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MESSAGE

Year of the Rooster! With our long-awaited Block
B development project nearing completion, | also
look forward to a smooth commencement of
operation in the new facilities by the Easter
holidays. To our staff and visiting doctors alike, the
most welcome improvements should certainly be
many more lifts and escalators to travel across
floors, an underground car park, new equipment,
and much more spacious ward and operating
theatre environments.

Looking back over the past year, it may appear
rather uneventful at the surface. Hospital
operations remained steady. Hospital incidents
stayed low and not serious (touch wood).  From
the outside, our new Block B building seemed to
have been completed even at the beginning of
year. The ACHS surveyors' visit was relatively
smooth sailing.

In actual fact, we worked very hard to achieve
closure of 39 out of the hefty 40 recommendations
from the last ACHS organization-wide survey. We
endeavored to improve patient satisfaction and
reduce risks. As a result we see notable drop in
complaints and incidents; reduction in MRSA
transmission, fall incidents and injury-on-duty
rates; and improvement in hand hygiene
compliance. We are very proud to have almost
completed the transition to a new HIS (Hospital
Information System) environment for both
inpatients and out patients within a relatively short
time span. While small glitches are unavoidable,
there has been no major hiccups like what we
experienced in 2010 when our first IT system was
launched.

FROM THE MEDICAL SUPERINTENDENT

Dr.William Ho

Medical Superintendent

As for Block B, 90% of the work actually is behind the
glass and concrete. Hospitals are among the most
complex of buildings by virtue of the requirements for
ventilation, infection control, pressure gradients, vertical
and horizontal transport, radiation protection, dangerous
chemicals and gases, super-reliable power supply,
installation of major equipment ... and the list goes on.
Add to this the myriad of statutory requirements that also
seem to be changing all the time, it is daunting to say the
least. But we are approaching our destination.

Perhaps the most novel happening last year was new
government requirements on price transparency,
including budget estimates for elective operations. This
was uncharted water, and we foresaw unfavorable
reaction from doctors. To make it workable, we
consulted our nurses, staff doctors, and visiting doctors
in our Clinical Advisory Committees. With their valuable
input, we diligently worked out easy references for
doctors, hence easing the process and facilitating
compliance. | would like to thank our staff and visiting
doctors for their patience and cooperation.

The ACHS surveyors did give us new tasks upon their
recent visit. We still have some way to go for Hand
Hygiene compliance particularly regarding doctors,
especially before touching patient. We need to tackle
Antibiotics Stewardship i.e. not using big guns
unnecessarily, use appropriate prophylactic antibiotics
before incision, and change from IV to oral where
feasible. Remember to put down the "oral" route in
prescriptions even though you think it's understood.
And pay attention to legibility of hand writing on medical
records.

2017 will doubtless be a busy year for us. Moving into
the new Block B is a big milestone in our history. More
important than the huge investment in hardware would
be our service quality - both in terms of patient
experience and the clinical quality. We need good
systems and processes, teamwork, ingenuity, diligence,
and above all the spirit to serve our patients with our
whole heart. | look forward to your advice and active
participation to lift our service to a new level. Best
wishes again for everyone.
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Highlights

The commencement of service of the new 24-storey
Block B building over 3-level basement will be a major
milestone of St. Paul’s Hospital Redevelopment Project.
The new Block B will become the main clinical building of
St. Paul’s Hospital which will be in operation in 2017.
There will be over 500 inpatient beds in provision; clients
will have the choices of typical 4-bed general rooms,
2-bed semi-private rooms, and private or premium
private rooms. All existing clinical services in Block A will
be relocated to Block B, except Radiology Department
which will retain the present site and expand into Block B
LG1. Block A will then be modified to create an
Auditorium, ambulatory centres such as Eye Centre and
Dental Centre, and offices.

The colour scheme of Block B resembles a living tree,
with a number of environmentally friendly set ups such as
LED lighting in all operational areas, solar hot water
system, oil-free chillers and centralized power control
system for monitoring of the energy efficiency. There will
be a new Boxveyor system which is dedicated to provide
efficient vertical transportation of materials across floors.
For vertical transportation of people, Block B is equipped
with escalators across LG1, G/F, 1/F and 2/F, as well as
a total of 16 lifts. There will also be an underground car
park for doctors, other staff and visitors.

29 JUN, 2013

23 MAR, 2012

17 MAY, 2012

Assemble wall formwork for underground floors.

Laying of blessed stone at LG3, Block B. Upper ground construction in process.

27 JAN, 2014

Topping Out Ceremony of Block B.
o o -

24 MAR, 2014

IL - Ny -L. na n'L W

Construction of Block B almost complete.



Intelligent Lifts Nurse Station General Ward

Boxveyor System

An outlook of the new Block B.

Block B in service. St. Paul's Hospital garden.
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ARTICLE

Dr.Jonathan Lau

Specialist in Otorhinolaryngology
St. Paul's Hospital
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A Case of Acute Epiglottitis in Adult

Case presentation

A 44-year-old gentleman presented with acute onset of sore throat,
fever and shortness of breath. He was a tourist from Mainland China
and denied any symptoms before his departure which was less than
48 hours prior. Upon assessment, he was septic with increase
respiratory effort and audible stridor. Operation theatre and ICU
staffs were promptly informed for risk of potential airway obstruction.
Emergency bedside flexible nasolaryngoscopy showed markedly
swollen supraglottic structures were noted as showed in Figure 1.

Figure 1

Diagnosis of acute epiglottitis with pending airway obstruction were
made and the patient was planned to have intubation in operation
theatre. Unfortunately, the patient’s condition rapidly deteriorated
upon waiting for transfer to operation theatre and he developed
respiratory arrest. Active resuscitations were initiated and patient
was successfully intubated via direct laryngoscopy. Tracheostomy
was being supplanted under general anesthesia as the preferred
means of securing an endangered airway. Subsequently, he was
treated with intravenous antibiotics and pulse steroid therapy to
decrease the airway edema. He was successfully de-cannulated five
days after operation and was subsequently discharged after one
week of hospital stay.

Introduction

Acute Epiglottitis is an acute inflammation in the supraglottic region
of the oropharynx with inflammation of the epiglottis, vallecula,
arytenoids, and aryepiglottic folds. It was believed that epiglottitis
was the cause of death of the first President of United States of
America, George Washington, who died on December 14, 1799.

Epidemiology and Etiology

Acute epiglottitis was widely published in pediatric literature and the

most common causative pathogen was Hemophilus influenzae type
06

B (Hib). However, with the introduction of Hib vaccines, recent
surveys had demonstrated that acute epiglottitis is becoming a
rare disease in children with annual incidence in children
decreased from 3.47/100,000 to 0.63/100,000 in ten years' time.
Whilst, literature showed the annual incidence of acute epiglottitis
in adults ranged from 0.97/ 100,000 to 2.12/100,000. Moreover, it
predominantly affected middle age, male patients.

Nevertheless, Hemophilus influenza type B is stil the most
common pathogen. Other pathogens for acute epiglottitis are
Group A and Group C beta-hemolytic streptococcus,
Streptococcus  pneumoniae, Staphylococcus aureus and
Hemophilus parainfluenza.

Clinical features

When epiglottitis strikes, it usually occurs quickly and its
progression may range from just a few hours to a few days. The
most common symptoms and signs are shown in Table 1.

Table 1
Sore throat
Odynophagia and dysphagia
Fever and toxic in appearance

Drooling of saliva

Muffling of voice rather than hoarseness
Difficulty in breathing which relieve by leaning forward

Respiratory distress or Stridor

As some of the symptoms are rather common in patients’ with
upper respiratory infection. One must exercise high level of
suspicious for acute epiglottis if patient's symptoms such as
odynophagia and dysphagia were out of proportion towards
typical pharyngitis. Lateral soft tissue neck X-ray was the classical
investigation of choice but it lacked specificity. Recently, an
increased awareness of acute epiglottitis was accompanied by the
widespread use of fiber-optic nasolaryngoscopy which has also
shown to be more accurate and have not been found to precipitate
airway obstruction.

Management

The key to management of acute epiglottitis is securing the airway.
Differed from pediatric cases, which all patients would be
intubated, adults suffering from epiglottitis can be managed
conservatively without intubation depending on the severity of the
airway obstruction. However, it is difficult to predict which "stable”
patient will obstruct suddenly. Thus, current consensus is to
establish a definitive airway under controlled settings.



A number of options for definitive airway management of the adult
with epiglottis have been discussed in the literature.
These include:

1. Awake oral or nasal intubation
2. Inhalation induction followed by intubation

3."Rapid-sequence” induction with intravenous agents and
muscle relaxants

4. Awake fiber-optic bronchoscopy with nasotracheal
intubation

5. Tracheostomy under local anesthesia

For the patient in extremis, if awake intubation was unsuccessful,
cricothyrotomy should be performed as a life-saving maneuver to
relieve airway obstruction.

Antibiotics treatment such as 2™ or 3 generation cephalosporin
with activity against both H. influenzae and Staphylococcus aureus
should be considered as crucial part of treatment.

The use of steroids to decrease airway edema was being
recommended by some authors despite a lack of statistical
evidence of efficacy.

Conclusion

Adult acute epiglotiitis is probably more common than is
generally appreciated. It should be suspected in all patients with
sore throat and dysphagia, especially if symptoms are out of
proportion to pharyngeal inflammation. Unlike its paediatric
counterpart, its presentation and course may be quite variable.
Prophylactic intubation with or without tracheostomy were
indicated for definitive airway management. The prognosis in
adults with acute epiglottitis is good with appropriate and timely
treatment. Most patients can be extubated or de-cannulated
from tracheostomy within several days. However, unrecognized
epiglottitis may rapidly lead to airway compromise and resultant
death. Thus, high vigilance should always be maintained on this
deadly condition.
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Update of Neonatal Resuscitation

In year 2015, the American Academy of Paediatrics has issued a
new guideline on neonatal resuscitation. It was recommended that
by 1t January 2017, all institutions and leamers should be using this
7" edition of neonatal resuscitation guideline.[1] This article serves
to highlight some important points to readers on this new edition of
neonatal resuscitation guideline.  The full guideline can be
downloaded at https://eccguidelines.heart.org

Delayed cord clamping

Current evidence suggests that cord clamping should be delayed for
at least 30 to 60 seconds for most vigorous term and preterm
newborns. If placental circulation is not intact, such as after a
placental abruption, bleeding placenta previa, bleeding vasa previa,
or cord avulsion, the cord should be clamped immediately after birth.
According to a systematic review published in 2013,[2] term infants
with early cord clamping are over twice as likely to be iron deficient
at three to six months compared with term infants whose cord
clamping was delayed. For preterm infants, delaying cord clamping
for 30 to 120 seconds was associated with less need for transfusion,
better circulatory stability, less intraventricular haemorrhage (all
grades) and lower risk for necrotising enterocolitis.[3]

Oxygen use at birth
Resuscitation of newborns greater than or equal to 35 weeks’
gestation should begin with 21% oxygen (room air), and resuscitation

B
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Dr. Philip Sham

Specialist in Paediatrics

St. Paul's Hospital

of newboms less than 35 weeks' gestation should begin with
21% to 30% oxygen. Studies have shown that a reduction in
mortality has been seen in infants resuscitated with room air, and
no evidence of harm has been demonstrated.[4]

Meconium stained amniotic fluid

According to the latest guideline, at least 2 resuscitation team
members should be available at birth if meconium-stained
amniotic fluid is present, and one of them should be competent
in endotracheal intubation. If additional risk factors increase the
likelihood of an extensive resuscitation, a team with full

resuscitation skills should attend the birth.[1] If the infant born
through meconium-stained amniotic fluid presents with poor
muscle tone and inadequate breathing efforts, the initial steps of
resuscitation should be completed under the radiant warmer,
and positive pressure ventilation should be initiated if the infant is
not breathing or the heart rate is less than 100/min after the initial
steps was completed. Routine intubation for tracheal suction in
this setting is no longer suggested as there is insufficient
scientific evidence to support this practice.[5]
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the resuscitation drill. Technique of using ventilators and transport
incubators were practiced. A similar resuscitation drill will be
conducted in Block B before commencement of service there.

Other important points

Start using 3-lead electrocardiogram (ECG) within first minute of
resuscitation was suggested in the guideline because resuscitation
providers may not assess heart rate accurately by auscultation or
palpation, and pulse oximetry may underestimate heart rate. Use of
the ECG does not replace the need for pulse oximetry to evaluate the
newborn's oxygenation.[5]

References:

1. American Academy of Paediatrics Neonatal Resuscitation Programme guideline.
hitpzfwww2.aap.org/nrpddocs/NRP%20Guidelines % 20Fyer_English_Update.pdf Accessed 16"
January 2017
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3. Rabe H, Diaz-Rossello JL, Duley L, Dowswell T. Effect of iming of umbilical cord clamping and

other strategies to influence placental transfusion at preterm birth on matemal and infant outcomes.,

Cochrane Database of Systematic Reviews 2012, Issue 8. Art. No.: CD0O03248. DO
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At St. Paul’s Hospital

A neonatal resuscitation drill was conducted at St. Paul’s Hospital on
7 September 2016 to offer hands on practice of this new neonatal 4
resuscitation guideline to Paediatrician, nurses and health care
assistants. Midwives and nurses working in nursery were involved in

ation/ Accessed 16" January 2017

PHARMACEUTICAL

UPDATES

After Drug and Therapeutics Committee (DTC) Meeting in December 2016, the following new drugs are approved:

Byduroen (exenatide) 2mg
pre-filled pen

Toujeo (insulin glargine) 300
units/mL Solostar injection

Jardiance Duo
(empagliflozin/metformin)
5mg/1000mg & 12.5mg/1000mg
tablet

Brintellix (Vortioxetine) 5,10 &
20mg tablet

Atozet (Ezetimibe/Atrovastatin)
10mg/10mg & 10mg/20mg tablet

Eklira Genuair (Aclidinium
322mcg)

Duaklir Genuair (Aclidinium
340mcg/Formoterol 12mcg)

Tresiba (degludec 100units/mL)
FlexTouch injection
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Type Il diabetes mellitus (DM) in combination

* Metformin

+ Sulphonylurea

* Thiazolidinedione

+ Metformin and sulphonylurea

* Metiormin and thiazolidinedione

in adult who inadequate glycaemic control on
maximally tolerated doses

A long-acting human insulin analogue indicated
to improve glycemic control in adult with type |
and type |l diabetes mellitus

A combination of empagliflozin (SGLT2 inhibitor)
and metformin (biguanide), indicated as adjunct
to diet & exercise to improve glycaemic control in
adults with type 2 DM inadequately controlled on
their maximal tolerated dose of :
+ metformin alone
- metformin in combination with other
glucose-lowering medicinal products
including insulin
- Already treated with combination of
empaglifiozin & metformin

For major depressive episodes in adult

i,

. Primary (heterozygous familial or non-familial)
hyperchloesterolasmia or mixed hyperlipidasmia
where use of a combination product is
appropriate:

- Not appropriately controlled with statin alone

+ Already treated with a statin and ezetimibe

2. homozygous familial hypercholesterolarmia

Inhalation powder indicated as maintenance
treatment for symptomatic relieve of chronic
obstructive pulmonary disease (COPD)

As maintenance bronchodilator treatment for
symptomatic relieve of chronic obstructive
pulmonary disease (COPD) in adult

A long-acting insulin analogue indicated for Type
| and Type |l diabetes mellitus (T2DM) in adult

Subcutaneous injection 2mg once weekly

subcutaneous injection once daily

Twice daily dose with meals, gradually escalated
dose to reducs G side effects due to metformin
(max. daily dose = 25mg / 2000mg)

Starting at 10 mg once daily in < 65 years old
and 5 mg once daily in = 65 years old.

May be increased to a maximum of 20 mg once
daily

One tablet once daily

one puff twice a day

one puff twice a day

once daily subcutaneous injection

Pharmacy also keeps Byetta (exenatide) 10mg
twice daily injection.

Toujeo has the same active glargine as Lantus
Solostar, but the two preparations are NOT
bioeguivalent.

Recommendations from drug manufacturer:
+ Decrease dose to 10mg/day for a week
before full discontinuation
- Treatment for at least 6 months is
recommended after the depressive
symptoms resolve

Genuair is a new 2 step device with delivery
verification”
+ A click sound should be heard if inhaling
cormectly
« Control window turns from green to red
when inhalation is completed successiully
+ Genuair will lock when final dose has been
reached to prevent patients from using an
empty inhaler

Genuair cannot be used with spacer

On accasions when administration at the same
time of the day is not possible, insulin degludec
allows for flexibility in the timing of
administration, a minimum of 8 hours between
injections.



A Novel Therapy for Hypercholesterolemia
PCSK9 Inhibitor

Introduction

For decades, statins have been playing a crucial role in lipid-lowering
therapy for hypercholesterolemia. Yet, not all patients experienced
desirable response and intolerability issues, such as myopathy,
might limit their use. The recent breakthrough of novel lipid-lowering
therapy, proprotein convertase subtilisin kexin type 9 (PCSK9)
inhibitor, might offer a better option for specific patients.

Repatha (evolocumab) and Praluent (alirocumab) are the first two
PCSKQ inhibitors. They are both licensed by the Food and Drug
2015 the primary
hypercholesterolemia: adjunct to diet and maximally tolerated statin

Administration  in for treatment  of
therapy in adults with heterozygous familial hypercholesterolemia
(HeFH) or clinical atherosclerotic cardiovascular disease (CVD), who
require additional lowering of low density lipoprotein cholesterol
(LDL-C). Additionally, Repatha is an adjunctive treatment to diet and
other LDL-lowering therapies for patients with homozygous familial
hypercholesterolemia (HoFH) who require additional lowering of

LDL-C.

How Does PCSK9 Inhibitor Work?
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Image 1: Mechanism of PCSK® Inhibitor

Evolocumab and alirocumab are human monoclonal immunoglobins
with high binding affinity for PCKS9. Primarily synthesized in the liver
and secreted into the blood, PCSK9 leads to LDL-C receptor (LDLR)
degradation and thereby reducing LDL-C clearance by binding to
LDLR located on the hepatic cell surface. By inhibiting the binding of
PCSKS to LDLR, evolocumab and alirocumab increase the number
of LDLR, and hence the reduction of plasma LDL-C level.

Efficacy and Safety
Evolocumab
The efficacy of evolocumab was demonstrated in 4 randomized
controlled trials (RCTs) comparing evolocumab with ezetimibe or
placebo.
In a multicenter, double-blind, RCT (LAPLACE-2, study 1), 296
patients with atherosclerotic CVD were initially randomized to
atorvastatin 80mg, rosuvastatin 40mg, or simvastatin 40mg for a
4-week lipid stabilization period followed by random assignment
to subcutaneous injections of evolocumab 140mg every 2
weeks, evolocumab 420mg once monthly, or placebo for 12
weeks. The primary endpoint, mean percent change in LDL-C
between the two evolocumab regimens and placebo, were -71%
(95% Cl: -81% to -61%; p-value<0.0001) and -63% (95% CI:
-76% to -50%; p-value<0.0001) respectively.
Acceptable safety profile was demonstrated in individual studies
for evolocumab. It is generally well tolerated. A summary of an
integrated analysis of the safety data from 6,026 patients with
primary hypercholesterolemia or mixed dyslipidemia who had
any dose of evolocumab is shown below:
Compared to the control arms (placebo or ezetimibe):
the incidence of adverse events was 51.1% compared with
49.6%
serious adverse events (eg. myalgia) occurred in 2.8%
patients compared with 2.1%
1.9% patients stopped treatment because of an adverse
event compared with 2.3%
Despite the LDL-C lowering effect and the acceptable safety
profile, all trials excluded patients with type 1 diabetes, or poorly
controlled type 2 diabetes, who are likely to present with
hypercholesterolemia or mixed dyslipidemia. Besides, the effects
on cardiovascular outcomes have not been demonstrated in the
studies although other studies have shown correlation between
reduced LDL-C level and reduced cardiovascular events.

Alirocumab

Trials evaluating alirocumab add-on to maximally tolerated dose
statins with or without other lipid-modifying therapies including
ezetimibe were performed.

In a multicenter, double-blind, placebo-controlled trial, 72
patients were randomly assigned to alirocumab 150mg every 2
weeks and 35 patients to placebo. All patients were diagnosed
with HeFH and they were taking a maximally tolerated dose of

statin with or without other lipid-modifying therapy.
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The treatment difference between alirocumab and placebo in mean
LDL-C percent change was -36% (95% Cl: -49% to -24%;
p-value<0.0001) at week 24.

The safety of alirocumab was evaluated in 9 placebo-controlled trials
including 2,476 patients receiving alirocumab. Among them, 2,135
exposed for 6 months and 136 exposed for more than 1 year. At
baseline, 37% of them were diagnosed with HeFH and 66% with
CVD. The percentage of adverse event-associated treatment
discontinuation in patients treated with alrocumab was 5.3%
compared to 5.1% with placebo. The most common adverse
reaction leading to treatment discontinuation in patients treated with
alirocumab was local injection site reactions.

Brand Name

Repatha (Evolocumab)

The rate of adverse events was similar between alirocumab and
control arms in the studies evaluating the safety profile. There was
no observed difference between alirocumab 75mg and 150mg in
this regard.

The effect of alirocumab on cardiovascular outcomes, same as
evolocumab, has not been determined in spite of the LDL-C
lowering effect in patients with primary hyperlipidaemia.

Monitoring

Monitoring of LDL-C level 4 to 8 weeks after initiation or dose
titrations, as well as signs and symptoms of hypersensitivity
reactions, if any, might be warranted for both evolocumab and
alirocumab.

Praluent (Alirocumab)

Product Description Pre-filed autcinjector (or syringe) 140mg/mL
Dosing Primary hyperlipidemia:
* 140mg every 2 wesks, or
+ 420mg cnce monthly “#
Homozygous familial hypercholesterolemia:
+ 420mg once monthly *
Administration

Renal Adjustment

Hepatic Adjustment

Common Adverse Nasopharyngitis
Back pain

Effect Upper respiratory tract infection
Arthralgia
Nausea

Drug Interaction
Availability at SPH

* give with 3 injections consecutively within 30 minutes

Order on request only

Prefilled pen (or syringe) 75ma/mL

Primary hyperlipidemia:
+ 75mg once every 2 weeks @

Subeutaneously

Mild to moderate impairment: no dosage adjustment necessary.

impairment: No data available

Mild to moderate impairment: no dosage adjustment necessary.
Severe impairment: no dosage adjustment provided in the manufacturer's labeling (has not been studied).

Nasopharyngitis
Injection site reactions
Influenza

Urinary tract infection
Diarrhea

Belimumab: Monoclonal antibodies may enhance the adverse/toxic effect of Belimumab. Risk X: avoid combination

Order on request only

Table 1: Comparison of evolocumab and alirocumab

# when switching dosage regimens, administer the first dose of the new regimen on the next scheduled date of the prior regimen
@rmay increase to 150mg once every 2 weeks if an adequate response is not achigved within 4 to 8 weeks

Refarences:
1. Titus W P van den Heuvel , A Adam F Cohen B, Robert Rissmann. European drug market entries 2015 with new mechanisms of action. Clin Med. 2016 Oct; 16(5):475-480.
2. Nature. Mechanism of PCSKS inhibition with monoclonal antibodies [Image on internet], 2013 Sep 10 [cited 2016 Nov 8]. Avallable from:
http:/fwww.nature.com/nreardio/journal/v10/n11/fig_tab/nreardio.2013.138_F1 . him|
3. Robinson JG, Nedergaard BS, Rogers W, et al; LAPLACE-2 Investigators. Effect of evolocumab or ezetimibe added to moderate- or high-intensity statin therapy on LDL-C lowering in patients with percholesterolemia:
the LAPLACE-2 randomized clinical trial. JAMA, 2014;311(18):1870-1882.
Repatha (evolocumab) [prescribing information]. Thousand Oaks, CA: Amgen; July 20186,
Praluent {alirocumab) [prescribing information]. Bridgewater, NJ: Sanofi-Aventis US LLGC; July 2015.
National Institute for Health and Care Excellence, Evolocumal for treating primary hypercholesterclasmia and mixed dysbpidasmia. Technology appraisal guidance; 22 June 2016,
National Institute for Health and Care Excellence. Alirocumab for treating primary hypercholesterolaemia and mixed dyslipidaemia. Technology appraisal guidance; 22 June 2016.
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Effective January 2017, the Clinical Pathology Laboratory offers whole blood Lactate test with the Siemens RAPIDPoint 500 Blood Gas
Analyzer. The turnaround time is 2 hours. The test requires whole blood in heparinized syringe with transport in ice bath. For details, please
contact the Clinical Pathology Laboratory at extension 8885.

Nooe

Some clinical scenarios where the whole blood lactate test may be useful include:

Investigation of metabolic acidosis.

In diabetic patients with suspicion of Metformin-induced lactic acidosis.

In pediatric sepsis, measurement of lactate levels may have utility in early risk stratification.

In children with developmental delay, as part of screening for inborn error of metabolism, especially for mitochondrial disease.
Work up of patients with suspected mitochondrial diseases (e.g. MELAS syndrome for young stroke patients, MERFF syndrome for
young patients with myoclonus, Kearns-Sayre syndrome for patients with ophthalmoplegia).
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This publication is primarily intended for the perusal of staff and visiting doctors of St. Paul's Hospital for general information and referencd only. All information is not guaranteed or
warranted to be absolutely accurate. St. Paul's Hospital shall 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 whale or in part, is not permitted without the writted approval from
the Hospital Management. For comment, advice or contribution, please contact Ms. Josephine Yim by e-mail at josephine.yim@stpaul.org.hk



