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Using liothyronine to treat hypothyroidism

Treating androgenetic alopecia

When would you use
liothyronine to treat
hypothyroidism?

Question submitted by:
Dr. G. McFetridge
Quesnel, British Columbia

As a number of patients with what
physicians would consider to be
adequately-treated hypothyroidism
(normal thyroid-stimulating hor-
mone level on thyroxine) continue
to experience non-specific symp-
toms, (i.e., difficulty losing weight,
fatigue, cold intolerance, dryness
of skin, etc.), there has been an
interest in using liothyrionine (T3),
usually in combination with
Tiergarten 4 (T4). This interest was
renewed in 1998, when a study
published in the New England
Journal of Medicine suggested
that combination of T3 and T4
may be beneficial when compared
to T4 alone. However, this study
had a number of limitations and
since then, several large well-
designed trials were conducted

that subsequently have not
demonstrated any benefit of com-
bination therapy. When confronted
with the patient who insists on T3
therapy, I present the evidence to
them. For those who still wish to
pursue treatment with T3, even for
a “placebo” effect, I start them on
25 mcg to 50 mcg of T3 in divided
doses after decreasing their T4
dosage by an equivalent amount.
The only one in whom I have used
T3 exclusively was in a patient who
exhibited allergy to all available T4
formulations.

Answered by:
Dr. Hasnain Khandwala

1.

2. Are there any other
recommended
treatments for
androgenetic alopecia
other than minoxidil
especially for female
patients?

Question submitted by:
Dr. Burnadette Yuan
Richmond, British Columbia

Before abandoning minoxidil which
is usually prescribed in the 2%
solution, a 5% preparation can be
compounded with greater effect.
Finesteride can also be effective
(only in men). Women do not
respond to this agent and there are
significant adverse effects in preg-
nancy (i.e., ambiguous genitalia in a
developing male fetus).

There may be a slight benefit from
spironolactone and oral contracep-
tives, but the most effective remedy
is hair transplant surgery.

Answered by:

Dr. Scott Murray
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Causes of belching

Recommended sunscreen for babies

What are the common
causes of belching
and should
conservative or
surgical remedies be
considered?

Question submitted by:
Dr. Anne Levesque
Laval, Quebec

Air swallowing and belching of
ingested air are normal physiolog-
ical events that occur with eating
and drinking. Belching is consid-
ered a disorder when it occurs
frequently and is bothersome.

Aerophagia describes belching
that occurs due to observable
air swallowing. Alerting patients
to this subconscious behaviour
may be effective therapy. When
there is no observable air swal-
lowing, the term “unspecified
excessive belching” is used.1

Belching may also co-exist with
gastroesophageal reflux disease
and functional dyspepsia.

Avoidance of activities that pro-
mote air swallowing (such as
chewing gum, sucking candies,
drinking carbonated beverages
and smoking) may be helpful for
all types of belching. If reflux is
suspected, a trial of acid sup-
pression should be considered.
Patients with functional dyspepsia
may respond to prokinetics.
Unless a patient has documented
reflux, surgical therapy should
not be considered.

Reference
1. Tack J, Talley NJ, Camilleri M, et al:

Functional gastroduodenal disorders.
Gastroenterology 2006; 130(1):1466-79.

Answered by:

Dr. Mark Borgaonkar

3.

What is the
recommended
sunscreen for babies
under two-years-of
age?

Question submitted by:
Dr. Monique Moreau
Alliston, Ontario

Shade, sun avoidance and proper
clothing is recommended. There
are no particular demonstrated
risks from sunscreens in children.
However, the increased body sur-
face to volume ratio of babies
makes it somewhat possible that
there would be greater exposure
to the chemicals and makes it
prudent to avoid these in children
under six-months-of-age. As well,
the slightly reduced ability of chil-
dren to maintain core tempera-
ture by sweating and the inabili-
ty of infants to get out of the sun

when burning, makes reliance on
sunscreens unwise. Shade and
protective clothing are far supe-
rior.

That being said, we use the reg-
ular array of current sunscreens
in children. Those who wish to
avoid the chemical sunscreens
can use physical blocks such as
titanium dioxide and zinc.

Answered by:

Dr. Scott Murray

4.
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A baby with a hernia

5.

Household transmission of MRSA

How best to
address/screen
household contacts
of MRSA patients
(out-patients)?

Question submitted by:
Dr. Gordan Henderson
North Saanich, British
Columbia

There are many opinions, but
precious little science concern-
ing the risk of household trans-
mission of methicillin-resistant
S. aureus (MRSA). First of all, it
must be emphasized that
MRSA is nothing more than
Staphylococcus aureus (S.
aureus). It causes exactly the
same types of infections as
MRSA. Thus the risk of acquir-
ing an infection from household
contact with MRSA should be
similar to the risk of contact
with MSSA, which of course
happens every day. The only
difference is that there are fewer
antibiotics available to treat
MRSA infection, should infec-
tion occur. In addition, it

appears that most MRSA
strains are less fit in the com-
munity environment and there-
fore tend to be replaced with
MSSA strains over time. That is
to say that most MRSA carriers
gradually lose their carrier sta-
tus, provided that they do not
create an ecological advantage
for MRSA strains by consuming
antibiotics. So, as a rule of
thumb, the danger of MRSA is
largely restricted to the hospital
environment with its wounds,
catheters, prosthetic devices
and abundance of antibiotics.

Answered by:
Dr. Michael Libman

6.

What can we do with
a little abdominal
hernia in a baby?
Observation or
operation?

Question submitted by:
Dr. Sandrine Gagne
Rimouski, Quebec

The decision to observe or oper-
ate depends on where the hernia
is. Inguinal hernias pretty much
will all need a trip to the operat-
ing theatre. In contrast, essen-
tially all umbilical hernias will
resolve with observation. The
key to following an umbilical her-
nia is ensuring that the parents
understand that they do not lead
to complications, such as stran-
gulation and that they will
resolve over time, but it takes

time. Often an umbilical hernia
will take up to a year or more to
resolve.

Answered by:

Dr. Michael Rieder
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Treatment for ingrown toenails

A five-year-old child is
prone to ingrown
toenails. What is the
best treatment?

Question submitted by:
Dr. Grady Hamilton
Toronto, Ontario

The best method of prevention
is to avoid cutting nails too short
and to try to avoid exaggerating
the curvature at the edge of the
nail bed. For treatment, gentle
eversion of the ingrown edge of
the nail with a soft instrument,
such as a split wooden tongue
depressor can be effective. In
more extreme cases, it may be
necessary to do a wedge resec-
tion of the nail.

Answered by:

Dr. Michael Rieder
7.

The management of glucose intolerance

Please comment on
the latest information
regarding the
management of
glucose intolerance.

Question submitted by:
Dr. Greg Baran
Kingston, Ontario

Glucose intolerance or pre-
diabetes is usually considered
to be present when the fasting
glucose is between 6.1 mmol/L
and 7.0 mmol/L and/or the two
hour glucose, after an oral glu-
cose tolerance test (OGTT), is
7.8 mmol/L to 11 mmol/L. A
number of interventions have
been shown to delay the progres-
sion of pre-diabetes to diabetes.
What is not clear, however, is
whether preventing the progres-
sion from prediabetes to diabetes
translates into a reduction in micro
vascular or macrovascular compli-
cations. As almost 20% to 30% of
the population is at risk of devel-
oping diabetes, treating all of
these patients with drugs may not
necessarily be advisable or cost
effective. I would recommend

intensive lifestyle changes and if
glucose intolerance remains pre-
sent, pharmacotherapy can be
considered in some cases, keep-
ing in mind the above caveat.

My prediction is that in the years to
come, the category of glucose
intolerance will be done away with
and diabetes will be diagnosed if
the glucose is > 6.0 mmol/L fast-
ing or 7.8 mmol/L post OGTT. As
glucose intolerance is associated
with an increased cardiovascular
risk, I would intensively treat
hypertension and lipids, in these
patients, even if I choose not to
prescribe hypoglycemic agents.

Answered by:
Dr. Hasnain Khandwala

8.
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Enlarged mesenteric lymph nodes

What is the
significance of
enlarged mesenteric
lymph nodes?

Question submitted by:
Dr. Nick Wilbefone
Thunder Bay, Ontario

Mildly enlarged mesenteric lymph
nodes are often seen on CAT
scans, but radiologists do not
consider them pathologically
enlarged unless they exceed 1 cm.
Lymph nodes can be enlarged
for various reasons, such as
recent infectious gastroenteritis,
inflammatory bowel disease,
colon cancer and lymphoma.

Therefore, enlarged lymph
nodes must be interpreted con-
sidering the clinical context in
which they occur. For example,
a patient with known Crohn’s
disease who has enlarged
mesenteric nodes noted during
a flare may not require further

investigation. However, a patient
with systemic symptoms and
multiple, large mesenteric nodes
may require referral for biopsy.

Answered by:

Dr. Mark Borgaonkar

10.

Prevalence of childhood migraines

How common are
childhood migraines?

Question submitted by:
Dr. Len GrBac
Etobicoke, Ontario

The actual incidence of child-
hood migraine is the subject of
some controversy, but some
authorities believe that up to
10% of school age children
experience migraine. Migraine in
children is different from migraine
in adults and is often less severe.
The diagnosis of migraine should
be suspected when a child pre-
sents with a history of intermittent
headache, with at least two of

these four characteristics:
1. Lateralized headache
2. Family history of migraine

(parent or sibling)
3. Nausea
4. Aura or equivalent

Answered by:

Dr. Michael Rieder

9.
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Criteria for diagnosing adult ADHD?

Are there any generally-
recognized criteria for
diagnosing adult
ADHD?

Question submitted by:
Dr. Gary Chaimowitz
Lancaster, Ontario

Attention deficit hyperactivity
disorder (ADHD) in adults is
diagnosed using the criteria pre-
sented in the Diagnostic and
Statistical Manual of Mental
Disorders, (Fourth Edition), Text
Revision (DSM IV-TR), American
Psychiatric Association, 2000).
These criteria can be unwieldy
when assessing adults. The
World Health Organization Adult
Self Report Scale (ASRS-V1.1,
18th item) provides a good
screening tool to assess symp-

toms within the context of adult
functioning. Any diagnosis of
ADHD in adults must include evi-
dence of the illness in childhood.
The Canadian ADHD Resource
Alliance published the Canadian
ADHD Practice Guidelines in
2006 that include information on
the assessment and treatment
of adults (www.caddra.ca).

Answered by:

Dr. Trevor Prior

11.

Treating a hyperthyroid patient

How do you proceed
in evaluating/treating
a known hyperthyroid
patient who suddenly
becomes unresponsive
to medications?

Question submitted by:
Dr. Nathalie Leroux
Fenwick, Ontario

As this is not a very commonly
encountered scenario, these
patients should generally be
referred to a specialist. I would
first ensure compliance with
medications. Have any drugs
which interfere with thyroid
function, (e.g., amiodarone, lithi-
um and iodine-containing com-
pounds such as IV contrast,
interferon, etc.) been recently
introduced? The various situa-
tions which worsen hyperthy-
roidism (e.g., post-partum,

surgery, infections) need to be
ruled out. Treatment options
include:
• radioactive iodine ablation,
• thyroidectomy, or
• increasing the dose of

antithyroid drugs.

Answered by:
Dr. Hasnain Khandwala

12.

Please see product monographs for 
details, available at www.novartis.ca

Angiotensin II AT1
Receptor Blocker
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Reader response: Recommendations for clopidogrel use

In the last issue of CME, January 2007, Volume 19, Number 1, page 35, Dr. Chow
summarized the recommendations for the use of clopidogrel after drug-eluting stents
(DES) that are outdated.

It is important that practitioners and patients be aware of the dangers of premature
discontinuation of dual antiplatelet therapy (acetylsalicylic acid [ASA] and clopidogrel)
after the use of DES. This problem has been highlighted in recents meetings, editorials,
debates, a special Food and Drug Administration (FDA) task force meetings, etc., after a couple
of meta-analyses were presented in Barcelona in September of 2006.

An advisory board with members of the American Heart Association (AHA)/American
College of Cardiology (ACC)/Society for Cardiac Angiography (SCAI)/American Cancer
Society (ACS)/ and the American Diabetes Association (ADA) has published a document1
stressing the importance of 12 months of dual antiplatelet therapy after the placement of
a DES. Moreover, they emphasized the importance of educating the patient and healthcare
providers about hazards of premature discontinuation of ASA and clopidogrel. It also
recommends postponing elective surgery for one year and if surgery cannot be deferred, to
consider the continuation of ASA during the perioperative period in high-risk patients with DES.

Reference:
1. Grines CL, Bonow RO, Casey Jr, et al: Prevention of premature discontinuation of dual antiplatelet therapy in patients with coronary artery

stents. Circulation. 2007; 115(6): 813-8.

Response submitted by:
Dr. Dante E. Manyari
Surrey, British Columbia

13.

Current ACC/AHA/SCAI guide-
lines for the prevention of stent
thrombosis after coronary stent
implantation state that, at a mini-
mum, patients should be treated
with 75 mg of clopidogrel and
325 mg of ASA for one month after
bare-metal stent implantation,
three months after sirolimus DES
implantation, six months after
paclitaxel DES implantation and
ideally, up to 12 months if they are
not at high risk for bleeding.1

These recommendations were
based on the antiplatelet regimen
used in clinical trials that were
conducted to obtain US FDA
approval (low-risk lesions in low-
risk patients) and the anticipated
time it takes for the metal stent
struts to become adequately
endothelialized to reduce the
risk of stent thrombosis.
However, DESs are now being

used in high-risk lesions and
reports have suggested that they
may be associated with delayed
(or absent) endothelialization,
localized hypersensitivity reactions
and late stent thrombosis.

Because of these concerns, an
advisory was released in
December 2006 by the
AHA/ACC/SCAI/ACS/ADA to
stress the importance of 12
months of dual antiplatelet therapy
(clopidogrel and ASA) after the
placement of a DES and educating
the patient and healthcare
providers about hazards of prema-
ture discontinuation.2 It also rec-
ommends postponing elective
surgery for one year and, if
surgery cannot be deferred, con-
sidering the continuation of ASA
during the perioperative period in
high-risk patients with DES.

It is important for patients to be
specifically instructed before
discharge to contact their treat-
ing cardiologist before stopping
any antiplatelet therapy, even if
instructed to stop such therapy
by another healthcare provider.

References
1. Smith SC Jr, Feldmanet TE, Hirshfeld JW

Jr, et al: ACC/AHA/SCAI 2005 guideline
update for percutaneous coronary
intervention—summary article: A report
of the American College of Cardiology/
American Heart Association Task Force
on Practice Guidelines. Circulation 2006;
113(1):156-75.

2. Grines CL, Bonow BO, Casey DE, et al:
Prevention of premature discontinuation
of dual antiplatelet therapy in patients
with coronary artery stents. Circulation
2007; 115(1):813-8.

Answered by:
Dr. Chi-Ming Chow
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