:
 Dr. Chan Loi Yuen and Dr. Tang Yuk Ming, William
Specialists in Dermatology & Venereology

皮膚科病例研究之內容誠蒙陳來源醫生及鄧旭明醫生提供。

A 30 year old Chinese lady presented with skin rash
over her back for five years. The lesion was mildly itchy
and she scratched occasionally. There were no known
precipitating factors. Her general health was good.
Physical examination revealed brownish reticulated patch
over her upper back.

1. What is the clinical diagnosis?

2. What are the clinical differential diagnoses?

3. What is the underlying mechanism of this
dermatosis?

4. How would you confirm the diagnosis?

5. What are the treatments?

Dermatology Series
皮膚科病例研究

topical corticosteroid contained in the over-the-counter
preparation used by the patient.

2. What are the other common causes of the skin
lesions?

The other common causes include rapid weight gain,

accelerated growth and pregnancy. The common factor
is due to an increase in  volume or weight not balanced
by a comparable enlargement of skin surface. This leads
to excessive stretching or distension of skin. Apart from
physiological conditions, striae can also occur in
endocrine disorders such as Cushing syndrome.

3. What are the common sites of involvement seen in
otherwise normal individuals?

The striae occurring in normal individuals are also known
as physiological striae.  They are commonly found on
the buttocks, thighs, back, abdomen, and breasts.

4. What are the main histological features?

In early stage, there is fragmentation of collagen. An
increase of elastic fibres occurs in chronic striae.

5. What are the possible treatments?

The underlying cause/s should be identified and treated.
So far, an effective treatment is still not available.  Topical
tretinoin and laser therapies have been tried with varying
success but further studies are required to document
their efficacy.

A 40 year old gentleman presented with asymptomatic linear
reddish depressions on his right axilla extending to nearby

back, shoulder and arm for six months. There was no similar
lesion elsewhere. He admitted preceding application of over-
the-counter topical drug for "fungal" infection on the right
axilla before occurrence of the skin lesion.  His past health
was good.  There was no recent weight gain.

1. What are these skin lesions and what is the most
likely cause in this patient?

The skin lesions are striae. They are most likely due to

Answers to June 2004
Dermatology Series
皮膚科病例研究
二零零四年六月份答案
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REGISTRATION FORM

I would like to register for “Joint HKMA-HKASLD CME Course in Chronic Hepatitis B Management”.

Please “�“ as appropriate.

HKMA Members CME Participants

The Whole Course HK$120 HK$200

Lecture I 7 September 2004 HK$50 HK$80
Lecture II 22 February 2005 HK$50 HK$80
Lecture III 26 April 2005 HK$50 HK$80

Total

Name:  HKMA Membership or CME No.: 

Tel.: Fax No.: Signature: 

Data collected will be used and processed for the purposes related to the MCHK/HKMA CME Programme only. All registration fees are not refundable or
transferable.

Joint HKMA-HKASLD CME Course in
Chronic Hepatitis B Management

Joint HKMA-HKASLD CME Course in
Chronic Hepatitis B Management

Date : 7 September 2004, 22 February & 26 April 2005 (Tuesdays)
Time : Lunch: 1:00 - 2:00 p.m. Lecture: 2:00 - 3:30 p.m.
Venue : The Ballroom, 2/F, Langham Hotel Hong Kong, 8 Peking Road, Tsim Sha Tsui, Kowloon

Co-organizer : The Hong Kong Association for the Study of Liver Diseases

PROGRAMME

Lecture I

7 September 2004 (Tuesday)

Part I: Diagnosis & Monitoring of Chronic Hepatitis B Part II: Case Presentation

Dr. Hui Yui, Alex Dr. Hsu Yau Que
M.B., B.Chir., M.R.C.P.(U.K.), F.H.K.C.P., F.H.K.A.M.(Medicine) M.B.,B.S., F.R.C.P.(Edin.), F.H.K.C.P., F.H.K.A.M.(Medicine)
Division of Gastroenterology and Hepatology
Department of Medicine and Therapeutics
Prince of Wales Hospital, The Chinese University of Hong Kong

Lecture II

22 February 2005 (Tuesday)

Part I: HBeAg+ & HBeAg- Chronic Hepatitis B – How to treat? Part II: Case Presentation

Dr. Yuen Man Fung Dr. Hui Wai Mo
M.B.,B.S., M.R.C.P.(U.K.), F.H.K.C.P., F.H.K.A.M.(Medicine), M.D. M.B.,B.S., M.D., M.R.C.P.(U.K.), F.R.C.P.(Edin.), F.A.C.G.
Honorary Associate Professor, Department of Medicine
The University of Hong Kong

Lecture III

26 April 2005 (Tuesday)

Part I: Chronic Hepatitis B Management Guideline – An Update Part II: Case Presentation

Dr. Nancy Leung Dr. Yee Yuk Kei
B.Sc., M.B.,B.S., M.Sc., M.D., F.R.C.P.(Edin.), F.R.C.P.(Lon.), F.H.K.A.M. M.B.,B.S., M.R.C.P.(U.K.), F.H.K.C.P.,
(Medicine), F.H.K.C.P. F.H.K.A.M.(Medicine), F.R.C.P.(Edin.), M.Med.Sc.(H.K.)
Consultant Physician, Alice Ho Miu Ling Nethersole Hospital M.Sc.(Health & Hosp. Mgt.)(Birm.)
Adjunct Associate Professor, The Chinese University of Hong Kong

A Certificate of Attendance will be presented to those who have attended all THREE lectures of the Course. Participants can enjoy 20%
discount off for registering for the whole course. 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. The Course will carry X CME points under the MCHK/HKMA CME Programme. Accreditation from other colleges is pending. For
enquiries, please contact the Secretariat of the HKMA at 2527 8285.

Please register for participation. First come, first served. This Course is sponsored by GlaxoSmithKline.
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I would like to register for the following CME lecture(s):
本人欲報名參加以下講課：

Please “�” as appropriate. 請在適用處加上「�」號

HKMA Members CME Participants
HK$50 HK$80

Structured CME with HKS&H
19 August 2004 : ENT in General Practice

I enclose herewith a cheque of
現隨表格付上支票一張作為講課之報名費用 HK$港幣  

Name 姓名: Tel No. 電話: Fax No. 傳真: 

HKMA Membership No. 會員編號
or HKMA CME No. 或進修號碼: Signature 簽名: 

Data collected will be used and processed for the purposes related to the MCHK/HKMA CME Programme only. All registration fees are not refundable or transferable.
個人資料將用於有關香港醫學會持續醫學進修計劃之事宜。所有報名費用將不給予退還或轉授予其他會員。

CME Event 講課簡介 Venue & Time 地點及時間

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. Each lecture will carry 1 CME point under the MCHK/HKMA CME Programme (unless otherwise stated).
Accreditation from other colleges is pending. (The Secretariat fax no.: 2865 0943)

報名方法： 請填妥表格連同支票寄交香港灣仔軒尼詩道十五號溫莎公爵社會服務大廈五樓，支票抬頭請書明支付「香港醫學會」。參加
者可獲醫務委員會/香港醫學會持續醫學進修計劃積分一分（除特別註明外）。其他專科學院之學分尚在申請中。（秘書處傳
真號碼:2865 0943）

Please register for participation.  First come, first served.  名額有限  請早登記

19 August 2004 (Thursday)
HKMA Structured CME Programme with HKS&H - ENT in General Practice

Dr. Yip Po Tin, William
Honorary Consultant in Otorhinolaryngology
M.B.,B.S.(H.K.), F.R.C.S.(G.), F.H.K.C.O.R.L., Specialist in Otorhinolaryngology

This symposium is co-organized with Hong Kong Sanatorium & Hospital.

The HKMA Dr. Li Shu Pui Professional
Education Centre
2/F, Chinese Club Building
21-22 Connaught Road Central, HK
Lecture: 2:00 - 3:00 p.m.
(Light lunch: 1:15 p.m.)

香港中環干諾道中二十一至二十二號華商會
所大廈二樓
香港醫學會李樹培醫生專業教育中心會
講課：下午二時至三時正
[茶點於下午一時十五分開始]
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The Hong Kong Medical Association Kwong Wah Hospital

Registration: Please fill in and return the Registration Form on p. 9 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.
Each lecture will carry 3 CME points under the MCHK/HKMA CME Programme.

報名方法： 請填妥第九頁之表格連同支票寄交香港灣仔軒尼詩道十五號溫莎公爵社會服務大廈五樓, 支票抬頭請書明支付「香港
醫學會」。參加者可獲醫務委員會/香港醫學會持續醫學進修計劃積分三分。

• Venue : Lecture Theatre, 10/F, Yu Chun Keung

Memorial Medical Centre, KWH

• Date : April 2004 to March 2005

• Time : 2:00 – 5:00 pm

• Fee : HK$50 per lecture for HKMA members

HK$80 per lecture for CME Participants

S I N C E  1 8 7 0

Lecture Date Topic

IV 25 Jul 2004 Cardiology
1. Management of Cardiac Arrhythmia

Dr. Lam Tse Fun, Cathy
Specialist in Cardiology, Dept of M&G, KWH

2. Interpretation of Echocardiogram of Common Cardiac Disease
Dr. Tam Chi Ming
Specialist in Cardiology Dept of M&G, KWH

V 22 Aug 2004 Rheumatology & Rehabilitation
1. Management of RA - An Update

Dr. Yip Man Lung
Specialist in Geriatric Medicine, Dept of M&G, KWH

2. Cardiac Rehabilitation – Who, How and What?
Dr. Miu Ka Ying
SMO, Dept of M&G, KWH

VI 26 Sept 2004 Endocrinology and DM

VII 24 Oct 2004 Renal Medicine

VIII 28 Nov 2004 Stroke and Geriatrics

IX 19 Dec 2004 Psychiatry

X 23 Jan 2005 Paediatrics

XI 27 Feb 2005 Traditional Chinese Medicine

XII 27 Mar 2005 General Surgery & Orthopaedics

‧ 地點 ： 廣華醫院余振強紀念中心十樓演講廳

‧ 日期 ： 二零零四年四月至二零零五年三月

‧ 時間 ： 下午二時至五時

‧ 報名費用 ： 醫學會會員－每課堂港幣五十元正

持續進修參加者－每課堂港幣八十元正

Light snacks and lecture notes will be provided. 敬備茶點及講義

CME Programme at Kwong Wah Hospital
香港醫學會－廣華醫院分科進修課程
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Lecture Date Topic
V 8 Aug 2004 Obstetrics & Gynaecology

1. The Problem of No Problems
Dr. Chan Yuk May, May
Consultant, Dept of O&G, QEH

2. Management of Infertile Couple
Dr. Chow Mei Sin
SMO, Dept of O&G, QEH

X-Ray
3. Radiology Review for General Practitioners

Dr. Lai Kwok Chung
MO, Dept of Radiology & Imaging, QEH

VI 12 Sep 2004 Orthopaedics
1. Cervical Spine Disorders

Dr. Li Ka Kin
Associate Consultant, Dept of O&T, QEH

2. Common Foot & Ankle Problems
Dr. Man Shui Wah
MO, Dept of O&T, QEH

VII 10 Oct 2004 Surgery & Neurosurgery

VIII 14 Nov 2004 Psychiatry

IX 12 Dec 2004 Emergency Medicine & Anaesthesia

The Hong Kong Medical Association Queen Elizabeth Hospital

HKMA Structured CME Programme at QEH/KWH – Registration Form
香港醫學會分科進修課程報名表格

‧Venue : Lecture Theatre, G/F, Block M, QEH
‧Date : April 2004 to March 2005
‧Time : 2:00 – 5:00 pm
‧Fee : HK$50 per lecture for HKMA members

HK$80 per lecture for CME Participants

‧地點 ： 伊利沙伯醫院M座地下演講廳
‧日期 ： 二零零四年四月至二零零五年三月
‧時間 ： 下午二時至五時
‧報名費用 ： 醫學會會員－每課堂港幣五十元正

持續進修參加者－每課堂港幣八十元正

Light snacks and lecture notes will be provided.   敬備茶點及講義
First come, first served. 名額有限請早登記

I enclose herewith a cheque of
現隨表格付上支票一張作為講課之報名費用：HK$港幣

Name 姓名: Tel No. 電話: Fax No. 傳真: 

HKMA Membership No. 會員編號
or HKMA CME No. 或進修號碼： Signature 簽名: 
Data collected will be used and processed for the purposes related to the MCHK/HKMA CME Programme only. All registration fees are not refundable or transferable.
個人資料將用於有關香港醫學會持續醫學進修計劃之事宜。所有報名費用將不給予退還或轉授予其他會員。

Please “� ” as appropriate 請在適用處加上「�」 號

I would like to register for the following lecture(s):
本人欲參加下列講課：

CME Programme at Queen Elizabeth

Hospital
香港醫學會－伊利沙伯醫院分科進修課程

HKMA Members CME Participants
(Non-HKMA members):

香港醫學會會員 持續進修參加者
（非香港醫學會會員）

HK$50 HK$80
港幣五十元正 港幣八十元正

KWH
25 Jul 2004: Cardiology
22 Aug 2004: Rheumatology & Rehabilitation

QEH 8 Aug 2004: Obstetrics & Gynaecology & X-Ray
12 Sep 2004: Orthopaedics
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NotesLecture
講課重溫

Continuing Medical Education
 (CME) Committee
持續醫學進修委員會

Dr. Li Siu Lung, Steven 李少隆醫生（聯席主席）
 (Co-Chairman)
Dr. Shih Tai Cho, Louis 史泰祖醫生（聯席主席）
(Co-Chairman)

Dr. Chan Yee Shing, Alvin 陳以誠醫生
Dr. Cheng Chor Ho, Alvin 鄭楚豪醫生
Dr. Choi Kin, Gabriel 蔡　堅醫生
Dr. Chow Pak Chin 周伯展醫生
Dr. David Anderson 安德舜醫生
Dr. Ho Chung Ping 何仲平醫生
Dr. Ho Hung Kwong, Duncan 何鴻光醫生
Dr. Kwan Ka Mei, Betty 關嘉美醫生
Dr. Lam Tzit Yuen, David 林哲玄醫生
Dr. Lee Kin Hung 李健鴻醫生
Dr. Leung Chi Chiu 梁子超醫生
Dr. Li Sum Wo 李深和醫生
Dr. Liu Shao Haei 劉少懷醫生
Dr. Lo Wing Lok 勞永樂醫生
Dr. Lo Chung Yau 盧寵猷醫生
Dr. Mok Shu Kam, Tony 莫樹錦醫生
Prof. Sham Shun Tong, Jonathan 岑信棠教授
Dr. Wong Shou Pang, Alexander 王壽鵬醫生

Dr. Yeung Chiu Fat, Henry 楊超發醫生

CME Accreditation Sub-Committee
持續醫學進修評審委員會

Prof. Young Tse Tse, Rosie 楊紫芝教授（主席）
(Chairperson)

Dr. Chow Pak Chin 周伯展醫生
Dr. Foo Kam So, Stephen 傅鑑蘇醫生
Dr. Law Chi Lim, Robert 羅致廉醫生
Dr. Lee Kin Hung 李健鴻醫生
Dr. Li Siu Lung, Steven 李少隆醫生

CME Organizing Sub-Committee
持續醫學進修策劃委員會

Dr. Shih Tai Cho, Louis 史泰祖醫生（主席）
(Chairman)

Dr. Au Yiu Kai 歐耀佳醫生
Dr. Cheng Chor Ho, Alvin 鄭楚豪醫生
Dr. Cheng Ngok 鄭　岳醫生
Dr. Ching Cheuk Tuen, Regina 程卓端醫生
Dr. Choi Kin, Gabriel 蔡　堅醫生
Dr. Kwan Ka Mei, Betty 關嘉美醫生
Dr. Law Chi Lim, Robert 李少隆醫生
Dr. Li Sum Wo 李深和醫生
Dr. Tang Kuen Yan, Alfred 鄧權恩醫生
Dr. Wong Cheuk Fai 黃焯輝醫生

Dr. Wong Cho Yiu, Peter 王祖耀醫生

Panel on CME Bulletin

Dr. Choi Kin, Gabriel 蔡堅醫生（統籌）
(Co-ordinator)

Dr. Kan Chi Leung 簡志亮醫生
Dr. Leung Koon Chit, Lawrence 梁貫哲醫生
Dr. Li Sum Wo 李深和醫生

PLASMA EBV DNA AS A MARKER OF
NASOPHARYNGEAL CARCINOMA

14 January 2003 at Great Eagle Hotel

Prof. Lo Yuk Ming, Dennis
Professor, Department of Chemical Pathology
The Chinese University of Hong Kong

The recent interest in circulating tumour-derived DNA in the plasma of human subjects
has given us new opportunities for the detection and monitoring of malignant diseases.
In 1999, our group has demonstrated the presence of easily detectable and quantifiable
amounts of Epstein-Barr virus (EBV) DNA in the plasma/serum of patients with
nasopharyngeal carcinoma (NPC). We have shown that the measurement of circulating
EBV DNA represents a powerful and an independent prognostic tool for this disease,
both before and following treatment. Furthermore, serial monitoring of circulating EBV
DNA concentrations has offered a useful strategy for the early detection of clinical
recurrence and progression. Very recently, our group has focused on the molecular
characterization of such circulating EBV DNA. Our preliminary results indicate that such
EBV DNA molecules are fragments of DNA, instead of being present in intact virions.
These latter results have implications in our understanding of the molecular mechanisms

which have resulted in the release of circulating nucleic acids into the circulation.
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NotesLecture
講課重溫
for July 2004Answer

Sheet 二零零四年七月號答題紙

Please return completed answer sheet to the HKMA Secretariat on or before 16 August 2004 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 (II). (Fax: 2865 0943)

請回答所有問題，並於二零零四年八月十六日前將答題紙傳真或寄回至香港醫學會。參加者將可獲持續醫學進修積分點─每月自修系列：一分；「專科個案剖
析」系列：零點五分。（傳真號碼: 2865 0943）

姓名
Name: 

香港醫學會會員編號
或持續進修編號
HKMA Membership No.
or HKMA CME No.: 

香港身份證號碼
HKID No.:

簽名
Signature: 

聯絡電話
Contact Tel. No.: 

X X ( X )

ANSWERS TO JUNE 2004 ISSUE
香港醫學會持續醫學進修計劃
每月自修資料二零零四年六月號答案

(I) Management of Chronic Kidney Disease in General Practice (I)

(Please indicate “T” or “F” in each box.)

Update on Dementia

1. T 6. F

2. T 7. T

3. T 8. T

4. T 9. T

5. T 10. T

(II)  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.

(B) Dermatology Series

1.

2.

3.

4.

5.

1 2 3 4 5 6 7 8 9 10 11






