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WELCOME MESSAGE

Dear Colleagues,

With the COVID-19 pandemics starting early this year, the last Annual Scientific Meeting in 
March 2020 was cancelled. To make up for the loss of member contact, and service to meet 
professional educational needs of members, we have decided to carry on the organization of 
this Virtual Autumn Respiratory Seminar 2020.

There will be a first symposium dedicated to hot topics in Respiratory Infections including 
COVID-19, tuberculosis and influenza, followed by a second symposium on COPD and a final 
symposium on airway diseases including asthma and interstitial lung diseases. Though this 
virtual event has been shortened a little this time, we do treasure the chance to share and to 
learn from experts in the field. It will be great opportunity to summarize our experiences in this 
pandemic period and to get ourselves well prepared for the next challenge to come.

Here, we wish you all stay safe and healthy and be ready for 2021!

Yours sincerely,

Dr. David Chi-leung Lam
President 
Hong Kong Thoracic Society

Dr. Man-po Lee 
President
CHEST Delegation Hong Kong and Macau
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WELCOME MESSAGE

Dear Colleagues,

On behalf of Hong Kong Lung Foundation, I would like to offer my warmest welcome to all the 

participants of this Autumn Respiratory Seminar 2020. 

 

In contrast to all the Autumn Respiratory Seminars (ARS) in the past years, the ARS 2020 is going 

to be conducted in a “virtual” manner due to the ongoing COVID-19 pandemic since January 

this year. Indeed “virtual” and “hybrid” modes of meetings, seminars and conferences have 

already been considered as the new norm now. With the growing experience of conducting 

and participating academic events in such modes, similar recent occasions have been well 

received with high registration and attendance rates. Apart from obviating the need to travel 

to the meeting places for the busy clinicians, such events have surprisingly been noted to be 

highly “interactive”, with questions being actively put up by participants at the web platform.

Despite being reduced to only a half-day event this year, we have assembled a superb scientific 

programme which covers airway diseases, respiratory infections and interstitial lung diseases, 

and with talks delivered by a distinguished panel of excellent speakers. I would like to offer 

my sincere thanks to the Organizing Committee, speakers and sponsors who have made this 

event possible during this difficult COVID-19 era against all odds. I am sure you would find this 

Saturday afternoon exciting and inspiring.

May I also take this opportunity to wish you all safe and healthy, and hope that we can meet 

each other in ARS 2021 again!

Yours sincerely,

Dr. Johnny Wai-man Chan
Chairman
Hong Kong Lung Foundation
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AUTUMN RESPIRATORY SEMINAR (ARS)
12:30 – 14:00 Symposium on Respiratory Infection

(Chairpersons: Professor David Hui and Dr. Man-po Lee)

An Overview of COVID-19
Professor David Hui (Hong Kong) 

New Drugs and Regimens for the Treatment of Multidrug-resistant Tuberculosis
Dr. Yong-soo Kwon (South Korea) 

Flu Preparedness for the Upcoming Winter Surge
Professor Albert Osterhaus (Germany) 

14:00 – 14:15 Break

14:15 – 15:15 Symposium on COPD
(Chairpersons: Dr. Johnny Chan and Dr. David Lam)

Benefit-risk of Inhaled Corticosteroids in COPD 
Professor Brian Lipworth (UK) 

Advances in COPD Therapy
Professor Peter Barnes (UK) 

15:15 – 15:30 Break

15:30 – 16:30 Symposium on Airway Diseases 
(Chairpersons: Dr. Fanny Ko and Dr. Loletta So)

SSc-ILD Diagnosis and Management
Dr. Anna Maria Hoffman Vold (Norway)

Severe Asthmas: Latest Development in Severe Asthma Treatment
Professor Ian Pavord (UK)

PROGRAMME
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Hong Kong College of Paediatricans (category A) 3

Hong Kong College of Physicians 3.5

Hong Kong College of Radiologists (category B) 3.5

College of Surgeons of Hong Kong 3.5

MCHK Programme 3

Continuing Nursing Education 3.5 

Occupational Therapists Board TBA

Hong Kong Physiotherapy Association 4
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Symposium on Respiratory Infections

An Overview of COVID-19  
Professor David Hui 
Chairman, Department of Medicine & Therapeutics, The Chinese University of Hong Kong, Hong Kong

Since 31 Dec 2019 when unusual cases of pneumonia in Wuhan, China were reported to the World 
Health Organization (WHO), which subsequently announced the extent and evolution of the global 
outbreak of COVID-19 as reaching a pandemic on 11 Mar 2020, over 45 million people have been 
infected globally, with more than 1.1 million deaths as of 1 Nov 2020.

Treatment of COVID-19 has been facilitated and guided by timely published data in recent months. 
A triple combination of beta-interferon, ribavirin and kaletra was useful in alleviating symptoms 
and shortening the duration of viral shedding and hospital stay in patients with mild to moderate 
COVID-19 versus kaletra monotherapy.1 Due to the marked gastrointestinal side effects of kaletra, 
a combination of beta-interferon and ribavirin has remained the firstline of treatment in HK for 
patients with COVID-19 as these drugs are more readily available. Remdesivir has been shown to 
shorten the duration of clinical illness by 5 days versus placebo, and a recent analysis has shown 
that remdesivir treatment was associated with significantly improved clinical recovery and a 62% 
reduction in the risk of mortality vs standard of care.2-4 Currently remdesivir is being reserved for 
more severe cases in HK due to its limited stock. The Recovery trial in the UK has shown that 
dexamethasone 6mg daily for up to 10 days is useful in reducing mortality if administered in the 
second week of illness in patients with respiratory failure not responsive to antiviral treatment.5,6 
Despite the initial interest, anti-IL6 and hydroxychloroquine have been found to be ineffective for 
treatment of COVID-19.7-9 Monoclonal antibody cocktail produced by Regeneron in combination 
with remdesivir and dexamethasone has been tried in President Trump with seemingly favourable 
effects.

The fourth wave is likely to hit HK anytime in Autumn and Winter. It is important to maintain 
good personal protection (surgical masks and hand hygiene), tighten border control to prevent 
imported cases, early isolation of suspected cases and treatment of confirmed cases, and social 
distancing measures. The designated government out-patient deep throat saliva collection service 
has been expanded to more than 40 clinics for patients with mild respiratory symptoms while 
general practitioners must maintain vigilance and assist in the referral of patients for collection of 
specimens. With enhanced laboratory testing capacity in HK, periodic testing of high risk groups 
(eg nursing home carers, professional drivers, foreign domestic helpers on arrival, workers in 
restaurants, markets, etc) is now feasible and hopefully the risk of a major community outbreak 
is minimised. Until COVID-19 vaccines become available in 2021, it is inevitable to maintain some 
degree of social distancing measures as part of routine activities of daily living.

References:
1.  Hung IF, Lung KC, Tso EY, et al. Triple combination of interferon beta-1b, lopinavir-ritonavir, and ribavirin in the treatment of patients admitted to hospital with 

COVID-19: an open-label, randomised, phase 2 trial. Lancet. 2020 May 30;395(10238):1695-1704.
2.  Beigel JH, Tomashek KM, Dodd LE, et al. Remdesivir for the Treatment of Covid-19 - Preliminary Report. N Engl J Med. 2020 Oct 9. Online ahead of print.
3.  Goldman JD, Lye DC, Hui DS, et al. Remdesivir for 5 or 10 Days in Patients with Severe Covid-19. N Engl J Med. 2020 May 27;NEJMoa2015301. doi: 10.1056/NEJMoa2015301. 

Online ahead of print.
4.  Spinner CD, Gottlieb RL, Criner GJ, et al. Effect of Remdesivir vs Standard Care on Clinical Status at 11 Days in Patients With Moderate COVID-19: A Randomized Clinical 

Trial. JAMA. 2020 Sep 15;324(11):1048-1057.
5.  RECOVERY Collaborative Group, Horby P, Lim WS, Emberson JR, et al. Dexamethasone in Hospitalized Patients with Covid-19 - Preliminary Report. N Engl J Med. 2020 

Jul 17:NEJMoa2021436. doi: 10.1056/NEJMoa2021436. Online ahead of print.
6.  Lamontagne F, Agoritsas T, Macdonald H, et al. A living WHO guideline on drugs for covid-19. BMJ. 2020 Sep 4;370:m3379. doi: 10.1136/bmj.m3379.
7.  Cavalcanti AB, Zampieri FG, Rosa RG, et al. Coalition Covid-19 Brazil I Investigators. Hydroxychloroquine with or without Azithromycin in Mild-to-Moderate Covid-19. 

N Engl J Med. 2020 Jul 23:NEJMoa2019014. doi: 10.1056/NEJMoa2019014. Online ahead of print.
8.  Boulware DR, Pullen MF, Bangdiwala AS, et al. A Randomized Trial of Hydroxychloroquine as Postexposure Prophylaxis for Covid-19. N Engl J Med. 2020 Aug 

6;383(6):517-525.
9.  Abella BS, Jolkovsky EL, Biney BT, and the Prevention and Treatment of COVID-19 With Hydroxychloroquine (PATCH) Investigators. Efficacy and Safety of 

Hydroxychloroquine vs Placebo for Pre-exposure SARS-CoV-2 Prophylaxis Among Health Care Workers: A Randomized Clinical Trial. JAMA Intern Med. 2020 Sep 30. 
doi: 10.1001/jamainternmed.2020.6319. Online ahead of print.
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Symposium on Respiratory Infections

New Drugs and Regimens for the Treatment of Multidrug-
resistant Tuberculosis 
Dr. Yong-soo Kwon  
Associate Professor, Department of Respiratory and Critical Care Medicine, Chonnam National University 

Medical School, South Korea

The emergence of drug-resistant tuberculosis (TB) is a growing problem worldwide. The 
lack of safe and effective drugs, together with the frequent development of adverse drug 
reactions can result in worse outcomes. Therefore, new TB drugs to bolster the current TB 
treatment regimen are urgently required. Novel drugs that are effective and safe against 
Mycobacterium tuberculos is are required to reduce the number of drugs and the duration 
of treatment in both drug-susceptible TB and multidrug-resistant (MDR)-TB. Bedaquiline 
and delamanid are the most promising novel drugs for the treatment of MDR-TB, each 
having a high efficacy and tolerability. However, the best regimen for achieving better 
outcomes and reducing adverse drug reactions remains yet to be determined, with safety 
concerns regarding cardiac events due to QT prolongation still to be addressed. Pretomanid 
is a novel drug that potentially shortens the duration of treatment in both drug-susceptible 
and drug-resistant TB. Many regimens consisting of injection free drugs with shorter 
treatment duration compared to the conventional treatment are now undergoing clinical 
trials. Therefore a simple and short treatment with higher efficacy, and lesser adverse drug 
reactions and drug-drug interaction is expected for patients with MDR-TB. 
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Symposium on Respiratory Infections

Flu Preparedness for the Upcoming Winter Surge  
Professor Albert Osterhaus
Founding Director, Research Center for Emerging Infections and Zoonoses, the University of Veterinary 

Medicine, Hannover, Germany

Since the outbreak of COVID-19, there has been a diagnostic challenge to differentiate 
patients who contracted the SARS-CoV-2 from those with influenza or common cold, 
owing to the largely overlapping clinical presentations such as fever, cough, shortness of 
breath etc. PCR testing is necessary to confirm the diagnosis. Despite the testing capacity 
of COVID-19 for the public has increased, the logistics are not as straightforward and it may 
take days to obtain the result. This poses risks of treatment delay and further spread of 
the virus in the community. Thus, a rapid, easy to use Point-of-Care (POC) RT-PCR system 
(i.e. cobas Liat) could play a significant role in limiting SARS-CoV-2 transmission.

On top of the above, in anticipation of the expected winter influenza surge, a comprehensive 
strategy for influenza management during the COVID-19 pandemic, needs to be in place. 
While cobas Liat could help with timely and accurate diagnosis, the novel antiviral treatment, 
baloxavir marboxil well complements the follow up management for the patient. Baloxavir 
marboxil is a selective inhibitor of influenza cap-dependent endonuclease, which is an 
essential enzyme for viral replication. The drug has already been approved in Hong Kong 
based on its solid clinical performance, as phase III studies support single-dose baloxavir 
marboxil to be an effective and safe therapy for influenza A and B in adults and adolescents 
who are otherwise-healthy patients and at high risk of influenza complications. Recently, 
baloxavir marboxil was further examined in children of 1–<12 years old with uncomplicated 
acute influenza, where positive result has been demonstrated as well.

In this talk, the extended use of cobas Liat system will be discussed, together with the 
latest evidence on baloxavir marboxil and its clinical experience sharing.
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Symposium on COPD

Benefit-risk of Inhaled Corticosteroids in COPD   
Professor Brian Lipworth 
Head, Scottish Centre of Respiratory Research, Ninewells Hospital, Dundee, UK

Management of COPD should be focused on reducing exacerbations, improving lung 
function, symptoms, quality of life and addressing co-morbidities. For eosinophilic frequently 
exacerbating patients (GOLD D) dual or triple single inhaler combination therapy containing 
inhaled corticosteroids (ICS) is recommended as ICS/LABA or ICS/LABA/LAMA. ICS/LABA/
LAMA may reduce exacerbations, hospitalisations and mortality compared to ICS/LABA or 
LABA/LAMA, with the difference being greater versus the latter in eosinophilic patients. 
The pneumonia risk with ICS is related to lipophilicity and associated duration of lung 
retention, in the presence of altered lung microbiome and impaired mucociliary resistance. 
The greater relative pneumonia risk for FF/FP>BUD/BDP should be considered especially 
when treating susceptible patients with COPD including those with bronchiectesis. 
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Symposium on COPD

Advances in COPD Therapy  
Professor Peter Barnes
Senior Research Investigator, Faculty of Medicine, National Heart & Lung Institute, UK  

Inhaled corticosteroids (ICS) are widely prescribed in COPD patients but is useful in only a 
relatively small proportion. High doses of ICS may have several adverse effects including 
but not limited to pneumonia, tuberculosis and non-tuberculous mycobacterial infection 
and the worsening of comorbidities.

The GOLD management strategy highlights the strategy to identify COPD patients who are 
likely to benefit from ICS, however the understanding of this stratification algorithm is still 
not clear in the local medical community.

Constant education and exposure to the latest medical progress is vital for the local 
HCPs to review the golden strategy in order to improve the disease burden, especially 
hospitalization due to exacerbations. 
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SSc-ILD Diagnosis and Management   
Dr. Anna Maria Hoffman Vold
Head, Department of Rheumatology, Institute of Clinical Medicine, University of Oslo, Norway

Systemic sclerosis is an autoimmune connective tissue disease, characterized by immune 
dysregulation and progressive fibrosis that typically affects the skin, with variable internal organ 
involvement. 

Interstitial lung disease (ILD) is a common manifestation of SSc, occurring in about half of the patients. 
SSc-ILD has a variable clinical course. Some patients will experience a slow decline in lung function, 
but some progress rapidly after disease onset. Currently, SSc-ILD is the most frequent cause of 
SSc-related deaths. Hence, prompt identification and management of ILD is of paramount importance. 

The identification of SSc-ILD requires a high level of suspicion as not all patients will have respiratory 
symptoms. All patients diagnosed should receive a comprehensive clinical assessment, including 
assessment of respiratory symptoms, chest imaging with a high resolution computed tomography 
(HRCT) scan, and pulmonary function tests (PFTs), to ensure early identification of ILD and provide 
baseline measurements to compare with future assessments. Regular symptom and lung function 
assessment is also recommended. 

The standard therapy has traditionally been immunosuppressant. With the evolvement of treatment, 
anti-fibrotic drug is now indicated for SSc-ILD and can target the underlying mechanism of pulmonary 
fibrosis. It is shown that the annual rate of FVC decline can be reduced by 50%.

In this lecture, Dr. Hoffmann-Vold will share how to identify and diagnose ILD in SSc patients. Disease 
course and treatment objectives will be reviewed. Clinical data on new therapy indicated for SSc-ILD 
will also be updated. 

Symposium on Airway Diseases 
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Symposium on Airway Diseases 

Severe Asthmas: Latest Development in Severe 
Asthma Treatment  
Professor Ian Pavord
Professor of Respiratory Medicine, John Radcliffe Hospital, UK

Asthma is a complex disease with heterogeneous phenotypes. Although currently there 
are a variety of options for asthma therapies, there still remains a significant proportion 
of asthmatics suffering from severe asthma disease, with debilitating symptoms, frequent 
exacerbations and subsequent side effects from long term corticosteroid use.

With the emergence of new therapies targeting the Type 2 inflammation pathway for 
patients with severe asthma, the clinical benefits being brought about are recognized to 
provide a turning point in the life of this group of patients. 

The objective of this talk is to discuss how innovative biologics – mainly Mepolizumab 
could help to address the need of severe asthma patient.

In this talk, Professor Ian Pavord will share his clinical experience on severe asthma 
management, including patient selection process, problem shooting and response 
evaluation. lastly, difference between anti-IL5, anti-IL5R and anti-IL4 will be discussed.
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REFERENCE: 1. Albers FC et al. Durability of clinical response following long-term treatment with mepolizumab in patients with severe eosinophilic asthma: the COLUMBA study. Poster presented at ATS 2018. 2. Ortega HG et al. N Engl J Med 2014; 371:1198–1207. 3. Chupp GL et al. Lancet Respir Med 
2017; 5:390–400. 4. GSK. Data on fi le: Patient demographics and study end points results from the Mepo COLUMBA study. 5. Ortega HG et al. Lancet Respir Med 2016; 4:549–556. 6. Bel EH et al. N Engl J Med 2014; 371:1189–1197. 7. Lugogo N et al. Clin Ther 2016; 38:2058–2070. 8. Ortega H et al. 
Long-term safety of mepolizumab in patients with severe eosinophilic asthma: the COLUMBA study. Poster presented at ATS 2018. 
The material is for the reference and use by healthcare professionals only. Full Prescribing Information is available upon request. Please read the full prescribing information prior to administration, available from GlaxoSmithKline Limited. 
Trade marks are owned by or licensed to the GSK group of companies. ©2020 GSK group of companies or its licensor

GlaxoSmithKline Limited
23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong Tel: (852) 3189 8989    Fax: (852) 3189 8931
Level 20, AIA Tower, Nos 251A - 301 Avenida Comercial De Macau, Macau Tel: (853) 2871 5569    Fax: (853) 2871 5987

ABBREVIATED PRESCRIBING INFORMATION
NAME OF THE PRODUCT Nucala QUALITATIVE AND QUANTITIVATIVE COMPOSITION Each vial contains 100mg mepolizumab. After reconstitution, each ml of solution 
contains 100mg mepolizumab. INDICATIONS Nucala is indicated as an add-on treatment for severe refractory eosinophilic asthma in adult patients. POSOLOGY AND 
METHOD OF ADMINISTRATION Adults The recommended dose of mepolizumab is 100mg administered subcutaneously every 4 weeks. Nucala is intended for long-term 
treatment. The need for continued therapy should be considered at least on an annual basis as determined by physician assessment of the patient’s disease severity and 
level of control of exacerbations. Paediatric population The safety and effi cacy of Nucala in children and adolescents under 18 years of age has not yet been establisehd. 
Very limited data are currently available in children 12 to 18 years old therefore no recommendations can be made. Elderly patients (>65 years) No dose adjustment. Renal 
and hepatic impairment No dose adjustment. Nucala is for subcutaneous injection only and should be administered by a healthcare professional. It may be injected into 
the upper arm, thigh or abdomen. CONTRAINDICATIONS Hypersensitivity to the active substances or to any of the excipients. WARNINGS AND PRECAUTIONS Nucala 
should not be used to treat acute asthma exacerbations. Asthma-related adverse events or exacerbations may occur during treatment. Patients should be instructed 
to seek medical advice if their asthma remains uncontrolled or worsens after initiation of treatment. Abrupt discontinuation of corticosteroids after initiation of Nucala 
therapy is not recommended. Reduction in corticosteroid doses, if required, should be gradual and performed under the supervision of physician. Hypersensitivity and 
administration-related reactions Acute and delayed systemic reactions, including hypersensitivity reactions (e.g. anaphylaxis, urticaria, angiodema, rash, bronchospasm, 
hypotension) have occurred following administration of Nucala. These reactions generally occur within hours of administration, but in some instances have a delayed onset 
(i.e., typically within several days). These reactions may occur for the fi rst time after a long duration of treatment. Parasitic infections Eosinophils may be involved in the 
immunological response to some helminth infections. Patients with pre-existing helminth infections should be treated before starting therapy. If patients become infected 
whilst receiving treatment with Nucala and do not respond to anti-helminth treatment, temporary discontinuation of therapy should be considered. INTERACTIONS No 
interaction studies have been performed. Cytochrome P450 enzymes, effl ux pumps and protein-binding mechanisms are not involved in the clearance of mepolizumab. 
Increased levels of pro-infl ammatory cytokines (e.g. IL-6), via interaction with their cognate receptors on hepatocytes, have been shown to suppress the formation of 
CYP450 enzymes and drug transporters, however, elevation of systemic pro-infl ammatory markers in severe asthma is minimal and there is no evidence of IL-5 receptor 
alpha expression on hepatocytes. The potential for drug-drug interactions with mepolizumab is therefore considered low. FERTILITY, PREGNANCY AND LACTATION 
Pregnancy There is a limited amount of data (less than 300 pregnancy outcomes) from the use of mepolizumab in pregnant women. Mepolizumab crosses the placental 

barrier in monkeys. Animal studies do not indicate reproductive toxicity. The potential for harm to a human fetus is unknown. As a precautionary measure, it is preferable 
to avoid the use of Nucala during pregnancy. Administration of Nucala to pregnant women should only be considered if the expected benefi t to the mother is greater than 
any possible risk to the fetus. Breast-feeding There are no data regarding the excretion of mepolizumab in human milk. However, mepolizumab was excreted into the milk of 
cynomolgous monkeys at concentrations of less than 0.5% of those detected in plasma. A decision must be made whether to discontinue breast-feeding or to discontinue 
Nucala therapy taking into account the benefi t of breast-feeding for the child and the benefi t of therapy for the woman. Fertility There are no fertility data in humans. Animal 
studies showed no adverse effects of anti-IL5 treatment on fertility. ADVERSE REACTIONS The frequency of adverse reactions is defi ned using the following convention: 
very common (≥1/10), common (≥1/100 to <1/10) and uncommon (≥1/1000 to <1/100). Infections & infestations Common: Lower respiratory tract infection, urinary tract 
infection, pharyngitis Immune system disorders Common: Hypersensitivity reactions (systemic allergic)* Nervous system disorders Very common: Headache Respiratory, 
thoracic and mediastinal disorders Common: Nasal congestion Gastrointestinal disorders Common: Abdominal pain upper Skin and subcutaneous tissue disorder Common: 
Eczema Musculoskeletal and connective tissue disorders Common: Back pain General disorders and administration site conditions Common: Administration-related 
reactions (systemic non allergic)**, local injection site reactions, pyrexia. OVERDOSE There is no clinical experience with overdose of mepolizumab. Single doses of up to 
1500 mg were administered intravenously in a clinical trial to patients with eosinophilic disease without evidence of dose-related toxicities. There is no specifi c treatment 
for an overdose with mepolizumab. If overdose occurs, the patient should be treated supportively with appropriate monitoring as necessary. Further management should 
be as clinically indicated or as recommended by the national poisons centre, where available. * Systemic reactions including hypersensitivity have been reported at an 
overall incidence comparable to that of placebo. ** The most common manifestations associated with reports of systemic non-allergic administration-related reactions 
were rash, fl ushing and myalgia; these manifestations were reported infrequently and in <1% of subjects receiving mepolizumab 100 mg subcutaneously. Abbreviated 
Prescribing Information based on Nucala Prescribing Information (HK052017(GDS06/EMA20161212)). Please read the full prescribing information prior to administration. 
Full prescribing information is available on request from GlaxoSmithKline Ltd, 23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong or Level 20, 
AIA Tower, Nos 251A - 301 Avenida Comercial De Macau, Macau. For adverse event reporting, please call GlaxoSmithKline Limited at (852) 3189 8989 (Hong Kong) [or 
(853) 2871 5569 (Macau)], or send an email to us at HKAdverseEvent@gsk.com.

ED, emergency department; SC, subcutaneous; SoC, standard of care
* Annualised rate at Week 32: 0.83/year vs. 1.74/year; p<0.001 (primary endpoint)
** Annualised rate at Week 32: 0.08/year vs. 0.20/year; p=0.02 (additional study endpoint) 

Jenna, 26, prescribed Nucala since June 2016

 53-73% reduction in exacerbations;

 61% reduction in exacerbations requiring 
hospitalisation/ED visits2,3,5

 Powerful and lasting reduction 
in daily OCS dose, while maintaining 
asthma control6,7

 Protection that lasts: the only anti-IL-5 
therapy for severe eosinophilic asthma with 
effi cacy and safety demonstrated for up to 
4.5 years1,4,8



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

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

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

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

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

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

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

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

may recur after discontinuation

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

2
-agonist. DOSAGE AND ADMINISTRATION  

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

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

2
-adrenergic agonists may produce signifi cant 

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

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

2
-adrenergic agonists may produce transient hyperglycaemia in some 

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

2
-adrenergic blockers may 

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

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

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

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

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

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

HKRX/TLY/0001/19 (01/2021)
Date of preparation: 11/02/2019

GlaxoSmithKline Limited 
23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong Tel: (852) 3189 8989    Fax: (852) 3189 8931
 Avenida Infante D. Henrique, No.43-53A, Edf. Macau Square 21 andar C, Macau Tel: (853) 2871 5569    Fax: (853) 2871 5987

TRELEGY ELLIPTA (FLUTICASONE FUROATE/UMECLIDINIUM/VILANTEROL)

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

Relvar – superior asthma control vs.  
budesonide/formeterol and other 

BD ICS/LABAs  
in everyday clinical practice*1,2

Long-lasting molecules4,5

Once daily dosing3

Easy to use device6

Asthma control that takes the lead in a 24-hour world

References: 1. Woodcock A, Vestbo J, Bakerly ND, New J, Gibson JM, McCorkindale S, et al. Effectiveness of �uticasone furoate plus vilanterol on asthma control in clinical practice: an open label, parallel-group, randomised controlled trial. Lancet 2017; 
390:2247–2255. 2. Svedsater H, Jones R, Bosanquet N, Jacques L, Lay-Flurrie J, Leather DA, et al. Patient-reported outcomes with initiation of �uticasone furoate/vilanterol versus continuing usual care in the asthma Salford Lung Study. Respiratory Medicine 
2018; 141:198–206 3. Relvar (�uticasone furoate/vilanterol) Hong Kong prescribing information (HK032018GDS09v2/EMA201803) 4. Bardsley G, Daley-Yates P, Baines A, Kempsford R, Williams M, Mallon T, et al. Anti-in�ammatory duration of action of 
�uticasone furoate/vilanterol trifenatate in asthma: a cross-over randomised controlled trial. Respir Res 2018; 19:133. 5. Braithwaite I, Williams M, Power S, Pilcher J, Weatherall M, Baines A, et al. Randomised, double blind,placebo-controlled, cross-over single 
dose study of the bronchodilator duration of action of combination �uticasone furoate/vilanterol inhaler in adult asthma. Respir Med 2016; 119:115–121. 6. Svedsater H, Jacques L, Goldfrad C, Bleecker ER. Ease of use of the ELLIPTA dry powder inhaler: data 
from three randomised controlled trials in patients with asthma. Prim Care Respir Med 2014; 24:14019.

Adverse effects observed with Relvar in clinical studies and post-marketing

Frequency Category Number of Subjects  Adverse reaction(s) 

Very common ≥1/10 Headache, nasopharyngitis 

Common ≥1/100 to <1/10 Pharyngitis,  rhinitis, candidiasis of mouth 
and throat, pneumonia, arthralgia, pyrexia 

Uncommon ≥1/1,000 to <1/100 Extrasystoles 
Rare ≥1/10,000 to 

<1/1,000
Hypersensitivity reactions including 
anaphylaxis, angioedema, rash, and 
urticarial, Palpitations 

NAME OF THE PRODUCT RELVAR ELLIPTA QUALITATIVE AND QUANTITIVATIVE 
COMPOSITION Pre-dispensed dose of 100 mcg or 200mcg of �uticasone furoate and 25 
mcg vilanterol (as trifenatate). Inhalation powder. INDICATIONS Asthma Relvar Ellipta 
100/25mcg & 200/25mcg is indicated for the regular treatment of asthma in adults and 
adolescents aged 12 years and older where use of a combination medicinal product (long-
acting beta2-agonist and inhaled corticosteroid) is appropriate: • patients not adequately 
controlled with inhaled corticosteroids and ‘as needed’ inhaled short acting beta2-agonists. 
• patients already adequately controlled on both inhaled corticosteroid and long-acting 
beta2-agonist. DOSAGE AND ADMINISTRATION Asthma Adults and adolescents aged 
12 years and over. One inhalation of Relvar Ellipta 100/25mcg or 200/25mcg once daily. 
Patients usually experience an improvement in lung function within 15 minutes of inhaling 
Relvar Ellipta. A starting dose of Relvar Ellipta 100/25mcg should be considered for adults 
and adolescents 12 years and over who require a low to mid dose of inhaled corticosteroid 
in combination with a long-acting beta2-agonist. If patients are inadequately controlled on 
Relvar Ellipta 100/25mcg, the dose can be increased to Relvar Ellipta 200/25mcg, which 
may provide additional improvement in asthma control. The maximum recommended dose 
is Relvar Ellipta 200/25mcg once daily. Children aged under 12 years. The safety and 
ef�cacy of Relvar Ellipta in children under 12 years of age has not yet been established in the 
indication for asthma. Elderly patients (>65 years) & renal impairment No dose adjustment. 
Relvar Ellipta is for inhalation use only. After inhalation, the patient should rinse their mouth 
with water without swallowing. Patients should be made aware that Relvar Ellipta must 
be used regularly, even when asymptomatic. Patients should be regularly reassessed by a 
healthcare professional so that the strength of Relvar Ellipta they are receiving remains 
optimal and is only changed on medical advice. CONTRAINDICATIONS Hypersensitivity to the 
active substances or to any of the excipients WARNINGS AND PRECAUTIONS Deterioration 
of disease Fluticasone furoate/vilanterol should not be used to treat acute asthma symptoms 
or an acute exacerbation in COPD, for which a short-acting bronchodilator is required. 
Increasing use of short-acting bronchodilators to relieve symptoms indicates deterioration 
of control and patients should be reviewed by a physician. Patients should not stop therapy 
with �uticasone furoate/vilanterol in asthma or COPD, without physician supervision since 
symptoms may recur after discontinuation. Asthma-related adverse events and exacerbations 
may occur during treatment with �uticasone furoate/vilanterol. Patients should be asked to 
continue treatment but to seek medical advice if asthma symptoms remain uncontrolled or 
worsen after initiation of treatment with Relvar Ellipta. Paradoxical bronchospasm Paradoxical 
bronchospasm may occur with an immediate increase in wheezing after dosing. This should 

be treated immediately with a short-acting inhaled bronchodilator. Relvar Ellipta should 
be discontinued immediately, the patient assessed and alternative therapy instituted if 
necessary. Cardiovascular effects Cardiovascular effects, such as cardiac arrhythmias e.g. 
supraventricular tachycardia and extrasystoles may be seen with sympathomimetic medicinal 
products including Relvar Ellipta. Therefore �uticasone furoate/vilanterol should be used 
with caution in patients with severe cardiovascular disease, or heart rhythm abnormalities, 
thyrotoxicosis, uncorrected hypokalaemia or patients predisposed to low levels of serum 
potassium. Systemic corticosteroid effects Systemic effects may occur with any inhaled 
corticosteroid, particularly at high doses prescribed for long periods. These effects are much 
less likely to occur than with oral corticosteroids. Possible systemic effects include Cushing’s 
syndrome, Cushingoid features, adrenal suppression, decrease in bone mineral density, 
growth retardation in children and adolescents, cataract and glaucoma and more rarely, a 
range of psychological or behavioural effects including psychomotor hyperactivity, sleep 
disorders, anxiety, depression or aggression (particularly in children). Fluticasone furoate/
vilanterol should be administered with caution in patients with pulmonary tuberculosis or in 
patients with chronic or untreated infections. The incidence of pneumonia in patients with 
asthma was common at the higher dose. The incidence of pneumonia in patients with asthma 
taking Relvar Ellipta 200/25mcg was numerically higher compared with those receiving 
Relvar Ellipta 100/25mcg or placebo. No risk factors were identi�ed. INTERACTIONS 
Interaction with beta-blockers Beta2-adrenergic blockers may weaken or antagonise the 
effect of beta2-adrenergic agonists. Concurrent use of both non-selective and selective 
beta2-adrenergic blockers should be avoided unless there are compelling reasons for their 
use. Interaction with CYP3A4 inhibitors Caution is advised when co-administering with strong 
CYP 3A4 inhibitors as there is potential for increased systemic exposure to both �uticasone 
furoate and vilanterol. Co-administration should be avoided unless the bene�t outweighs 
the increased risk of systemic corticosteroid side effects, in which case patients should be 
monitored for systemic corticosteroid side effects. PREGNANCY AND LACTATION Pregnancy 
Administration of �uticasone furoate/vilanterol to pregnant women should only be considered if 
the expected bene�t to the mother is greater than any possible risk to the foetus. Breast-feeding  
A decision must be made whether to discontinue breast-feeding or to discontinue �uticasone 
furoate/vilanterol therapy taking into account the bene�t of breast-feeding for the child 
and the bene�t of therapy for the woman. ADVERSE REACTIONS Pneumonia, upper 
respiratory tract infection, bronchitis, in�uenza, candidiasis of mouth and throat, headache, 
extrasystoles, nasopharyngitis, oropharyngeal pain, sinusitis, pharyngitis, rhinitis, cough, 
dysphonia, abdominal pain, arthralgia, back pain, fractures, muscle spasms, pyrexia.  

OVERDOSE There is no speci�c treatment for an overdose with �uticasone furoate/vilanterol. 
If overdose occurs, the patient should be treated supportively with appropriate monitoring as 
necessary. Further management should be as clinically indicated or as recommended by the 
national poisons centre, where available. Abbreviated Prescribing Information based on Relvar 
Ellipta Hong Kong Prescribing Information HK032018GDS09v2/EMA201803.

Please read the full prescribing information prior to administration.  
Full prescribing information is available on request from GlaxoSmithKline Ltd, 23/F,  

Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong or Avenida Infante 
D. Henrique, no.43-53A, Edf. Macau Square 21 andar C, Macau. For adverse events report, 

please call GlaxoSmithKline Limited at (852) 9046 2498 or (853) 6366 7071

Safety Pro�le of Relvar Ellipta Inhalation Powder, Pre-dispensed 100 mcg / 25 mcg 
and 200 mcg / 25 mcg (100/200 mcg �uticasone furoate and 25 mcg vilanterol)

 Hypersensitivity to the active substances or to any of the excipients is contraindicated to Relvar
  Relvar should not be used to treat acute asthma symptoms, for which a short-acting 
bronchodilator is required

  Relvar should be used with caution in patients with severe cardiovascular disease, pulmonary 
tuberculosis or in patients with chronic or untreated infections

  Systemic effects may occur with any inhaled corticosteroids, particularly at high doses 
prescribed for long periods. Possible systemic effects include Cushing’s syndrome, 
Cushingoid features, adrenal suppression, growth retardation in children and adolescents 
and decrease in bone mineral density

 Patients should not stop therapy with Relvar in asthma without physician supervision

For Healthcare Professionals only. Images used are for illustrative purposes only.
If symptoms arise in the period between doses, an inhaled, short-acting beta

2
-agonist should be taken for immediate relief.

PM-HK-FFV-ADVT-190001 (05/2021) Date of preparation: 30/05/2019
Relvar Ellipta was developed in collaboration with  
Trade marks are owned by or licensed to the GSK group of companies. © 2019 GSK group of companies or its licensor.

+25% more patients on Relvar has improved asthma control versus BD ICS/LABAs1
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Adverse effects observed with Relvar in clinical studies and post-marketing

Frequency Category Number of Subjects  Adverse reaction(s) 

Very common ≥1/10 Headache, nasopharyngitis 

Common ≥1/100 to <1/10 Pharyngitis,  rhinitis, candidiasis of mouth 
and throat, pneumonia, arthralgia, pyrexia 

Uncommon ≥1/1,000 to <1/100 Extrasystoles 
Rare ≥1/10,000 to 

<1/1,000
Hypersensitivity reactions including 
anaphylaxis, angioedema, rash, and 
urticarial, Palpitations 

NAME OF THE PRODUCT RELVAR ELLIPTA QUALITATIVE AND QUANTITIVATIVE 
COMPOSITION Pre-dispensed dose of 100 mcg or 200mcg of �uticasone furoate and 25 
mcg vilanterol (as trifenatate). Inhalation powder. INDICATIONS Asthma Relvar Ellipta 
100/25mcg & 200/25mcg is indicated for the regular treatment of asthma in adults and 
adolescents aged 12 years and older where use of a combination medicinal product (long-
acting beta2-agonist and inhaled corticosteroid) is appropriate: • patients not adequately 
controlled with inhaled corticosteroids and ‘as needed’ inhaled short acting beta2-agonists. 
• patients already adequately controlled on both inhaled corticosteroid and long-acting 
beta2-agonist. DOSAGE AND ADMINISTRATION Asthma Adults and adolescents aged 
12 years and over. One inhalation of Relvar Ellipta 100/25mcg or 200/25mcg once daily. 
Patients usually experience an improvement in lung function within 15 minutes of inhaling 
Relvar Ellipta. A starting dose of Relvar Ellipta 100/25mcg should be considered for adults 
and adolescents 12 years and over who require a low to mid dose of inhaled corticosteroid 
in combination with a long-acting beta2-agonist. If patients are inadequately controlled on 
Relvar Ellipta 100/25mcg, the dose can be increased to Relvar Ellipta 200/25mcg, which 
may provide additional improvement in asthma control. The maximum recommended dose 
is Relvar Ellipta 200/25mcg once daily. Children aged under 12 years. The safety and 
ef�cacy of Relvar Ellipta in children under 12 years of age has not yet been established in the 
indication for asthma. Elderly patients (>65 years) & renal impairment No dose adjustment. 
Relvar Ellipta is for inhalation use only. After inhalation, the patient should rinse their mouth 
with water without swallowing. Patients should be made aware that Relvar Ellipta must 
be used regularly, even when asymptomatic. Patients should be regularly reassessed by a 
healthcare professional so that the strength of Relvar Ellipta they are receiving remains 
optimal and is only changed on medical advice. CONTRAINDICATIONS Hypersensitivity to the 
active substances or to any of the excipients WARNINGS AND PRECAUTIONS Deterioration 
of disease Fluticasone furoate/vilanterol should not be used to treat acute asthma symptoms 
or an acute exacerbation in COPD, for which a short-acting bronchodilator is required. 
Increasing use of short-acting bronchodilators to relieve symptoms indicates deterioration 
of control and patients should be reviewed by a physician. Patients should not stop therapy 
with �uticasone furoate/vilanterol in asthma or COPD, without physician supervision since 
symptoms may recur after discontinuation. Asthma-related adverse events and exacerbations 
may occur during treatment with �uticasone furoate/vilanterol. Patients should be asked to 
continue treatment but to seek medical advice if asthma symptoms remain uncontrolled or 
worsen after initiation of treatment with Relvar Ellipta. Paradoxical bronchospasm Paradoxical 
bronchospasm may occur with an immediate increase in wheezing after dosing. This should 

be treated immediately with a short-acting inhaled bronchodilator. Relvar Ellipta should 
be discontinued immediately, the patient assessed and alternative therapy instituted if 
necessary. Cardiovascular effects Cardiovascular effects, such as cardiac arrhythmias e.g. 
supraventricular tachycardia and extrasystoles may be seen with sympathomimetic medicinal 
products including Relvar Ellipta. Therefore �uticasone furoate/vilanterol should be used 
with caution in patients with severe cardiovascular disease, or heart rhythm abnormalities, 
thyrotoxicosis, uncorrected hypokalaemia or patients predisposed to low levels of serum 
potassium. Systemic corticosteroid effects Systemic effects may occur with any inhaled 
corticosteroid, particularly at high doses prescribed for long periods. These effects are much 
less likely to occur than with oral corticosteroids. Possible systemic effects include Cushing’s 
syndrome, Cushingoid features, adrenal suppression, decrease in bone mineral density, 
growth retardation in children and adolescents, cataract and glaucoma and more rarely, a 
range of psychological or behavioural effects including psychomotor hyperactivity, sleep 
disorders, anxiety, depression or aggression (particularly in children). Fluticasone furoate/
vilanterol should be administered with caution in patients with pulmonary tuberculosis or in 
patients with chronic or untreated infections. The incidence of pneumonia in patients with 
asthma was common at the higher dose. The incidence of pneumonia in patients with asthma 
taking Relvar Ellipta 200/25mcg was numerically higher compared with those receiving 
Relvar Ellipta 100/25mcg or placebo. No risk factors were identi�ed. INTERACTIONS 
Interaction with beta-blockers Beta2-adrenergic blockers may weaken or antagonise the 
effect of beta2-adrenergic agonists. Concurrent use of both non-selective and selective 
beta2-adrenergic blockers should be avoided unless there are compelling reasons for their 
use. Interaction with CYP3A4 inhibitors Caution is advised when co-administering with strong 
CYP 3A4 inhibitors as there is potential for increased systemic exposure to both �uticasone 
furoate and vilanterol. Co-administration should be avoided unless the bene�t outweighs 
the increased risk of systemic corticosteroid side effects, in which case patients should be 
monitored for systemic corticosteroid side effects. PREGNANCY AND LACTATION Pregnancy 
Administration of �uticasone furoate/vilanterol to pregnant women should only be considered if 
the expected bene�t to the mother is greater than any possible risk to the foetus. Breast-feeding  
A decision must be made whether to discontinue breast-feeding or to discontinue �uticasone 
furoate/vilanterol therapy taking into account the bene�t of breast-feeding for the child 
and the bene�t of therapy for the woman. ADVERSE REACTIONS Pneumonia, upper 
respiratory tract infection, bronchitis, in�uenza, candidiasis of mouth and throat, headache, 
extrasystoles, nasopharyngitis, oropharyngeal pain, sinusitis, pharyngitis, rhinitis, cough, 
dysphonia, abdominal pain, arthralgia, back pain, fractures, muscle spasms, pyrexia.  

OVERDOSE There is no speci�c treatment for an overdose with �uticasone furoate/vilanterol. 
If overdose occurs, the patient should be treated supportively with appropriate monitoring as 
necessary. Further management should be as clinically indicated or as recommended by the 
national poisons centre, where available. Abbreviated Prescribing Information based on Relvar 
Ellipta Hong Kong Prescribing Information HK032018GDS09v2/EMA201803.

Please read the full prescribing information prior to administration.  
Full prescribing information is available on request from GlaxoSmithKline Ltd, 23/F,  

Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong or Avenida Infante 
D. Henrique, no.43-53A, Edf. Macau Square 21 andar C, Macau. For adverse events report, 

please call GlaxoSmithKline Limited at (852) 9046 2498 or (853) 6366 7071

Safety Pro�le of Relvar Ellipta Inhalation Powder, Pre-dispensed 100 mcg / 25 mcg 
and 200 mcg / 25 mcg (100/200 mcg �uticasone furoate and 25 mcg vilanterol)

 Hypersensitivity to the active substances or to any of the excipients is contraindicated to Relvar
  Relvar should not be used to treat acute asthma symptoms, for which a short-acting 
bronchodilator is required

  Relvar should be used with caution in patients with severe cardiovascular disease, pulmonary 
tuberculosis or in patients with chronic or untreated infections

  Systemic effects may occur with any inhaled corticosteroids, particularly at high doses 
prescribed for long periods. Possible systemic effects include Cushing’s syndrome, 
Cushingoid features, adrenal suppression, growth retardation in children and adolescents 
and decrease in bone mineral density

 Patients should not stop therapy with Relvar in asthma without physician supervision

For Healthcare Professionals only. Images used are for illustrative purposes only.
If symptoms arise in the period between doses, an inhaled, short-acting beta

2
-agonist should be taken for immediate relief.

PM-HK-FFV-ADVT-190001 (05/2021) Date of preparation: 30/05/2019
Relvar Ellipta was developed in collaboration with  
Trade marks are owned by or licensed to the GSK group of companies. © 2019 GSK group of companies or its licensor.

+25% more patients on Relvar has improved asthma control versus BD ICS/LABAs1
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Advanced Bronchoscopy

CRE Pulmonary 
Balloon Dilatation 
Catheter 

Alair BT Catheter

Acquire Pulmonary

All cited trademarks are the property of their respective owners. CAUTION: The law restricts these devices to sale by 
or on the order of a physician. Indications, contraindications, warnings and instructions for use can be found in the 
product labeling supplied with each device. Information for the use only in countries with applicable health authority 
product registrations.
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SELF-INJECTABLE
Convenient subcutaneous 
injection1


