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MESSAGE

Dr.William Ho

Medical Superintendent

The New Normal of Private Hospital Care

These days we hear a lot about the New Normal in China, referring to its slowed economy that should now be
taken as the norm in years to come. It certainly seems to be the case also across much of the world including
Hong Kong. Inevitably, it will affect our private sector.

Indeed, there had been much discussion concerning changing times and operating environment in recent
meetings of the Hong Kong Private Hospitals Association. A number of big changes are coming besides the
economy.

In terms of capacity, there will be huge expansion of private hospital bed numbers within these few years, in
the form of expansion projects including our own, and two new big players. The latter are also likely to
influence the rules of the game by virtue of their agreements with government on such things as package
pricing. Understandably, agreed pricing (and associated with it the standardization of fees and consumables)
is easier achieved with in-house Resident doctors or contracted doctor groups. To what extent this
development may affect solo visiting doctors is yet to see.

Then there will be tightening in the regulatory environment, both mandatory and voluntary. The government
has completed its consultation and is about to announce new measures to regulate private healthcare facilities.
As for voluntary accreditation, all of us who underwent ACHS surveys also know about the vast amount of
controls that have to be put in place, not always to the liking of the doctors.

One aspect that is going to attract public attention is that of price transparency that the government is
planning to enforce. Mandatory price estimates, transparency on actual bill sizes, and package pricing will
likely become part of the New Normal.

Government’s plan to launch the Voluntary Health Insurance Scheme is bringing a new dimension to the
ecological change that will impact insurers, provider organizations, and practitioners. Besides possible impact
of linking reimbursement to package pricing, hospital admissions for endoscopy and other investigations may
be significantly reduced if insurance schemes favor lower cost providers in the community setting.

The government draws extensive references to Singapore in its consultation documents. | visited some
hospitals in Singapore last month and witnessed how they have surpassed us in many respects, compared with
a decade ago. While private hospitals and doctors are facing intensified competition within Hong Kong, the
whole of our society may be facing even tougher challenges in our international competitiveness. Now is the
time for a strategic rethink on the mode of operation in our private hospitals, so as to continue add value to our
clients as well as for the long term development of our health care system.
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Dr. Lo Chi Hung

Specialist in Neurology
5t. Paul's Hospital

2 Unusual Cases of Myelitis

Case 1

A 52 year-old woman presented with 6-month history of intermittent bilateral upper limb numbness with
exacerbation of symptoms for a few days prior to consultation. She denied any neck pain / neck injury. There
was no associated sphincter disturbance. She got married and denied any history of sexually transmitted
disease (STD). Physical examination was unremarkable. There was no nuchal rigidity. Tendon jerks were normal.
No sign of cervical myelopathy was noted clinically. Gait was normal and was not spastic. Romberg test was
negative.

She underwent neuoimaging studies with MRI Cervical Spine performed, which showed increased T2 signal
noted at the C6/7 to C7/T1 level of spinal cord, more over the left side. Contrast enhancement was noted (Fig. 1
& 2). Lumbar puncture (LP) was performed and revealed cerebrospinal fluid (CSF) pleocytosis (Red blood cells
273/uL, total leukocytes 25/ul, 93% mononuclear cells). Serum rapid plasma regain (RPR) turned out to be
REACTIVE (1:16). Confirmatory test with serum Treponema pallidum (EIA) turned out to be POSITIVE.
Subsequent CSF VDRL came back to be reactive (1:2). Serum HIV antigen / antibody test was negative.

The diagnosis of neurosyphilis with myelitis was confirmed. Patient was referred to public hospital for
continuity of care upon her request.

Case2

A 38 year-old man with history of presumed idiopathic thoracic scoliosis was admitted for acute retention of
urine after taking cough mixture for upper respiratory tract infection. A urinary catheter was inserted on
admission. He had low-grade fever (38.1 °C) on admission. Complete blood count (CBC) revealed total white cell
count (WBC) of 7.0 K/uL. Urine WBC was negative.

He developed bilateral lower limb weakness on the next day after admission. Clinically he had acute flaccid
paraparesis with bilateral up-going plantar response. Sensory level was detected at T11 level. There was no
associated relative afferent papillary defect (RAPD), sustained nystagmus or cerebellar sign detected. No
meningismus was noted clinically.

Neuroimaging with MRI Brain and whole spine confirmed a T2 hyperintense intra-axial lesion about 10.4mm at
the splenium of corpus callosum. There was complete longitudinally extensive intramedullary T2 hyperintense
signal from C6 level down to conus medullaris without significant contrast enhancement and can involve more
than 50% of the cross-sectional area of the spinal cord (Fig. 3 - 6). 03
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LP was performed and obtained slightly turbid CSF. Opening pressure was measured to be 16 cm H20 (normal).
CSF leukocytosis was noted with WBC 180 /uL (99% mononuclear cells). CSF Protein was raised up to
1,019mg/L. Microbiological investigations of CSF were all negative. CSF oligoclonal band was NEGATIVE.
Extensive immunological, microbiological and metabolic investigations (including serum NMO-IgG, anti-SSA /
anti-SSB antibodies and HIV screening) were all negative. The diagnosis of longitudinally extensive transverse
myelitis (LETM), either due to seronegative neuromyelitis optica (NMO) or acute disseminated
encephalomyelitis (ADEM) was made.

Pulse steroid therapy was started right after LP. Unfortunately the disease progressed and patient developed
complete paraplegia despite the use of pulse steroid. Plasma exchange (PLEX) as 2nd line therapy for acute
transverse myelitis was commenced. The response to PLEX was dramatic and patient was able to move his toes
right after 1st session of PLEX. Mobility improved gradually with treatment. Follow-up LP in 1 month after onset
of symptoms showed normalization of CSF WBC and protein level. Patient was able to walk unaided by about 3
months after symptom onset. Follow-up contrast MRI Brain + whole spine showed complete resolution of cord
and brain lesions.

Discussion

Pathologically myelitis refers to inflammation of spinal cord. The diagnosis and management of myelitis is always
challenging due to diversity of etiologies. A prompt diagnosis with meticulous search for the underlying cause
through extensive investigations within a short period of time is almost always inevitable, especially when the
patient’s condition deteriorates rapidly. For presumed idiopathic transverse myelitis (TM) or TM due to
autoimmune causes, pulse steroid is the mainstay of treatment. Second line therapy with PLEX should be
considered early in the course of disease if patient failed to response to pulse steroid. For patients with significant
deficits, waiting until glucocorticoid treatments to be completed before commencement of PLEX is not

necessary. Clinical judgment must be used and some patients may benefit from earlier intervention with PLEX.
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MALDI-TOF in Clinical Microbiology

MALDI-TOF (Matrix-Assisted Laser =

Desorption lonization Time of Flight) _ L!’

Mass Spectrometry was developed in ’ —

1980's by a group of scientists from @ Lis

Germany and Japan. This technology is I ? -

recently applied to bacterial identification “ w '—-'"l i

in microbiology laboratories. The benefit o “

of the technology is evidenced by the fact Seseie VITEK 2

that the microbiology community is

eagerly placing MALDI-TOF instruments \

in their laboratories. B—— E
BacT/ALERT 3D

VITEK MS™ plus instrument is the only

FDA-approved mass spectrometer for both Gram-positive and Gram-negative bacteria identification in the
market(1). The underlying principle is that each bacterial strain has its unique protein fingerprint. This is used
to match the acquired protein profile in the VITEK MS™ database which has more than 1400 species including
yeasts and molds(3). Compared to the conventional bacterial identification methodology e.g. biochemical
methods, the VITEK MS™ is reliable and accurate for routine microbial identification(2). The bacterial ID can be
given within a day once the bacterial colony was grown. Only one single pure isolated bacterial colony is good
enough for identification.

The Department of Pathology of St. Paul’s Hospital has its first VITEK MS™ plus (MALDI-TOF Mass Spectrometer
offered by bioMérieux Inc.) installed in February 2015. There is a significant improvement in reducing our
turnaround time especially for those organisms know to be difficult to classify. The identification is down to
species level and this greatly improves clinical patient care with timely antibiotic therapy(4).

Streptococcus anginous ; ;
Streptococcus constellatus Fhegelclamagna
New report Enterococcus faecalis (etc) ; ; Parvimonas micra
Streptococcus intermedius o .
. Peptoniphilus species
Streptococcus anginosus
Previous report Enterococcuus species Streptococcus milleri group | Anaerobic Gram-positive cocci

Our current microbiology reports give full identification name of the bacteria instead of just reporting the
bacterial group or species previously. This hopefully can help our doctors to choose the most appropriate
antibiotics to treat the infection.

We will keep our database of the VITEK MS system up to date and continue to improve on our microbiology
services.

References:

1. Adam Bonislaesi. BioMerieux's Vitek MS wins FDA Clearance as Firm Battles Bruker in US Clinical Microbiology Market, Available on:
https://www.genomeweb.com/proteomics/biomerieuxs-vitek-ms-wins-fda-clearance-firm-battles-bruker-us-clinical-microbio

2. Damien Dubois. Marion Grare, Marie-Francoise Prere . Performances of the Vitek MS Matrix-Assisted Laser Desorption ionization-Time of flight
mass spectrometry system for Rapid Identification of bacteria in routine clinical microbiology. Available on website:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3421507/

3. Mahe P. Arsac M. Chatellier S. Monnin V. Automatic identificationof mixed bacterial species fingerprints in a MALDI-TOF mass-spectrum. Available
on website: http://www.ncbi.nlm.nih.gov/pubmed/24443381

4. Anderson Fernandes Santos. Rodrigo Gayo, Lygia Schandert, Ana Vristina Gales. Evaluation of Maldi-Tof MS in the microviology laboratory
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St Paul's Hospital Antibiogram

St Paul's Hospital (Pathology Department)
Antibiotics Resistance Pattern of Bacteria Isolated in 2014"
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Organisms (no. of isolates) ElE|8|2|8|8|8|s|E|8|8|8|s|a|E|2|B|&[5|8[2|5|8
Ent spp. (174) 5 29° 32 0ofo
|[Escherichia coli (917) 73 | 44 31 29|28| 2 |30 3410 0 44
Haemophilus influenzae (82) 60 | 29 32 10 1 5 45
Klebsiella pneumoniae (230) 100] 33 30 27| 27 |04 | 14 21| 0 0 27
Proteus mirabilis (64) 38 [ 16 0o |3 8] o 0 41
Pseud 1as aerugi (131) 2 5 12 14 13 | 26 19
[Staphylococcus aureus (358) 29| 29 29 0 37137131 0 o]o
Istanolrophomonas maltophilia (24) as 4
ISaImonalla spp. (96) 40 4 41 7

a Interpreted acording to CLSI 2014 (Clinical & Laboratory Standards Institute)
b MNonsusceptible include both intermediate and resistant
¢ High level aminoglycosides was used

indicated 10% or more increase in resistant rate compared to 2013 figures
" indicated 10% or more reduction in resistant rate compared to 2013 figures
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Serotonin

Syndrome

SPH Pharmacy Department

A case that should not be too soon forgotten:’

Libby Zion was an 18-year-old freshman at Bennington
College in Vermont. Libby was recently prescribed
phenelzine, a monoamine oxidase inhibitor, for
depression. During this time she had also received other
prescriptions, including imipramine, flurazepam,
diazepam, tetracycline and doxycycline. In late
February, she had a dental extraction and Percodan
(aspirin+oxycodone) was added to her growing list of
medications.

On Thursday, March 15, 1984, she began to suffer from
what she believed to be a cold. She visited her
pediatrician and was prescribed erythromycin and
chlorpheniramine. On Friday, Libby left work early
because she suffered from worsening “flu-like”
symptoms. On Sunday her temperature was at 102°F;
the pediatrician was consulted by phone and he advised
continuing the course of antibiotics. At approximately

10pm that night, Libby’s condition had taken a turn for
the worse. She was found to have flushed skin, dilated
pupils and roving eye movements so her family rushed
her to the emergency department.

Libby arrived at the New York Hospital emergency
department at 11:30pm on March 4th. On her initial
assessment she was noted to be writhing and agitated
but able to convey her history. She was noted to be
febrile at 103.5°F and also to have a right hyperemic
tympanic membrane, a soft murmur and petechiae on
her right thigh. The chest film was normal and her
hematology panel was notable for an elevated white
blood cell count of 18,000/mm3. The resident in the
emergency room administered intravenous fluids and
obtained blood cultures. Libby was given
acetaminophen and admitted to the hospital’s medical
service at 2:00 am. She was then examined separately
by both an intern and a resident, who made a



provisional diagnosis of “viral syndrome with hysterical
symptoms”  Additional cultures were ordered,
antibiotics and phenelzine were withheld. At 3:30am,
Libby received an intramuscular injection of 25mg of
pethidine for agitation and shivering. Between 3:30am
and 4:30am, her agitation increased, she was noted to
be confused and she began to thrash around in bed.
Physical restraints, in addition to 1mg of haloperidol,
were administered and finally she began to settle.
Unfortunately, her agitation returned shortly thereafter
and her temperature began to climb even higher. It was
last recorded at 107°F. Despite cooling measures, she
deteriorated, finally suffering a respiratory and cardiac
arrest at 6:30am from which she could not be revived.

- Obtained from
http://epmonthly.com/article/serotonin-syndrome-and
-the-libby-zion-affair/

This infamous case was probably more remembered
for its legislative regulation on hospital residents’
work hours than as a hallmark case for illustrating the
lethality of serotonin syndrome, which was not as
well-known at that time. The term serotonin
syndrome (SS) is often said to be a misnomer as it is
not idiosyncratic like neuroleptic malignant
syndrome (NMS), but rather is a predictable toxic
state that is correlated with excessive serotonergic
activity in the central nervous system.23 SS is
attributed to the hyper-stimulation of serotonergic
receptors usually involving a dose increase of a
serotonergic drug or, more commonly, involving
combination with more than one serotonergic
agents.1-46

The diagnosis of SS can be difficult as there are no
specific laboratory findings but relies solely on
clinical assessment (physical and neurological) and a
thorough medication history evaluation.*# To make
the diagnosis even more challenging, there are
various differential diagnosis for SS: NMS, sepsis,
dystonia, encephalitis, tetanus, anticholinergic
toxicity, thyroid storm, and withdrawal of
antidepressant agents.24® The presentation of SS
usually involves a triad of altered mental status,

autonomic hyperactivity, and neuromuscular effects
(see Table 1 for common clinical features).1->
Although the presentation can vary greatly and the
condition can progress rapidly, the most
distinguishing clinical features for SS
hyperreflexia and symmetrical clonus.3

are

Although overly under-reported, the incidence and
reporting rates of SS are on the raise. This trend may
partly be due to the greater awareness for SS and it
may also be due to the increased number and usage
of serotonergic agents on the market.236 Of the
various serotonergic agents, selective serotonin
reuptake inhibitors (SSRIs) are the most notorious for
causing SS, yet many practitioners are not aware of
other problematic drug groups associated this
condition (see Table 2 for examples).!® The chance
and severity of SS are amplified with combinations of
agents possessing different mechanisms of action in
enhancing serotonin levels.24 There have been local
reports of serotonin toxicity with the use of tramadol,
dextromethorphan, and metoclopramide.” Other
commonly described cases in the literature often
involve patients on antidepressants who are then
given tramadol or other opioids for incidental or
post-surgical pain management and patients
switching antidepressant agents without an
adequate washout period.

Table 1 Clinical features of SS 3

Clinical features of serotonin syndrome

Cognitive Confusion, agitation, hypomania,
hyperactivity, restlessness
Autonomic Hyperthermia, sweating,

tachycardia, hypertension,

mydriasis, flushing, shivering
Neuromuscular Clonus (spontaneous/inducible
/ocular), hyperreflexia, hypertonia,
ataxia, tremor

Hypertonia and clonus are always symmetrical and are
often much more dramatic in the lower limbs

07



/“n

(
v

08

‘i"ﬁ wl

N\
} HOSPITAL

Table 2: Examples of medications that can increase
serotonin levels 16

Mechanism Drug Group and examples

Serotonin precursor L-Tryptophan

SSRIs (paroxetine, fluvoxamine,
sertraline, citalopram)

SNRIs (venlafaxine,
desvenlafaxine, duloxetine)

TCAs (amitriptyline, nortrptyline,

Inhibit serotonin 7
doxepin)

reuptake
Serotonin modulators (trazodone)

5-HT3 receptor antagonists
(ondansetron, granisetron,
palonosetron)

Tramadol

Dextromethorphan

Opioids (pethidine, fentanyl,
buprenorphine, oxycodone)

Triptans (sumatriptan, rizatriptan,
Serotonin agonist zolmitriptans)
Buspirone

Levodopa

Lysergic acid diethylamide (LSD)

MAQ inhibitors (isocarboxazid,
phenelzine, moclobemide,
selegiline)

Inhibit serotonin
metabolism

Linezolid

St. John's Wort
Lithium
Others Amphetamines (dextromethorphan)

Cocaine

Chlorpheniramine

So what?

Generally, SS is a self-limiting condition and most
mild to moderate cases will improve in 2 to 3 days
after cessation of the precipitating agents24
However, in severe cases, the patient may develop
hyperthermia, rhabdomyolysis, acute renal failure,
disseminated intravascular coagulation, respiratory
distress syndrome, or seizure and require intensive
care monitoring.23 Like in Libby’s case, it is believed
that awareness and earlier recognition of SS would
have allowed for better medical support and avoided

the drug-drug interaction between phenelzine and
pethidine.1.68

The utmost important steps in treating SS and
improving mortality are quick recognition of this
possible condition and prompt cessation of
offending drugs. Supportive care is the mainstay in
managing the condition while in moderate to severe

cases, the wuse of serotonin antagonists is
considered.236 Of the serotonin antagonists,
cyproheptadine probably carries the most

supporting data in treating 5536 Other drugs that
have been tried include chlorpromazine,
methysergide, and propranolol, but these agents
may have more adverse effects and
contraindications.236 To reiterate, pharmacotherapy
vigilance and prevention are key. Healthcare
professionals should keep watch for SS and adhere to
the recommendations regarding the washout
periods of certain serotonergic agents and be
up-to-date about possible drug-drug interactions.
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CME/CPD/CNE Programme 2016
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St. Paul’s Hospital
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Speakers: Dr. Karen Kar Loen CHAN
Clinical Associate Professor, The Department of Obstetrics and Gynaecology, The University of Hong Kong

Chairman: To be confirm
Date: 19 January 2016 (Tuesday)
Time: 7:00 pm—7:30 pm Reception (light refreshment provided)
7:30 pm - 8:50 pm “Prevention of HPV associated Cancers and Genital Warts by HPV Vaccination”
by Dr. Karen Kar Loen CHAN
8:50 pm-9:00 pm Q & A Session
Venue: Conference Room, 2/F, St. Paul’s Convent

(Entrance via St. Paul's Hospital, No.2, Eastern Hospital Road, Causeway Bay)

Registration & Enquiry:
(First-come-first-serve)

Contact Person: Ms. Merrillin Leung
Tel: 2830 8857, Fax: 2837 5271,
E-mail: sph.sdd@mail.stpaul.org.hk

CME / CPD/ CNE Accreditation for all Colleges (Pending approval)
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This publication is primarily intended for the perusal of staff and visiting doctors of 5t. Paul's Hospital for general information and referencd only. All information is not guaranteed or warranted to be
absolutely accurate. St. Paul's Hospital'sshall not be liable for any losses incurred or damages suffered by any person as a result of the use of the information of this publication, or any actual or alleged
infringement of copyright or other intellectual property rights. Reproduction, in whole or in part, is not permitted without the writted approval from the Hospital Management. For comment, advice or
contribution, please contact Mr. Higgins Yuen by e-mail at higgins.yuen@stpaul.org.hk
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