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Welcome Message

On behalf of the organizing committee, we warmly welcome you to the Endocrinology, 

Diabetes & Metabolism Hong Kong (EDM HK) 4th Annual Meeting. Since our inauguration 

meeting in 2018, EDM HK has become an iconic yearly event for all healthcare 

professionals who manage patients with various endocrine and metabolic disorders.

We are glad to present EDM HK this year as a hybrid conference, which enables effective 

knowledge exchange wherever you might be, and allows face-to-face discussions while 

abiding to the current social distancing regulations. Following the success of previous 

meetings, our scientific program this year remains highly diversified and pertinent to 

this field. We would like to express our heartfelt gratitude to all eminent speakers and 

honourable chairpersons, our generous sponsors and conference secretariat, various 

supporting staff, as well as all delegates for your unfailing support to the conference.

We sincerely hope that you will enjoy our exciting program, and let’s expand our horizons 

despite all adversities!

Dr. Paul CH Lee

Co-chairman
EDM HK 2021

Dr. Alan CH Lee

Co-chairman
EDM HK 2021



3

Co-chairmen

Members

Dr. Alan CH Lee

Prof. Karen SL Lam

Prof. Kathryn CB Tan

Dr. WS Chow

Dr. YC Woo

Dr. TP Ip

Dr. David TW Lui

Dr. Eunice KH Leung

Dr. Johnny YC Chang

Dr. Paul CH Lee

Dr. Chariene SL Woo

Dr. Lawrence CK Tang

Ms. Karen KC Wong

Ms. Amy SW Yee

Ms. SK Leung

Ms. Connie HN Loong

Ms. Michelle HY Lee

Organizing Committee

Accreditations
CME

Organization Max. for whole 
function 30 October 31 October Group-

Category

Hong Kong College of Community Medicine Pending Pending Pending PP – PP

Hong Kong College of Family Physicians 8 3 5 OEA – 5.02

Hong Kong College of Obstetricians & 
Gynaecologists Pending Pending Pending PP – PN

The College of Ophthalmologists of Hong Kong 14.5 6.5 8 CME – PP

Hong Kong College of Orthopaedic Surgeons 8 3 5 PP – B

Hong Kong College of Paediatricans 9 3 6 A – PP

The Hong Kong College of Pathologists 11 4 7 CME – PP

Hong Kong College of Physicians 11 4 7 PP – PP

Hong Kong College of Radiologists 14 5 9 B – PP

The College of Surgeons of Hong Kong 11 5 6 CME – PP

The Medical Council of Hong Kong 10 5 5 CME – 
PASSIVE CME

CNE

Organization 30 October 31 October

Hospital Authority Hong Kong West Cluster 4 7.5
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Public Lectures (Broadcast on YouTube)
30 October 2021 (Saturday)

HK Time Session
10:00 – 10:30 Public Lecture 1: Foot care in diabetes patients (糖尿病人足部護理小百科)

Chairperson: Ms. Annie Leung

Ms. Cynthia Leung (Hong Kong)

10:30 – 11:00 Public Lecture 2: Relationship between menstrual disturbance and  
endocrine disorders (經期與內分泌失調)
Chairperson: Dr. Chris Dao

Dr. Eunice Leung (Hong Kong)

11:00 – 11:30 Public Lecture 3: Diet tips for people with diabetes, hypertension,  
hyperlipidemia and obesity (三高肥胖食乜好？)
Chairperson: Ms. Sarita Chan

Ms. Flavia U (Hong Kong)

Scientific Program
30 October 2021 (Saturday)

HK Time Session
Room S421

Sponsored Lecture (1)
Chairperson: Professor Karen Lam

13:10 – 13:45 New era of SGLT2i: looking beyond the A1c in Cardio-Renal disease 
management
Professor Paola Fioretto (Italy)

13:45 – 13:50 Q&A

13:50 – 14:00 Opening Ceremony

Sponsored Lecture (2)
Chairperson: Professor Kathryn Tan

14:00 – 14:35 Management of Hyperlipidemia: where are we now? 
Dr. CH Choi (Hong Kong)

14:35 – 14:40 Q&A
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HK Time Session
Room S421

Symposium (1): 
Diabetic Complications 

Chairpersons: Dr. KF Lee & Dr. Vicki Tam

14:40 – 15:05 Diabetic eye disease
Professor WC Lam (Hong Kong)

15:05 – 15:30 Diabetic neuropathy
Dr. Jacky Lee (Hong Kong)

15:30 – 15:40 Q&A

15:40 – 16:00 Break

Sponsored Lecture (3)
Chairperson: Dr. MW Tsang

16:05 – 16:40 Overcoming the therapeutic inertia in T2DM: protecting patients from 
outcomes with SGLT2 inhibitors
Professor Melanie Davies (UK) 

16:40 – 16:45 Q&A

Room S421 Room S426 - 427

Symposium (2A): 
Advances in Obesity Care
Chairpersons: Dr. CH Choi & 

Dr. WS Chow

Symposium (2B): 
Disorders of Sex Development
Chairpersons: Dr. PT Cheung & 

Dr. Elaine Kwan

16:45 – 17:10 Update on pharmacotherapy of 
obesity
Dr. Michele Yuen (Hong Kong)

Practical approach to undervirilized 
male in the genetic era
Dr. Samantha Lee (Hong Kong)

17:10 – 17:35 Metabolic surgery: choosing the 
right procedure for obese patients
Dr. Fion Chan (Hong Kong)

Surgery in children affected by 
45,X/46,XY mosaicism
Dr. YH Tam (Hong Kong)

17:35 – 17:50 Case sharing Case sharing

17:50 – 18:00 Q&A Q&A
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Scientific Program
31 October 2021 (Sunday)

HK Time Session
Room S421 Room S426 - 427

Symposium (3A): 
Reproductive Endocrinology
Chairpersons: Dr. Doris Chan & 

Dr. Raymond Li

Symposium (3B): 
Running Out of Essential Elements

Chairpersons: Dr. Tellus Ng & Dr. YW Ng

09:00 – 09:25 Fertility preservation and 
management of infertility in 
cancer survivors
Dr. Jacqueline Chung (Hong Kong)

Update on hypothyroidism
Dr. Annette Tso (Hong Kong)

09:25 – 09:50 Hyperprolactinaemia & 
prolactinoma 
Dr. KK Lee (Hong Kong)

Spontaneous hypoglycemia: 
evaluation and management 
Dr. Risa Ozaki (Hong Kong)

09:50 – 10:00 Q&A Q&A
Room S421

Sponsored Lecture (4)
Chairperson: Dr. SC Tiu

10:05 – 10:40 Once weekly GLP-1 receptor agonist in T2DM management: From clinical 
trials to real world evidence
Professor Samantha Hocking (Australia) 

10:40 – 10:45 Q&A
10:45 – 10:55 Break

Plenary Lecture (1)
Chairperson: Dr. Alan Lee

10:55 – 11:30 Update on primary aldosteronism
Professor Michael Stowasser (Australia)

11:30 – 11:35 Q&A
Sponsored Lecture (5)

Chairperson: Professor Ronald Ma

11:45 – 12:20 The role of second generation insulin analogues in daily clinical practice
Dr. Alice Cheng (Canada)

12:20 – 12:25 Q&A
12:25 – 13:25 Lunch break

Sponsored Lecture (6)
Chairperson: Dr. John Ma

13:30 – 14:05 The use of GLP1-RA in cardiovascular disease prevention in T2DM 
Professor Sten Madsbad (Denmark)

14:05 – 14:10 Q&A



7

HK Time Session

Room S421

Sponsored Lecture (7)
Chairperson: Dr. Vincent Yeung

14:10 – 14:45 Management of LDL-C with PCSK9i: Optimizing the outcomes in patients 
with chronic diseases  
Professor Gerald Watts (Australia)

14:45 – 14:50 Q&A

Room S421 Room S426 - 427

Symposium (4A): 
Cross-specialty Management of 

Endocrine Disorders
Chairpersons: Professor Alice Kong & 

Dr. Emmy Lau

Symposium (4B): 
Endocrine Radiology and Neoplasia

Chairpersons: Dr. Ingrid Mak & 

Dr. KP Wong

14:50 – 15:15 Transgender medicine: what 
endocrinologists need to know
Dr. Tiffany Yau (Hong Kong)

Application of nuclear medicine in 
endocrinology
Dr. William Cheung (Hong Kong)

15:15 – 15:40 Endocrine toxicity of cancer 
immunotherapy 
Dr. David Lui (Hong Kong)

Multiple endocrine neoplasia
Dr. Paul Lee (Hong Kong)

15:40 – 15:50 Q&A Q&A

15:50 – 16:00 Break

Room S421

Plenary Lecture (2) 
Chairperson: Dr. YC Woo

16:00 – 16:35 Cushing’s syndrome: diagnostic pitfalls and therapeutic advances
Professor Ashley Grossman (UK) 

16:35 – 16:40 Q&A

Symposium (5): 
Nephrologists and Endocrinologists Are Good Friends!

Chairperson: Dr. Paul Lee & Dr. Maggie Mok

16:40 – 17:05 Endocrine conundrum: a nephrologist’s perspective
Dr. Gary Chan (Hong Kong)

17:05 – 17:30 Crash course on hypophosphataemic disorders
Dr. Alan Lee (Hong Kong)

17:30 – 17:40 Q&A

17:40 – 17:50 Closing Remarks



8

Floor plan
S400, Phase 1 (Old Wing), Hong Kong Convention and Exhibition Centre

LIST OF EXHIBITORS
Organization Booth Location
Abbott Laboratories Limited R6 & R7

Amgen Hong Kong Limited F6

AstraZeneca Hong Kong Limited F1

Bayer HealthCare Limited R9

Boehringer Ingelheim (Hong Kong) Limited F7

Celltrion Healthcare Hong Kong Limited R8

Chong Lap (H.K.) Co. Limited R2

Eli Lilly Asia, Inc F5

Medtronic Hong Kong Medical Limited R10

Merck Pharmaceutical (Hong Kong) Limited R1

Merck Sharp & Dohme (Asia) Limited R11

Novartis Pharmaceuticals HK Limited R12

Novo Nordisk Hong Kong Limited F2

Roche Diagnostics (Hong Kong) Limited R3

Sanofi Hong Kong Limited F3 & F4

Servier Hong Kong Limited R5

Exhibition Booth CME/CNERegistration Counter

Main Symposia

S421

Exhibition

S423 - S424

Slide
Preview
Room

S425
Exhibition

S422

Concurrent
Programme

S426 - S427

Hospitality Room

S428

R12

R
5
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R1 F6
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F1

F4
F5
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E/C

NE
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List of Overseas Speakers

Dr. Alice Cheng
Associate Professor

Department of Medicine

University of Toronto, Canada

Professor Melanie Davies
Professor of Diabetes Medicine

Diabetes Research Centre

University of Leicester, UK

Professor Paola Fioretto
Professor in Medicine

Department of Medicine

University of Padova, Italy

Professor Ashley Grossman
Emeritus Professor of Endocrinology

University of Oxford, UK

Professor Samantha Hocking
Associate Professor

Faculty of Medicine and Health

The University of Sydney, Australia

Professor Sten Madsbad
Professor

Faculty of Health Science

University of Copenhagen, Denmark

Professor Michael Stowasser
Professor

Endocrine Hypertension Research Centre

University of Queensland Diamantina 

Institute, Greenslopes and Princess 

Alexandra Hospitals, Australia

Professor Gerald Watts
Professor

Departments of Cardiology and 

Internal Medicine

Royal Perth Hospital, Perth, Australia
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List of Local Faculty

Dr. Fion Chan
Consultant
Department of Surgery
Queen Mary Hospital

Dr. Doris Chan
Associate Consultant
Department of Medicine & Geriatrics
Pok Oi Hospital

Dr. PT Cheung
Honorary Clinical Associate Professor
Department of Paediatrics &  
Adolescent Medicine
The University of Hong Kong

Dr. Gary Chan
Associate Consultant
Department of Medicine
Queen Mary Hospital

Dr. Eunice Leung
Specialist in Endocrinology, Diabetes & Metabolism
Department of Medicine
Queen Mary Hospital

Dr. William Cheung
Honorary Consultant in Nuclear Medicine
Department of Nuclear Medicine and  
Positron Emission Tomography
Hong Kong Sanatorium and Hospital

Ms. Sarita Chan
Nurse Consultant (Diabetes) 
Department of Medicine and Geriatrics
Kowloon West Cluster & 
Princess Margaret Hospital

Dr. CH Choi
Consultant
Department of Medicine
Queen Elizabeth Hospital

Dr. WS Chow
Consultant
Department of Medicine
Queen Mary Hospital

Dr. Jacqueline Chung
Associate Professor
Department of Obstetrics and Gynaecology
The Chinese University of Hong Kong

Dr. Elaine Kwan
Consultant
Department of Paediatrics &  
Adolescent Medicine
Pamela Youde Nethersole Eastern Hospital

Dr. Chris Dao
Specialist in Endocrinology, Diabetes & Metabolism
Department of Medicine and Geriatrics
Tuen Mun Hospital

Prof. Karen Lam
Chair Professor
Department of Medicine
The University of Hong Kong

Prof. Alice Kong
Professor
Department of Medicine & Therapeutics
The Chinese University of Hong Kong

Prof. WC Lam
Clinical Professor
Department of Ophthalmology 
The University of Hong Kong

Dr. Emmy Lau
Consultant
Department of Medicine
Pamela Youde Nethersole Eastern Hospital

Dr. Alan Lee
Associate Consultant
Department of Medicine
Queen Mary Hospital

Ms. Cynthia Leung
Department Manager
Department of Podiatry
Queen Mary Hospital

Dr. Jacky Lee
Associate Consultant
Department of Medicine
Tung Wah Hospital

Dr. Paul Lee
Clinical Assistant Professor
Department of Medicine
The University of Hong Kong

Dr. KF Lee
Consultant
Department of Medicine and Geriatrics
Kwong Wah Hospital

Dr. Samantha Lee
Associate Consultant
Department of Paediatrics and  
Adolescent Medicine
Hong Kong Children’s Hospital

Dr. KK Lee
Honorary Clinical Associate Professor
Department of Medicine
The University of Hong Kong

Ms. Annie Leung
Nurse Consultant (Diabetes)
Central Nursing Division 
Kowloon West Cluster & Yan Chai Hospital
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Dr. David Lui
Clinical Assistant Professor 
Department of Medicine
The University of Hong Kong

Dr. John Ma
Specialist in Endocrinology, Diabetes & Metabolism
Private Practice

Dr. Raymond Li
Clinical Associate Professor
Department of Obstetrics & Gynaecology
The University of Hong Kong

Prof. Ronald Ma
Professor
Department of Medicine & Therapeutics
The Chinese University of Hong Kong

Dr. Ingrid Mak
Associate Consultant
Department of Medicine
Queen Elizabeth Hospital

Dr. Maggie Mok
Associate Consultant
Department of Medicine
Tung Wah Hospital

Dr. Tellus Ng
Associate Consultant
Department of Medicine & Geriatrics
Tuen Mun Hospital

Dr. YW Ng
Associate Consultant
Department of Medicine
Queen Elizabeth Hospital

Dr. SC Tiu
Honorary Consultant
Department of Medicine
Queen Elizabeth Hospital

Dr. Risa Ozaki
Consultant
Department of Medicine and Therapeutics
Prince of Wales Hospital

Dr. Vicki Tam
Associate Consultant
Department of Medicine and Geriatrics
Caritas Medical Centre

Dr. YH Tam
Consultant
Department of Surgery
Prince of Wales Hospital

Prof. Kathyrn Tan
Clinical Professor
Department of Medicine
The University of Hong Kong

Dr. MW Tsang
Honorary Clinical Associate Professor
Department of Medicine
The University of Hong Kong

Dr. Annette Tso
Honorary Clinical Associate Professor
Department of Medicine
The University of Hong Kong

Ms. Flavia U
Co-ordinator, Senior Dietitian
Department of Dietetics
HKSH Medical Group

Dr. Michele Yuen
Honorary Clinical Assistant Professor
Department of Medicine
The University of Hong Kong

Dr. KP Wong
Honorary Clinical Assistant Professor
Department of Surgery
The University of Hong Kong

Dr. YC Woo
Consultant
Department of Medicine
Queen Mary Hospital

Dr. Tiffany Yau
Associate Consultant
Department of Medicine and Therapeutics
Prince of Wales Hospital

Dr. Vincent Yeung
Honorary Consultant
Department of Medicine & Geriatrics
Our Lady of Maryknoll Hospital
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Abstracts

Sponsored Lecture (1)

Professor Paola Fioretto
Professor in Medicine
Department of Medicine
University of Padova, Italy

Type 2 diabetes mellitus (T2DM) is a well-established risk factor for chronic kidney disease (CKD). Despite 
significant advances in diagnosis and treatment over the past two decades, CKD patients still have a 
poor long–term prognosis including poor mortality and morbidity.

The incidence and prevalence of T2DM, HF and CKD are increasing globally. This epidemic of T2DM, HF 
and CKD creates an urgent need for effective therapies that can address the expected increased burden 
of cardiorenal diseases in general and among patients with T2DM. The management of T2DM should 
be guided by guidelines as well as clinical trial evidence which has shown to be beneficial. This lecture 
will discuss the role of SGLT2i in cardiorenal disease management.

New era of SGLT2i: looking beyond the A1c in Cardio-Renal 
disease management
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Abstracts

Sponsored Lecture (2)

Dr. CH Choi
Consultant
Department of Medicine
Queen Elizabeth Hospital

Management of hyperlipidemia:

AFCAPS/TexCAPS; MEGA; WOSCOPS; STELLAR; CARDS; DISCOVERY; J-PREDICT; ALLHAT-LLT; 
ASCOT-LLA; ACCORD Lipid; AIM-HIGH; HPS2-THRIVE; JELIS; JUPITER; HOPE-3; EMPATHY; REDUCE-
IT; STRENGTH; SEAS; ENHANCE; IMPROVE-IT; REVEAL; ACCELERATE; DAL-OUTCOME; ILLUMINATE; 
PROSPER; STAREE; SPARCL; GOULD; RUTHERFORD; TESLA; TAUSSIG; GAUSS-3; OSLER; EBBINGHAUS; 
SPIRE; ODYSSEY; FOURIER; CLEAR HARMONY; ORION; COMPASS; ELIPSE; AKCEA-APO(a)-Lrx….

In the jungle of lipid publications, where are we now?

Management of Hyperlipidemia: where are we now?
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Abstracts

Symposium (1): Diabetic Complications

Professor WC Lam
Clinical Professor
Department of Ophthalmology
The University of Hong Kong

Diabetic eye disease is a group of eye conditions associated with patient with diabetes. These conditions 
include diabetic retinopathy, diabetic macular edema, cataracts, and glaucoma. The recent development 
of the anti-VEGF has revolutionized the management of diabetic retinopathy including the diabetic 
macular edema.  Laser photocoagulation was once the mainstay of the treatment for diabetic retinopathy 
is replaced by the anti-VEGF. 

This presentation will review the latest evidence-based treatment approach for the diabetic retinopathy, 
and diabetic macular edema.

Diabetic eye disease
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Abstracts

Symposium (1): Diabetic Complications

Dr. Jacky Lee 
Associate Consultant
Department of Medicine
Tung Wah Hospital

Diabetes mellitus is increasingly common worldwide, leading to a corresponding surge in the prevalence 
of diabetic complications including diabetic neuropathy. Diabetic neuropathy most commonly presents 
as a symmetric distal sensory-predominant polyneuropathy, but can also manifest as focal or multifocal 
neuropathy, radiculoplexopathy or autonomic neuropathy. Diabetic polyneuropathy is often debilitating 
and can result in sensory impairment, foot ulceration, amputation, falls and intractable neuropathic pain. 
Traditional approach with glycemic control has been shown to halt the progression of diabetic neuropathy 
in patients with type 1 diabetes mellitus, but the effects are only modest in those with type 2 diabetes 
mellitus. More recently, studies have shown that apart from hyperglycaemia and duration of diabetes, 
other cardiovascular risk factors also play an important role in the pathogenesis of diabetic neuropathy. 
However, to date only small-scale intervention studies targeting these risk factors are available and the 
results suggest that when the diabetic neuropathy becomes detectable by conventional bedside tools, 
it might be too advanced for any intervention to stop or reverse the disease process. Also, no specific 
disease-modifying treatment has been proven beneficial at the moment. Guidelines have suggested 
different classes of drugs as management of painful diabetic neuropathy. Standardized screening and 
early multifactorial interventions remain crucial for treating diabetic neuropathy and preventing its 
complications.

Diabetic neuropathy
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Abstracts

Sponsored Lecture (3)

Professor Melanie Davies 
Professor of Diabetes Medicine
Diabetes Research Centre
University of Leicester, UK

Sodium-glucose cotransporter 2 (SGLT2) inhibitors, such as empagliflozin, canagliflozin and dapagliflozin, 
are oral anti-hyperglycemic agents that have shown cardiorenal benefits in patients with type 2 diabetes 
mellitus (T2DM). However, as SGLT2i has been perceived as a treatment mainly for glycemic control, its 
initiation for organ protection remains low. 

In EMPA-REG OUTCOME trial, empagliflozin demonstrated significant benefits in 3-point MACE, 
cardiovascular (CV) death, hospitalization for heart failure and all-cause mortality. In addition to the CV 
benefit, empagliflozin also reduced the risk of developing incident or worsening nephropathy. 

Latest evidence has extended the use of SGLT2 inhibitors for the treatment of heart failure irrespective 
of the presence of diabetes. In EMPEROR-Reduced, empagliflozin reduced significantly the combined 
relative risk of cardiovascular death and hospitalization for heart failure by 25%, and significantly reduced 
the relative risk of first and recurrent hospitalization for heart failure by 30% in adults with HFrEF. The rate 
of decline in eGFR, a measure of kidney function decline, was slower with empagliflozin than with placebo, 
and the relative risk of a composite kidney endpoint, including end stage kidney disease and a profound 
loss of kidney function, was reduced by 50%. The safety profile was similar to the well-established safety 
profile of empagliflozin. In short, as shown in EMPEROR-Reduced, empagliflozin improved heart failure 
outcomes and slow down kidney function decline in HFrEF patients with and without diabetes, on top 
of standard of care. Recent international guideline recommended SGLT2 inhibitor as one of the new 
foundational therapies for HFrEF management.

As reported in ESC2021, EMPEROR-Preserved study, being the first and only positive HFpEF trial to 
meet its primary endpoint, demonstrated significant risk reduction in hospitalization for heart failure or 
CV death. The benefit on empagliflozin on the primary endpoint was consistent across all pre-specified 
subgroups, including LVEF, sex and diabetes status. Empagliflozin opens the door for improving future 
HF management regardless of LVEF. 

In conclusion, SGLT2i, as proven in multiple studies showing organ protective effects, should be 
considered beyond glycemic control.

Overcoming the therapeutic inertia in T2DM: 
protecting patients from outcomes with SGLT2 inhibitors
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Abstracts

Symposium (2A): Advances in Obesity Care

Dr. Michele Yuen
Honorary Clinical Assistant Professor
Department of Medicine
The University of Hong Kong

Obesity has been defined as a chronic, relapsing and progressive disease with far-reaching health 
impairment including type 2 diabetes, hypertension, hyperlipidemia, ischemic heart disease, fatty 
liver and even some cancers. Treating obesity effectively reduces the burden of disease and improves 
productivity and quality of life. Diet and exercise, along with sustainable behavioral changes, are central 
to obesity treatment. For non-surgical candidates, pharmacotherapy is often necessary to “kick-start” and 
maintain the weight loss process. The pharmacotherapeutic options for obesity has seen some changes 
in 2020 and 2021. Among these changes, locaserin has been withdrawn due to possible increased 
cancer risk and a new GLP1 agonist, semaglutide, has received approval for use in weight management. 
This talk will give an overview of current pharmacotherapy of obesity and discuss strategies to choose 
between different pharmacotherapeutic agents.

Update on pharmacotherapy of obesity
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Abstracts

Symposium (2A): Advances in Obesity Care

Dr. Fion Chan
Consultant
Department of Surgery
Queen Mary Hospital

Throughout the last decade, the obesity epidemic continued to get worse. Obesity is associated with 
significant medical problems such as metabolic syndrome, non-alcoholic fatty liver diseases, obstructive 
sleep apnoea, cardiovascular diseases, and various cancers, etc. Bariatric surgery has been shown to be 
a reliable therapy for Asian obesity patients (BMI >30) with metabolic syndromes and it can improve or 
cure Type II diabetes mellitus and lower cardiovascular risks in a good proportion of patients. Bariatric 
surgery is therefore well-known as “metabolic surgery”. It is, however, associated with a very low risk 
of mortality and risk of early and late complications including gastrointestinal reflux and nutritional 
deficiency. With more individuals seeking surgery as a treatment of metabolic syndrome, the choice 
of procedure has to be considered carefully based on the followings: 1. Weight-loss goals - amount of 
weight loss expected, and improvement or remission of obesity associated metabolic diseases; 2. Risk 
tolerance of patients with regard to the medical comorbidities and personal preference; 3. Demand for 
reversibility of procedures; 4. Willingness for life-long micronutrient supplementation. 

Metabolic surgery is safe and effective in achieving sustained weight loss and improvement in obesity 
related comorbidities. There is no “right” operation for a particular patient. The choice of the surgical 
procedure should be the balance between benefits and risks.

Metabolic surgery: choosing the right procedure for obese 
patients
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Abstracts

Symposium (2B): Disorders of Sex 
Development

Dr. Samantha Lee
Associate Consultant
Department of Paediatrics and Adolescent Medicine
Hong Kong Children’s Hospital

Disorder of sex of differentiation (DSD) was reported to affect 5 in 1000, among these 75% were 46XY 
DSD, and this was a highly heterogenous group with low phenotype-genotype correlations (Audi L et 
al. Eur J Endocrinol. 2018;179(4):R197-R206). During the diagnostic and management journey of 46XY 
DSD, not only parents feel perplexed at the first instance of being introduced the term “46XY DSD” or 
“undervirilized male”, physicians and surgeons alike are often stressed by the imminent need to assign 
for the sex of rearing, facing the challenges in reconstruction of genitalia, predicting the future gender 
orientation, fertility potential and to look for associated problems in other body system(s) eg. in NR51A, 
SOX9, HHAT, EMX2, WT1, SLOS etc. Over 60 genes have been reported to be involved in 46XY DSD 
in accordance to data in DSDNet. With the advances in next generation sequencing, we can gear our 
investigation and management in a more targeted manner. The aim of this session is to highlight the 
practical clinical pathway in management of 46XY DSD, and sharing of a real patient scenario to illustrate 
the importance of an accurate genetic diagnosis.

Practical approach to undervirilized male in the genetic era



20

Abstracts

Symposium (2B): Disorders of Sex 
Development

Dr. YH Tam
Consultant
Department of Surgery
Prince of Wales Hospital

Disorders of sex development (DSD) are a heterogeneous group of conditions featuring incongruence 
between phenotypic, gonadal and genetic sex. While it is typical for a potential diagnosis of DSD to be 
raised when a newborn presents with ambiguous genitalia, children affected by DSD do not always have 
abnormal external genitalia. This phenomenon is best illustrated by 45,X/46,XY mosaicism, which has 
an estimated incidence between 1 in 6,000 to 1 in 15,000 live births. In 45,X/46,XY mosaicism, affected 
individuals present with wide variations in phenotypes ranging from normal female to normal male 
phenotypes, with ambiguous genitalia in the middle of the spectrum. 

Pediatric studies of 45,X/46,XY patients reported in the literature generally focus on phenotypic 
features, endocrine function, growth and increased gonadal tumor risks. Data on surgical management 
of 45,X/46,XY children are sparse, and there is no surgical strategy which is universally agreed upon. 
It is beyond doubt that surgery has a role in the management of children with 45,X/46,XY karyotype 
given the increased risk of gonadal germ cell neoplasm which dictates a timely and appropriate surgical 
intervention. Performing genitalia surgery, however, has raised growing ethical concerns when a 
procedure of an irreversible nature is performed in a child who is too young to bodily autonomy and to 
participate in the decision-making process.  

In the lecture, Dr. Tam would share his surgical experience and approach in 45,X/46,XY children based 
on their phenotypes, and would share the contemporary evidence in the latest literature including recent 
studies conducted in Hong Kong Chinese children.

Surgery in children affected by 45,X/46,XY mosaicism
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Abstracts

Symposium (3A): Reproductive 
Endocrinology

Dr. Jacqueline Chung
Associate Professor
Department of Obstetrics and Gynaecology
The Chinese University of Hong Kong

With the advancement in diagnosis and treatment of cancer, the overall survival rate in young cancer 
patients has increased. However, anti-cancer treatment including chemotherapy and radiotherapy are 
often highly detrimental to the female endocrine and reproductive function. 

The fecundity of these young cancer survivors becomes the key quality of life issue after their recovery. 
Despite the existence of multiple international guidelines for clinical practitioners on the issue of fertility 
preservation, many physicians still initiate anti-cancer treatment without detailed consultation on post-
treatment fertility.

Fertility preservation refers to the means to preserve the women’s hormonal function as well as fertility 
from the damage of anti-cancer treatment. A variety of fertility preservation strategies are available 
and the option of fertility preservation should be individualized for each patient. This presentation 
aims to discuss the various options of fertility preservation available, especially those involving assisted 
reproductive technology with embryo and oocyte freezing and an individualized approach will be shared. 

Fertility preservation and management of infertility in 
cancer survivors
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Abstracts

Symposium (3A): Reproductive 
Endocrinology

Dr. KK Lee
Honorary Clinical Associate Professor
Department of Medicine
The University of Hong Kong

Hyperprolactinaemia is a common clinical problem faced by an endocrinologist. It is responsible for one 
third of all cases of female subfertility and prolactinoma accounts for 40% of all functional pituitary tumours. 
During this symposium, clinical cases will be presented to demonstrate how to approach prolactinoma 
during pregnancy, prolactinoma in male and the monitoring of side-effects during treatment.   

Hyperprolactinaemia & prolactinoma
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Abstracts

Symposium (3B): Running Out of Essential 
Elements

Dr. Annette Tso
Honorary Clinical Associate Professor
Department of Medicine
The University of Hong Kong

Thyroid hormones, namely thyroxine (T4) and triiodothyronine (T3), play important roles in the 
regulation of cell differentiation, neural maturation, growth, protein synthesis, basal metabolic rate, 
heat production and the utilization of nutrients for energy production.  About 5%-10% of the general 
population is estimated to have some degree of hypothyroidism which, if improperly treated, may result 
in cardiovascular and metabolic sequelae as well as impact the quality of life.

In this talk, we shall cover the management of hypothyroidism in different contexts, including in pregnancy, 
in subclinical hypothyroidism and after treatment of thyroid cancer.  We shall also discuss controversies 
surrounding thyroid deiodinase polymorphisms and combination therapy with liothyronine. 

Update on hypothyroidism
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Symposium (3B): Running Out of 
Essential Elements

Dr. Risa Ozaki
Consultant
Department of Medicine and Therapeutics
Prince of Wales Hospital

Hypoglycaemia has been documented in the literature since the early 19th century. However, it was not 
until the advent of insulin treatment in the 1920’s did it come to light that it is the excess insulin that leads 
to symptoms we now know to be hypoglycaemia. 

Spontaneous hypoglycaemic disorders are rare conditions encountered by clinicians and endocrinologists 
in the clinical setting. However, before embarking on extensive evaluation and investigations for the 
underlying aetiology for hypoglycaemia, it is important that the Whipple’s triad is firmly documented 
confirming the presence of hypoglycaemia, so as to avoid unnecessary and costly investigations. 

In this session, the approach to the evaluation and management of spontaneous hypoglycaemic disorders 
will be discussed. Two case studies will be portrayed to illustrate the presentation, investigation and 
management of hypoglycaemia cases resulting from different pathophysiology. 

Spontaneous hypoglycemia: evaluation and management
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Sponsored Lecture (4)

Professor Samantha Hocking
Associate Professor
Faculty of Medicine and Health
The University of Sydney, Australia

Once weekly glucagon-like peptide-1 receptor agonists (GLP-1 RAs) are well suited for the management 
of Type 2 diabetes (T2D). Signalling via its receptors located in various organs, including brain, GI tract 
and pancreas, GLP-1 provides a number of beneficial effects in the setting of T2D. In the pancreas, 
GLP-1 acts in a glucose-dependent manner to promote insulin secretion and inhibit glucagon secretion. 
Apart from this well-known pancreatic effect, GLP-1 enhances satiety and reduces hunger by acting on 
both central and peripheral receptors in the brain and GI tract. GLP-1 RAs generally improve a number 
of CV risk markers, including glucose, weight, blood pressure and lipid levels. Moreover, a number of 
large CV outcome trials (CVOTs) have provided robust evidence concerning CV outcomes. Owing to 
their glucose-lowering and weight-loss properties and low intrinsic risk of hypoglycaemia, as well as 
cardiovascular (CV) benefits, GLP-1 RAs are now recommended as second line treatment of T2D after 
metformin, particularly for individuals with established atherosclerotic cardiovascular disease or with 
indicators of high risk for cardiovascular disease or in whom weight management is a concern. This 
presentation will provide an overview of clinical trial evidence and real world data regarding the use of 
once weekly GLP-1 RAs for type 2 diabetes.

Once weekly GLP-1 receptor agonist in T2DM 
management: From clinical trials to real world evidence
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Professor Michael Stowasser
Professor
Endocrine Hypertension Research Centre
University of Queensland Diamantina Institute, Greenslopes and Princess Alexandra Hospitals
Australia

During recent decades it has become apparent that primary aldosteronism (PA) is highly prevalent within 
the hypertensive population and that aldosterone excess has adverse cardiovascular (CV) effects that 
are in part independent of its effects on blood pressure, resulting in higher rates of CV events in PA 
compared to essential hypertensives. This cohort therefore represents a potentially enormous contributor 
to the global burden of CV disease. Not only do patients with PA show impressive BP responses to 
specific surgical (unilateral laparoscopic adrenalectomy) or medical [usually mineralocorticoid receptor 
antagonist (MRA)] treatment, but the excess in CV morbidity also resolves, making it essential to identify 
these patients so that they may benefit from optimal, targeted management. The resulting resurgence of 
research and clinical interest in PA has led to (1) major improvements in diagnostic workup, including the 
development of semi-automated mass spectrometric methods of measuring aldosterone and angiotensin 
II, a highly accurate and streamlined method of confirming the diagnosis (seated saline suppression 
testing), point-of care cortisol testing to enhance success of adrenal venous cannulation during adrenal 
venous sampling (AVS, used to differentiate unilateral, surgically correctable from bilateral forms) and 
metomidate radioisotope scanning (a promising alternative for subtype differentiation); (2) development 
of new MRAs and their successful wide application among a diverse array of CV conditions and of 
highly specific CYP11B2 inhibitors; and (3) rapidly expanding knowledge regarding the genetics of PA 
(familial and sporadic) and its pathogenesis and histopathology as defined by blood and adrenal DNA 
sequencing and immunohistochemistry using new, highly specific monoclonal antibodies to aldosterone 
synthase (CYP11B2). Clinicians, however, remain reluctant to look for PA. Given its low cost, reliability, 
high rate of positivity and substantial clinical significance of a positive test, screening by aldosterone/
renin ratio testing should be offered to most hypertensives, and all at initial diagnosis of hypertension.

Update on primary aldosteronism
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Dr. Alice Cheng
Associate Professor
Department of Medicine
University of Toronto, Canada

Since the discovery of insulin over 100 years ago, the formulations have continued to evolve to 
improve clinical utility. Ideal insulin therapy requires a fine balance between achieving glycemic target 
and minimizing the risk of hypoglycemia. Second generation basal insulin analogues (insulin glargine 
300 U/mL and insulin degludec) have been developed to try to better achieve those goals.  When 
compared to first generation basal insulin analogues, both of these insulins have been shown to cause 
less hypoglycemia whilst providing effective glycemic control.  

The first head-to-head study of the second generation basal insulin analogues was the BRIGHT study. 
Insulin-naïve patients with type 2 diabetes were randomized to receive either glargine 300 U/mL (IGlar 
U300) or insulin degludec (IDeg) using identical treat-to-fasting-glucose-target tiration algorithms. The 
primary outcome of noninferiority for HbA1c reduction from baseline was met over the 24-week study 
period.  Overall hypoglycemia was also similar between the 2 groups for the entire study duration.  
However, there was less anytime hypoglcyemia with IGlar U300 compared to IDeg, during the 12-week 
titration period when the insulin dose changes and A1c drop were the most rapid.   A prespecificed 
subroup analysis showed that the group with baseline eGFR <60 mL/min/1.73 m2 , achieved lower 
HbA1c with IGlar U300 with no difference in hypoglycemia.  In addition, a post hoc analysis showed that 
among those age 70 years or older, IGlar U300 allowed for lower HbA1c with no increase in hypoglycemia 
compared to IDeg.  These findings generate the hypothesis that IGlar U300 may be particularly beneficial 
in these vulnerable populations.

The role of second generation insulin analogues in daily 
clinical practice
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Professor Sten Madsbad
Professor
Faculty of Health Science
University of Copenhagen, Denmark

Semaglutide is a GLP-1 receptor agonist for once-weekly subcutaneous administration. Gradual dose 
escalation is recommended with an initial dose of 0.25 mg, which is increased to 0.5 mg after 1 months 
and in subjects without side effects to 1 mg after one further months of treatment. In semaglutide the 
similarity to human GLP-1 is well-preserved sharing a 94% homology.  

Semaglutide is the most potent GLP-1 receptor agonist. In the phase 3 development program including 
more than 9000 participants the mean reduction in HbA1c for 1 mg of semaglutide was 1.6% (18 pmol/
mol) and the mean body weight reduction was 5.7 kg. In head to head comparisons with DPP-4 inhibitors, 
other GLP-1 receptor agonists, SGLT-2 inhibitors and basal insulin the results have shown superiority for 
semaglutide both in relation to reduction in HbA1c and body weight. The risk of hypoglycemia with 
semaglutide is minimal when not combined with sulfonylurea or insulin. 

Safety of semaglutide was studied in comparison with placebo in the cardiovascular endpoint study 
SUSTAIN 6, where 3297 subjects with type 2 diabetes were followed for 2 years. At baseline 83% had 
established cardiovascular disease, chronic kidney disease or both. The primary outcome: cardiovascular 
death, nonfatal myocardial infarction or nonfatal stroke was reduced by 26%, p<0.001, nonfatal myocardial 
infarction by 26%, p=0.12 and nonfatal stroke by 39%, p=0.04. Revascularization surgery rates were 
also greatly reduced by semaglutide compared with placebo. Rates of death, including cardiovascular 
death, were similar in the two groups. Semaglutide 1 mg reduces systolic blood pressure with 2.6 mmHg 
and increased heart rate with 2.5 beats per minute. In total 45 patients would need to be treated for 2 
years to prevent one primary endpoint. The exact mechanism(s) semaglutide reduces CVD risk remain 
to be established but appears to be mainly linked to anti-arteriosclerotic effects by multiple pathways 
including reduced inflammatory processes within the atherosclerotic plaque.

Rates of new or worsening of nephropathy were lover, but rates of retinopathy complications significantly 
higher with semaglutide, and seems to be associated to a fast and great reduction in HbA1c the first 16 
weeks of treatment in patients already having retinopathy and treated with insulin. 

The most common side effects are gastrointestinal upset, typically nausea, vomiting, diarrhoea or 
obstipation, which can be seen in about 10-20% of treated, but in most wanes over time and can be 
minimized using slow up-titration. 

In the latest ADA/EASD consensus report semaglutide, liraglutide, and dulaglutide is recommended 
to reduce the risk of cardiovascular disease in patients with establish cardiovascular disease or in high 
risk patients (artery stenosis > 50%, left ventricular hypertrophy, eGFR < 60 ml/min) independent of 
actual HbA1c. GLP-1 RAs do not appear to have consistent effect on hospitalization because of heart 
failure. Despite the beneficial effects on HbA1c, body weight and cardiovascular events GLP-1 RAs are 
underused in eligible patients.

The use of GLP1-RA in cardiovascular disease prevention in 
T2DM
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Professor Gerald Watts
Professor
Departments of Cardiology and Internal Medicine
Royal Perth Hospital, Perth, Australia

The role of proprotein convertase subtilisin/kexin type 9 (PCSK9) in the regulation of LDL metabolism was 
first suggested in families with phenotypic familial hypercholesterolaemia (FH) due to gain-of-function 
mutations in the PCSK9 gene. Experimental studies then established PCSK9 as a new target for lowering 
low-density lipoprotein cholesterol (LDL-C) and treating atherosclerotic cardiovascular disease (ASCVD). 
This led to vigorous pharmaceutical industry programs to develop new drugs for inhibiting PCSK9 in 
humans. 

PCSK9 may be targeted by inhibiting its binding to the LDL receptor (e.g. with monoclonal antibodies 
(mAbs)), by inhibiting intrahepatic synthesis of PCSK9 at the RNA level ( e.g. with nucleic acids) and 
by inhibiting autocatalytic process of PCSK9 ( e.g. with small molecules). The mAb program is by far 
the most advanced, with two drugs (evolocumab, alirocumab) now integral to the care of patients with 
FH and patients with established ASCVD, and their use has been recommended for corresponding 
indications by international clinical practice guidelines. Clear efficacy has been demonstrated in both 
heterozygous and homozygous FH patients, although PCSK9 inhibitors are ineffective in the extremely 
rare patients with no LDL receptors due to null/null gene variants.    

In essence, clinical outcome trials with PCSK9 mAbs have shown that they effectively lower LDL-
cholesterol (by approximately 60%), significantly lower the incidence of further major atherosclerotic 
cardiovascular events (by approximately 15% against background treatment with statins) and are well 
tolerated and safe; benefits are on average proportional to the absolute reduction in LDL-C and to 
the duration of treatment, with greatest effects reported in those with additional risk due to recent MI, 
polyvascular disease and prior ASCVD events. The value of lowering LDL-C with PCSK9 mAbs has been 
clearly demonstrated in patients with diabetes, chronic kidney disease and peripheral arterial disease. 
Clinical benefit with no safety concerns has been reported at very low levels of LDL-C, a recent analysis 
from the FOURIER trial supporting lowering LDL-C in patients with ASCVD and other risk factors to less 
than 1 mmol/L (40 mg/dl). 

The favourable impact of evolocumab on ASCVD events and progression of structural coronary artery 
disease is underpinned by an intravascular ultrasound study and, most recently, on unstable plaques in 
an ACS setting by a trial using optical coherence tomography. The outcome of the two major clinical 
trials have informed recent lipid guidelines from the ACC/AHA and ESC/EAS. The real challenge at 
present is how to implement these recommendations.

Despite the impressive success of the use of PCSK9 Mabs, a substantial proportion of patients remain at 
significantly increased residual risk of ASCVD. From a lipid perspective, future studies will address this 
continuing gap in care with therapies that target residual elevation in plasma levels of triglyceride-rich 
lipoproteins and lipoprotein(a).  

Management of LDL-C with PCSK9i: Optimizing the 
outcomes in patients with chronic diseases
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Associate Consultant
Department of Medicine and Therapeutics
Prince of Wales Hospital

Transgender people have a gender identity that differs from the sex they were assigned at birth, and this 
incongruence can result in lifelong gender dysphoria with significant distress or problems in functioning. 
Many transgender people would seek medical assistance on hormonal therapy, with or without surgery, 
to better align their physical features to their reaffirmed gender, and to alleviate the dysphoria associated 
with living in the incongruent gender.

It has been a century since the initiation of hormonal therapy and operations for gender dysphoria 
globally. Over the past 50 years where transgender treatment has been increasingly accessible worldwide, 
there remains concerns on the potential adverse effect of hormonal therapy on cardiovascular risk, bone 
health, and cancer risk etc. 

Care for the transgender people requires a multidisciplinary team. In recognition of such, a centralized 
service for the management of gender identity has been established in the Prince of Wales Hospital 
since 2016. As of 2021, around 400 people are receiving hormonal therapy in this service. In parallel with 
the growing awareness of the LGBT community, healthcare professionals should also be more familiar 
with transgender care and current treatment options.

Transgender medicine: what endocrinologists need to know
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Clinical Assistant Professor
Department of Medicine
The University of Hong Kong

Immune checkpoint inhibition is one of the five pillars of cancer therapeutics. Since the first FDA approval 
of immune checkpoint inhibitor (ICI) ipilimumab for melanoma in 2011, the indications for ICIs continue 
to expand to include various cancer types. Currently approved ICIs in clinical use include anti-CTLA4, 
anti-PD1 and anti-PD-L1. It has been estimated that close to half of the metastatic cancer patients may 
be eligible to receive ICIs. While ICIs possess anti-cancer effects, they are associated with a unique 
spectrum of side effects named immune-related adverse events (IRAEs).

In contrast to traditional cytotoxic chemotherapy or molecular targeted therapies which rarely cause 
endocrine dysfunction, ICI-treated patients are particularly susceptible to endocrine IRAEs. Timely 
treatment is essential not only to improve patients’ quality of life, but also to prevent life-threatening 
complications. Hence, it is crucial for managing clinicians to be familiar with the evaluation and 
management of endocrine toxicity of cancer immunotherapy.

The incidence, pathophysiological mechanisms, clinical course, risk factors, evaluation and management 
of various endocrine IRAEs involving the pituitary, thyroid and endocrine pancreas will be discussed in 
this symposium. Furthermore, case examples will be discussed to illustrate the management algorithms. 
Relevant local data will be shared to conclude this symposium.

Endocrine toxicity of cancer immunotherapy
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Dr. William Cheung
Honorary Consultant in Nuclear Medicine
Department of Nuclear Medicine and Positron Emission Tomography
Hong Kong Sanatorium and Hospital

Nuclear medicine techniques provide functional as well as morphological information on multiple 
endocrine organs and were first applied in thyroid disorders. Several radiopharmaceuticals are used for 
the evaluation of other endocrine conditions such as parathyroid and adrenal diseases and some neuro-
endocrine tumors. Novel applications using PET technology are currently expanding the field of nuclear 
medicine in clinical endocrinology. 

The diversity of molecular targets uniquely expressed by endocrine tumors provides opportunities for 
enhanced characterization of these tumors in terms of hormone synthesis, transporter and receptor 
expression, mirroring histologic classification on a whole-body, in vivo scale. 

Radiopharmaceuticals in endocrine applications serve not only as diagnostic agents but also a platform to 
treat patients with matched radionuclide therapy agents, using the “theranostic approach”. Radioiodine 
administration is still the standard of practice for the ablation of thyroid remnants after surgery for 
thyroid cancer, and for patient follow-up and re-staging.

In conclusion, the future of nuclear endocrinology is bright. Advances in nuclear endocrinology will be 
used together with state-of-art proteomics, functional genomics, and systems biology approaches to 
identify new targets that will improve diagnosis, offer new treatments, and expand understanding of 
these diseases.  

Application of nuclear medicine in endocrinology
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Clinical Assistant Professor
Department of Medicine
The University of Hong Kong

Multiple endocrine neoplasia (MEN) is a group of genetic diseases characterized by the development 
of tumours in two or more endocrine organs in a single patient. Patients with MEN1 are predisposed to 
hyperplasia and/or tumours of parathyroid, enteropancreatic, and/or anterior pituitary origin, secondary 
to the presence of germline mutation in the tumour suppressor gene MEN1 which encodes menin. In 
MEN2 and MEN3, also known as MEN2A and MEN2B, respectively, patients typically develop medullary 
thyroid carcinomas and phaeochromocytoma secondary to the presence of germline mutation of the 
RET proto-ongocene. In contrast to MEN1, strong genotype-phenotype correlations are present in 
MEN2 and MEN3. Lastly, MEN4 is characterized by the presence of MEN1 phenotype but without an 
MEN1 mutation. Germline mutations in the cyclin-dependent kinase inhibitor 1b (CDKN1B) gene has 
been reported in patients with MEN4. This short talk will provide an update on the clinical presentation, 
management and screening across these MEN disorders.

Multiple endocrine neoplasia
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Emeritus Professor of Endocrinology
University of Oxford, UK

Cushing’s syndrome, once one excludes exogenous causes, is a rare syndrome, or at least it has been 
classically. A number of diagnostic tests have been proposed and refined over the years, and problems 
with the differential diagnosis, especially with regards to pituitary-dependent Cushing’s syndrome, 
Cushing’s disease, as opposed to the ectopic ACTH syndrome, have been largely resolved. This has been 
particularly in the context of bilateral inferior petrosal sinus sampling (BIPSS) and new high-resolution 
cross-sectional (CT, MRI) and functional imaging such as 68Ga-dotatate PET/CT/MRI scanning. However, 
the accurate diagnosis of the increasing number of patients with very mild Cushing’s syndrome, and the 
awareness of autonomous cortisol-secretion from adrenal “incidentalomas”, has led to very problematic 
decision taking. What do we do with the patient with some clinical and biochemical features of Cushing’s 
syndrome, but no certain diagnosis: Cushing’s or pseudo-Cushing’s? In essence, the current diagnostic 
tests provide a probabilistic diagnostic estimate on a background of the pre-test probability, with a 
clinical decision required as to the most appropriate outcome. 

New advances in medical therapies based on the pituitary (pasireotide), adrenal (osilodrostat, 
levoketoconazole) or glucocorticoid receptor (relacorilant) are expensive and require careful manipulation. 
In addition, cross-reaction of cortisol metabolites in patients on metyrapone, osilodrostat, and parenteral 
etomidate, renders careful consideration of assay results mandatory. Surgery (transsphenoidal, unilateral 
or bilateral adrenalectomy) still remains the cornerstone of treatment. However, recent data on the use 
of metformin to antagonise many of the  adverse effects of exogenous steroids may also be considered 
in the cases of uncertain mild Cushing’s syndrome.

Cushing’s syndrome: diagnostic pitfalls and therapeutic 
advances
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Hyponatraemia is the most common electrolyte disorder observed in clinical practice. In severe cases, 
patients can develop fatal complications from cerebral edema but also permanent neurological disability 
from overzealous treatment. Management of this disorder rests upon physiological principles and the 
understanding that a vast majority of cases result from a perturbation of water balance. In this talk, the 
diagnostic approach as well as the therapeutic aims and options for hyponatraemia will be discussed.

Endocrine conundrum: a nephrologist’s perspective
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Department of Medicine
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Phosphate is an essential element of several physiologic pathways, such as skeletal development, bone 
mineralization, membrane composition, nucleotide structure, maintenance of plasma pH, and cellular 
signalling. Hypophosphataemia is a common electrolyte disturbance encountered in clinical practice. 
Acute and chronic hypophosphataemia differ in clinical manifestations and aetiologies. While the causes of 
acute hypophosphataemia are usually apparent without much investigation, chronic hypophosphataemia 
requires comprehensive biochemical evaluation. Hypophosphataemia results from 3 major mechanisms, 
namely intracellular shift, gastrointestinal loss and renal loss. Of note, renal phosphate wasting can 
be further classified as fibroblast growth factor 23 (FGF-23) mediated and non-FGF-23 mediated. 
This presentation will provide a concise review on phosphate metabolism and a practical approach to 
evaluation of hypophosphatemia. The management of important hypophosphatemic disoders, including 
recent advances in treating FGF-23 mediated pathology, will also be discussed.

Crash course on hypophosphataemic disorders
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BATTLE CV DEATH NOW
MORE THAN EVER§

In the treatment of patients with type 2 diabetes
and established CV disease receiving standard of care,†‡§

CV death can strike at any time
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Boehringer Ingelheim (HK) Ltd.
Suites 1504-9, Great Eagle Centre, 23 Harbour Road, Wanchai, Hong Kong
Tel: (852) 2596 0033    Fax: (852) 2827 0162   www.boehringer-ingelheim.com.hk

JARDIANCE demonstrated
38% RRR in CV death1,2

Established HbA1c efficacy2

Demonstrated safety profile1,2

Convenient, once-daily oral dosing2

ADA & EASD recognize JARDIANCE 
as the SGLT2 inhibitor with stronger
evidence of CV benefits3#

Jardiance is indicated in
T2DM patients and established

cardiovascular disease to
reduce the risk of

cardiovascular death2

THE ONLY
OAD WITH CV

INDICATION

† JARDIANCE demonstrated RRR in CV death in adult patients with insufficiently controlled type 2 diabetes (baseline HbA1c 7-10%) and established CV disease (coronary artery disease, peripheral artery disease, or a history of myocardial infarction or stroke).1
‡ Standard of care included CV medications and glucose-lowering agents given at the discretion of physicians.1
§ Empagliflozin versus placebo on top of standard of care.‡
# Management of hyperglycemia in type 2 diabetes, 2018. A consensus report by the ADA and EASD stated that among patients with established CVD, there is likely cardiovascular benefit, with the evidence of benefit modestly stronger for empagliflozin than canagliflozin3

JARDIANCE® Abbreviated Prescribing Information (aPI-JAR-14-V2)
Presentation: Empagliflozin. Film-coated tablets 10 mg; 25 mg. Indications: Indicated in the treatment of type 2 diabetes mellitus to improve glycaemic control in adults as: monotherapy when diet and exercise alone do not provide adequate glycaemic control in patients 
for whom use of metformin is considered inappropriate due to intolerance; and as add-on combination therapy with other glucose-lowering medicinal products including insulin, when these, together with diet and exercise, do not provide adequate glycaemic control. 
Indicated in patients with type 2 diabetes mellitus and established cardiovascular disease to reduce the risk of cardiovascular death. Dosage and administration: 10 mg once daily. In patients tolerating 10 mg once daily and requiring additional glycaemic control, the dose 
can be increased to 25 mg once daily. Can be taken with or without food. No dose adjustment is required for patients with eGFR ≥45mL/min/1.73m2 or with hepatic impairment, or for 
elderly patients. Contraindication: Hypersensitivity to empagliflozin or any of the excipients. Patients on dialysis, eGFR <30mL/min/1.73m2 or CrCl <30mL/min, or eGFR persistently 
<45mL/min/1.73m2 or CrCl persistently <45mL/min. Rare hereditary conditions that may be incompatible with an excipient. Special warnings and precautions: Should not be used in 
patients with type 1 diabetes. Discontinue immediately when DKA is suspected or diagnosed. Treatment should be interrupted in patients who are hospitalised for major surgical 
procedures or acute serious medical illnesses. Monitoring of ketones is recommended in these patients. Measurement of blood ketone levels is preferred to urine, and empagliflozin may 
be restarted when the ketone values are normal and the patient’s condition has stabilised. Assess renal function prior to initiation of empagliflozin and periodically thereafter. Discontinue 
when the eGFR is persistently <45mL/min/1.73m2 or CrCl <45mL/min. Discontinue in cases of recurrent UTI. Due to a risk of modest decrease in blood pressure, caution should be 
exercised in patients with known cardiovascular disease, patients on diuretics, patients with history of hypotension or patients aged 75 years and older. Monitoring of volume status and 
electrolytes is recommended. Regularly examine the feet and counsel patients on routine preventative footcare. Patients treated with empagliflozin presenting with pain or tenderness, 
erythema, or swelling in the genital or perineal area, along with fever or malaise, should be assessed for necrotizing fasciitis. Avoid use during pregnancy and breast-feeding. Safety and 
effectiveness in children under 18 years of age have not been established. Initiation is not recommended in patients aged 85 years and older. Urine will test positive for glucose while 
patients are taking JARDIANCE. Interactions: Risk of dehydration and hypotension may increase when used in combination with thiazide and loop diuretics. Lower dose of insulin or an 
insulin secretagogue may be required to reduce the risk of hypoglycemia when used in combination with JARDIANCE. Adverse reactions: Hypoglycaemia (depends on type of background 
therapy of patients); Urinary tract infection, vaginal moniliasis, vulvovaginitis, balanitis and other genital infection; Increased urination, dysuria; Pruritus; Volume depletion; Thirst; 
Glomerular filtration rate decreased, blood creatinine increased, haematocrit increased, serum lipids increased. Post-marketing experience: Ketoacidosis, urosepsis, pyelonephritis, 
necrotising fasciitis of the perineum (Fournier’s gangrene), allergic skin reaction, angioedema, phimosis. Storage condition: Please refer to outer packaging for special precautions for 
storage. Note: Before prescribing, please consult full prescribing information.

Reference: 1. Zinman B, et al. N Engl J Med. 2015;373(22):2117-2118. 2. Jardiance Hong Kong Prescribing Information. 3. Davies MJ, D’Alessio DA, Fradkin J,et al. Management of hyperglycaemia in type 2 diabetes, 2018.  A consensus report by the American Diabetes Association 
(ADA) and the European Association for the Study of Diabetes (EASD).  Diabetologia. 2018.

CV: cardiovascular; RRR: relative risk reduction; ADA: American Diabetes Association; EASD: European Association for the Study of Diabetes; CVD: cardiovascular disease; OAD: oral antidiabetic drug; T2DM: type 2 diabetes mellitus
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