
Answers to your questions from medical experts

If prostate cancer is
more aggressive in
40- to 50-year-olds,
compared to patients
over 50, why don’t we
screen people at age
40?
Wouldn’t it be better
to catch the fewer,
more aggressive
cases? 

Question submitted by
Greg Cooper, MD
Hastings, Ontario

Although prostate cancer is
believed to be more aggressive
at a younger age, more and
more studies refute that 
affirmation.

In fact, patients younger than 50
years account for only 1% of all
patients with prostate cancer
and present with similar 
symptomatology, histologic
grade and disease stage as
older patients.

Promoting mass screening at a
younger age will only generate
unnecessary cost and anxiety
for patients. Only those with a
family history of prostate cancer
should be targeted for 
aggressive younger detection. It
is well recognized that these
people are at greater risk of
being diagnosed with prostate
cancer at a younger age and
dying of their disease.

African Americans are also at a
higher risk and should be
screened starting at 40 or even
35 years of age.

Answered by:
Paul Perrotte, BSc, MD, FRCSC
Assistant professor
Urology Department, CHUM
Montreal, Quebec
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Why not use 
antithyroid drugs to
treat postpartum 
thyroiditis?

Question submitted by
Earl Hutchinson, MD
New Westminster, British
Columbia

Postpartum thyroid dysfunction is
detected within the first year 
following delivery. It occurs in
approximately 5% to 10% of all
women in the postpartum period. 

The initial phase of 
hyperthyroidism is characterized
by nonspecific symptoms 
occurring within a year following
the birth of a child, including:
tiredness, fatigue, depression,
palpitations, and irritability. The
course of the disease varies from
patient to patient. 

In painless postpartum thyroiditis,
inflammatory destruction of the
thyroid may lead to transient 
thyrotoxicosis. As thyroid 
hormone stores are depleted,
there is often a progression
through a period of euthyroidism
to hypothyroidism. As in other
forms of thyrotoxicosis, the 24-
hour I131 uptake may be used to 
distinguish between painless
postpartum thyroiditis and post-
partum Graves' disease. The
uptake is low (< 5%) in women
with painless postpartum 
thyroiditis, whereas it is higher in
those with Graves' disease. This
test should be performed in
patients with symptomatic 
thyrotoxicosis when there are no
clear signs of Graves' disease.

It is important to note because
radioactive iodine is secreted in
breast milk, nursing mothers
must pump and discard milk for
at least two days after the test.

The signs and symptoms of 
thyrotoxicosis, due to thyroiditis,
are usually not severe. Some
patients return spontaneously to
a euthyroid state within a few
months, but most experience a
phase of hypothyroidism that
takes two to six months to
resolve. About 50% of patients
will, however, develop permanent
hypothyroidism within five years
of the diagnosis of postpartum
thyroiditis. 

Graves' hyperthyroidism is
caused by these thyroid-
stimulating antibodies, which
bind to and activate the 
thyrotropin receptor on thyroid
cells. 

Methimazole and propylthiouracil
inhibit thyroid peroxidase and
thus, the synthesis of thyroid 
hormone. These drugs are 
commonly used for Graves’ 
disease. 

Therefore, due to different 
pathophysiology of postpartum
thyroiditis and Graves' disease
(release of preformed hormones
vs excess production respective-
ly), thionamides are not advisable
in postpartum thyroiditis and do
not work.

Answered by:
Usman Chaudhry, MD, FACE
South East Health Care Corporation,
Moncton Hospital
Moncton, New Brunswick

Do antithyroid drugs help?2.



With regard to tennis
elbow management, I
have tried everything,
including steroid local
injection, with no
response.
Is there anything else
you suggest?  

Question submitted by
Adam Kayumi, MD, CCFP
Mississauga, Ontario

The treatment of lateral 
epicondylitis (“tennis elbow”)
can be either quite gratifying, or
very frustrating. It really depends
on whether it is acute or chronic,
overuse or traumatic based, and
whether the patient is able to
eliminate the offending activity. I
am assuming that “everything”
includes:

• icing (for 10 to 15 minutes at
a time, three to four
times/day),

• modified activity/use,

• an oral nonsteroidal 
anti-inflammatory drug
(NSAID) for a couple of
weeks,

• a counterforce band,

• physical therapy (including
the use of a topical anti-
inflammatory gel to be used
with ultrasound as 
sonophoresis),

• acupuncture,

• massage therapy,

• active release of tissue 
technique (ART),

• local Iontophoresis (with
Decadron as the delivered
drug), and

• the above mentioned steroid
local injection.  

The penultimate choice of 
treatment, next to the very last
option of surgical release, would
be the use of intense shock
wave ultrasound treatment. The 
success rate varies, and this is
a very expensive mode of 

treatment with no guarantee of
improving the condition.

It is very rare for the patient not
to improve sufficiently with any 
combination of the steps 
outlined above.

Ensure that you are dealing with
the right diagnosis. It may be 
prudent to do some radiologic
investigations to rule out any
other concomitant condition
that won’t respond to the 
traditional forms of treatment for
lateral epicondylitis. Still, before
surgery, a consultation with an
osteopath may shed some light
on the condition.
Answered by:
Howard A. Winston, MD, CCFP, FCFP,
Dip. Sort Med. (C.A.S.M.)
Medical Director, 
Centre for Health & Sports Medicine
Assistant Professor, DFCM,
University of Toronto
Toronto, Ontario

Waging war on tennis elbow3.
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Would you 
review current 
recommendations for
attention deficit 
disorder and attention
deficit/hyperactivity
disorder in adults?

Question submitted by
Colin Leech-Porter, MD
Vancouver, British Columbia

Adults request assessment or
treatment for themselves, 
therefore we use self-rating
scales. Commercial self-rating
scales are available.  Although
well tested and reliable, these
scales are not much better than
free ratings developed by 
physicians and available on the
Internet. The critical element still
involves cross-checking and
noting childhood behaviours
from either parents or school
reports.1

Be wary of a history of sub-
stance abuse, crime, and 
frequent changes of 
employment. Be sure to monitor
progress at least three times per
month.

Concerta®, AdderallXR®,
Wellbutrin® and Dexedrine®

spamsules are mainstays of
new pharmacology as well as
Ritalin® 20 mg tabs. Enlist aid
from spouses or children to act
as monitors.  Occasional coun-
selling sessions will often ease
the patient through this 
adjustment period. 

Answerd by:
Peter C. Matthews, MD, FRCPC
Department of Psychiatry,
Royal University Hospital, and
Clinical professor, psychiatry,
University of Saskatchewan,
Saskatoon, Saskatchewan

References
1. Wender Utah Scale (for Adults).

Is it adult ADHD?4.
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What are the criteria
for psoriasis?

Question submitted by
Constance Goulet, MD
Radisson, Quebec

There is no concrete, 
established criteria for the 
diagnosis of psoriasis. In fact,
several different types of 
psoriasis might look completely
different: pustular types, plaque
types, scalp lesions, nail 
psoriasis, inverse psoriasis, 
eryhtrodermic psoriasis, and
psoriatic arthritis. Each has its
own characteristics. The most
typical plaque type psoriasis
can be diagnosed as a 
papulosquamous eruption; 
perhaps with the confirmatory
coexistance of characteristic
nail changes or scalp 
involvement. 

It is essential to be familliar with
each type of psoriasis in order
to diagnose individual cases.
Because histopathologic
changes (such as neutrophilic
infiltrate and specific scaling
patterns) are diagnostic in each
subtype, a biopsy can also be
helpful.

Answered by:
Scott Murray, MD, FRCPC
Director, resident training,
Queen Elizabeth II Health Sciences
Centre; and
Associate professor,
Dalhousie University,
Halifax, Nova Scotia

Psoriasis — or is it?5.
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The truth about halitosis6.
Would you 
recommend triple
therapy to patients
with severe halitosis
and positive H. pylori
serology, but normal
barium swallow test?
According to the 
dentist, their oral 
condition is normal.

Question submitted by
Shaoli Wang, MD, CCFP
Burnaby, British Columbia

This really is a series of questions: 

• Question 1 

Is this really halitosis? 

Many patients have been referred
to me over the years with this
complaint. They are often
obsessed with their breath odor
even though it is imperceptible to
those around them.  This is a form
of neurosis, and not a 
gastrointestinal (GI) disorder. 

• Question 2: 

Is halitosis a 
gastroenterological condition?   

It is well recognized that benign
and malignant oral diseases,
bronchiectasis and lung
abscess, azotemia, hepatic 
encephalopathy, diabetic 
ketoacidosis and the Atkins’
diet can profoundly affect
breath odor. Still, ordinary or
common GI diseases do not
often have this effect. I have
seen patients with profound
gastric paresis and foul breath
emanating from a festering
mass of gastric contents but
this is indeed rare.

When the discoverer of
Helicobacter pylori, Dr. Marshall,
experimented on himself by
drinking a culture of the 
bacteria, he reported rather
striking halitosis. For that 
reason, major textbooks of
internal medicine now include
H. pylori in the list of causes of
bad breath. However, in my

experience, the successful
eradication of the bacteria
seldom convinces the patient
the halitosis is cured.

• Question 3: 

Should all H. pylori infections
be eradicated? 

There are experts who have 
stated that “the only good H.
pylori is a dead H. pylori”, but
experts are far from unanimous in 
launching a global anti-
helicobacter crusade.  However, if
one does identify a patient as 
harboring H. pylori, it is probably
best to eradicate the bacteria. A
corollary to this would be that one
should not look for the bacteria
unless one plans to eradicate it.
Elderly, frail, and patients allergic/
intolerant to most antibiotics
should not have their helicobacter
pursued.

Answered by:
Alvin Newman, MD, FRCPC,
FACP, FACG
Professor of medecine
University of Toronto
Toronto, Ontario
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