Spring 2015

1%1%5&%?

£

T
-

Fo

Health Digest

EIREE S A REIEE

CONTENTS &I

CBE-ARBABEMRI? (£) ul

Surgical Management of Urinary Stones

AR 3R IRRUTR R T = R p3

Practical Approach to the Assessment and
Management of Kidney Stone Prevention

IR BRI ZE o, p5

A New Option in the Treatment of
Type 2 Diabetes

- BRZBFREYRBETE p6

HepSTART Program

B2 Tato i —————— p7

Guidelines on Hepatitis B Management

FEIERAGCENBEE ..o p8

New Non - Invasive Prenatal Testing

9 1% B2 I 55 p13

Venous Insufficiency

. 2015 MR EMBBTERES ... pl5

2015 Updates in Immunization Guidelines
in Ontario




1. BE - ARABTERT? (L)

Surgical Management of Urinary Stones

Xiao BSc Pharm

C P ‘

More than a million kidney stones are diagnosed in
the United States each year. 1 in 10 Americans will suffer from
a kidney stone during their lifetime. This accounts for 7-10
hospital visits per 1,000 admissions. The incidence of stone
disease may be increasing because of dietary and climate
changes. It is more prevalent in ages 35-45. In this article, the
symptoms of kidney stones , how kidney stone are diagnosed,
what are the compositions of stones are discussed. Base on the
stone size, location, composition, and number of stones, the
appropriate treatment can be determined.

In general, you will likely need surgery if your stones
are large enough to block urine flow, if they are potentially
harmful to your Kidneys, or if they are causing infection or
symptoms not treatable with medication.

The 3 primary surgical treatments include: (1) Shock
Wave Lithotripsy (ESWL) (2) Ureteroscopy (URS) and laser
lithotripsy and (3) Percutaneous Nephrolithotomy (PCNL).
The risks and potential complications are also discussed.
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Practical Approach to the Assessment and
Manage ment of Kidney Stone Prevention

fEE : BAEEE X BRAMER
Dr. Anita Dunn MD, FRCPC
BE . EERE

Mr. Man Shun Luk

— Abstract

Kidney stones are a common occurrence in North
America. This article reviews the epidemiology. clinical as-
sessment and stone prevention for calcium oxalate stone and
uric acid stones. The 8 modifiable risk factors (urine volume,
sodium intake, urine calcium, urine citrate, urine magnesium
, urine oxalate and urine uric acid levels and blood calcium
level) that can decrease the risk of stone formation will also
be discussed. For patients with recurrent stone formation,
annual follow up with repeat 24 hour urine collections are
recommended. This helps to ensure the effectiveness of the
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A New Option in the Treatment of Type 2 Diabetes s Eﬁ“ﬁfﬁ‘;f TE?;,%,,D

Abstract

Controlling blood sugars is essential for reducing the risk of developing complications of diabetes. To do so, one needs to
incorporate proper food choices, physical activity and medications. There are many choices of medications available with different
advantages and disadvantages. The newest class of medications for lowering blood sugar became available in Canada in June 2014 —
SGLT?2 inhibitors. To explain how they work, first we need to understand how the kidneys affect blood sugars.

The kidneys role in our body is to filter blood and allow non-essential nutrients to exit through the urine. In an average day,
the kidneys filter 180 grams of sugar but there needs to be a way to bring all of that sugar back into our blood so that we do not lose this
essential source of energy through the urine. SGLT?2 stands for sodium-glucose linked transporter (co-transporter) and they exist within
the kidneys to bring sugar back into the blood so that sugar is not lost in the urine. If the SGLT2 are blocked. then sugar will be allowed
to exit the body through the urine, thereby lowering the sugar level in the blood. The SGLT2 inhibitors were created to do just that.

By allowing sugar to exit through the urine, the average blood sugar is reduced. However, it will not be reduced below normal
because when there is less sugar in the blood, there will be less sugar spilled into the urine. Therefore, there is very low risk of hypo-
glycemia when taking these medications. In addition, losing sugar in the urine is another way to lose calories so there may be weight
loss with the use of these medications. Also, these medications can help lower blood pressure by acting as a weak diuretic.

As with all medications though, there are potential side effects. Given that the urine will contain sugar. there is a slightly in-
creased risk of yeast infections and urinary tract infections, more so in women than in men. As well, there is a risk of getting dehydrated
s0 it is important to select the right patient. Finally, these medications are most effective in people who have adequately functioning
kidneys so there are limitations with respect to the level of kidney function.

At this time. there are two SGLT2 inhibitors available in Canada — dapagliflozin (Forxiga) and canagliflozin. Both drugs
are once daily oral medications that can be combined with other diabetes medications, including insulin. To start the medication, the
kidney function level should be greater than 60 mL/min and caution is needed in people that are over 75 years of age or using certain
diuretics.

To summarize, SGLT?2 inhibitors are a new class of medications to help lower blood sugar and treat type 2 diabetes. These
oral medications effectively lower blood sugar (but not too much), may lower weight and can lower blood pressure. The potential side
effects are yeast infections, urinary tract infections and dehydration. In patients with adequate kidney function, this class of medication
can be a good addition to other treatments to effectively control blood sugar and reduce the risk of future complications.
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Guidelines on Hepatitis B Management

BHEIHR : Gilead ZE[E
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Among south Asian , hepatitis B is a very common
disease. In Ontario, most physicians would screen all patients to
see if they have this condition if indicated. The diagnostic tests to
identify if a patient has ever been in contact with this condition
are HepBsAg. Anti-HBs and Anti-HBc. If a person is HepBsAg
positive, then by definition, that patient has contacted the dis-
ease. If this test remains positive after six months, then he/she
would be identified as a hepatitis B carrier.

Once identified as a hepatitis B carrier, the recommen-
dation is a physical examination and various laboratory tests be
performed every 6 months to monitor the condition. The rec-
ommended laboratory tests include HepBsAg, HepBeAg. Anti-
HBe. Anti-HBs, HBVDNA, platelets, AST, ALT, bilirubin, albu-
min , creatinine, prothrombin time /INR and an ultrasound of the
abdomen or even a CT of the liver if indicated. Other tests used
to assess liver fibrosis are Fibroscan, fibrotest and liver biopsy.

The periodic surveillance helps the doctor to identify
which patients should be started on treatment. Doctors recom-
mend treatment based on HepBeAg status, Anti-HBe status, ALT
level and HBVDNA level. If treatment is not indicated based
on these parameters, physicians would assess for liver fibrosis
with either a liver biopsy or doing a Fibroscan or Fibrotest. If
fibrosis is detected, treatment would be initiated. The objective
of treatment is to prevent the development of cirrhosis and its
consequences, liver failure and hepatocellular cancer (HCC).

Canadian consensus guidelines recommend tenofovir (
Viread) as a first-line treatment option for the management of
chronic hepatitis B in treatment-naive and lamivudine-resistant
patients. It is given in a 300 mg once daily dosing. It has dem-
onstrated powerful viral suppression maintained at 240 weeks (
HBV DNA <400 copies/ml ) with close to 0% resistance muta-
tions. Studies have shown that the fibrosis score improved after
treatment. It has demonstrated regression of cirrhosis in 73% of
cirrhotic patients with an excellent safety profile.

In the treatment of chronic hepatitis B infection, opti-
mal duration of treatment is unknown. Viread may be discon-
tinued if there is HepBeAg loss or HepBsAg seroconversion.
In HepBeAg positive patients, the 2012 Canadian consensus
guidelines suggest that anti-retroviral therapy may be discon-
tinued 12 months after HepBeAg seroconversion. In HepBeAg
negative patients, the anti-retroviral therapy may be continued
indefinitely or until HepBsAg loss or seroconversion occurs.
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New Non - Invasive Prenatal Testing

BRHRME : Ms Carly Pouchet
Gamma-Dynacare Laboratories,
Rouge Valley Health System Genetics Clinic

RZ : HIRE KEEBSX Dr. Kan Ying Fung MD

Abstract

What is prenatal screening?

In general, tests done during pregnancy to screen for
health problems with the mother or the baby can be called prena-
tal screening. Besides routine blood tests to check for diseases
in the mother such as anemia, thalassemia, mother’s blood type
and group, HIV, Hepatitis B, immunity to rubella, chickenpox
status etc, there are other tests to screen for the risk that the fetus
is affected by certain other conditions

What conditions can be screened by prenatal screening?

Abnormalities involving the chromosomes of the fetus
can be screened by prenatal screening. Chromosomes are strands
of DNA that carry genetic information. Humans have 23 pairs
of chromosomes, one copy of each from each parent, numbered
1-22, the 23rd pair is either a XX pair for females or a XY pair
for males.

An abnormal number of chromosomes, for example an
extra chromosome, is called an aneuploidy. The risk of aneu-
ploidy increases with the woman'’s age. There are several ways
to screen for aneuploidies during pregnancy, and we will review
these screening methods in more detail.

Trisomy 21, commonly called Down Syndrome, is due
to an extra chromosome 21 and is the most common chromo-
somal aneuploidy. Trisomy 21 is associated with mild to severe
intellectual disabilities and may also be associated with digestive
disease and congenital heart defects. It is estimated that trisomy
21 is present in 1 out of every 800 births in Canada.

Trisomy 18 is due to an extra chromosome 18. It is
associated with a high rate of miscarriage. Infants born with tri-
somy 18 often have congenital heart defects as well as various
other medical conditions that lead to a shortened lifespan. It is
estimated that trisomy 18 is present in approximately | out of
every 6,000 births.

Trisomy 13 is due to an extra chromosome 13. This is
also associated with a high rate of miscarriage. Infants born with
this disease usually have severe congenital heart defects and
other medical conditions that can lead to a shortened lifespan.
Survival beyond the first year is rare. It is estimated that trisomy
13 is present in approximately 1 out of every 16,000 births

Other chromosome aneuploidies that involve the X and
Y chromosomes can occur as well. They are less common than
trisomy 21, but the combined incidence is approximately | in
500 live births. Children with aneuploidies involving the X and
Y chromosomes typically appear normal, and the majority of
these are not associated with birth defects. The presence of an

extra X or Y chromosome may lead to some learning disabilities
that affect language and reading skills.

Aneuploidies involving other chromosomes are ex-
tremely rare as they result in miscarriage very early in the preg-
nancy. often before the pregnancy is recognized.

Please see attached karyotypes for a male person and a
female with Down syndrome in the following section.

Other non —chromosomal conditions that can be de-
tected by prenatal screening are open neural tube defects. Neu-
ral tube defects are typically screened for by looking at levels of
alpha-feto protein (AFP) ( done through maternal serum screen-
ing ) in the mother’s blood after 15 weeks of pregnancy and/or a
detailed obstetrical ultrasound between 18-22 weeks.

Open neural tube defects happen when the brain (an-
encephaly) or spine (spina bifida) do not develop properly. The
brain cannot develop properly in a baby with anencephaly. Ba-
bies with anencephaly usually die shortly after birth. Spina bifi-
da is an opening in the bones around the spinal cord. This defect
may or may not be covered by skin. Depending on the severity
of the defect, and the level of the spinal cord it affects, some
individuals with spina bifida may not be able to walk.

What are the available prenatal screening tests?

As technology advances, the list of tests to assess the
risk of fetal problems is increasing. Blood tests such as first tri-
mester screening (FTS), maternal serum screening (MSS) and
integrated prenatal screening (IPS) have been available for many
years. In the recent years. a new test called non-invasive prena-
tal testing (NIPT) has become available. Non-blood screening
tests that are available include obstetrical ultrasound for nuchal
translucency (NT) and detailed ultrasound to look for anatomi-
cal abnormalities at 18-22 weeks. Currently the only two tests
that are 100% diagnostic during pregnancy are chorionic villus
sampling (CVS) and amniocentesis. Both of these are invasive
procedures that require a sample be taken from the pregnancy,
and both are associated with a risk of miscarriage.

What is non-invasive prenatal testing (NIPT) ?

Non- invasive prenatal testing (NIPT) is a new way to
screen your pregnancy to see if the fetus has an increased risk
of having trisomy 21, trisomy 18 and trisomy 13. In any preg-
nancy, a small amount of the developing fetus’ genetic informa-
tion (DNA) can be found in the mother’s blood. This test is done
by looking at the fetal DNA in the mother’s blood. The purpose
of NIPT is to screen for fetuses with a high risk of having the
specific conditions mentioned above ( trisomy 21, trisomy 18
and trisomy 13). NIPT cannot detect neural tube defects.



What information can NIPT provide?

NIPT can detect >99 % of developing fetuses with tri-
somy 21 (Down syndrome), at least 98 % of developing fetuses
with trisomy 18, and can detect ~80% of pregnancies with trisomy
13. NIPT may also provide some information about the chance of
sex chromosome aneuploidies (Turner syndrome 45X, Kleinfelter
syndrome 47XXY, Jacob’s syndrome 47 XYY and Triple X syn-
drome 47XXX). NIPT is not perfect. There is a small chance ( <
0.1%) that NIPT will say that a fetus does have Down syndrome
when, in fact, it does not (false positive). Similarly, there is a small
chance that NIPT will say that a fetus does not have Down syn-
drome when, in fact, it does (ie. false negative).

How and when is NIPT done?

NIPT is done by taking a blood sample from the mother.
This can be done any time after 10 weeks gestation of a pregnancy.
An ultrasound is needed before to date the pregnancy accurately
and to see if there is only one baby or more. An ultrasound is not
needed at the time the blood test is taken.

Are there any risks of NIPT to the fetus?

NIPT is a blood test done on the mother. It does not hurt
the developing fetus and does not increase the chance of a miscar-
riage. This is different from other types of testing such as chorionic
villus sampling (CVS) and amniocentesis.

Does NIPT replace CVS/amniocentesis?

No. At the present time, NIPT is a screening test, meaning
that it cannot tell for certain if your fetus has Down syndrome. If
NIPT detects Down syndrome, more testing is needed to see if the
fetus really has the chromosome condition. This is done by tests
called chorionic villus sampling (CVS) or amniocentesis. CVS and
amniocentesis can tell for sure if the fetus has Down syndrome, tri-
somy 18 or trisomy 13. Both amniocentesis and CVS have a small
chance of miscarriage (~1/200).

Who is NIPT for?

At this time, the Ministry of Health and Long-Term
Care(MOHLTC) will cover NIPT for women 40 years old and
older at delivery carrying a singleton pregnancy, women with a
‘screen positive’ result from integrated prenatal screening (IPS)
. first trimester screening ( FTS) and maternal serum screening
(MSS), women with a nuchal translucency (from fetal ultrasound)
measurement above a certain cut-off, women with a previous preg-
nancy with Down syndrome or another chromosome condition and
certain other circumstances. Some studies suggest that NIPT might
be useful in women with a lower risk of aneuploidy as well. The
cost of NIPT is approximately Canadian $800 if it is not covered
by your health card.

How is NIPT different from other available prenatal screen-
ing?

Current prenatal screening tests involve one or two blood
samples and usually an ultrasound to measure the thickness of the
back of the fetus’ neck (nuchal translucency). Information about
the risk of the baby being born with Down syndrome, trisomy 18 or
open neural tube defects such as spina bifida is provided. Current

prenatal screening tests are not as accurate as NIPT for Down syn-
drome. For example, of every 100 pregnancies where the fetus has
Down syndrome, current screening tests can identify 80-90 of the
affected pregnancies. NIPT can find >99 of the pregnancies where
the fetus really has Down syndrome. NIPT does not look for neural

tube defects.

The following table is a summary of the name of the prenatal
tests, the conditions that can be detected and when and how the

tests are done.

Name of \ I 5
[ Condition z &
. =] 9
Gestational age when tests are a = o
~ ~ = -
performed ) ag) ® ) £ 2
e : |p |3 |E ¥
3 = s g w €6
= oy P ~ Vo s
Blood test between first i yes
11 -13 weeks together with trimester | no (not yes no no
pelvic ultrasound for nuchal | screening always
translucency (NT) (FTS) PTG
measurement 9
Blood test around 16 weeks maternal serum no yes yes yes no
screening (MSS)
First blood test between integrated
11-13 weeks together with prenatal screening no yes yes yes no
fetal ultrasound for nuchal (IPS)
translucency measurement and
second blood test at 16 weeks
Blood test at 10 weeks or non-invasive yes yes yes no XY
more prenatal testing aneu-
(NIPT) | ploidies
Around 18 weeks detailed ultra- yes | yes Yes may be | 45X can
sound of fetus about yes some-
(called genetic 0% times be
sonograms at some Not all ccl1lfe‘s report markers detected
cefitres) for aneuploidies
Obtain sample between chorionic villus yes yes yes no yes
10-12 weeks (test is invasive ) | sampling (CVS)
Obtain sample from placenta | amniocentesis may be
around 16 weeks (test is yes yes yes used to yes
invasive) confirm
| ‘ diagnosis

How is NIPT ordered ?

Non- invasive prenatal testing (NIPT) can be ordered by
family physicians or specialists. First your doctor needs to contact
the laboratory to obtain a NIPT requisition, Ministry of Health and
Long-Term Care (MOHLTC) Form 4521-84 and a MOHLTC NIPT
questionnaire form. Most laboratories will provide all these forms
to physicians upon request. Form 4521-84 (Request for Prior Ap-
proval for Full Payment of Insured Out-of-country [OOC] Health
Services for Diagnostic Laboratory Testing) can be obtained from
www.health.gov.on.ca site as well. NIPT is done out of country.
prior approval for payment to be covered by MOHLTC is needed.
Payment will only be approved if the pregnancy fits the MOHLTC’s
criteria. After these three forms are filled out, the forms are faxed to
MOHLTC.

According to the MOHLTC website information, as tim-
ing is critical in performing this test, response would be received
within 48 hours. Once approved, the patient simply takes the ap-
proval letter and the laboratory requisition and goes to the labora-
tory to have the blood taken.




There are three companies that offer NIPT. Harmony
prenatal test is done by Ariosa Diagnostics with blood collected
at any Gamma-Dynacare laboratories location in Ontario. Gamma-
Dynacare Medical Laboratories also provide home visits to take
blood if requested. The Harmony prenatal test can be done on sin-
gleton pregnancies and twin pregnancies. Harmony prenatal test
can also be done on singleton pregnancies and twin pregnancies
from in-vitro fertilization with an egg donor . The two other avail-
able NIPT tests are called Panorama and Verifi.

Normally results would be available in 10 business days.
The result will show whether the fetus is low risk or high risk for
trisomy 21, trisomy 18 or trisomy 13. The Harmony prenatal test
from Gamma-Dynacare offers the option of measuring the X and
Y chromosome number to provide the sex of the baby and provide
information on the risk of sex chromosome aneuploidies.

For women with results showing high risk, patients should
be considered for referral to genetic clinic for further counseling
and be considered for further testing such as amniocentesis. In the
Greater Toronto area, hospitals that offer genetic counseling in-
clude North York General Hospital, Rouge Valley Health System,
Mount Sinai Hospital, Mackenzie Health Centre and the Trillium
Health Partners Credit Valley Hospital in Mississauga. Amnio-
centesis can offer definitive diagnosis for chromosomal disorders.
However this test is invasive with small chance of causing miscar-
riage.

For further information, please inquire with your own
physicians, visit www.gamma-dynacare.com or call 1-888-988-
1888.
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Venous Insufficiency

BEIHR : Sigvaris Company

Abstract

The arterial system uses the power of the heart to
drive oxygen-rich blood throughout the body. One -way
valves in the venous system aid the flow of blood back to the
lungs and the heart ( against the pull of gravity ) by opening
and closing when the calf muscles contract and relax. These
valves are fragile and can easily become damaged. Reflux can
cause pressure to build within the vein, which stretches the
vein walls and weakens them. These valves may become in-
competent, which leads to a progression of lower extremity
disorders.

Vein diseases can be classified by Clincial Etiology
Anatomy Pathophysiology (CEAP) classification system.
Clinical signs can vary from asymptomatic to symptomatic.
Etiology can be congenital, primary or secondary. Anatomy
describes the affected segment of vein: superficial, deep or
perforating veins. Pathophysiological dysfunction can be re-
flux. obstruction or both. Symptoms can vary from tired, achy
legs to moderate varicose vein, deep vein thrombosis to se-
vere skin changes with ulcer.

Sigvaris graduated compression garments work by
acting as an external layer of muscle, gently squeezing the
stretched vein walls together and allowing valves to func-
tion and restoring blood flow closer to a normal state. Having
pressure greatest at the ankle, decreasing as it goes up the leg,
helps fight the force of gravity and circulate blood back to the
heart more effectively improving overall circulation.

The recommended compression strength at the ankle
for the stockings ranges from 15-20 mm Hg to 50-60 mm Hg.
The therapeutic effect of graduated compression stocking is
based on the compression levels. With proper CEAP classifi-
cation, the correct compression level at the ankle can be cho-
sen.

Pregnancy is also a condition that can increase vol-
ume load to the veins. There are graduated compression
stockings to be worn during pregnancies to prevent vein in-
sufficiencies. A properly measured, sized and fitted stoking
will enhance the therapeutic results. Your Sigvaris certified
fitter is trained to properly care for you and help make your
prescribed therapy a success.

The graduated compression stocking is contraindi-
cated for patients with arterial insufficiency, intermittent clau-
dication, ischemia, uncontrolled congestive heart failure or
acute dermatitis. For more information, please consult with
your own physician and /or visit www.sigvaris.ca.
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FIRERFRIREEER AL ?
o BRIFRAEIREEAR ( spider vein)

o ERARIHITE (varicose vein)

o &A% ( venous statis )

o [l ( venous thrombosis)

o NETESE (leg ulcer)
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2015 Updates in Immunization Guidelines
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Abstract

In December 2014, The Ontario Ministry of Health &Long-
Term Care ( MOHLTC) enhanced the publicly funded immunization
program. They expanded the eligibility to receive four vaccines : me-
ningococcal conjugate ACYW-135 [ Men-C-ACYW] ( Menactra ®)
vaccine, multicomponent meningococcal B [ 4CMenB | ( Bexsero® )
vaccine, pneumococcal conjugate 13 [Pneu-C-13] ( Prevnar® 13) vac-
cine and the tetanus, diphtheria and acellular pertussis ( Tdap) ( Ada-
cel®, Boostrix® ) 3in 1 combined vaccine.

Meningococcal vaccines

Men-C-ACYW and 4CMenB are vaccines to prevent menin-
gitis caused by the different serotypes of neisseria meningitides (me-
ningococci).

In Ontario, there are three categories of meningococci vac-
cines available to prevent meningitis. The first category prevents me-
ningococcal group C infection: (Men-C-C ) (Menjugate®, NeisVacC®
and Meningitec™ ). The second category prevents meningococcal
groups A C.Y and W-135 infection: (Men-C-ACYW) . There are three
vaccines in this category. Menactra® and Menveo™ are conjugate vac-
cines. Menomune® is a polysaccharide vaccine. The third category pre-
vents meningococcal group B infection (4CMenB) (Bexsero®).

Men-C-C meningococcal vaccine

Men-C-C is indicated for individuals from age 2 months to
adult. Men-C-C is routinely given at one year of age publicly funded.
Individuals from 12 years old to 21 years old who have never received
this vaccine can also receive this vaccine from the doctors’ offices pub-
licly funded. High risk individuals can also receive this vaccine publicly
funded.

Men-C-ACYW meningococcal vaccine

Men-C-ACYW protects against types A, C, Y and W-135
meningococci infection. Menactra® can be given from 9 months of age
to 55 years of age. Menveo® is indicated for infants from 2 months of
age to adults 55 years of age. Men-C-ACYW is given to all grade 7
students publicly funded. Before December 2014, high risk individuals
from 2 years of age to 55 years of age can also receive this vaccine
publicly funded. High risk individuals over 55 are eligible to receive
Men-P-ACWY ( Menomune® ) vaccine publicly funded.

In December 2014, the MOHLTC expanded the age of
high risk individuals to receive Men-C-ACYW by lowering the
starting age to 9 months of age to 55 years of age. The eligibility
criteria include e.g. individuals with functional or anatomic asplenia,
individuals with primary antibody deficiencies, cochlear implant re-
cipients, individuals with acquired complement deficiencies and indi-
viduals with HIV.

At the same time, MOHLTC also expanded the publicly
funded Men-C-ACYW vaccination program to all high school stu-
dents. High school students that had never received this vaccine were
identified and were notified to be immunized either at public health clin-
ics or at doctors’ offices. Other healthy individuals from 2 years to 55
years of age who do not fit the publicly funded criteria can receive the
vaccine at own cost.

4CMenB meningococcal vaccine
The second vaccine included in the enhancement program is

wh

the 4CMenB vaccine. 4CMenB is a multi-component meningococcal
B vaccine that protects again type B meningococci infection. It is the
first available vaccine against serogroup B IMD in Canada. The vac-
cine is recommended for individuals from 2 months of age to 17 years
of age. The vaccine is not publicly funded for healthy individuals.
There are studies to support that the vaccine is safe to use for individu-
als over 18 to 55 years old.

December 2014, the MOHLTC has announced that
4CMenB will be included in the publicly funded schedule for high
risk individuals from aged 2 months to 17 years of age. The eligibil-
ity criteria with speciiic underlying medical conditions are similar to
the criteria to receive the Men-C-ACYW vaccine. Close contacts with
a case of invasive meningococcal disease (IMD) caused by serogroup
B or individuals who are at risk of an IMD outbreak caused by sero-
group B are also eligible.

The recommended intervals to take this vaccine varies with
the age at first dose.

Fever has been observed when 4CMenB vaccine as given
simultaneously with other routine infant vaccines. The immune re-
sponse to routine infant vaccines and the 4CMenB vaccine does not
appear to be affected though. The rate of fever is found to be reduced
if acetaminophen is given either before or after the injection and/or if
4CmenB is given at separate visits from routine vaccines.

Pneumococcal vaccines

There are two common types of pneumococcal vaccines
available in Ontario: the polysaccharide Pneu-P-23 ( Pneumovax 23)
and the conjugated Pneu-C-13 (Prevnar 13) vaccines. They differ in the
technology used in making them, their coverage of the pneumococci
serotypes. and the duration of immunity. Pneu-P-23 has limited ability
to protect children under 2 years of age, while Pneu-C-13 is approved
for age 2 months and up.

Pneu-P-23 vaccine

Pneumo23 prevents pneumococcal infection caused by 23
subtypes of pneumococci.It is publicly funded for individuals over 65
years of age and high risk individuals from 2 years of age to 65 years
of age.

Pneu-C-13 vaccine

Pneu-C-13 prevents pneumococcal infection caused by 13
subtypes of pneumococci. Pneu-C-13 is given to children from 2
months of age to 5 years publicly funded.

The National Advisory Committee on Immunization (
NACI) recommends high risk adults over 18 years of age to be immu-
nized with Pneu-C-13. Pneu-C-13 is also recommended for adults over
50 years of age as they are at risk of developing invasive form of the
disease at this age especially if they have other risk factors.

As of December 2014, the MOHLTC has expanded the
publicly funded program to include Pneu-C-13 vaccine to high
risk individuals 50 years of age and older. The eligibility criteria
include individuals who have undergone hematopoietic stem cell
transplants, individuals with HIV, Individuals with other immune-
compromising conditions such as asplenia, sickle cell disease or other
hemoglobinopathies, individuals on long term corticosteroids, chemo-
therapy, radiation therapy, post-organ- transplant therapy. malignant
neoplasms including leukemia and lymphoma and transplant patients .

If one is planning to receive both Pre-C-13 and Pneu-P-23,



it is recommended to vaccinate with Pneu-C-13 first, then follow with
Pneu-P-23 at least 8 weeks later. If Pneu-P-23 has already been given, then
the dose of Pneu-C-13 should be given at least | year after the last dose of
Pneu-P-23.

The last vaccine in the enhancement program is the expan-
sion of the tetanus, diphtheria and acellular pertussis 3 in 1 combined
vaccine (Tdap) publicly funded to all adults over 18 years of age in-
cluding those aged 65 and older. Previously the vaccine was publicly
funded up to age 64. Individuals that had already received one dose Tdap
will be give tetanus and diphtheria (Td) vaccine subsequently every ten
years as booster.

The reason for immunizing adults is once adults are protected,
the risk that babies contract pertussis from adults would be decreased.
Pertussis can be a serious condition if contracted in infancy. Infants are
normally given the first dose of pertussis as part of Pediacel (DPTP-Hib)
at 2 months of age. This situation leaves a window of significant vulner-
ability for newborns from birth to 2 months of age. For this reason, the
latest recommendation is all pregnant women should consider being
vaccinated with Tdap between 27 to 36 weeks of gestation.

In response to recent increase in cases of measles in North Amer-
ica, in Feb 2015, new recommendations have been issued by the public
health units on measles vaccination. In Ontario, the measles (M) vaccine
is combined with mumps (M) and rubella (R) vaccine, commonly called
MMR vaccine. The new recommendation is all Ontarians, regardless
of date of birth, are eligible for two doses of publicly funded measles-
containing vaccine. Two doses of MMR should be given at least 28 days
apart. MMR and MMRYV (the fourth component of this vaccine protects
against varicella, commonly called chickenpox) must be given 6 weeks
apart. On Ontario, MMR is given to all new borns after the first birthday
and MMRYV is given between 4 to 6 years of age.Preschool children who
are given the second MMR dose before 4-6 years of age can then receive
their second dose of varicella only vaccine at age 4-6 years (not MMRYV).

The enhancements mentioned in the earlier part of the article
are reflected in the attached updated Ontario immunization schedule. For
further clarifications or if you have any questions, please consult your own
physicians or visit the Ontario government site at www.health.gov.on.ca.

2014F12F » AR E R R L 5 P Ministry of
Health and Long-Term Care (MOHLTC)#&FE T 7 & fo e HefErufE
e HVERAEE - EIUERE R A8 A FEPFACYRIW-13500%Y
RIS HEL 3% BR 4% & 75 imeningococcal conjugate ACYW-135 [Men-
C-ACYW] (Menactra®) » Z4R {7 HTBHERKHE 32 BREG & B multi-
component meningococcal B[4CMenB](Bexsero®) » FH [ 1 3F&Hifi 58
BREA AV iiPneumococcal conjugate 13 [Pneu-C-13] (Prevnar®13)
FITEPG U5 - E ¥R E H Ztetanus * diphtheria » acellular
pertussis [Tdap] ( Adacel®, Boostrix® ) HI =&y o

TEMSISIR =&

BT am Y = TR A B S I i - E LR e A
FHETTER RSB 38 EBR ARV R B A =8 - B — 2 FEPHCRY
B B5 3% BR B 45 & 72 i Men-C-C (Menjugate®NeisVacC®FI
Meningitec™ ) ; 5B BRTEFGA - C > YRIW-1350URY s et
EEREEEMen-C-ACYW - BEEH A = Menactra®
fiMenveo® @454 (conjugate) i * Menomune® & %
(polysaccharide) & i + 55 = Y & FENT BRYAS B 38 BREG AV E i
4CMenB (Bexsero® ) -

16

Men-C-C FERGIEIE R IR EE S B E

Men-C-C/&—FHPICAY RS R 3 BREE Y45 & 1E 5 © Men-
C-CREEME A RZER AN - HAT > FAREE—5
Bf - EBRAERITREPHE —$Men-C-CIEE © 1255E215% » £
R o ERB AR E A R - =
e Nt o] R & e -

Men-C-ACYW FERSRSIE R INEE B R E

Men-C-ACYWTEFHACY FIW-135 070 %Y i B 38 B 1%
S REATRK B 38 o BLIEET =M &9 B K ZESSR Y A -
7Y - Menveo® & Wi il B KHVEE G ESSpRAE A 58 - &4
Al HEERGBESER  HAREEELBEECHINEES
BHMEERE © SEAYMRESSEEA 7] R EBE - 88
55 s e A 0] e E 4 fEMenomune® ©

20144£12F » MOHLTCHHE 5 B8 f8Men-C-ACYWHY
FREK - B D BREENREER  BREZENEAAZE
SSREEGREE - sk AREaiE: BieE > Hesh
EENEEREBEESE -

[ERF © MOHLTCHz 25 $#BMen-C-ACYWIE E Y
NRERAKZFEEZENTBE - L mEy s
PR A PR T SO SR BT W R B IR ISR Y 0 BB AR E )
HAEFERE  BEEETUEAE LN B2
& o DIERERZE - EEBERTFEREN AL
RV EETHUEE ST - H A EF VR 2555 A
WA FEREIESE  FEBEHE -

4CMenBFEMGRGIEXR EIRE R E

5 BN ATEREIHPIEA B EGE A E
By ¥ HI4CMenBIE &S  4CMenB /& 55— 0] TH [ B i g 35 &
RERVANEE » BEE LB E—ZHEGIHBRFEE
B multi-component meningococcal serogroup B 55 © iSVE g
AITEMEE AR E SR - B ZMAB RI4NEEL 7T LATE
FiEY e ACMenB  FEANEE AL ERERE N L8 = I (E H AR 17
i#% ° (HEEIRERESS AL - Bt a8t -

EHENE  NREEZAZESEENEAAE
+ERALL - BT - HRTESEEIERWA R
EREFIEY EFENRHEEN 0 BEEE -

20144E121 - (REBEFIIRBERRICMenBRHEL R E
BEHE - FoEENERERERAKZEHER’ - oG
PRFEREMen-C-ACYWIE H AR BIAE ML - Flanehies » sl
EHNEEREEEE - PEEEBRINSHE 32 B s BAY R
RIBHEE » SE At o] e B -

75 15 v PR A AR T ATE (T TR S B d A
HEAFTRERE AV & —A% - R B R A B R R B )N

W7E A BIE B F404CMenBYE i B H i 8840 62 75 & 5]
RHEAR ELEREE - TURAN - H48% F63% HIEfEE e IR
SRR G2 o {HER 50E BE B F14CMenBYE B Y 66 15 K2 FE (L1 -



R REE - VIRBUR B AR B oy B IERE - AfE R
TS (%Al AR R EE » mIREIR/DS0 %RYERBEIIE - AR EH
{fEH -

FEPG AT IR R R T

EZERE RNEGMEREEHAEWNE 7
1] By % fEPneu-P-23(Pneumovax23) f14# & B (conjugate) & i
Pneu-C-13(Prevnarl3) « & {f91E Hll 2& 55 {58 B A A [E 696 il -

[6] - Pneu-P-2378 & Wi % LA_E A L2/ T Pneu-CRITE R H X
P AT BRAG TR

Pneu-P-23 B&

Pneu-P-23 72 — o] 78 [/ 2 3 e fiti 38 BK B L A 1) 25 W %%
i o fEZE 0 RN R R B HAEFTES R L AL HEFER -
Wk 265 S fE At o] e s e -

Pneu-C-13 B&E

Pneu-C-13/&— A TEI 1 3FE 1% A4 Bt R R 2 & 5l
FEH o Pneu-C-13/2 R BT L5 P A B2 S IE Wi A K Z Spki
fEHY - NEE SRR FRE ISR LERENE SRR - B
IR B R s TS E P Pneu-C- 1 318V 1 © (BB S0RRATRY
FNE RIS R ERENERELTRES - LHEERFER
HGE R e s R ey At IREE > MR AR I
BEBRES  AATHEEASL  BESRE  fEAKZ
HE o BEEMEWE LR o LR o BT o BRSO R
BRI AT o &S BEfEPneu-C- 133 & HHY -

20144E12F » HBUFIERE T /& %8R &EPneu-C-13
BENEEZFRAS ORI EBEAL - 7o R diEEEaE
R IEE  BAREE  hIRE - |JMEEE 0 R
EHE5E o BEE > BERE  BZAEERLREESE
Hirf@F EE A frada A EmE e &Lt ENGEE 28
# o DL Lo W FeE T [ A 3 3K B 9% v 2 T DA N e % i A A

f) - HEEBEFE ARSI EPneu-C-13 - IRE/D8
#81% P PEfEPneu-P-23 - AR 48 HEHE T Pneu-P-23 » AIIEZHTE
— 1% F4#fEPneu-C-13

EsREE - BRAEEE (Tdap)EE

0412 ERNS—FERRC R R ESRA
—StFEERE 0 HRAE HZ(Tdap) RV HE TS5 (B2
FBERRA « DATEE R e Ee4st » HERAZE6SH L L
A o BN ARFREAETdapE AR A > &P DA R B —
#t =& —Tdap(AdacelZBoostrix)VEe » &% » FHEEfEZE
H OGRS EE - L BEE TR S AR (5 BT B R (T (BT - B
R EER AN T BERRE SRR ESATEN
B HZE S o BREEER T H HiZE —BERENEN - X4
HyEE R YRR IR - BRI W (B B KA BidG Tl B
HiZ&e (BIEE AR - B2 5 A 3w {E A
K REFEILIEEAT  AOEMRRARE - BFERA » H157E
TAEH RIS - it - ARRI R ERERES
WHAE2T 305N fEE R fE s T -

SIMEILSE - A —EREER] c AR ORMEEZE - BiE
BAREERR2015F2 A #F T EEM 2 E &k - &
A BEFERYRDSE T & — W2 (measles) » BERR 32 (mumps) K J& 2
(rubella) =& —&H - BMBREEMMR) « Fr@sdEima44E
B » Fam(LiiEls » 800l e EREE M S FEIROS R Z ] -
Wi st FE £/ 0 MR8 H - WEEEREMMR EMMRY (EEH
& HY S TURERR {7 2 TEPS ZKiE (varicella)dy ) RIFEHIR6E
HH - BREFAYAELAE B AR R R — kA H R FEEMMR R AE4-675%
BHEREMMRY ° 4R AZBAVING » {E4-05% T A 758 8t
MMR ° F[4-65%0% » AR EFEE K& Varivax 11
{EH] o iR EMMRYV -«

B A ST AT — 5 o3 £ R BT iR K R B A R A
Ehl o ISR EFEEEELNRE - t&EESF -
WRE T H L EERE EIEER] - SHHriVRENREAS

o AR AN www.health.gov.on.ca

b

4 Bk % Publisher:
Hohk Address:

336 8 2 3 {4 ¢ Journal Club of Chinatown Physicians
280 Spadina Ave., Ste. 312, Toronto, Ontario M5T 3A5

%% Editors: FRE# % 4  Dr. Patrick Chan

i %4 %4  Dr. Michael Ho
MZ# %4  Dr.King Sun Chan
HAR3E % A Dr. Kan Ying Fung
Ak g% 4  Dr.Dominic Li
#F&% 4 Dr.King Fun Siu

# &\ 48 Production Team: %458 B % 4 Dr. Hannah Toong
Bi#$1E1#% +  Dr. Fay Tang

/B2 Distribution:
3 @ 3% 3T Cover Design:
157 5 /N 4R

4 Bk B 27 Date: 201554 A

A3 R %4  Mr. Roger Lee
E1E 8% 4 Dr. Wendell Poon
Miss Stephanie Ho

17




BX— 2015 F4B RERERZRRE

T
E
st

EE|
2.0 - .y
S & e _% « |2 |28 & £
=R P 552 |5 (28| 252 "
< > QL og = = S 0 = 8= 1o
5 |8 8| & £S9 = ® s | & |=E 898§ = )
2128 3 =22 2| 2125 |E2] =89 -
o o 5 = <
foe} 2a) & 2 = 5 2 Sm >
=iE ElmS s | 2| S |s|: (3| (2|8 T |%
= = > o < = o) £
F&D g Z s s g |8 |%22]| § 5 S & = <
BOBIZ (=2 &£ e | S|S|E R 2|2 | &€& S £
I5Lf| w " > ACY
E’iﬂfthcria = T 3R | ik W gg 8®|mw. | c® 586,11,16 | 7
1 = SRER | mE Bk R 1358 Bt B
e xR | 833
B | Tetanus VIV [ Y| Y |BlEmk | S |BE |k = SR BB FES|EmW
B | g | W 55| e :
iy | =B [20mee| v " L W2 | EErsE FEBEER
‘J’;’é Pertussis|, 5 meg | @ ER B Kz KB IAE PR
% IJ\EET,F,!‘;‘,TE v | v E . § = | Type ATy(pesY Type g g E?
Polio - £ € &l B wns| c %"5;
> 5] = s L =
Z A FRIEM Seg | 5|3 Z|E2 E 553
= < »\ = @ (=] 2 =
e Si2d| 52| ss|2552| 42i | B [2%iR|
X sg89E | 25 | 2= |0X85 P 2 = S 8 5o 5
Haemophilus EEE Y Es| a8 |228|g.8 £ 22 g g e | 3
influenza B (Hib) 222 | Ec |l &= |s5|les S 33 5 588= | %
mn =oon | Al S |5 2E = 2 52 s W A ] 8
1 @B X T <
2 BRAX X X | X X X }
3 EAX X
4 @BHEX X X | X X x>
5 @BX %
6 {EEK X X X“ XJ
7 BBX X | x
X
9 BB X X" .
12 BEA X X X e
15 BEX X X H
18 BEX X v 2
23 {Eﬁx X% &
ﬁf—;’g X FIZE B X! A
B EHNKT 2
4 5% . FREARSE] X g 5
5 ﬁ BmEt gi
& MMRZ Fk
5
12 5% g g xR | X | xEem %
13 5% : wigiE | 128E | jz@ost 3=
14 % % | R | ARA %
- miaA | BIEE | raa ;
AR I *KE17|R558 | pramg | FARER = g
' x | x & RBE(BRA ga oy | TRSE | oy i
50 % b | mEREwES T Ats |etiE| o | BRAS | e |
% |BREISHEN %5 g/l Bb| oo |ema | gmosne
64 i 5 |LARALE e e TS | s
65 % + |50 EAR it fofmn) [somee | ekl PRKIEEN
: & |28 s o T |BES HiEL | wmmAolE
LERALT ,gfgg e[ FHae - TERERR
%12 - & Sy e \FERR supememy | BAMSLE
fhEaEEE B2 7 mAtwTem | BER
# - B#EE s
®e ; BB EMEEE

Courtesy of Journal Club of Chinatown Physicians (JCCP) April, 2015

X B 5 R Rt ey X hv B National Advisory Committee on Immunization (NACI) 2 3 i /& 5 3 & & 4545 B & R R e @ 5 i 4 4248 -
X" % B Advisory Committee on Immunization Practices (ACIP) 2 3% & & & 4546

X'ho g KBC & 24 & R L BACIP Rk 46 - L A ey -
XRgFHFRAREATOFE L CRRTHRLETEERMOAUNRAY - AR L LML EMHENA -
X A R R FRA AR ETEE LA ESRBEHEE —RY

18

X2 A BINACI kit 46 2 A Fe -

Rl &k £ R A & R &

B AL Gk 2015 4F 4 H




e e

<in

= Ee vEn }5
7R 8 F
ON CARE PHARMACY LIMITED
EEHEAANNEH
Bk %, B/ R
fERREEEREE
481 Dundas St. W., Toronto, Ont. Tel: (416) 598-4009
48 1 BHTLAE (BTHEREEERE MEAFREERITH)

251 (416) 598-4009

SIGVARIS

www.sigvaris.ca

Tel: 1-800-363-4999

Sigvaris Graduated Compression Stocking

FARAE BT TEE R T 25 R 2 R AR

Ha rmony”-

PRENATAL TEST

%&m‘;&:z&.

GD Specialized Diagnostics
Customer Service
1-888-988-1888

% Integrated
B GENETICS

www.gamma-dynacare.com

w=Dynacare
Medical Laboratories

a DON VALLEY
K Health and Wellness

658 Danforth Avenue, Suite 200
Toronto ON M4)J 5B9
Tel:(416) 466-4438 Fax:(416)466-4452

oatient cducation and other informatioy ;. avaiy,
onhint e 1y

www.dvhealthandwellness.com

AstraZeneca .

ANXFBLENREA,
#EHAM T BESN.
WBRABFT A, RAF8IER
Information in this publication is for
reference only. Please contact your own

physician for advice. All rights reserved.

) GILEAD

Advancing Therapeutics.
Improving Lives.

¢9 MERCK

Made possible through financial
support by Merck

2 % €0 R
BEST DEAL

GRAPHICS AND PRINTING
www.bdprint.com

Tel: (416) 299-8568

. 3
L3
X
%
%
#
N
L]
7

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

A Fl b s s H b Bh #E 1y -
i BE UGN o

We wish to acknowledge the
assistance of Sing Tao Daily
in the distribution of this
publication.

&
..........................................................




