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The effect of heparin on thrombocytopenia

1.
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Can low-molecular-
weight heparin
(LMWH) cause
thrombocytopenia?

Question submitted by:
Dr. Claude Roberge
Sherbrooke, Quebec

Yes, but it is rare. Less than 1% of
patients receiving a therapeutic
dose of LMWH develop thrombo-
cytopenia. Thrombocytopenia usu-
ally develops within six to 10 days
after therapy. It can occur as early
as two days post-treatment if the
patient has had previous heparin
therapy.

Answered by:
Dr. Kang Howson-Jan
Dr. Kamilla Rizkalla

Prevention and treatment for hair loss

2. A 19-year-old male
patient has a maternal
family history of hair
loss and is now
experiencing rapidly-
thinning hair. What is
the best treatment
(preventative) for hair
loss?

Question submitted by:
Dr. Wendy Rosenthall
Victoria, British Columbia

Genetics determine androgenetic
alopecia and the only preventative
therapy that would work is chang-
ing your parents! As for dealing with
your genetic lot, the accepted ther-
pies are topical minoxidil which
works in about 30% of cases to
promote new hair growth and sus-
tain existing hair. There is some evi-
dence that the 5% solution (which
may need compounding) is more
effective than the standard 2%
solution. Oral finesteride has similar
efficacy, but can work in cases

where minoxidil fails. Both
approaches must be continued
indefinitely to maintain any benefit.
The ultimate solution for those
seeking correction is hair transplant
surgery.

Answered by:

Dr. Scott Murray
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Immunizing children travelling to Mexico

3.

Contact sports post EBV infection

How do you
determine when a
patient (who is a
competitive hockey
player) may return to
contact sports post
infectious
mononucleosis
Epstein Barr virus
(EBV) (to avoid
splenic rupture)?

Question submitted by:
Dr. Katherine Allen
Belleville, Ontario

Splenic rupture is a rare but
potentially catastrophic compli-
cation of EBV. It most common-
ly occurs during the second or
third week of mononucleosis
infection, but may be the pre-
senting feature. It should be in
the differential diagnosis of any
type of abdominal pain occur-
ring in the setting of EBV and is
often a surgical emergency.
Since about half of all cases are
preceded by trauma, contact
sports should be avoided for at
least one month after diagnosis.
Verification of regression of
splenomegaly on physical exam
would be prudent.

In the case of sports where
recurrent trauma to the trunk is
expected, such as hockey or
football, verification of normal
splenic size, by ultrasound,
prior to resuming these activi-
ties should be considered.

Answered by:
Dr. Michael Libman

4.

Should children be
immunized for
Hepititis A when
travelling to Mexico,
etc. If so, at what age
would you start?
Would you use
Hepatitis A and B?

Question submitted by:
Dr. Dennis Ghibish
St. Albert, Alberta

It is a good idea to have children
immunized against Hepatitis A
and B, whether they travel or
not, but certainly immunization
against Hepatitis A is prudent for
travel to higher-risk areas. The
2007 recommendations are for
Hepatitis A vaccination for chil-
dren one-year-of-age and older.
For complete immunization, this
needs to start months before
travel, but in the event that this is
not possible, immunization can
be given at any time prior to
leaving.

Answered by:

Dr. Michael Rieder
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Recommendations in treating cholestasis in pregnancy

What is the current
recommendation in
treating cholestasis in
pregnancy?

Question submitted by:
Dr. Cindy Shaw
Abbotsford, British Columbia

Treatment consists of controlling
pruritis with antihistamines and
topical medications, although
this is not always very effective.
Ursodeoxycholic acid is often
effective in reducing the symp-
toms. In patients with severe
unremitting symptoms, steroids
may be used. It is important to
remember to treat the mother
and neonate with vitamin K in

longstanding cases where
hepatic function may be affect-
ed. In addition, consideration
should be given to delivery at
37 weeks as there appears to be
an increased risk of stillbirth in
patients with this condition.

Answered by:

Dr. Susan Chamberlain

5.

Can NAFLD be cured by excess weight loss?

Does non-alcoholic
fatty liver disease
(NAFLD) become
cured once patients
lose excess weight
with a healthy
lifestyle?

Question submitted by:
Dr. Paul Stephan
Scarborough, Ontario

NAFLD is felt to be a feature of the
Metabolic syndrome, which
includes insulin resistance, central
adiposity, impaired glucose toler-
ance and dyslipidemia. The bene-
ficial effects of weight loss for the
Metabolic syndrome have led to
the recommendation of weight
loss for NAFLD.

Despite this, there are no studies
that clearly show improvement in
clinically significant outcomes for
NAFLD patients who lose weight.
Small studies have suggested an
improvement in the degree of liver
enzyme elevation and a reduction
in steatosis. However, reductions
in fibrosis or cirrhosis have not
been demonstrated.1

In the absence of any proven
effective pharmacologic therapies,
weight loss remains a reasonable
recommendation, while recogniz-
ing the lack of conclusive support-
ing evidence.

Reference
1. Clark J: Weight loss as a treatment for

nonalcoholic fatty liver disease. J Clin
Gastroenterol 2006; 40(1):S39-43.

Answered by:

Dr. Mark Borgoakar

6.
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Treating positive Streptococcal pharyngitis

Should I treat
someone with a
positive Streptococcal
pharyngitis throat
swab if they currently
have no symptoms?

Question submitted by:
Dr. Douglas Drover
St. John's, Newfoundland

Current guidelines from the
Infectious Disease Society of
America does not recommend
routine throat culture or treat-
ment of asymptomatic individu-
als or household contacts,
except in particular situations
where risk of nonsuppurative
complications, (e.g., rheumatic
fever), is increased.

Up to 20% of asymptomatic
school-age children may be
Streptococcal carriers and the
infections can remain colonized for
several months. Symptomatic car-
riers usually do not require treat-
ment since spread from carriers
to close contacts is unlikely.
Additionally, carriers are also at
very low-risk for developing
suppurative or nonsuppurative
complications.

However, in situations where a
patient is having recurrent
episodes of acute pharyngitis
over a period of many months,
subsequent positive findings on
throat cultures or a positive

rapid antigen detection test
result are likely to represent a
carrier state.

These patients are probably
experiencing nonstreptococcal
infections. In cases of “back and
forth” spread of infection within
a household, obtaining speci-
mens simultaneously from all
family members and treating
those for whom culture results
are positive would be recom-
mended.

In specific situations in which
there is an increased risk of fre-
quent infections or of nonsup-
purative streptococcal seque-
lae, routine culture of throat
swab specimens, obtained from
or treatment of asymptomatic
household contacts of patients
with group A streptococcal
pharyngitis, is not recommended.

Answered by:

Dr. Chris Szeto
Dr. Ted Tewfik

8.

Testing for syphilis in pregnant women

Do you think we need
to test every pregnant
woman for syphilis?

Question submitted by:
Dr. Katherine Philips
Caledonia, Ontario

Syphilis is an infectious disease
that can have serious conse-
quences in pregnancy, resulting
in stillbirth, neonatal death or
congenital syphilis. These effects
can be prevented if the patient is
treated with penicillin in a timely
fashion during pregnancy.
Although, syphilis is not consid-
ered to be very common, the inci-
dence in Canada is increasing

and certain populations are at
higher risk. Given that not all
women who are positive may be
aware of their status, I would rec-
ommend testing everyone.

Answered by:
Dr. Susan Chamberlain

7.
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Vitamin B12 deficiency and the Schilling test

With a patient that
has a vitamin B12
deficiency, do you
recommend doing the
Schilling test?

Question submitted by:
Dr. Josee Martin
Edmonton, Alberta

When a patient is first noted to
have a low vitamin B12 level, true
deficiency should be confirmed
with an elevated methylmalonic
acid and homocysteine level.
Once confirmed, the etiology of
B12 deficiency should be deter-
mined.

For patients with an obvious cause
for B12 deficiency (e.g., previous
terminal ileal or gastric resection),
no further investigations are nec-
essary. If no cause is apparent,
the Schilling test may be useful
in identifying patients who mal-
absorb B12, such as those with

pernicious anemia. However,
antibody tests for pernicious ane-
mia (anti-intrinsic factor and
antiparietal cell) are just as useful
and are less cumbersome than the
Schilling test.1 Therefore, order a
Schilling test if no cause for B12
deficiency is apparent and anti
body tests for pernicious anemia
are negative.

Reference
1. Oh R, Brown:Vitamin B12 deficiency.

Am Fam Physician 2003; 67(5):979-86.

Answered by:
Dr. Mark Borgaonkar

10.

Medication-induced constipation

What do you
recommend for the
management of
medication-induced
chronic constipation?

Question submitted by:
Dr. L. Litwinson
Edmonton, Alberta

Constipation is a common side-
effect of various medications,
particularly narcotic-containing
analgesics. If the causative
medication cannot be discontin-
ued, then specific therapy for the
constipation should be initiated.

Bulk laxatives, such as bran
fibre, may be effective for mild
cases, but usually not for patients
on high doses of narcotics.
Osmotic laxatives are often effec-
tive. Failing this, I try the osmotic
laxative polyethylene glycol, start-
ing at 250 ml to 500 ml q.d.

Other approaches include stim-
ulant laxatives, although there is
theoretical concern that the
long-term use of stimulant laxa-
tives may ultimately worsen
problems with constipation.

Answered by:

Dr. Mark Borgaonkar

9.



Treating impaired glucose with metformin

Is there any
advantage in treating
impaired glucose
tolerance with
metformin as
opposed to waiting
until diabetes has
developed?

Question submitted by:
Dr. Tara Kad
Burlington, Ontario

A number of interventions have
been shown to delay the pro-
gression of pre-diabetes to dia-
betes. Depending on the study
and the intervention used, a
25% to 60% reduction in the
onset of diabetes has been
achieved. However, what is not
clear is whether preventing the
progression from pre-diabetes
to diabetes translates into
reduction in microvascular or
macrovascular complications.
As up to 20% to 30% of the
population is at risk of develop-
ing 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
present, pharmacotherapy can
be considered in some cases,
keeping in mind the above
caveat. My prediction is that in
the years to come, the catego-
ry of glucose intolerance be
done away with and diabetes
will be diagnosed if the glu-
cose is > 6.0 mmol/L fasting
or 7.8 mmol/L post an oral glu-
cose tolerance test.

Answered by:

Dr. Trevor Prior

11.

Is cimetidine helpful in treating resistant plantar warts?

12. When treating
resistant plantar
warts, is cimetidine
helpful? If so, in what
dose?

Question submitted by:
Dr. J. Thomas
Clearwater, British Columbia

This is an area of constant
debate. Like many therapies
(e.g., duct tape) there are lots of
anectdotal reports of the suc-
cess of cimetidine in resistant
warts. The trial evidence is con-
flicting. A few pediatric trials
show a mild effect1 and other
comparitive trials show little or
no advantage over place-
bo.2 It is difficult to judge
the effects of teatment
on a condition that is
self-limited and thought
to respond strongly to a
placebo effect. I person-
ally do not think it has
much benefit. On the plus
side, it is a very low risk
treatment and useful
when no other reason-
able approach, other
than observation, is
available and patients

insist on a therapeutic attempt.
As for doses, most trials used 30
mg/kg to 40 mg/kg q.d. for three
months.

Answered by:
Dr. Scott Murray
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