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This photo was taken on the way to watch penguins 
in St Kilda, Melbourne.  The penguins in St Kilda 
reside in the breakwater of the coast.  In the past, 
one had to take an hour boat tour to see the little 
penguins; that's when I took this breathtaking sunset 
photo.  Now, you can walk directly on the breakwater 
to closely observe them.
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Gallop Towards Health
Prof Bernard MY CHEUNG
President
The Federation of Medical Societies of Hong Kong

Prof Bernard MY CHEUNG

The Year of the Snake was a mixed bag of heaven and 
hell.  Whilst we still cannot banish from our memory 
the towering inferno and the war-torn regions, 
we also remember with fondness some highlights 
in the year past.  These include a joyful diamond 
anniversary dinner, a successful annual scientific 
meeting, an energetic sports day, and an eye-opening 
visit to Shenzhen.  The Federation has come through 
challenging times with a renewed determination to 
champion health for all and professionalism among 
colleagues.

Horses first evolved in North America, migrated to 
Asia and then thrived in Central Asia and the Middle 
East.  These strong and enduring animals became 
highly prized in both China and Europe.  Not only 
were horses the historical equivalent of cars and trucks, 
but they have also played a role in the development 
and production of medicines, including vaccines and 
antitoxins.

Horses respond to love and affection, so humans and 
horses can develop a strong bond, just as dogs and cats 
do.  The Hong Kong Jockey Club, besides promoting 
horse-riding and horse racing as a pastime and sport, 
has been a major driving force in education, health and 
research. 

The horseshoe is a symbol of good luck.  In the year of 
the horse, let me wish all our readers the best of luck, the 
best of good fortune and the best of health.  It remains 

for me to thank our Chief Editor, Dr Raymond LO, for 
another year of continual excellence and dedication, and 
all our sponsors for keeping the Medical Diary alive and 
galloping! 

馳騁駟馬騰駿駒
 

伙伴億人仝保健
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The term 'BPH (Benign prostatic hyperplasia) symptoms' have long 
been used to encompass all male urinary symptoms.  However, male 
urinary symptoms are not always completely related to an enlarged 
prostate, thus male 'lower urinary tract symptoms' (LUTS) is a more 
appropriate term.  Urinary urgency and frequency can be primarily 
related to overactive bladder (OAB), and nocturia is more commonly 
related to nocturnal polyuria or other medical causes than just BPH.  
To make it more complicated, male LUTS is usually a mixture of 
causes, and therefore accurate diagnosis after appropriate assessment 
is important for personalised treatment decisions. 

In this issue of the Hong Kong Medical Diary, assessment and 
management of male LUTS, OAB, and nocturia are described in 
depth.  To highlight: highly uro-selective alpha blockers now provide 
minimal to no effect on blood pressure; Anti-cholinergic drugs can 
cause long term cognitive problems and should be cautiously used 
in elderly or patients with high anti-cholinergic burden, and in such 
cases, beta-3 agonist is an effective alternative for OAB; Nocturia can be 
undiagnosed obstructive sleep apnoea, and recently nocturia has been 
associated with higher risks of fall and fractures in elderly! 

While transurethral resection of prostate (TURP) is still a very 
commonly performed surgery for BPH, other minimally invasive 
surgical treatments (MIST) for BPH, like water vapour therapy 
(Rezum) and prostatic urethral lift (Urolift), have radically changed the 
landscape of BPH treatment worldwide and in Hong Kong in recent 
years.  Over 1,000 Rezum or Urolift day surgeries, mostly under local 
or monitored anaesthesia, have been performed in public and private 
hospitals in Hong Kong. 

Also covered in this issue are the novel diagnostic and therapeutic 
options for prostate cancer.  Transrectal prostate biopsy (TRUS 
biopsy) is now rarely done in Hong Kong, and elevated PSA should 
be followed by MRI but not immediate prostate biopsy.  Transperineal 
MRI-guided prostate biopsy is used in more than 90 % of patients in 
both public and private hospitals, almost eliminating life-threatening 
TRUS biopsy sepsis, while improving cancer detection. 

Classically radical prostatectomy or radiotherapy are the only 
treatment options for localised prostate cancer.  Since 2019, various 
focal therapies for prostate cancers have been available in Hong Kong, 
including HIFU, Cryotherapy, TMA, and IRE.  These provide an 
alternative for patients who desire to treat prostate cancer with minimal 
side effects. 

Afterall, male LUTS (and Urology) is not only about alpha blockers and 
TURP !





Medical Bulletin

    5

VOL.31 NO.2 FEBRUARY 2026

Nocturia: An Overview of the 
Approach and Treatment

Dr Peter KF CHIU

Dr Alex Qin-yang LIU

MBChB, PhD(EUR), FRCSEd(Urol), FCSHK, FHKAM(Surg)

MBBS, MSc, FRCSEd(Urol), FCSHK, FHKAM(Surg)

Assistant Dean (Translation & Entrepreneurship), Faculty of Medicine, and Associate Professor, 
SH Ho Urology Centre, The Chinese University of Hong Kong (CUHK)
President, Hong Kong Urological Association (HKUA)

Assistant Professor, SH Ho Urology Centre, The Chinese University of Hong Kong (CUHK)

Dr Peter Ka-fung CHIUDr Alex Qin-yang LIU

INTRODUCTION
Nocturia, defined as the need to wake up to pass 
urine during the main sleep period, is one of the most 
common and bothersome symptoms out of the many 
lower urinary tract symptoms (LUTS).  Around 50 % of 
adults above 65 years of age experience nocturia, and 
amongst whom around half have two or more episodes 
of nocturia per night1.  Nocturia is strongly associated 
with poor sleep quality and increased fatigue, and 
the nocturnal awakenings have been postulated 
to result in disorientation, balance instability, and 
falls.  Observational studies first reported a positive 
correlation between nocturia and the outcomes of falls 
and fractures2,3.  In patients older than 70 years old, 
nocturia was associated with a significantly increased 
risk of fracture (Hazard ratio 2.0) after adjustment for 
other confounders2.  This causation between nocturia 
and fall and fracture has been replicated in more recent 
systematic reviews and meta-analyses4. 

DIAGNOSIS
When assessing a patient presenting with nocturia, 
it is essential to determine the onset, severity, and 
consistency of the nocturia.  Clarification of daytime 
symptoms in history, as well as through a bladder 
diary or frequency-volume chart (which records the 
frequency and voided volume over three days), are also 
very important, as these would allow the differentiation 
of a global 24-hour polyuria, presence of predominant 
storage LUTS causing both daytime and night-time 
symptoms, or nocturnal polyuria only.  The various 
causes to look out for are summarised in Table 1.  The 
physician also needs to look for any underlying medical 
conditions and review the complete drug chart to look 
for any medications that may cause nocturia.

The most common cause of nocturia is nocturnal 
polyuria, accounting for up to 88 % of patients suffering 
from nocturia5.  Nocturia polyuria is defined by the 
International Continence Society (ICS) as an increased 
proportional production of urine during the night-
time compared with the 24-hour urine volume6, 
with a nocturnal polyuria index (i.e. nocturnal urine 
volume/24-hour urine volume) above 33 % in the elderly 
population.

Table 1: Summary of causes and respective management 
options of nocturia (Summaried by the authors)
Causes Treatment
Nocturnal polyuria
- Obstructive sleep apnoea
- Release of daytime fluid 
  sequestration e.g. congestive 
  heart failure
- Defective circadian rhythm in 
  ADH

- OSA management (e.g. weight
  loss, nCPAP)
- Leg elevation before sleep, 
  tea-time diuretics, optimisation
  of medical condition
- DDAVP

24-hour polyuria (urine output > 
3L/day)
- diabetes mellitus, diabetes 
  insipidus
- primary polydipsia

- Optimise medical condition
- Behavioural modification

Sleep disorder
- insomnia
- periodic leg movement 
  syndrome

- Hypnotics
- Further management by a 
  psychiatrist

Storage LUTS e.g. overactive 
bladder

Behavioural modification, 
medications e.g. antimuscarinics, 
beta-3 agonist

Benign prostatic hyperplasia 
(BPH)

- Medical therapy e.g. alpha-
  blocker
- Surgical therapy e.g. 
  transurethral resection of 
  prostate (TURP)

Medication induced e.g. diuretic 
use in evening

Adjustment of medications

TREATMENT OPTIONS
Lifestyle and behavioural modification

For all patients bothered by nocturia, lifestyle changes 
should be advised to diminish the amount of urine 
that is produced and excreted during the sleep period.  
These lifestyle advices7,8 include:

- Pre-emptive voiding before going to bed
- Avoid bladder stimulants e.g. caffeinated beverages 

and alcohol
- Fluid reduction in the evening (including taking 

nocte medications earlier in the evening to avoid 
fluid right before bedtime, increasing time from 
dinner to bedtime, avoiding soup during dinner, 
and refraining from taking fruits after dinner time)

- Elevate the legs in the evening to re-distribute 
sequestrated dependent fluid if any

- Better sleep hygiene (including refraining from 
excess hours in bed, keeping warm in bed9)

- Moderate daily exercise

This article has been selected by the Editorial Board of the Hong Kong Medical Diary for participants in the CME programme of the Medical 
Council of Hong Kong (MCHK) to complete the following self-assessment questions in order to be awarded 1 CME credit under the programme 
upon returning the completed answer sheet to the Federation Secretariat on or before 28 February 2026.
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The level of clinical evidence supporting the efficacy 
of lifestyle management in reducing nocturia is overall 
low, with small-scale prospective cohort reporting 
a reduction of more than one episode of nocturia 
in around 50% of patients.  Nevertheless, lifestyle 
modification is unlikely to do any harm to these 
patients, and therefore should be recommended for the 
benefit of doubt.

Anti-muscarinics and/or beta-3 
agonist
 
In the context of nocturia driven by bladder overactivity 
rather than nocturnal polyuria, the use of OAB 
medications such as anti-muscarinics and beta-3 agonists 
can be justified.  These patients are characterised by 
having both daytime and nocturnal frequency (nocturia).  
This strategy's effectiveness is greatest when nocturia 
is accompanied by daytime urgency and frequency.  
Trials on anti-muscarinics showed that while nocturnal 
urgency is improved, the reduction of nocturia episode 
is only modest at best10 - which is a reduction of nocturia 
by up to 0.6 episodes per night11.

Tea-time Furosemide
"Tea-time" loop diuretic therapy (most commonly low-
dose furosemide 40 mg taken in the late afternoon, ~6 
hours before bedtime) is a chronotherapeutic strategy 
for nocturnal polyuria that aims to shift diuresis 
from night to daytime.  Administering furosemide 
approximately 4-6 hours before bedtime induces an 
early evening natriuresis and diuresis, thereby reducing 
intravascular volume and suppressing overnight urine 
production when the patient is asleep.  Clinical studies 
have shown that this approach can reduce nocturnal 
urine volume and nocturnal voids, and prolong the first 
uninterrupted sleep period12, particularly in patients 
with peripheral oedema, heart failure, or venous 
insufficiency.  Around 37 % of patients have one  or 
more episodes of nocturia reduced with this strategy13.

Desmopressin
Desmopressin (DDAVP) is a synthetic analogue of 
vasopressin and is the only therapy that directly 
targets  nocturnal  polyuria ,  the  most  common 
pathophysiological cause of nocturia.  By selectively 
activating renal V2 receptors, DDAVP increases water 
reabsorption in the collecting ducts, thereby reducing 
nocturnal urine production without significant 
vasoconstrictive effects.  Randomised controlled trials 
have consistently demonstrated that DDAVP reduces 
the number of nocturnal voids, decreases nocturnal 
urine volume, and prolongs the first uninterrupted 
sleep period14,15.  Current formulation suggests that 
a starting minimum dose of around 25 μg of oral 
sublingual desmopressin is ideal for women, while men 
usually benefit from a minimum starting dose of 50 μg16.  
Hyponatraemia is a side effect that needs to be aware of 
when administering DDAVP – however, the incidence 
is extremely low in patients younger than 65, and can 
be minimised by using the aforementioned minimum 
effective gender-specific dosing17.  Baseline sodium 
level is needed before initiation of therapy (to ensure 

baseline is normal at 135-145mmol/L), and monitoring 
of serum sodium level is also needed during treatment 
course - currently it is recommended to check post-
treatment serum sodium levels one  week after initiation 
and again one  month after treatment (especially in the 
elderly population), and periodically during treatment17.  
Patients should also be reminded to minimise fluid 
intake from one hour before treatment administration 
until eight hours afterwards to reduce the risk of fluid 
retention and hyponatraemia.

As nocturia is an independent risk factor for falls and 
fractures in older adults, our centre recently performed a 
target trial emulation to investigate the potential role of 
sublingual desmopressin in mitigating fall and fracture 
risk.  Utilising routine clinical data from the Hong Kong 
Hospital Authority, we identified a total number of 1,500 
patients who were started on sublingual desmopressin 
for nocturnal polyuria by urologists in the study 
period of January 2016 to June 2025.  Ultimately 598 
patients were assigned to the sublingual desmopressin 
(treatment) arm, and 681 patients were assigned to the 
off-drug (control) arm.  Kaplan-Meier survival analysis 
for the primary composite outcome (fall or fracture) 
showed significantly higher event-free survival in the 
desmopressin group compared to the control group.  
After adjusting for the covariates, desmopressin use 
was associated with a significantly lower hazard of the 
composite outcome of fall or fracture, with a hazard 
ratio (HR) of 0.55 (95 % CI 0.31 - 0.97, p = 0.041), while 
Parkinsonism (HR 4.81, 95 % CI 1.11 - 20.82, p = 0.036) 
showed a signal of increased risk.  Age, hypertension, 
and other comorbidities did not significantly impact the 
outcome.  The same protective effect of desmopressin 
on fall or fracture was replicated in a clustered Cox 
proportional hazards model (HR 0.55, 95% CI 0.30 - 0.99, 
p = 0.047).

CONCLUSION
In conclusion, nocturia is a highly prevalent and 
clinically significant condition that extends well 
beyond being a simple lower urinary tract symptom.  
Its strong associations with sleep disruption, impaired 
quality of life, and increased risks of falls and fractures 
- particularly in older adults - underscore the need 
for a structured and mechanism-based approach to 
evaluation and management.  Management should 
be individualised and stepwise based on each 
patient's specific phenotype. Lifestyle and behavioural 
modifications remain a universal foundation of care, 
while medical therapies, including anti-muscarinics, 
beta-3 agonists, and late-afternoon loop diuretics, can be 
effective in appropriately selected patients.  Importantly, 
desmopressin represents the only treatment that 
directly targets nocturnal polyuria and has consistently 
demonstrated meaningful reductions in nocturnal 
urine production and nocturia episodes when used 
with appropriate sex-specific dosing and serum sodium 
monitoring.
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MCHK CME Programme Self-assessment Questions
Please read the article entitled "Nocturia: An Overview of the Approach and Treatment" by Dr Alex Qin-yang LIU 
and Dr Peter KF CHIU and complete the following self-assessment questions.  Participants in the MCHK CME 
Programme will be awarded CME credit under the Programme for returning completed answer sheets via fax (2865 
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Questions 1 - 10: Please answer T (true) or F (false) 

1. Nocturia is defined as waking up to pass urine during the main sleep period.

2. Nocturia is only caused by BPH in males.

3. Nocturia is associated with an increased risk of falls and fractures in older adults.

4. Nocturnal polyuria is defined by an increased proportion of urine production at night rather than increased 
total daily urine volume.

5. A bladder diary or frequency–volume chart is helpful in differentiating causes of nocturia.

6. Obstructive sleep apnoea can contribute to nocturnal polyuria and nocturia.

7. Lifestyle and behavioural modifications should be recommended to all patients with bothersome nocturia.

8. Antimuscarinic medications are very effective in reducing nocturia episodes in all patients.

9. "Tea-time" furosemide taken in the late afternoon can help reduce nocturia in selected patients.

10. Desmopressin is used for nocturnal polyuria and requires serum sodium monitoring.
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BACKGROUND
Lower urinary tract symptoms (LUTS) are common 
in ageing men and are often related to benign 
prostatic hyperplasia (BPH).  Previous autopsy study 
demonstrated that the prevalence of BPH will increase 
with age and reached 88 % in men in their 80s1. 
Pharmacological treatment remains the cornerstone for 
disease management.  

Several medications are available in the market focusing 
on different pathways.  Alpha-receptor blockers mainly 
target the dynamic component by causing relaxation 
of smooth muscles, while 5-alpha reductase inhibitors 
act on the static component by shrinking the prostate2.  
Using these two classes together as combination therapy 
can improve symptoms and reduce the long-term risk of 
disease progression.

ALPHA-RECEPTOR BLOCKERS

Mechanism 
Alpha-receptor blockers act by antagonising alpha-1 
adrenergic receptors in prostatic stromal smooth 
muscle.  This relaxes muscle and reduces bladder outlet 
resistance, leading to rapid symptom relief. 

Available agent 
C u r r e n t l y  a va i l a b l e  a l p h a  r e c e p t o r s  i n c l u d e 
prazosin, terazosin, doxazosin, alfuzosin, tamsulosin 
and si lodosin.   Each medicat ion has dif ferent 
pharmacokinetic properties and different selectivity to 
alpha adrenergic receptors. 

Efficacy
Meta-analyses show that alpha-blockers improve 
International Prostate Symptom Scores (IPSS) by about 
30% and increase maximum urinary flow rate (Qmax) 
by approximately 1-2 mL/s compared with placebo and 
the maximal effect is typically seen at about 4 weeks3. 

Side effects
Alpha-blockers are generally well tolerated, but possible 
adverse effects may occur. 10 % patients may experience 
dizziness and asthenia , 1 % of patients may suffer 
from postural hypotension.  It is particularly important 

to remind patients who are naive to alpha blockers, 
especially elderly individuals, about the potential 
blood pressure-related side effects.  In such cases, long-
acting and more uroselective alpha blockers (Alfuzosin, 
Tamsulosin, Silodosin) may be considered to mitigate 
these complications.  Silodosin, a uroselective alpha 
blocker, is noteworthy for its minimal impact on blood 
pressure, making it a suitable option for patients at 
risk of experiencing adverse effects associated with 
traditional alpha-blocker therapies4.

Ejaculatory disorders, including reduced or absent 
semen volume and anejaculation, are seen in about 
5% of patients on tamsulosin and even more with 
silodosin, but are less frequent with other agents5.  
Patients on tamsulosin who are planning for cataract 
surgery need to be aware of a notable complication of 
intraoperative floppy iris syndrome (IFIS).  Stopping the 
drug before surgery has not clearly reduced this risk, so 
communication with the ophthalmologist is essential6. 

5-ALPHA REDUCTASE INHIBITORS

Mechanism
5-alpha reductase inhibitors (5-ARIs) target the static 
component of obstruction.  They inhibit the conversion 
of testosterone to dihydrotestosterone (DHT), a more 
potent androgen that drives prostatic growth.  By 
lowering DHT, these drugs induce apoptosis in prostatic 
epithelial cells, subsequently results in reduced prostate 
volume, and lower prostatic vascularity. 

Available agents
There are two main agents for 5-ARIs, finasteride 
and dutasteride, which differ by their selectivity for 
5-alpha reductase.  Both agents substantially reduce 
intraprostatic DHT level and result in shrinkage of 
prostate.  Meta-analysis has shown there is no difference 
in efficacy or safety between these two drugs. 

Several practical tips need to be aware of before the 
prescription of 5-ARIs.  Firstly, only patients with an 
enlarged prostate with a prostate size at least 30 - 40 
cc should be prescribed with 5-ARIs.  If imaging is 
not readily available, a prostate with more than two  
finger-breath on digital rectal examination could be a 
reasonable alternative.  Secondly, 5-ARIs have a slower 
onset time, the maximal efficacy is usually in 6 - 12 
months.  Thirdly, 5-ARIs will reduce the PSA level by 
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50 %, therefore a proper interpretation of PSA result is 
required. 

Efficacy
The reduct ion  in  DHT level  leads  to  gradual 
improvements in symptoms and flow, and more 
importantly, a reduction in the risk of AUR and BPH-
related surgery.  In PLESS study, finasteride when 
compared with placebo, it can improve International 
Prostate Symptom Scores by about 30 %, increased 
Qmax by around 2 mL/s, reduced prostate volume 
by nearly 20 %, and lower the risk of AUR and BPH 
surgery by 50 - 60 %7.

Side Effects
Owing to reduce in DHT level, 5-ARIs resulted in sexual 
adverse effects include erectile dysfunction, decreased 
libido, and ejaculatory disorders in a minority of 
patients, as well as gynaecomastia and, more rarely, 
mood changes including depression.  There are some 
concerns regarding the association between use of 
5-ARIs and the increased risk of high-grade prostate 
cancer, but according to the Prostate Cancer Prevention 
Trial, Finasteride only increase the risk of Gleason 
Score ≥  7 prostate cancer by 1.3 %  when compared 
to placebo8.  18 years follow -up of Prostate Cancer 
Prevention Trial data showed there was no difference 
in all cause mortality and suggested that the increase in 
high-risk PCa could be associated with detection bias 
because 5-ARIs reduce the prostate size and increase 
biopsy detection accuracy9. 

COMBINATION THERAPY 
(ALPHA-BLOCKER + 5-ARI)
Combination therapy is based on the complementary 
actions of alpha-blockers and 5-ARIs.  The alpha-blocker 
provides early symptom relief, while the 5-ARI reduce 
long-term progression.  This dual approach has been 
tested in several major trials.

The CombAT trial evaluated dutasteride, tamsulosin, 
and their combination.  Combination therapy not only 
reduced the clinical progression of BPH by 66 %, but 
also provided greater improvements in IPSS and Qmax 
than either monotherapy and significantly reduced 
the risk of AUR and BPH surgery compared with 
tamsulosin alone10.   Combination therapy consistently 
offered the best overall balance of symptom relief and 
long-term risk reduction.

PHOSPHODIESTERASE 5 
INHIBITORS  
Phosphodiesterase 5 inhibitors (PDE5-i) are commonly 
used in patients with erectile dysfunction.  Among 
these PDE5-i, Tadalafil is also licensed for lower urinary 
tract symptoms.  It exerts its therapeutic effect via 
multifaceted mechanisms, including inducing smooth 
muscle relaxation in prostatic stroma and bladder neck, 
enhancing perfusion and reducing inflammation.
An RCT demonstrated Tadalafil can improve the 

International Prostate Symptom Scores by about 30 % 
and Qmax by 2.4 ml/s11.  Another meta-analysis showed 
by combining alpha blocker with Tadalafil, it can 
improve not only the erectile function, but also further 
improve the Qmax by 1.5 ml/s when compared to alpha 
blocker alone12. 

CONCLUSION 
Overa l l ,  combinat ion  therapy  i s  par t i cu lar ly 
appropriate for men with moderate to severe LUTS, 
enlarged prostates or patients who are at higher risk 
of BPH progression.  For men with smaller prostates 
and predominantly bothersome symptoms but low 
progression risk, an alpha-blocker alone may be 
sufficient.  A 5-ARI alone is often chosen for men 
focused on long-term risk reduction and willing to 
accept a slower onset of symptom relief.
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INTRODUCTION
Overactive bladder (OAB) is a common, bothersome 
condition that primary care physicians in Hong Kong 
will increasingly encounter as the population ages.  
Local data suggests that the prevalence of OAB in Hong 
Kong is similar to that reported internationally, yet 
awareness and treatment rates remain low.  This article 
provides a practical, stepwise framework for family 
doctors, covering prevalence and aetiology, assessment, 
initial management, pharmacotherapy, and indications 
for specialist referral.

PREVALENCE AND AETIOLOGY

Epidemiology of Overactive Bladder
OAB syndrome is defined by the International 
Continence Society (ICS) as a syndrome characterised 
by urinary urgency, usually accompanied by urinary 
frequency and nocturia, with or without urgency 
urinary incontinence1,2.

Based on a survey on the prevalence of lower urinary 
tract symptoms in the local Asian population published 
in 2019, the age-adjusted prevalence of OAB syndrome 
was 15.1 %, affecting both males and females equally3.  
There is an increasing trend in both the prevalence and 
severity of OAB associated with advancing age.  With a 
rapidly ageing population in Hong Kong4, clinicians are 
expected to encounter an increasing number of patients 
presenting with OAB syndrome.

Pathophysiological Mechanisms
Although the term "OAB" suggests a specific organ - 
the urinary bladder - as the primary problem, the actual 
dysfunction may originate outside the bladder.  The 
pathophysiology of OAB is multifactorial, with proposed 
mechanisms including detrusor overactivity related 
to myogenic changes, altered urothelial signalling, 
increased afferent nerve sensitivity, and impaired central 
inhibition of the micturition reflex.  These changes 
may be driven or exacerbated by ageing, chronic 
bladder outlet obstruction, ischemia, inflammation, and 
neuroplastic changes in sensory pathways.

Risk factors relevant to Hong Kong's ageing population 
include benign prostatic hyperplasia (BPH) with 
obstruction, metabolic syndrome, diabetes, obesity, 
chronic  const ipat ion,  neurologic  disease ,  and 

polypharmacy5,6,7.  High intake of caffeine and other 
bladder irritants (tea, coffee, and certain soft drinks), 
smoking, and reduced mobility may further exacerbate 
symptoms in local patients.  Recognising and addressing 
these contributing factors is an essential component of 
OAB management in primary care.

Presentation and Clinical Assessment
OAB syndrome is a clinical diagnosis; therefore, 
initial assessment through history taking and physical 
examination is of utmost importance. Patients typically 
present with one or more of the following storage 
symptoms (as defined by the ICS):

• Urgency: a sudden, compelling desire to void that is 
difficult to defer (hallmark symptom)

• Frequency: voiding that occurs more frequently 
than the individual or caregiver considers normal

• Nocturia: awakening to pass urine during the main 
sleep period

• Urgency urinary incontinence: involuntary leakage 
preceded by or accompanied by urgency

A thorough history should be taken to establish the 
diagnosis.  Key areas to explore include the onset 
and duration of symptoms, daytime and nocturnal 
voiding frequency, urgency, leakage (volume, triggers, 
pad use), fluid intake patterns, caffeine and alcohol 
consumption, bowel habits, medications (diuretics, 
sedatives,  anticholinergics,  etc .) ,  and relevant 
comorbidities (diabetes, neurologic disease, BPH).  This 
comprehensive approach is essential for ruling out 
underlying causes and identifying any red flag signs.

Important differential diagnoses include:

• Urinary tract infection: urgency and frequency 
accompanied by dysuria, suprapubic pain, and 
pyuria on urinalysis

• BPH/male lower urinary tract symptoms (LUTS): 
voiding symptoms (weak stream, hesitancy, 
straining, incomplete emptying) predominating 
over storage symptoms

• Bladder cancer: irritative voiding symptoms plus 
visible or microscopic haematuria; any haematuria 
warrants prompt investigation

• Diabetes and polyuric states: high urine volumes 
and polydipsia, often without true urgency
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Practical Assessment in Primary Care
A focused yet systematic assessment is usually sufficient 
before initiating treatment.  Patient questionnaires 
can aid in clinical assessment.  These include the 
International Prostatic Symptom Score (IPSS) for 
male patients with LUTS and the Overactive Bladder 
Symptom Score (OABSS) for OAB symptoms, which has 
been validated for local Hong Kong Chinese adults8.

Physical examination should include an abdominal 
examination for masses and bladder distension; 
a focused neurological examination; digital rectal 
examination in men; and in women, pelvic examination 
for prolapse, atrophy, and a cough stress test.

Investigations should include urinalysis with or without 
culture to exclude infection; post-void residual (PVR) 
measurement by bladder scan if voiding symptoms 
are present or retention is a concern; and blood glucose 
and renal function testing when clinically indicated.  
A bladder diary maintained for 3-7 days, recording 
voiding times, volumes, and leakage episodes, can help 
characterise symptoms and guide management.  For 
most uncomplicated cases, advanced investigations such 
as cystoscopy, urodynamic studies, upper tract imaging, 
or spine imaging are not routinely required for diagnosis.

INITIAL MANAGEMENT 
STRATEGY

First-Line Treatment: Behavioural 
Modification and Lifestyle 
Interventions
First-line management of OAB should invariably include 
behavioural therapies and lifestyle modifications, 
as these interventions are non-invasive, reversible, 
effective, and can be combined with pharmacotherapy.  
There has also been increasing concern regarding the 
adverse effects of anticholinergic drugs on cognitive 
function in elderly patients.  Patients should be 
counselled on non-pharmacological treatment options 
regardless of whether medication is initiated.

Patients and their caregivers should be educated on 
normal bladder physiology, factors contributing to their 
symptoms, and realistic treatment expectations.  This 
education should emphasise patient responsibility and 
engagement, as behavioural success requires significant 
lifestyle changes and sustained effort.

Fluid  management  r epresent s  a  corners t one 
intervention, as both excessive and insufficient fluid 
intake exacerbate symptoms.  Patients should be 
counselled to avoid excessive fluid intake while 
maintaining adequate hydration to achieve normal 24-
hour urine output.  A randomised controlled trial (RCT) 
demonstrated that a 25 % reduction in fluid intake 
improved overall OAB symptoms in patients with 
OAB9; however, there was no significant improvement 
in urgency incontinence specifically.  Patients should be 
advised to space fluid intake evenly throughout the day 
and reduce fluid intake in the four hours before bedtime 
to minimise nocturia.

Dietary modifications involve identifying and reducing 
bladder irritants.  Caffeine reduction is particularly 
important10, with patients advised to limit caffeine 
intake to 1-2 cups per day or eliminate it entirely if 
possible.  Other common bladder irritants include 
alcohol, carbonated beverages, citrus juices and fruits, 
chocolate, spicy foods, and tomatoes.

Weight management is important, as overweight and 
obesity have been linked to the incidence of lower 
urinary tract symptoms in epidemiological studies 
and are particularly associated with urgency urinary 
incontinence (UUI) and stress urinary incontinence 
(SUI)11,12.  An RCT demonstrated that weight loss is 
significantly associated with a reduction in incontinence 
and urgency incontinence episodes per week13.

Smoking cessation  was shown to have a weak 
association with urgency, frequency, and urinary 
incontinence14; however, smoking cessation should be 
advised for all OAB patients as part of general public 
health measures.

Physical therapy including pelvic floor muscle training 
(PFMT) and bladder training, represents evidence-based 
behavioural interventions with strong supporting data. 
PFMT should be supervised by trained physiotherapists 
and include correct muscle identification using the 
"knack" technique (pre-emptive pelvic floor contraction 
before coughing or effort), as well as progressive muscle 
training based on principles of specificity, overload, and 
progression. Bladder training involves establishing a 
voiding schedule with progressive intervals, starting at 
baseline frequency and then increasing intervals by 15 
- 30 minutes weekly to extend the time between voids 
to a goal of 3 - 4 hours.  This should be combined with 
urgency suppression techniques including distraction, 
relaxation, and pelvic floor contraction. Bladder diaries 
track progress and maintain patient engagement.

FEMALE PATIENTS: SCREENING 
FOR STRESS URINARY 
INCONTINENCE
In women presenting with incontinence, it is crucial 
to distinguish OAB from stress urinary incontinence 
(SUI) and mixed incontinence, as management differs 
significantly.

• SUI: leakage occurring with coughing, sneezing, 
laughing, lifting, or exercise, due to urethral 
hypermobility or intrinsic sphincter deficiency

• OAB/urgency urinary incontinence: leakage 
preceded by urgency and often associated with 
frequency and nocturia

• Mixed incontinence: combination of stress and 
urgency symptoms

Many women experience mixed incontinence.  A 
detailed symptom history combined with a cough 
stress test during pelvic examination is key to accurate 
subtype classification.  First-line management for SUI 
in primary care focuses on PFMT, weight reduction, 
smoking cessation, and addressing chronic cough and 
constipation - all of which also provide helpful support 
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in mixed incontinence cases.  When SUI is prominent 
and conservative therapy fails, referral for consideration 
of mid-urethral sling or other surgical options is 
appropriate.

Medication Treatment
Drug therapy should be considered when:

• Symptoms remain bothersome despite adequate 
behavioural measures, or

• Behavioural therapy alone is not feasible or 
acceptable (e.g., frail older adults with limited 
capacity to participate)

Two major drug classes are available as second-line 
therapy: antimuscarinics (anticholinergic agents) and 
beta-3 adrenergic agonists.  Selective beta-3 agonists 
offer an important alternative to antimuscarinics, 
particularly for patients with cognitive concerns or 
polypharmacy.

Anticholinergic Agents
Antimuscarinic agents reduce detrusor contractions 
by blocking muscarinic receptors, primarily M2 and 
M3, in the bladder.  Commonly used agents include 
oxybutynin, tolterodine, solifenacin, and trospium.  
This blockade results in increased bladder capacity, 
reduced involuntary contractions, and decreased 
urgency and frequency.  Numerous RCTs have proven 
the effectiveness of these drugs for symptom relief; 
however, no single agent has been shown to be superior 
to others15,16.

Anticholinergic Side Effects and 
Special Populations
Anticholinergic side effects represent the primary 
limitation of this drug class and constitute the most 
common reason for treatment discontinuation.  Side 
effects result from systemic blockade of muscarinic 
receptors and include dry mouth, constipation, and 
blurred vision. These agents are contraindicated in 
patients with acute angle-closure glaucoma17.  The use of 
extended-release formulations is encouraged to reduce 
side effects, particularly dry mouth18.  Cognitive effects-
including impaired memory, confusion, and delirium - 
represent a significant concern in elderly patients.  These 
anticholinergic effects are especially problematic in 
older adults due to their higher baseline risk of cognitive 
decline and increased fall propensity, making careful 
risk-benefit assessment essential in this population19.

Beta-3 Adrenergic Agonists: 
Mirabegron
Mirabegron, a selective beta-3 adrenergic receptor 
agonist, represents a mechanistically distinct alternative 
to antimuscarinics.  Mirabegron relaxes detrusor muscle 
during the storage phase by stimulating β3-adrenergic 
receptors, thereby increasing functional bladder capacity 
without anticholinergic effects.

Randomised trials show that mirabegron significantly 
reduces incontinence episodes and micturition 
frequency compared to placebo, with efficacy similar 
to antimuscarinics but substantially lower rates of 
dry mouth and constipatio20,21.  Main cautions include 
hypertension and tachycardia; mirabegron should 
be avoided or used with caution in patients with 
uncontrolled hypertension and should be monitored 
closely in those with cardiovascular disease.

Advantages over Antimuscarinics: Beyond superior 
tolerability, mirabegron does not antagonise M3 
receptors, theoretically reducing urinary retention risk 
compared to antimuscarinics.  In clinical practice, the 
lower incidence of treatment discontinuation due to 
adverse effects (10 - 12 % for mirabegron versus 7 - 10 % 
for antimuscarinics)22 reflects this superior tolerability 
profile.

COMBINATION 
PHARMACOTHERAPY: 
SYNERGISTIC BENEFITS
A combination of an antimuscarinic and a beta-3 agonist 
can provide additive symptom control without a 
disproportionate increase in side effects.  When patients 
are unresponsive to monotherapy with either an 
anticholinergic or beta-3 agonist, combination therapy 
should be considered.  Trials such as SYNERGY23 and 
BESIDE24 demonstrated that solifenacin plus mirabegron 
improved incontinence episodes and micturition 
frequency more than either drug alone, with acceptable 
tolerability.  This combination is preferred over a 
combination of two different anticholinergic drugs 
because it offers better tolerability and reduces concerns 
about cumulative cholinergic burden.

MALE PATIENTS: COMBINING 
WITH ALPHA-BLOCKERS
In men, OAB symptoms often coexist with voiding 
lower urinary tract symptoms due to benign prostatic 
hyperplasia (BPH) or bladder outlet obstruction.  Alpha-
blockers (e.g., tamsulosin, alfuzosin) remain first-
line therapy for bothersome voiding symptoms and 
should be initiated when the IPSS score or symptom 
profile suggests obstruction.  If storage symptoms 
persist despite adequate alpha-blocker therapy, adding 
an antimuscarinic or beta-3 agonist is supported by 
multiple studies and can significantly improve urgency 
and frequency25,26.

In men with higher post-void residual (PVR) volumes or 
borderline emptying, a beta-3 agonist may be preferred 
over antimuscarinics, as it is less likely to exacerbate 
urinary retention. Close monitoring of symptoms and 
PVR is advisable when combining OAB drugs with 
alpha-blockers in this setting.

Specialist Treatment
For patients with refractory OAB -  persistent, 
bothersome symptoms despite appropriate lifestyle 
measures and at least two pharmacological regimens 
(including combination therapy) - referral to urology 
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is appropriate.  Third-line options include posterior 
tibial nerve stimulation, intravesical botulinum toxin 
injections, sacral neuromodulation, and, rarely, 
augmentation cystoplasty.

Posterior Tibial Nerve Stimulation 
(PTNS)
PTNS modulates the sacral plexus indirectly by 
stimulating the posterior tibial nerve at the ankle, 
usual ly  v ia  a  percutaneous  needle  e lec trode .  
Randomised trials and observational studies have 
shown improvements in frequency, urgency, nocturia, 
and incontinence comparable to pharmacotherapy, with 
very low rates of systemic side effects28. Advantages 
include minimal invasiveness and reversibility; 
however, the need for repeated clinic visits can be a 
barrier to compliance.  PTNS is particularly attractive 
for older or frail patients who are unsuitable for major 
surgery or who cannot tolerate pharmacotherapy.  PTNS 
is typically performed by nurse specialists in urology 
centres and is available in various public urology units 
in Hong Kong.

Intravesical Botulinum Toxin A
Botulinum toxin A (Botox) injections into the detrusor or 
trigone reduce acetylcholine release at neuromuscular 
junctions, decreasing involuntary contractions and 
urgency.  Randomised trials show significant reductions 
in incontinence and urgency episodes in patients 
who have failed oral therapies, with some achieving 
complete continence.  Adverse effects - including 
urinary retention and increased PVR (sometimes 
requiring intermittent self-catheterisation), urinary tract 
infection, and transient haematuria - are the main risks27.  
Botulinum toxin A is suitable for motivated patients 
who understand the need for repeat injections (typically 
every 6-9 months) and are able, if necessary, to perform 
intermittent catheterisation.

Sacral Neuromodulation (SNM)
Sacral neuromodulation delivers continuous, low-
voltage electrical stimulation to the sacral nerves 
(usually S3) via an implanted lead connected to a 
subcutaneous pulse generator, modulating bladder 
reflex pathways.  A test phase with a temporary external 
stimulator is performed initially; if symptoms improve 
by ≥ 50 %, a permanent device is implanted. Long-term 
studies report high satisfaction and durable symptom 
relief in appropriately selected patients, including 
those who have failed Botox injection29.  Complications 
include pain at the implant site, lead migration, 
infection, and the need for revision surgery.  SNM may 
be considered in patients who prefer a device-based 
solution and are fit for minor surgery, especially when 
Botox has failed or is unacceptable.

Augmentation Cystoplasty
Augmentation cystoplasty (e.g., ileocystoplasty) is a 
major reconstructive surgery that increases bladder 
capacity and compliance by incorporating a bowel 
segment into the bladder. Indications are now rare 

and are usually limited to severe, refractory cases with 
very low bladder capacity or poor compliance when all 
less invasive options - including behavioural therapy, 
multiple drugs, Botox, and neuromodulation - have 
failed.  Complications include mucus production, stone 
formation, perforation, metabolic disturbances, vitamin 
B12 deficiency, chronic infection, and a small long-
term risk of malignancy in the augmented segment.  
In contemporary practice, augmentation cystoplasty 
is reserved for carefully selected, well-counselled 
patients who can perform intermittent catheterisation 
and commit to lifelong follow-up.  In recent years, 
most augmentation cystoplasties in Hong Kong have 
switched from open surgery to a robotic-assisted 
laparoscopic approach, reducing patient morbidities 
and hospital stay.

CONCLUSION 
Overactive bladder is a highly prevalent, under-
recognised condition in Hong Kong that substantially 
impairs quality of life but is amenable to treatment in 
primary care.  Family doctors play a central role in case 
finding, initial assessment, and first-line management 
through education, behavioural interventions, and 
judicious use of pharmacotherapy tailored to patient 
comorbidities and anticholinergic burden.  Recognising 
stress urinary incontinence and mixed incontinence in 
women, and combining OAB agents with alpha-blockers 
in men with concomitant voiding lower urinary tract 
symptoms, are key practical skills for everyday practice.

For patients with persistent, bothersome symptoms 
despite optimised lifestyle and drug therapy, early 
collaboration with urologists for consideration of 
PTNS, intravesical Botox, neuromodulation, or (rarely) 
augmentation cystoplasty can substantially improve 
quality of life. A structured, patient-centred, and 
evidence-based approach - aligned with local HKUA/
HKGS consensus30 - enables primary care physicians to 
manage most OAB cases effectively while identifying 
those who require specialist care.
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Prostate biopsy remains the definitive test  for 
diagnosing prostate cancer, but the technique and 
indications have evolved substantially in the era of 
multiparametric MRI (mpMRI) and transperineal 
approach.

BACKGROUND 
Prostate cancer is a commonly diagnosed solid 
malignancy in men.  In Hong Kong, it is the 3rd most 
common cancer.  Making an accurate early diagnosis 
is a priority in primary care and urology.  Historically, 
transrectal ultrasound (TRUS)-guided systematic 
biopsy became the standard from the 1980s onwards 
because it was technically simple, widely available, 
and could be performed under local anaesthesia as 
an outpatient procedure.  However, TRUS biopsy 
samples only a fraction of the gland, and it has its 
limitations.  Moreover, it carries a sepsis risk due to 
rectal flora, with post-biopsy infection rates of 2 - 7 % 
reported in contemporary series.  Recent European 
Association of Urology (EAU) guideline updates now 
favour transperineal biopsy (TPBx) over transrectal 
biopsy because it reduces infectious complications 
and allows for better sampling of anterior and apical 
tumours, translating to better detection of clinically 
significant prostate cancer when combined with MRI-
targeted techniques1,2.  The introduction of mpMRI has 
demonstrated that it can act as a triage for those who 
are considering prostate biopsy, reducing a quarter of 
unnecessary biopsies3,4.  It shifts the practice towards 
image-guided, risk-stratified biopsy strategies.  For 
general practitioners, understanding this transition 
helps in counselling patients, interpreting urologists' 
recommendations, and navigating shared decision-
making around biopsy referral.

INDICATIONS FOR PROSTATE 
BIOPSY 
Prostate biopsy is indicated when the estimated risk 
of clinically significant prostate cancer (generally 
ISUP grade group ≥ 2) is high enough that histological 
confirmation will change management.  Key triggers 
include a persistently elevated or rising prostate-specific 
antigen (PSA), especially when adjusted for age, and/
or an abnormal digital rectal examination (DRE) with 
palpable prostatic nodule or hard prostate.  Current 
international guidelines recommend pre-biopsy mpMRI 
for most men being considered for their first biopsy, 
because a negative MRI (PI-RADS ≤ 2) with low PSA 

density may allow biopsy to be deferred after shared 
decision-making.  A biopsy is particularly recommended 
when an MRI shows a PI-RADS 4 - 5 lesion, or a PI-
RADS 3 lesion in the presence of additional risk factors, 
such as a strong family history, germline mutations (e.g., 
BRCA2), or a high PSA density (> 15 - 20 %).  A repeat 
biopsy is indicated in men with a prior negative biopsy 
but ongoing clinical suspicion, especially if new MRI 
lesions or PSA kinetics raise concern5,6.

PROCEDURE AND COMPLICATIONS 
Prostate biopsy is performed either via the transrectal 
or, increasingly, the transperineal route, usually under 
ultrasound guidance with or without MRI targeting.  
TRUS-guided biopsy involves passing a needle through 
the rectal wall into the prostate, typically obtaining 10 
- 12 systematic cores from peripheral and mid-gland 
regions under local anaesthesia with periprostatic 
nerve block in the outpatient setting.  Transperineal 
biopsy uses one or two small skin punctures in the 
perineum, with the needle advanced through a template 
grid or freehand system into the prostate, and is often 
performed under local anaesthesia or under monitored 
anaesthesia care (MAC).  The transperineal route 
facilitates more comprehensive sampling of anterior, 
apical, and transitional zone lesions and is now strongly 
favoured in various guidelines because of improved 
significant cancer detection and lower risk of septic 
complications7. 

Common immediate side effects include haematuria, 
haematospermia, and mild rectal or perineal discomfort, 
which are usually self-limiting and resolve within a 
few days to weeks.  Urinary retention occurs in a small 
proportion of patients, more often with extensive 
template biopsies or in men with significant baseline 
lower urinary tract symptoms or a large prostate.  
Infectious complications are a primary concern after 
TRUS biopsy due to translocation of rectal flora, 
including fluoroquinolone-resistant organisms, with 
post-biopsy febrile urinary tract infection or sepsis 
reported in up to 2 - 3 % of cases in some series.  
Transperineal biopsy markedly reduces the sepsis 
rate because it avoids rectal wall puncture. Several 
contemporary cohorts report sepsis rates well below 0.5 
- 1 %, which has driven the shift towards this approach. 
Rare complications include significant bleeding 
requiring intervention (< 1 %) and transient erectile 
dysfunction (< 3 - 6 months)8.
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Fig. 1: Instruments in prostate biopsy (Clinical photo from 
personal collection)

Fig. 2: Biopsy trocar and transrectal USG in-situ (Clinical 
photo from personal collection)

Fig. 3: Sagittal view of transrectal USG showing the 
prostate  (Clinical photo from personal collection)   

Fig. 4: Sagittal view of transrectal USG showing the biopsy 
needle targeting the prostate  (Clinical photo from personal 
collection)

MRI INTEGRATION AND FUSION 
BIOPSY 
mpMRI has transformed prostate cancer detection by 
enabling lesion localisation, risk stratification via the PI-
RADS scoring system, and targeted sampling.  PI-RADS 
v2.1 categorises lesions from one (very low likelihood 
of clinically significant cancer ) to five (very high 
likelihood), with growing evidence that PI-RADS 4 - 5 
lesions carry a high probability of clinically significant 
disease, while PI-RADS 1 - 2 lesions have high negative 
predictive value.  In contemporary pathways, men with 
suspected cancer typically undergo mpMRI first. If the 
MRI is suspicious for clinically significant cancer (PI-
RADS ≥ 4 or PI-RADS ≥ 3 plus certain risk factors), a 
targeted biopsy is performed in addition to or instead of 
systematic cores, depending on the guidelines and local 
protocol9.

In general, there are three primary targeting methods in 
fusion prostate biopsy. Firstly, cognitive fusion (visual 
estimation) relies on the operator mentally transferring 
the MRI-identified lesion location to real-time 
transrectal ultrasound images; this requires experience 
but avoids the need for additional hardware.  Secondly, 
MRI-Ultrasound software fusion uses dedicated 
platforms to co-register MRI and ultrasound images, 
displaying the MRI lesion as an overlay during biopsy 
and guiding the needle to the target.  This reduces 
operator dependence and is widely available in most 
public and private hospitals.  Thirdly, in-bore MRI-
guided biopsy is performed within the MRI scanner, 
utilising real-time imaging to precisely adjust the needle 
trajectory into the lesion, often via a transperineal or 
transrectal approach.  This approach is rarely done 
worldwide and almost never done in Hong Kong due 
to limited availability of MR-compatible equipment 
and long in-bore procedure time.  Studies suggest that 
mpMRI-targeted biopsy, using any of these approaches, 
improves detection of clinically significant cancer while 
reducing overdiagnosis of indolent disease compared 
with systematic TRUS biopsy alone, particularly in men 
with prior negative biopsies10.
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HIGHLIGHT ON IN-BORE MRI 
BIOPSY 
In-bore MRI-guided prostate biopsy offers the 
highest level of targeting accuracy because the lesion 
is visualised directly during needle advancement, 
and adjustments can be made in real time based on 
MRI sequences.  However, a previous study shows 
that there is no superiority among these three fusion 
techniques11.  The in-bore biopsy technique typically 
uses a transperineal or transrectal access device fixed 
relative to the prostate, with serial images (5 - 10 
minutes each time) confirming needle position before 
each core is obtained, allowing for precise sampling of 
small, anterior, or challenging lesions. 

In-bore biopsy is particularly valuable when ultrasound 
cannot be used, for example, in patients with prior 
abdominoperineal resection (APR) performed or anal 
stenosis.  Additionally, in-bore biopsy can be considered 
in patients with repeated negative fusion biopsies but 
persistent clinical suspicion, as well as for small PI-
RADS 4-5 lesions where precise targeting may influence 
management decisions. 

Some evidence indicates that in-bore biopsy achieves 
high detection rates of clinically significant cancer in 
MRI-visible lesions.  It also allows for a reduction in the 
number of cores taken, as sampling is focused on MRI-
identified targets, potentially lowering morbidity12.  
However, in-bore biopsy is resource-intensive.  It 
requires MRI scanner time, specialised equipment, and 
trained staff, making it less accessible and more costly 
than cognitive or software-fusion techniques in many 
health systems.  Furthermore, the patient needs to be 
put under general anaesthesia or deep sedation under 
monitored anaesthetic care to keep the patient stable 
during targeting, as the patient needs to be completely 
immobilised while moving in and out of the MRI 
machine between targeted biopsies to allow the operator 
to insert the biopsy needle.  It would also be very 
cumbersome and time-consuming to perform additional 
peri-lesional or systematic biopsies in this setting.  There 
is also a lack of real-time image-guidance during needle 
insertion.  In general, a meticulous MRI in-bore biopsy 
will take 1.5-2 hours to perform. 

CONCLUSION 
Prostate biopsy and mpMRI now play an essential role 
in prostate cancer diagnosis.  They aim at identifying 
clinically significant prostate cancer while minimising 
overdiagnosis and harm.  The field has moved from 
random transrectal systematic sampling towards risk-
adapted strategies that combine pre-biopsy mpMRI, 
transperineal access, and targeted biopsy techniques 
such as  cognit ive,  software-fusion,  or  in-bore 
approaches.  Current guidelines emphasise the use of 
PSA, DRE, MRI findings (including PI-RADS scores), 
and individual risk factors to determine who should 
be biopsied and when a repeat biopsy is warranted.  
Understanding the strengths and limitations of TRUS 
versus transperineal routes, as well as the different 
MRI-targeting methods, improves the risk-benefit ratio 
of prostate cancer detection, and enables urologists to 
counsel patients more effectively.
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INTRODUCTION 
Whenever a diagnosis of localised prostate cancer 
is made, the urologist weighs the risk of disease 
progression against the potentially life-altering side 
effects of curative treatment.  Traditionally, this balance 
has been struck with a binary choice: active surveillance 
particularly for low-risk disease, or radical whole-
gland therapy (radical prostatectomy or radiotherapy) 
for more "clinically significant" cancers.  However, a 
paradigm shift is underway.  Focal therapy has emerged 
as a promising middle ground, aiming to provide 
effective cancer control while dramatically reducing 
treatment-related morbidity.  This article will explore 
the rationale for this shift, review the current evidence 
for focal techniques, and provide a practical overview.

BACKGROUND: THE HONG 
KONG CONTEXT AND CLINICAL 
FUNDAMENTALS 

Epidemiology in Hong Kong
Prostate cancer is a significant and growing health 
burden for our society.  It is the third most common 
cancer among males, accounting for 16.2 % of all new 
male cancer cases in 2023.  In raw numbers, 3,031 
new cases were diagnosed that year, with a median 
age at diagnosis of 71.  Notably, the age-standardised 
incidence rate has shown a persistent upward trend 

over the past four decades.  While the five-year relative 
survival rate for stages I-III is excellent (> 97 %), it falls 
sharply to 45 % for stage IV disease, highlighting the 
critical importance of early detection and intervention 
before metastasis occurs1-2.

Risk Stratification and Basic 
Treatment Pathways
Management of localised prostate cancer is dictated 
by risk stratification, which incorporates clinical stage, 
Gleason Grade Group, and PSA level.  Fig. 1 displays 
the risk stratification system promoted by the European 
Association of Urology (EAU) Guidelines, which is 
commonly adopted by urologists practising in Hong Kong. 

For patients with low-risk disease: active surveillance 
is often recommended in order to avoid immediate 
treatment-related morbidities given that the disease 
is relatively indolent.  For patients with favourable 
intermediate-risk disease:  act ive surveil lance, 
radiotherapy, or radical prostatectomy are all viable 
options4.  For patients with unfavourable intermediate- 
and h igh-r i sk  d isease :  radica l  pros ta tec tomy 
(usually with bilateral pelvic lymphadenectomy), or 
radiotherapy are both possible options. 

This framework is effective, but leaves a gap for the 
patient with intermediate-risk prostate cancer who 
wishes to avoid the side effects of radical whole-gland 
treatment.

Fig. 1: Adapted from EAU risk groups for biochemical recurrence of localised and locally-
advanced prostate cancer.3
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COMPLICATIONS OF RADICAL 
PROSTATECTOMY AND 
RADIOTHERAPY: THE COST OF 
CURE 
The efficacy of radical prostatectomy and radiotherapy 
is well-established, but their toxicity profiles drive 
the search for alternatives.  These treatments can 
significantly impact a patient's quality of life despite a 
successful cure.

Radical  prostatectomy carries risks of  urinary 
incontinence (50 % during the early postoperative 
period, 10 % at one year postoperatively, and 5 % as 
a long-term issue) and erectile dysfunction (almost 
inevitable if a non-nerve-sparing procedure was 
performed, but the risk may be mitigated to 30 % if 
bilateral nerve-sparing is successful)5-6.  The operation 
usually takes two or more hours, and the associated 
general anaesthetic risks are not to be taken lightly 
especially in elderly men with multiple comorbidities.  

Radiotherapy,  al though not  requiring general 
anaesthesia and is not an invasive procedure per se, 
can still lead to erectile dysfunction (30 - 60 %), as well 
as long-term risks of radiation cystitis (20 %), radiation 
proctitis (20 %), or even urethral stricture (5 %)7.  

For many patients, especially those with a single, 
identifiable tumour focus on the MRI, the prospect of 
these side effects raises a valid question: Is treating the 
entire gland necessary? Can we do with just treating 
the lesion without disrupting the critical structures that 
surround the prostate?

FOCAL THERAPY: A PARADIGM 
OF PRECISION TREATMENT 
Focal therapy, which has been gaining steady traction 
internationally over the past decade, answers this 
question by aiming to selectively ablate or destroy 
the index lesion (the tumour focus that is most likely 
to dictate the disease course), while preserving the 
surrounding healthy prostate tissue, urethra, external 
urethral sphincter, and neurovascular bundles (which 
directly govern erectile function).  The goal is to retain 
oncologic control while minimising genitourinary 
toxicity.

The success of focal therapy is predicated on modern, 
precise diagnostics.  Multiparametric MRI (mpMRI) 
and subsequent MRI-targeted and mapping biopsies 
allow for accurate spatial localisation of the clinically 
significant cancer focus, making targeted treatment 
possible.  Current consensus suggests focal therapy 
is most appropriately considered for patients with 
intermediate-risk, localised disease who are otherwise 
candidates for radical therapy, but seek to reduce 
treatment-related complications3, 8-9.

ENERGY MODALITIES: THE 
TOOLS OF FOCAL THERAPY 
Several energy platforms can be used to achieve focal 
ablation, each with its distinct mechanism of action.  
The choice depends on tumour location, gland anatomy, 
availability of the relevant equipment, and the surgeon 
expertise. Table 2 summarises the key modalities.

Energy Modality Mechanism of Action Key publications
Targeted 
Microwave 
Ablation (TMA) 
(Fig. 2)

Uses electromagnetic 
microwaves to generate 
frictional heat for 
thermal ablation, 
resulting in coagulative 
necrosis. 

Delongchamps et al., 
BJUI Compass(2023) 
– The VIOLETTE 
Trial13

Chiu et al., Eur Urol 
Oncol (2025) – The 
TMA-HK Trial14

Irreversible 
Electroporation 
(IRE) (Fig. 3)

Delivers high-voltage, 
short-pulse electrical 
currents to create 
permanent nanopores in 
cell membranes, causing 
apoptosis

George et al., Eur 
Urol (2025) – The 
PRESERVE Trial15

Cryoablation 
(Cryotherapy) 
(Fig. 4)

Uses argon cooling to 
create an ice ball around 
the needle that freezes 
and destroys tissue

Borges et al., J 
Urol (2021) – Focal 
Versus Whole Gland 
Ablation10 (evaluates 
HIFU as well as 
cryoablation)

High-Intensity 
Focused 
Ultrasound 
(HIFU) (Fig. 5)

Uses focused ultrasound 
waves to generate 
intense heat for thermal 
ablation

Ploussard et al., Eur 
Urol (2024) — The 
HIFI Trial9

Fig. 2: Microwave ablation. (Left) Software fusion of 
transrectal ultrasound and magnetic resonance imaging, 
depicting the locations of the urethra (green), rectal spacer 
(yellow), rectum (brown), microwave ablation zones (blue), 
and the lesion (orange). (Right) Set up with the microwave 
ablation needle in situ (Clinical photos from personal 
collection)

Fig. 3: Irreversible electroporation. (Left) Transrectal 
ultrasound image showing the placement of five IRE 
electrodes around the prostate cancer lesion. (Right) Precise 
positioning of the probes on using a brachytherapy grid 
(Clinical photos from personal collection)
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Fig. 4: Cryoablation. (Left) Insertion of a urethral warmer 
to protect the urethra from freezing. (Right) Set up with 
the cryoablation needles in situ. One can observe the ice 
crystals forming on the probes and the tubing (Clinical 
photos from personal collection)

Fig. 5: High-Intensity Focused Ultrasound. (Left) The 
HIFU probe, to be inserted into the rectum. (Right) A HIFU 
software interface depicting an axial ultrasonic view of 
the prostate, and the ablation zone (Clinical photos from 
personal collection)

EFFICACY: ROBUST 
ONCOLOGICAL CONTROL 
A recent Hong Kong-based study led by Yee et al. 
from the CUHK group followed 102 patients with 
predominantly intermediate-risk prostate cancer16.  
They were treated with either HIFU, cryotherapy, or 
targeted microwave ablation.  The choice of modality 
was tailored to tumour location (e.g., HIFU for posterior 
tumours, cryotherapy or TMA for anterior tumours).  
With a median follow-up of 12 months, the clinically 
significant recurrence (ISUP Grade Group ≥ 2) rate was 
11.1 %, and only 5.9 % of the entire cohort required 
salvage radical treatment16.

The multi-centre study by Stabile et al. provides evidence 
regarding longer-term oncological control specifically 
with HIFU17.  In this study, a large cohort of 1,032 men 
(80.3 % with Gleason score ≥ 3 + 4) treated with focal or 
hemi-gland ablation HIFU, the radical treatment-free 
survival rates were 91 % at five  years and 81 % at eight 
years.  This indicates that the majority of appropriately 
selected patients can avoid radical therapies in the 
medium-to-long-term following focal HIFU17.

SAFETY PROFILE: MINIMISING 
TREATMENT MORBIDITY 
The safety profile of focal therapy is its most compelling 
advantage when compared to radical prostatectomy 
or radiotherapy. A 2021 review found that when 
compared to whole-gland therapy, focal therapy 
provides superior preservation of erectile function and 
urinary continence.10-11 Overall complication rates are 
significantly lower. Common peri-procedural issues 

are generally mild and transient, including haematuria, 
dysuria, urinary tract infection (UTI), and acute urinary 
retention (each occurring in up to 17 % of cases)12. 
Major complications are rare, and vary according to the 
energy modality chosen. Urinary incontinence occurs in 
< 1 - 2 % of cases; recto-urethral fistula in < 0.5 - 1 % of 
cases; erectile dysfunction in up to 46% of cases, heavily 
dependent on baseline erectile function, and the extent 
of ablation near the neurovascular bundles on either 
side of the prostate.10-18 

CONCLUSION AND FUTURE 
DIRECTIONS 
Focal therapy is a significant step forward in the 
evolution of personalised medicine for localised 
prostate cancer.  While not universally applicable for all 
patients - particularly those with high-risk or multifocal 
disease, it offers a compelling middle ground for the 
carefully selected patient with a relatively small, MRI-
visible index lesion.  Its foundational promise is the 
preservation of quality of life, with demonstrated 
superior outcomes in urinary continence and erectile 
function compared to radical whole-gland treatments.  
However, a central issue is the current paucity of large-
scale randomised controlled trials directly comparing 
focal therapy to radical prostatectomy or radiotherapy.  
Consequently, as noted by guidelines such as those 
from the EAU3, most focal therapy modalities remain 
investigational and are recommended only within the 
context of clinical trials.  This landscape underscores the 
critical need for standardised definitions and protocols 
to facilitate its application. 

The future of focal therapy depends on generating high 
quality evidence to evaluate its safety and efficacy.  
Princess Margaret Hospital and Prince of Wales 
Hospital are actively recruiting patients in a multi-
centre prospective trial to evaluate microwave ablation.  
Our goal is to systematically address the pros and cons 
of microwave ablation through rigorous research.  We 
hope to see focal therapy solidify its role as a safe and 
effective modality in the urologist's armamentarium in 
treating prostate cancer. 
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ABSTRACT
Transurethral resection of prostate (TURP) has been 
considered as the gold standard for patients suffering 
from refractory lower urinary tract symptoms (LUTS) 
despite medications and catheter dependent patients.  
However, TURP carries a 10 % morbidity rate1, 
especially negatively impacting the sexual function of 
patients receiving the surgery.  It also carries higher 
surgical and anaesthetic risks for frail elderly patients.  
Many forms of minimally invasive surgical therapies 
(MIST) have been developed in recent years, with 
convective water vapour energy ablation (The Rezūm 
system) and prostatic urethral lift (UroLift System) 
being the two most commonly used and readily 
available "game changers". 

INTRODUCTION 
Benign prostate hyperplasia (BPH) is a highly prevalent 
condition.  Previous studies showed that > 40 % of men 
in their 50s would have histological BPH, and > 15 % 
of them would have suffered from moderate to severe 
LUTS2.  Absolute indications for BPH surgery include 
refractory retention of urine and obstructive uropathy.  
Other indications include patients with LUTS refractory 
to medical treatment and those with BPH complications, 
for example, haematuria, urinary tract infection and 
bladder stones.  Conventionally, TURP has been widely 
considered to be the gold standard for BPH surgery.  
However, TURP carries a relatively high rate of sexual 
function complications, which could cause distress to 
sexually active patients.  Frail elderly patients with 
multiple medical comorbidities are also not always ideal 
candidates for TURP due to surgical and anaesthetic 
risks.  Rezūm and Urolift are two of the most readily 
available MIST procedures that can be done under local 
anaesthesia or even in office settings. 

TRANSURETHRAL RESECTION OF 
THE PROSTATE 
Introduced by Maximilian Stern a century ago in 1926, 
TURP remains the gold standard for patients suffering 
from male LUTS with absolute indications for surgery, 
non-responders to medical treatment or those who 
do not want medical treatment but request active 
treatment. Conventional monopolar TURP is performed 
using an electrical wire-loop, removing prostate tissue 
from the bladder neck to the verumontanum down 
to the prostatic capsule, with glycine as the non-ionic 

irrigation fluid.  On the other hand, bipolar TURP 
utilises the plasma-kinetic principle which converts the 
conductive medium, saline, into a plasma field for tissue 
vaporisation.  When compared to M-TURP, B-TURP 
is associated with less bleeding, fewer transfusions, 
and lower risk of TUR syndrome3.  In the Hong Kong 
public sector, B-TURP is considered the standard of 
care for many years, and has been the first line surgical 
treatment to be offered to patients till this day.  TURP 
carries a considerable morbidity rate, especially affecting 
the sexual function of patients. Studies showed that 
patients have a ~ 60 % chance of developing retrograde 
ejaculation and ~ 5% chance of newly developed erectile 
dysfunction after TURP4,5.  Other morbidities include 
anaesthetic risk, bleeding, transurethral resection (TUR) 
syndrome, urinary incontinence and urethral stricture.  
Some sexually active patients would become hesitant 
for surgery due to the potential complications, and 
some became dissatisfied with their sexual functions 
after TURP.  In some cases, patients who are indicated 
for BPH surgery are of advanced age, or have multiple 
medical comorbidities. These frail patients may 
experience  higher surgical and anesthetic risks when 
undergoing TURP. 

Fig. 1: Bipolar TURP (Personal collection of Dr A Fan)

CONVECTIVE WATER VAPOUR 
ENERGY (WAVE) ABLATION: THE 
REZŪM SYSTEM 
The Rezūm system uses radiofrequency power to create 
thermal energy in the form of water vapour up to 103 oC.  
The steam is injected into the prostate and latent heat 
created from water vapour condensing in the prostatic 
tissue causes cell necrosis.  Usually, one to three 
injections are needed for each lateral lobe and one to 
two injections for the median lobe.  This procedure can 
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be done in an office-based setting under local anaesthesia 
with or without sedation.  Each injection lasts nine  
seconds, and the whole procedure typically lasts 10-15 
minutes.  Treated patients need to be catheterised for 3-7 
days, depending on prostate size, number of treatment 
cycles and whether the patient had refractory retention 
(on a Foley's catheter) before the operation6,7,8.  RCT 
comparing Rezūm against sham treatment showed that 
WAVE therapy significantly improved LUTS symptoms 
in terms of IPSS and maximal flow rate (Qmax)9. Rezūm 
is also shown to provide sustainable improvements for 
12 months to lower urinary tract symptoms and urinary 
flow while preserving erectile and ejaculatory functions 
in the same study.  Safety profile was favourable 
with adverse events (20 % dysuria, 10 % haematuria) 
documented to be mild-to-moderate and resolving 
rapidly6.  It is however, important to note that there was 
no relevant impact on post-void residual (PVR) observed 
in the RCT9.  There are also no completed head to head 
RCTs comparing WAVE therapy against a reference 
technique (e.g. TURP).  Cochrane review reported that 
the certainty of evidence for WAVE therapy ranged from 
moderate to very low due to study limitations10.  Rezūm 
has now been widely accepted as an alternative treatment 
option to TURP in Hong Kong.  It is also supported 
by the American Urology Association guideline for 
treating small to moderate sized prostates. The European 
Association of Urology guidelines, however, did not give 
a definite recommendation concerning Rezūm due to the 
lack of RCT comparing with TURP. 

Fig. 2: The Rezūm device (Personal collection of Dr A Fan)

Fig. 3: Rezūm steam injection (Personal collection of Dr A 
Fan)

PROSTATIC URETHRAL LIFT (PUL): 
UROLIFT SYSTEM 
Prostatic urethral lift is a minimally invasive surgery 
where small permanent suture-based implants are 
delivered under cystoscopic guidance into the lateral 
lobes of the prostate.  The encroaching lateral lobes 
are compressed and retracted, resulting in a patent 
continuous anterior channel through the prostatic 
fossa.  It is also an office-based procedure that can 
be performed under local anaesthesia. As opposed 
to Rezūm, a PUL procedure does not require routine 
catheterisation after the operation, and only about 30 
% patients need to go home with a Foley's catheter11. 
The implant is composed of nitinol, polyester suture 
and stainless steel. The most common complications 
reported post-operatively included haematuria, dysuria 
and pelvic pain. Most symptoms were mild-to-moderate 
in severity and resolved within two to four weeks after 
the procedure.  In a non-inferior RCT comparing PUL 
against TURP, PUL resulted in superior quality of 
recovery and ejaculatory function preservation12.   A 
retrospective observational study also demonstrated 
for patients in retention, 69 % were catheter free after 
five days, 83% after one month and 89% by study 
end at two  years11.  There are however, limited data 
on treating patients with an obstructed middle lobe, 
and the effectiveness in large prostate glands has 
not been shown yet. The EAU guideline currently 
recommends offering PUL to men with LUTS interested 
in preserving ejaculatory function, with prostates < 70 
mL and no middle lobe.  And also to those indicated 
for BPH surgery but cannot go under anaesthesia.  The 
limitations of Urolift includes lack of data to support 
its effectiveness for larger prostates, risk of placement 
of Urolift device across the bladder mucosa (requiring 
revision surgery), rare complication of bleeding in 
the pelvis requiring embolisation, and status of small 
permanent metallic implants, which may affect quality 
of future MRI prostate imaging13,14.  Furthermore, in non 
head-to-head comparison between Rezūm and Urolift, 
Urolift was shown to have a higher surgical retreatment 
rate than Rezūm (13 % vs 4 %)15,16. 

Fig. 4: Placement of Urolift implants (Excerpted from 
UroLift website, www.urolift.com) 

CONCLUSION 
While conventional TURP remains the gold standard 
of BPH surgery, it is not without significant risks 
and complications.  The choice of surgical technique 
should depend on the prostate size, co-morbidities of 
the patient, ability to undergo anaesthesia, patients' 
preferences and their willingness to accept surgery-
associated specific side-effects.  Rezūm provides 
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improvement in lower urinary tract symptoms, preserves 
sexual function, and is associated with low surgical 
retreatment rates.  Urolift is one of the surgical options 
supported by the EAU guideline for small to medium 
size prostates. That said, long-term studies are needed to 
evaluate the duration of its effect in comparison to other 
techniques, especially for large prostate glands and those 
with an obstructed middle lobe. 
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Radiology Quiz

Radiology Quiz

Dr Natalie MOK
MBBS, FRCR

Dr Natalie MOK 

Fig. 1: Mammogram in 2023 Fig. 2 and 3: Mammogram in 2025

Fig. 4 and 5: Selected USG breast images from 2025

An adult patient on surveillance 
mammogram and USG following left 
breast BCT. 

1. What are the abnormalities on
    the R mammogram and
    subsequent USG?
2. How would you grade the lesion? 

(See P. 31 for answers)

Questions
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THU12
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

In-person
Topic: Reducing The Burden of MAFLD and Management Strategy
Organiser: The Hong Kong Medical Association
Speaker: Dr Heyson Chi-hey CHAN
Venue: Crystal Ballroom A&B, 2/F, The Cityview, 23 Waterloo Road, Kowloon

2:00 PM

Ms ToTo CHAN
Tel: 2821 3512

Certificate Course on Mental Health 2026 – Empowering Professionals to Support 
Mental Well-being (Video Lectures)
Organisers: The Federation of Medical Societies of Hong Kong & The Hong Kong 
College of Psychiatrists
Speaker: Dr Kwong-sun LIU

7:00 PM

WED4
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

HKMA CME Portal (Online) 
Topic: Modulating the Gut Microbiome for Colorectal Cancer Prevention - 
From Diagnostics to Therapeutics
Organiser: The Hong Kong Medical Association
Speaker: Dr Eugene Yu-hang YEUNG

2:00 PM

FRI6
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

In-person
Topic: Allergic Rhinitis Post-COVID Era: ENT Prospective
Organiser: The Hong Kong Medical Association
Speaker: Dr Jonathan Kai-yum LAU
Venue: The HKMA Wanchai Premises, 5/F., Duke of Windsor Social Service Building, 15 
Hennessy Road, Wanchai, Hong Kong

2:00 PM

WED11
CME Accreditation
College: 1.5 points 
College of Surgeons of Hong Kong
Dr Jason CHOW
Tel: 2595 6456   Fax. No.: 2965 4061

The Hong Kong Neurosurgical Society Monthly Academic Meeting – To be confirmed
Organiser: Hong Kong Neurosurgical Society
Speaker(s): Dr Bill Ka-biu WONG
Chairman: Dr Samuel Siu-kei LAM
Venue: Seminar Room, G/F, Block A, Queen Elizabeth Hospital; or via Zoom meeting

7:30 AM

THU26
Ms Nancy CHAN
Tel: 2527 8898

FMSHK Executive Committee Meeting
Organiser: The Federation of Medical Societies of Hong Kong
Venue: Council Chamber, 4/F, Duke of Windsor Social Service Building, 15 Hennessy 
Road, Wanchai, Hong Kong

7:00 PM

Ms Nancy CHAN
Tel: 2527 8898

FMSHK Council Meeting
Organiser: The Federation of Medical Societies of Hong Kong
Venue: Council Chamber, 4/F, Duke of Windsor Social Service Building, 15 Hennessy 
Road, Wanchai, Hong Kong

8:00 PM

TUE3
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

In-person / HKMA CME Portal (Online)
HKMA-HKSH CME Programme 2026
Topic: Updates of the Radiotherapy for Prostate Cancer
Organisers: The Hong Kong Medical Association and Hong Kong Sanatorium & Hospital
Speaker: Dr Darren Ming-chun POON
Venue: The HKMA Wanchai Premises, 5/F, Duke of Windsor Social Service Building, 15 
Hennessy Road, Wanchai, Hong Kong

2:00 PM

THU5
Ms ToTo CHAN
Tel: 2821 3512

Certificate Course on Mental Health 2026 – Empowering Professionals to Support 
Mental Well-being (Video Lectures)
Organisers: The Federation of Medical Societies of Hong Kong & The Hong Kong 
College of Psychiatrists
Speaker: Dr Chi-wing LOK

7:00 PM

TUE10
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

HKMA CME Portal (Online) 
Topic: Update of eHealth+ and connectivity through HKMA CMS 5.0
Organisers: The Hong Kong Medical Association and Hospital Authority
Speaker: Mr Hudson King-chung CHAN

2:00 PM

MON2
HKMA CME Dept.
Tel: 2527 8452
1 CME Point 

HKMA CME Portal (Online) 
HKMA-KWC CME Online Lecture Series on Common Medical Conditions for GP in 2026
Topic: Diabetes Mellitus
Organiser: The Hong Kong Medical Association
Speaker: Dr June Kam-yin LI

2:00 PM

Date  / Time Function Enquiry / Remarks
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 The Federation of Medical Societies of Hong Kong
 4/F Duke of Windsor Social Service Building, 15 Hennessy Road, Wanchai, HK
 Tel: 2527 8898           Fax: 2865 0345

Hon. President 
Dr Dawson To-sang FONG                        方道生醫生
Dr Raymond See-kit LO                              勞思傑醫生

President
Prof Bernard Man-yung CHEUNG           張文勇教授

1st Vice-President
Dr Chun-kong NG                                       吳振江醫生

2nd Vice-President
Dr Ludwig Chun-hing TSOI                      蔡振興醫生

Hon. Treasurer
Ms Tina Woan-tyng YAP                            葉婉婷女士

Hon. Secretary
Dr Alson Wai-ming CHAN                        陳偉明醫生

Executive Committee Members
Dr Jane Chun-kwong CHAN 陳真光醫生
Dr Kingsley Hau-ngai CHAN 陳厚毅醫生
Dr Kai-ming CHAN
Dr CHANG Kit

陳啟明醫生
張    傑醫生

Dr Peggy Sau-kwan CHU 朱秀群醫生
Dr Samuel Ka-shun FUNG 馮加信醫生
Ms Ellen Wai-yin KU 顧慧賢小姐
Mr Benjamin Cheung-mei LEE 李祥美先生
Prof Eric Wai-choi TSE 謝偉財教授
Dr Haston Wai-ming LIU 廖偉明醫生
Dr Desmond Gia-hung NGUYEN     阮家興醫生
Dr Kwai-ming SIU 邵貴明醫生
Mr William Kai-hung TSUI      徐啟雄先生
Dr Victor Hip-wo YEUNG 楊協和醫生
Dr Edwin Chau-leung YU      余秋良醫生
Ms Manbo Bo-lin MAN (Co-opted) 文保蓮女士
Dr Wilfred Hing-sang WONG 
(Co-opted)

     黃慶生博士

Founder Members
British Medical Association (Hong Kong Branch)
英國醫學會 ( 香港分會 )

President
Dr Raymond See-kit LO	 勞思傑醫生

Vice-President
Dr Adrian WU  	 鄔揚源醫生

Hon. Secretary
Dr Terry Che-wai HUNG  	 洪致偉醫生

Hon. Treasurer
Dr Jason BROCKWELL 	

Council Representatives
Dr Raymond See-kit LO 	 勞思傑醫生
Dr Alex Yui HUI 	 許    睿醫生
Tel:  2527 8898        Fax: 2865 0345

The Hong Kong Medical Association
香港醫學會

President
Dr CHENG Chi-man                                     鄭志文醫生

Vice- Presidents
Dr Pierre CHAN                                            陳沛然醫生
Dr Victor Hip-wo YEUNG 	                         楊協和醫生

Hon. Treasurer

Dr SO Yui-chi 	                         蘇睿智醫生

Hon. Secretary

Dr Tony Siu-chi LING	                         凌霄志醫生

Head of Secretariat

Mr Dennis HOU  	                         侯星煒先生
Tel: 2527 8285 (General Office)
       2527 8324 / 2536 9388  (Club House in Wanchai / Central)
Fax: 2865 0943 (Wanchai), 2536 9398 (Central)
Email: hkma@hkma.org   Website: http://www.hkma.org

The HKFMS Foundation Limited  香港醫學組織聯會基金  
Board of Directors
President

Prof Bernard Man-yung CHEUNG	 張文勇教授
1st Vice-President

Dr Chun-kong NG	 吳振江醫生
2nd Vice-President

Dr Ludwig Chun-hing TSOI	 蔡振興醫生
Hon. Treasurer

Ms Tina Woan-tyng YAP	 葉婉婷女士
Hon. Secretary

Dr Alson Wai-ming CHAN	 陳偉明醫生
Directors

Ms Stella Wai-chee CHENG	 鄭慧慈女士
Dr Samuel Ka-shun FUNG	 馮加信醫生 
Ms Ellen Wai-yin KU	 顧慧賢女士
Dr Raymond See-kit LO	 勞思傑醫生
Dr Aaron Chak-man YU	 余則文醫生

Answers to Radiology Quiz

Radiology Quiz

Answers:
1.

2.

A new 8mm spiculated high-density mass is seen within 
the R axillary accessory breast, which corresponds to a 
hypervascular lesion with skin extension on subsequent 
ultrasound.

BIRADS 5

The final pathology is invasive carcinoma of no special type 
in the right accessory breast. Note that breast cancer in the 
accessory breast is rare but possible, and most commonly 
occurs in the axilla, which should always be a review area for 
radiologists.

Dr Natalie MOK                           
MBBS, FRCR

Enquiry:  Email: hkmd@fmshk.org    Tel: 2527 8898    Fax: 2865 0345
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