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Medicine, History and Art (2)

Joanna the Mad and Philip the Handsome (ca 1505), Flanders

Royal Museum of Fine Arts of Belgium

J oanna was born a pretty and gifted 
child. She excelled in languages, 
law and classical literature and 

was skilled in musical instruments and 
horse riding. As the third child of Isabel 
of Castile and Ferdinand of Aragon, she 
was not groomed to become a monarch. 
At the age of seventeen she was married 
to Philip the Handsome, Archduke of the 
House of Habsburg, and went to live with 
him in Flanders (Northern Belgium).

 In 1504, Isabel died and the throne 
of Castile was inherited by Joanna, then 
aged 24, since her elder brother and 
sister had passed away prematurely. 
Meanwhile her Father Ferdinand was the 
Governor and Administrator.

Joanna and Philip returned to Castile 
two years later to assume the throne as 
Queen and King. However, Philip died 
a few months later. Joanna herself was 
incapable of running the country, which 
was devastated by plague and famine.  
A year later, Ferdinand returned from 
Aragon and seized power, proclaiming 
himself as King of Castile, and Joanna was 
demoted to nominal co-monarch. In 1509, 
at the age of 29, Joanna was confined by 
her Father, on account of her madness, 
to the Royal Palace at Tordesillas, Castile.

On the death of Ferdinand, Joanna, 
now aged 36, also inherited the throne 
of Aragon, and her son, Charles, now 
aged 17, was co-monarch. To ensure his 
domination, Charles chose to continue 
Joanna’s imprisonment until her death at 
the age of 75. She was entombed at the 
Royal Chapel in Granada, together with 
Isabel, Ferdinand and Philip.

Joanna started to develop 
symptoms of mood instability after her 
marriage. She had bouts of extreme 
agitation, and at times would not eat 
or sleep. At the death of Philip, she fell 
into a deep melancholy, and mourned for 
many years. She kept the coffin of Philip 
nearby, and took the coffin with her when 
she travelled.
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W ith advances in genomic 
testing, treatment plans for 
patients with cancer are 

becoming more personalized, with 
therapies now targeting gene mutations 
unique to individual cancers and offering 
greater hope for patients.

Cancer is a disease of the genome, 
which is the complete set of genes or 
genetic material in a cell. Genetic testing 
is a study of heredity and helps deter-
mine a person’s risk of developing certain 
cancers. Genomic testing, the examina-
tion of the genomic makeup of cancer 
tissues, can identify DNA alterations that 
may be driving the growth of a specific 
tumour. 

Next-generation sequencing is a 
DNA sequencing technology that has 
revolutionized the field of genomics. 
Foundation Medicine Inc has the first FDA-
approved broad companion diagnostic for 
solid tumours. FoundationOne® CDx is 
a comprehensive genomic profiling test 
that can detect the four main classes of 
genomic alterations in 324 cancer-related 
genes and other biomarkers, includ-
ing microsatellite stability and tumour 

mutational burden, in solid tumour tissue 
specimens. FoundationOne® Liquid is a 
liquid biopsy test for solid tumours that 
is performed when a tissue biopsy is 
unavailable and is capable of analysing 70 
genes from a single blood draw.

Genomic testing can also identify 
homologous recombination deficiency, 
which is present in 50% of all high-grade 
serous ovarian cancers, and neurotrophic 
tyrosine receptor kinase gene fusions, 
which are associated with various types 
of cancer, including head and neck, sar-
coma, lung and colorectal cancer, as well 
as glioblastoma. 

In contrast to the previous ‘one 
drug fits all’ approach, it is now possible 
to obtain a patient’s complete tumour 
profile to gain an understanding of the 
treatment options that are most appropri-
ate for that patient.

Nutritional Management of Patients with Chronic Kidney Disease

Genetic Versus Genomic Testing in Cancer Management

T he dietary recommendation for 
patients with chronic kidney dis-
ease (CKD) is a low-salt, low-protein 

(0.6–0.8 g/kg/day) and low-phosphate diet. 

A high-protein diet has been shown 
to increase the risk of progression of CKD, 
whereas a low-protein diet may slow 
down the progression of renal failure and 
reduce uraemic symptoms. However, 
adherence to low-protein diets is often 
poor and lowering the protein intake to 
below 0.6 g/kg/day increases the risk of 
nutritional insufficiency and malnourish-
ment. In advanced CKD, if patients are 
willing to take a “very low-protein diet” 
at 0.3 g/kg/day, supplementation with 
keto-analogues of essential amino acids, 
which utilize nitrogen waste products for 
transamination during conversion into 
amino acids in the body, is helpful to 
delay the need for dialysis and maintain 
the patient’s nutritional status. Adequate 
calorie intake, vitamin and iron supple-
mentation, and careful monitoring of the 
patient’s nutritional status are important.

Hyperkalaemia is common in CKD 

and often limits the use of renoprotective 
agents like renin-angiotension system 
blockers. In such cases, education on low-
potassium intake is needed. Patiromer and 
sodium zirconium cyclosilicate are new 
drugs recently approved to treat or prevent 
hyperkalaemia.

Low phosphate intake is often 
neglected. Hyperphosphataemia and high 
phosphate intake are associated with a 
faster decline in renal function. A low-phos-
phate diet should be implemented before 
hyperphosphataemia develops. In natural 
foods, the phosphate and protein contents 
are often linked. Patients should be taught 
how to choose low-phosphate foods while 
maintaining an adequate protein intake. 
Patients should also avoid eating preserved 
or canned food as they often contain inor-
ganic phosphate preservatives, which are 
more efficiently absorbed by the body than 
organic phosphates.



Ad from Roche
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P lasma cell myeloma is a common 
haematological malignancy in the 
elderly, with about 250 new cases 

a year in Hong Kong. Up to 1% of people 
aged over 65 years may have a mono-
clonal band in their blood, although the 
majority will never progress to myeloma. 
Historically, myeloma is associated with 
a chronic, painful disease course and 
short median survival. The advent of 
dual-target therapy (immunomodulator 

and proteasome inhibitor) in 2003 has 
completely changed the treatment 
landscape. Median survival has been 
extended from 3 years in 1992 to 10 years 
and beyond in new cases. Denosumab 
and daratumumab monoclonal antibodies 
provide further options for the treating 
physician. Chemotherapy no longer plays 
a major role in myeloma, and radiotherapy 
and autologous transplant may become 
optional.

Myeloma: No Pain, More Gain

Personalized Care of Chronic Obstructive Pulmonary Disease in 2019

C hronic obstructive pulmonary dis-
ease (COPD) is a common disease 
locally and globally and is associ-

ated with debilitating symptoms, recur-
rent exacerbation and early mortality. 

According to the Global Initiative 
for Chronic Obstructive Lung Disease 
(GOLD) guidelines, the aims of treatment 
are to relieve symptoms and reduce the 
risk of exacerbation, disease progression 
and mortality. 

As COPD is a heterogeneous dis-
ease, a common treatment strategy will 
not fit all patients. It is important to iden-
tify clinical phenotypes and/or biomarkers 
that will guide physicians to implement 
personalized care for these patients, dur-
ing stable conditions and at exacerbation. 

Stable disease 
Asthmatic phenotype: COPD patients 
with features of asthma should be 
treated with long-acting beta-agonists 
and inhaled corticosteroids (LABA/ICS) 
instead of LABA monotherapy, as the use 
of the former is associated with a lower 
risk of COPD hospitalization and death 
compared with the use of LABA alone. 

Symptoms and exacerbation: Although 
symptoms and exacerbation are not 
“clinical phenotypes”, their amelioration 
constitutes an important goal of treat-
ment. Both LABA and long-acting mus-
carinic antagonists (LAMA) are effective 
medications in reducing symptoms and 
attenuating the risk of exacerbation. In 
one study, LABA (indacaterol) provided 
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greater symptomatic improvement than 
LAMA (tiotropium) and may be preferred 
for symptomatic non-exacerbators. On 
the other hand, LAMA has consistently 
been shown to be more efficacious than 
LABA in preventing exacerbation and is 
recommended as the initial treatment for 
Groups C and D patients, according to the 
GOLD guidelines. LABA/LAMA combina-
tion is superior to either LABA or LAMA 
monotherapy in improving symptoms and 
protecting patients from exacerbation and 
is the next logical step of treatment when 
LABA or LAMA alone fails. The beneficial 
effects of LABA/LAMA combination on 
symptoms and exacerbation attenuation 
are more pronounced for patients with 
high baseline symptom level. Therefore, 
LABA/LAMA combination may be the 
initial treatment of choice for patients 
whose baseline COPD assessment test, 
or CAT, is greater than 20. Interestingly, 
roflumilast, a phosphodiesterase-4 (PDE4) 
inhibitor, reduces moderate or severe 
exacerbation compared with placebo for 
patients with frequent exacerbations (>2 
exacerbations in the previous year) or 
prior hospitalization due to exacerbation. 
This suggests roflumilast is particularly 
useful in cutting down exacerbation for 
the most frequent exacerbators.

Chronic bronchitis phenotype: In a post-
hoc pooled analysis, a subset of patients 
with a history of chronic bronchitis had a 
greater response to the PDE4 inhibitor 
roflumilast in terms of reducing moderate-
to-severe exacerbation compared with 
placebo. This phenotype has become a 
prescription criterion for roflumilast. 

Eosinophilic phenotype: Eosinophilic 
airway inflammation, which is a hallmark 
pathology in asthma, has been recognized 
in 30% of COPD patients. ICS has been 
shown to improve dyspnoea and lung 
function in this group of COPD patients 
(sputum eosinophil count ≥3%). 

Recently, peripheral blood 
eosinophilia was found to predict sputum 
eosinophilia with good sensitivity and 
specificity. Indeed, peripheral blood 
eosinophilia predicts reduction in exacer-
bation rate when ICS is added to LABA 
or LABA/LAMA. This formed the scientific 
basis of the 2019 GOLD recommendation 
for COPD: ICS can be added to the exist-
ing regimen, if blood eosinophil count 
is ≥100/µL, to reduce exacerbation for 
frequent exacerbators (≥2 exacerbations 
in the previous year).

Eosinophilic phenotype is also asso-
ciated with clinical benefits from the use 
of other anti-inflammatory treatments. 
For frequent exacerbators and those 
with at least one prior hospitalization, the 
reduction of exacerbation after the use 
of roflumilast is more pronounced in the 
presence of blood eosinophilia (eosino-
phil count ≥150/µL). 

Likewise, mepolizumab, a mono-
clonal antibody against interleukin-5, 
decreased the rate of moderate or severe 
exacerbation in patients with eosinophilic 
phenotype. On the other hand, when 
blood eosinophil level is less than 300/µL, 
triple therapy can be safely de-escalated 
to LABA/LAMA for infrequent exacerba-
tors (≤1 exacerbation in the previous year) 
without risk of exacerbation. 

All in all, the eosinophilic phenotype 

represents a group of patients who are 
more responsive to anti-inflammatory 
treatments that are effective in preventing 
exacerbation in frequent exacerbators.

As in asthma treatment, it is always 
good practice to check compliance and 
inhaler technique before any treatment 
escalation. 

Exacerbation
Biomarkers: Blood eosinophil count and 
C-reactive protein (CRP) level are two bio-
markers that have been found to be useful 
to guide the use of steroid and antibiotic 
therapy, respectively, both in outpatient 
and inpatient settings. For outpatients, a 
lesser improvement in health status and 
a higher rate of treatment failure were 
observed when prednisolone was given 
for biomarker –ve (eosinophil ≤2%) exac-
erbation. Inpatients who were biomarker 
+ve (eosinophil ≥2%) had a higher rate of 
treatment failure if prednisolone was not 
given. From the results of two studies, 
antibiotics should be given to outpatients 
and inpatients if their CRP level is higher 
than 40 mg/L and 50 mg/L, respectively.

Those with ineffective pump: For patients 
who have persistent hypercapnia (PaCO2 
>53 mmHg or 7 kPa) 2–4 weeks after 
resolution of respiratory acidosis from 
acute exacerbation of COPD, home 
noninvasive ventilation in addition to long-
term oxygen therapy prolongs the time to 
readmission or death.





The only COPD Triple Therapy delivered in a single daily inhalation.1

Improvement in quality of life vs. ICS/LABA.1,2

A combination of ICS/LAMA/LABA (FF/UMEC/VI) 
administered through a single daily inhalation from 
the easy-to-use Ellipta inhaler1-5

COPD, chronic obstructive pulmonary disease; FF, fl uticasone furoate; ICS, inhaled corticosteroids; LABA, long-acting β2-agonist; LAMA, long-acting muscarinic antagonist; OD, once-daily; UMEC, umeclidinium, VI, vilanterol. 
References: 1. Trelegy Ellipta Hong Kong Prescribing Information, GDS03, May 2018. 2. Lipson DA et al. Am J Respir Crit Care Med 2017; 196(4):438–446. 3. Svedsater H et al. BMC Pulm Med 2013; 13:72–86. 4. van der Palen J et al. NPJ Prim Care Respir Med 2016; 26:16079. 
5. Riley J et al. Int J Chron Obstruct Pulmon Dis 2016; 11:1873–1880

SAFETY INFORMATION
• Trelegy Ellipta should not be used in patients with asthma since it has 

not been studied in this population
• Not for the treatment of acute episodes of bronchospasm, or to treat 

an acute COPD exacerbation (i.e. as a rescue therapy)
• Use with caution in patients with unstable or life threatening 

cardiovascular disease
• Do not stop therapy without physician supervision since symptoms 

may recur after discontinuation

PRESCRIBING INFORMATION
 NAME OF THE MEDICINAL PRODUCT  TRELEGY ELLIPTA QUALITATIVE AND QUANTITIVATIVE 
COMPOSITION  Pre-dispensed dose of 100  micrograms of fl uticasone furoate, 62.5 micrograms 
umeclidinium and 25  micrograms vilanterol (as trifenatate). Inhalation powder. INDICATIONS  COPD 
(Chronic Obstructive Pulmonary Disease) Trelegy Ellipta 100 / 62.5 / 25 micrograms is indicated as a 
maintenance treatment in adult patients with moderate to severe COPD who are not adequately treated by a 
combination of an inhaled corticosteroid and a long-acting β

2
-agonist. DOSAGE AND ADMINISTRATION  

COPD Adults aged 18 years and over: One inhalation of Trelegy Ellipta 100 / 62.5 / 25 micrograms once 
daily. Paediatric population: There is no relevant use of Trelegy Ellipta in the paediatric population in the 
indication for COPD. Elderly patients (>65 years), patients with renal impairment or hepatic impairment: 
No dose adjustment. CONTRAINDICATIONS  Hypersensitivity to the active substances or to any of the 
excipients WARNINGS AND PRECAUTIONS  Asthma Trelegy Ellipta should not be used in patients 
with asthma since it has not been studied in this patient population. Deterioration of disease Increasing use 
of short-acting bronchodilators to relieve symptoms indicates deterioration of disease control and patients 

should be reviewed by a physician. Patients should not stop therapy with Trelegy Ellipta without physician 
supervision since symptoms may recur after discontinuation. Not for acute use Trelegy Ellipta is not indicated 
for the treatment of acute episodes of bronchospasm, or to treat an acute COPD exacerbation. Paradoxical 
bronchospasm As with other inhalation therapies, administration of Trelegy Ellipta may produce paradoxical 
bronchospasm that may be life-threatening. Treatment with Trelegy Ellipta should be discontinued 
immediately if paradoxical bronchospasm occurs. The patient should be assessed and alternative therapy 
instituted if necessary. Cardiovascular effects Cardiovascular effects, such as cardiac arrhythmias, e.g. atrial 
fi brillation and tachycardia, may be seen with muscarinic receptor antagnoists and sympathomimetics, 
including umeclidinium and vilanterol, respectively. Trelegy Ellipta should be used with caution in patients 
with unstable or life-threatening cardiovascular disease. Hepatic impairment Patients with moderate to 
severe hepatic impairment receiving Trelegy Ellipta should be monitored for systemic corticosteroid-related 
adverse reactions. Systemic corticosteroid effects Systemic effects may occur with any inhaled corticosteroid, 
particularly at high doses prescribed for long periods. These effects are much less likely to occur than with oral 
corticosteroids. Visual disturbance Patients with visual disturbance such as blurred vision receiving Trelegy 
Ellipta should be monitored for cataract, glaucoma or rare diseases such as central serous chorioretinopathy 
(CSCR) which have been reported after use of systemic and topical corticosteroids. Co-existing conditions 
Trelegy Ellipta should be used with caution in patients with convulsive disorders, thyrotoxicosis or pulmonary 
tuberculosis, or in patients with chronic or untreated infections. Anti-cholinergic activity Trelegy Ellipta should 
be used with caution in patients with narrow-angle glaucoma or urinary retention. Pneumonia in patients with 
COPD An increase in the incidence of pneumonia, including pneumonia requiring hospitalization has been 
observed in patients with COPD receiving inhaled corticosteroids. There is some evidence of an  increased 
risk of pneumonia with increasing steroid dose but this has not been demonstrated conclusively across all 
studies. There is no conclusive clinical evidence for intra-class differences in the magnitude of the pneumonia 
risk among inhaled corticosteroid products. Physicians should remain vigilant for the possible development 
of pneumonia in patients with COPD as the clinical features of such infections overlap with the symptoms 
of COPD exacerbations. Risk factors for pneumonia in patients with COPD include current smoking, older 
age, low body mass index and severe COPD. Hypokalaemia β

2
-adrenergic agonists may produce signifi cant 

hypokalaemia in some patients, which has the potential to produce adverse cardiovascular effects. Caution 

should be exercised when Trelegy Ellipta is used with other medicinal products that have the potential to 
cause hypokalaemia. Hyperglycaemia β

2
-adrenergic agonists may produce transient hyperglycaemia in some 

patients. Patients with a history of diabetes mellitus receiving Trelegy Ellipta should be monitored more 
closely for hyperglycaemia. Excipients This medicinal product contains lactose. Patients with rare hereditary 
problems of galactose intolerance, the Lapp lactase defi ciency or glucose-galactose malabsorption should 
not take this medicinal product. INTERACTIONS Interaction with β-blockers β

2
-adrenergic blockers may 

weaken or antagonise the effect of β
2
-adrenergic agonists. Concurrent use of both non-selective and selective 

β
2
-adrenergic blockers should be avoided unless there are compelling reasons for their use. Interaction 

with CYP3A4 inhibitors Caution is advised when co-administering with strong CYP3A4 inhibitors as there 
is potential for increased systemic exposure to both fl uticasone furoate and vilanterol. Co-administration 
should be avoided unless the benefi t outweighs the increased risk of systemic corticosteroid side effects, in 
which case patients should be monitored for systemic corticosteroid side effects. Other antimuscarinics and 
β

2
-adrenergic agnonists Co-adminstration of Trelegy Ellipta with other long-acting muscarinic antagonists 

or long-acting β
2
-adrenergic agonists has not been studied and is not recommended as it may potentiate 

the adverse reactions. PREGNANCY AND LACTATION Pregnancy Administration of Trelegy Ellipta 
to pregnant women should only be considered if the expected benefi t to the mother is greater than any 
possible risk to the foetus. Breast-feeding A decision must be made whether to discontinue breast-feeding 
or to discontinue Trelegy Ellipta therapy taking into account the benefi t of breast-feeding for the child and 
the benefi t of therapy for the woman. ADVERSE REACTIONS Common: Pneumonia, upper respiratory tract 
infection, pharyngitis, rhinitis, infl uenza, nasopharyngitis, headache, cough, arthralgia, back pain; Uncommon: 
Candidiasis of mouth and throat, viral respiratory tract infection, supraventricular tachyarrhythmia, tachycardia, 
atrial fi brillation, oropharyngeal pain, fractures. OVERDOSE  An overdose of Trelegy Ellipta will likely 
produce signs, symptoms or adverse effects associated with the individual components’ pharmacological 
actions. There is no specifi c treatment for an overdose with fl uticasone furoate/vilanterol. If overdose occurs, 
the patient should be treated supportively with appropriate monitoring as necessary. Further management 
should be as clinically indicated or as recommended by the national poisons centre, where available. 
Abbreviated Prescribing Information based on Trelegy Ellipta Summary of Product Characteristics, Hong Kong 
(HK052018, GDS03/EMA20180112).
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S tatins have become one of the 
most widely used drug classes 
worldwide, based on clinical tri-

als showing that they reduce the risk of 
cardiovascular events. Overall, they have 
an excellent safety record when used 
appropriately in the recommended dose 
range. The most common problem with 
statins is that many patients at increased 
cardiovascular risk are not treated to 
current low-density lipoprotein (LDL) 
cholesterol targets with adequate doses 
of statins or are not treated at all. On 
the other hand, the controversial issue 
of statin intolerance has become more 
prominent in recent years and adverse 
effects do occur, often in relation to drug 
interactions. Severe myopathy and rhab-
domyolysis are fortunately very uncom-
mon, whereas milder forms of muscle 
symptoms appear to be relatively com-
mon, but whether these are really related 
to statin treatment or represent a nocebo 

effect is disputed. Nevertheless, there 
are some patients who cannot tolerate an 
adequate dose, or occasionally any dose, 
of statin. In such cases, alternative treat-
ments may have to be considered. Statin 
treatment is also associated with a small 
increased risk of developing new-onset 
diabetes but, in patients with increased 
cardiovascular risk, the benefit from 
reducing cardiovascular risk outweighs 
any risk related to new-onset diabetes. 

The greatest benefit from treatment 
with statins and other LDL cholesterol-
lowering drugs is seen in patients with 
the greatest cardiovascular risk and in 
those with higher baseline levels of LDL 
cholesterol. Conversely, some patients 
thought to be at risk in primary preven-
tion may have limited benefit from statin 
treatment if they have a coronary calcium 
score of zero. It is, therefore, important 
to assess the cardiovascular risk carefully 
and to tailor treatment accordingly.

S ubmucosal mass lesion is a com-
mon endoscopic finding during 
gastroscopy examination. The 

deep-seated location makes the nature 
of the lesion difficult to be determined by 
pure endoscopic inspection. Endoscopic 
ultrasound (EUS) is the most common 
examination method for characterizing 
the nature and depth of the lesions. The 
use of EUS-guided fine needle aspiration 

permits samples to be obtained to reach 
a definitive diagnosis. New advances in 
endoscopic resection techniques allow 
the endoscopist to take submucosal 
tissue samples or even achieve whole 
lesion resection by the tunnelling method 
or full thickness resection. It provides 
an alternative non-surgical method for 
treating patients with lesions of the 
gastrointestinal tract.

The Story of Statins

Endoscopic Management of Gastric Submucosal Mass Lesion

The only COPD Triple Therapy delivered in a single daily inhalation.1

Improvement in quality of life vs. ICS/LABA.1,2

A combination of ICS/LAMA/LABA (FF/UMEC/VI) 
administered through a single daily inhalation from 
the easy-to-use Ellipta inhaler1-5

COPD, chronic obstructive pulmonary disease; FF, fl uticasone furoate; ICS, inhaled corticosteroids; LABA, long-acting β2-agonist; LAMA, long-acting muscarinic antagonist; OD, once-daily; UMEC, umeclidinium, VI, vilanterol. 
References: 1. Trelegy Ellipta Hong Kong Prescribing Information, GDS03, May 2018. 2. Lipson DA et al. Am J Respir Crit Care Med 2017; 196(4):438–446. 3. Svedsater H et al. BMC Pulm Med 2013; 13:72–86. 4. van der Palen J et al. NPJ Prim Care Respir Med 2016; 26:16079. 
5. Riley J et al. Int J Chron Obstruct Pulmon Dis 2016; 11:1873–1880

SAFETY INFORMATION
• Trelegy Ellipta should not be used in patients with asthma since it has 

not been studied in this population
• Not for the treatment of acute episodes of bronchospasm, or to treat 

an acute COPD exacerbation (i.e. as a rescue therapy)
• Use with caution in patients with unstable or life threatening 

cardiovascular disease
• Do not stop therapy without physician supervision since symptoms 

may recur after discontinuation

PRESCRIBING INFORMATION
 NAME OF THE MEDICINAL PRODUCT  TRELEGY ELLIPTA QUALITATIVE AND QUANTITIVATIVE 
COMPOSITION  Pre-dispensed dose of 100  micrograms of fl uticasone furoate, 62.5 micrograms 
umeclidinium and 25  micrograms vilanterol (as trifenatate). Inhalation powder. INDICATIONS  COPD 
(Chronic Obstructive Pulmonary Disease) Trelegy Ellipta 100 / 62.5 / 25 micrograms is indicated as a 
maintenance treatment in adult patients with moderate to severe COPD who are not adequately treated by a 
combination of an inhaled corticosteroid and a long-acting β

2
-agonist. DOSAGE AND ADMINISTRATION  

COPD Adults aged 18 years and over: One inhalation of Trelegy Ellipta 100 / 62.5 / 25 micrograms once 
daily. Paediatric population: There is no relevant use of Trelegy Ellipta in the paediatric population in the 
indication for COPD. Elderly patients (>65 years), patients with renal impairment or hepatic impairment: 
No dose adjustment. CONTRAINDICATIONS  Hypersensitivity to the active substances or to any of the 
excipients WARNINGS AND PRECAUTIONS  Asthma Trelegy Ellipta should not be used in patients 
with asthma since it has not been studied in this patient population. Deterioration of disease Increasing use 
of short-acting bronchodilators to relieve symptoms indicates deterioration of disease control and patients 

should be reviewed by a physician. Patients should not stop therapy with Trelegy Ellipta without physician 
supervision since symptoms may recur after discontinuation. Not for acute use Trelegy Ellipta is not indicated 
for the treatment of acute episodes of bronchospasm, or to treat an acute COPD exacerbation. Paradoxical 
bronchospasm As with other inhalation therapies, administration of Trelegy Ellipta may produce paradoxical 
bronchospasm that may be life-threatening. Treatment with Trelegy Ellipta should be discontinued 
immediately if paradoxical bronchospasm occurs. The patient should be assessed and alternative therapy 
instituted if necessary. Cardiovascular effects Cardiovascular effects, such as cardiac arrhythmias, e.g. atrial 
fi brillation and tachycardia, may be seen with muscarinic receptor antagnoists and sympathomimetics, 
including umeclidinium and vilanterol, respectively. Trelegy Ellipta should be used with caution in patients 
with unstable or life-threatening cardiovascular disease. Hepatic impairment Patients with moderate to 
severe hepatic impairment receiving Trelegy Ellipta should be monitored for systemic corticosteroid-related 
adverse reactions. Systemic corticosteroid effects Systemic effects may occur with any inhaled corticosteroid, 
particularly at high doses prescribed for long periods. These effects are much less likely to occur than with oral 
corticosteroids. Visual disturbance Patients with visual disturbance such as blurred vision receiving Trelegy 
Ellipta should be monitored for cataract, glaucoma or rare diseases such as central serous chorioretinopathy 
(CSCR) which have been reported after use of systemic and topical corticosteroids. Co-existing conditions 
Trelegy Ellipta should be used with caution in patients with convulsive disorders, thyrotoxicosis or pulmonary 
tuberculosis, or in patients with chronic or untreated infections. Anti-cholinergic activity Trelegy Ellipta should 
be used with caution in patients with narrow-angle glaucoma or urinary retention. Pneumonia in patients with 
COPD An increase in the incidence of pneumonia, including pneumonia requiring hospitalization has been 
observed in patients with COPD receiving inhaled corticosteroids. There is some evidence of an  increased 
risk of pneumonia with increasing steroid dose but this has not been demonstrated conclusively across all 
studies. There is no conclusive clinical evidence for intra-class differences in the magnitude of the pneumonia 
risk among inhaled corticosteroid products. Physicians should remain vigilant for the possible development 
of pneumonia in patients with COPD as the clinical features of such infections overlap with the symptoms 
of COPD exacerbations. Risk factors for pneumonia in patients with COPD include current smoking, older 
age, low body mass index and severe COPD. Hypokalaemia β

2
-adrenergic agonists may produce signifi cant 

hypokalaemia in some patients, which has the potential to produce adverse cardiovascular effects. Caution 

should be exercised when Trelegy Ellipta is used with other medicinal products that have the potential to 
cause hypokalaemia. Hyperglycaemia β

2
-adrenergic agonists may produce transient hyperglycaemia in some 

patients. Patients with a history of diabetes mellitus receiving Trelegy Ellipta should be monitored more 
closely for hyperglycaemia. Excipients This medicinal product contains lactose. Patients with rare hereditary 
problems of galactose intolerance, the Lapp lactase defi ciency or glucose-galactose malabsorption should 
not take this medicinal product. INTERACTIONS Interaction with β-blockers β

2
-adrenergic blockers may 

weaken or antagonise the effect of β
2
-adrenergic agonists. Concurrent use of both non-selective and selective 

β
2
-adrenergic blockers should be avoided unless there are compelling reasons for their use. Interaction 

with CYP3A4 inhibitors Caution is advised when co-administering with strong CYP3A4 inhibitors as there 
is potential for increased systemic exposure to both fl uticasone furoate and vilanterol. Co-administration 
should be avoided unless the benefi t outweighs the increased risk of systemic corticosteroid side effects, in 
which case patients should be monitored for systemic corticosteroid side effects. Other antimuscarinics and 
β

2
-adrenergic agnonists Co-adminstration of Trelegy Ellipta with other long-acting muscarinic antagonists 

or long-acting β
2
-adrenergic agonists has not been studied and is not recommended as it may potentiate 

the adverse reactions. PREGNANCY AND LACTATION Pregnancy Administration of Trelegy Ellipta 
to pregnant women should only be considered if the expected benefi t to the mother is greater than any 
possible risk to the foetus. Breast-feeding A decision must be made whether to discontinue breast-feeding 
or to discontinue Trelegy Ellipta therapy taking into account the benefi t of breast-feeding for the child and 
the benefi t of therapy for the woman. ADVERSE REACTIONS Common: Pneumonia, upper respiratory tract 
infection, pharyngitis, rhinitis, infl uenza, nasopharyngitis, headache, cough, arthralgia, back pain; Uncommon: 
Candidiasis of mouth and throat, viral respiratory tract infection, supraventricular tachyarrhythmia, tachycardia, 
atrial fi brillation, oropharyngeal pain, fractures. OVERDOSE  An overdose of Trelegy Ellipta will likely 
produce signs, symptoms or adverse effects associated with the individual components’ pharmacological 
actions. There is no specifi c treatment for an overdose with fl uticasone furoate/vilanterol. If overdose occurs, 
the patient should be treated supportively with appropriate monitoring as necessary. Further management 
should be as clinically indicated or as recommended by the national poisons centre, where available. 
Abbreviated Prescribing Information based on Trelegy Ellipta Summary of Product Characteristics, Hong Kong 
(HK052018, GDS03/EMA20180112).
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TRELEGY ELLIPTA (FLUTICASONE FUROATE/UMECLIDINIUM/VILANTEROL)

The material is for the reference and use by healthcare professionals only.  For adverse events report, please call GlaxoSmithKline Limited at  (852) 9046 2498 (Hong Kong) or (853) 6366 7071 (Macau).  
Please read the full prescribing information prior to administration.  Full prescribing information is available on request from GlaxoSmithKline Ltd, 23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong or Level 20, AIA Tower, Nos 251A – 301 Avenida Comercial De Macau, Macau. 
Trelegy Ellipta was developed in collaboration with                            .  Trade marks are owned by or licensed to the GSK group of companies. ©2019 GSK group of companies or its licensor.
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