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What conditions can be cured with BMTs?

Does the HPV vaccine prevent recurrence?

Which conditions can
be cured with bone
marrow transplants
(BMTs)? Are BMTs ever
used to cure
sickle cell disease?

Question submitted by:
Dr. M. Birns
Edmonton, Alberta

BMTs (also called peripheral
blood stem cell transplants)
have been reported to be cura-
tive for:
• acute myeloid and

lymphoblastic leukemia,
• chronic myelogenous

leukemia,
• aplastic anemia,
• myelodysplastic syndrome,
• myelofibrosis,
• certain types of

non-Hodgkin's lymphoma,
• Hodgkin's disease,
• hemoglobinopathies

including sickle cell disase
and thalassemia and

• severe immunodeficiency
syndromes.

Its indication is even more broad-
ranging, though for some of the
diagnoses, follow-ups have not
been reported for a sufficiently
long period of time to be certain
that cures have been achieved.
Patient selection plays a critical
role in determining success.

Answered by:
Dr. Kang Howson-Jan

1.

2. Does the HPV vaccine
prevent recurrence in
patients who previously
were infected and
treated?

Question submitted by:
Dr. R. Cooper
Toronto, Ontario

The host immune defenses
against HPV are incompletely
understood. Infections leading to
common warts or premalignant
changes have a highly variable
and unpredictable course, which
is not clearly linked to whether the
lesions are treated or not. It is also
not obvious what stimulates the
appearance of an effective immune
response. However, it is common
for infection to spontaneously clear
relatively suddenly after many
months of infection, or longer.

Immunosuppression does appear
to be related to more frequent and
probably more aggressive dis-
ease. Vaccination appears unlikely
to alter the clinical course in those
already infected.

Answered by:
Dr. Michael Libman
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New glaucoma treatment options

Are there new options
in the treatment of
glaucoma?

Question submitted by:
Dr. L. Laramie
Toronto, Ontario

Glaucoma has historically been
treated either by medication, both
systemic and topical, or by surgery.
Prior to the advent of ß-blockers,
ophthalmologists had to rely on
miotics (e.g., pilocarpine), sym-
pathomimetics (e.g., epineph-
rine), or systemic carbonic anhy-
drase inhibitors (e.g., acetazo-
lamide). Surgical procedures
included iris inclusion surgery
(iridencleisis) and cyclodialysis.

Primary open-angle glaucoma
accounts for > 90% of all diag-
nosed glaucoma patients and the
modern era in the treatment of this
disease was heralded by the intro-
duction of timolol > 20 years ago.
Modern glaucoma surgery began
with the development of the tra-
beculectomy in 1968.

In the past 10 or 15 years, we
have seen the introduction of
selective α-II receptor agonist
(brimonidine), topical carbonic
anhydrase inhibitors (e.g., dorzo-
lamide) and prostaglandin ago-
nist (e.g., latanoprost). This latter
group of drugs have become the
most widely prescribed medica-
tions for glaucoma because they
are extremely effective, well toler-
ated and require only once-daily

dosing. This is particularly impor-
tant since compliance has long
been a major issue in the lifelong
management of this disease.

Glaucoma laser treatment has
progressed from argon laser tra-
beculoplasty (ALT) to selective
laser trabeculoplasty (SLT) (using
frequency doubled Yag). This
newer treatment, which has
been in widespread use for the
past two years, offers at least the
same effectiveness as ALT but is
painless to administer and can
be repeated safely if required.
The lifetime cost of glaucoma
medication and the uncertainty
about compliance have led to
many specialists adopting SLT
as a primary treatment for open-
angle glaucoma.

The management of glaucoma is
a complex and dynamic branch
of ophthalmology. Our recent
ability to detect glaucoma in its
early stages has probably been
even more important than
improvements in medication and
surgery.

Answered by:

Dr. Malcolm Banks

3.

Ferritine elevation

What do we do with
an elevation of
ferritin?

Question submitted by:
Dr. Claude Roberge
Sherbrooke, Quebec

Genetic screening for hemochro-
matosis should be performed in
the absence of:
• liver disease,
• inflammatory disease,
• sideroblastic anemia and
• Gaucher's disease.

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

4.
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Post-menopause hormone replacement

Is there any evidence-
based therapeutic logic
for post-menopause
hormone replacement
usage?

Question submitted by:
Dr. William Diamond
Aurora, Ontario

There is clear evidence that
estrogen therapy is effective in
alleviating both the frequency
and severity of vasomotor symp-
toms associated with
menopause. It is also effective
in managing urogenital atrophy.
Numerous other benefits have
been demonstrated; however,
there are risks associated with
hormone therapy (HT) (i.e., an
increase in breast cancer associat-
ed with long-term use). HT has
been identified as being associat-
ed with an increased risk of stroke
and cardiovascular (CV) disease,

yet, there is controversy regarding
the actual CV risk in healthy,
symptomatic, newly menopausal
women. The Society of
Obstetricians and Gynecologists
of Canada recommends that HT
be offered as the most effective
medical therapy for the short-term
treatment of menopausal symp-
toms.

Answered by:

Dr. Susan Chamberlain

5.

Excessive flatus

What are the
therapeutic options
for excessive flatus?

Question submitted by:
Dr. Roshan Dheoa
Bradford, Ontario

Excessive flatus is a complaint
that is difficult to quantify and is
based solely on the patient’s per-
spective. Although a variety of
treatment options can be consid-
ered, few have proven benefit.

Avoidance of foods that consis-
tently induce flatus in an individual
patient is advisable (i.e., lactose or
carbonated beverages). Remedies
such as simethicone and activated
charcoal may be tried but are not
supported by clinical trials. There
is some evidence to support the
use of probiotics1 (e.g., lactobacil-
lus) and antibiotics (e.g., rifaximin)2

to reduce flatus.

Most commonly, the patients I see
with flatus have some degree of
constipation.

Successful therapy of this prob-
lem, using bulk laxatives (e.g.,bran
fibre), osmotic laxatives (e.g.,
magnesium hydroxide) or pre-
scription medications (such as
tegaserod) will usually improve
their flatus by at least some
degree.

References
1. Nobaek S, Johansson ML, Molin G, et al:

Alteration of intestinal microflora is
associated with reduction in abdominal
bloating and pain in patients with irrita-
ble bowel syndrome 200; Am J
Gastroenterol: 95(5):1231-8.

2. Sharara AI, Aoun E, Abdul-Baki H, et al.
A randomized double-blind placebo-
controlled trial of rifaximin in patients
with abdominal bloating and flatulence
2006:Am J Gastroenterol: 101(2):326-33.

Answered by:

Dr. Mark Borgoakar

6.
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Car accidents in pregnancy

Car accidents in
pregnancy: when to
worry, how to make
medical observations
and how to detect
placenta problems in
the first two weeks
after?

Question submitted by:
Dr. Sylvain Labbe
Victoriaville, Quebec

The main causes of fetal death in
association with motor vehicle
accidents arematernal shock, pla-
cental abruption, uterine rupture
and direct fetal trauma. Predictors
of adverse fetal outcome include
severity of maternal injury, mater-
nal shock, abdominal or thoracic
injuries and abnormal uterine
activity which is associated with
placental abruption. In most of
these cases there are clear indi-
cations with respect to the
maternal condition at presenta-
tion. However, adverse fetal out-
comes are also associated with
minor trauma.

In a situation where the maternal
injury is minor and does not
necessitate admission, how do

you ensure fetal safety? Most pla-
cental abruptions that are due to
trauma will occur within six hours.
Most authors recommend contin-
uous fetal monitoring for four to six
hours, with discharge if there are
no changes in fetal heart rate and
if there is no evidence of increased
uterine activity (one contraction
every 10 minutes). One study sug-
gested that a Kliehauer-Betke test
(KB) is highly predictive of uterine
activity and that a negative KB test
is good evidence that placental
injury has not occurred. However, I
would not substitute this for mon-
itoring as described above.

Answered by:
Dr. Susan Chamberlain

7.

8.
Cardiac murmurs in early infancy

When would you
suggest an
echocardiogram if
you found a cardiac
murmur (systollic I to
II/VI) in a two-month-
old baby? Is there a
preferable age?

Question submitted by:
Dr. Sandrine Gagne
Rimouski, Quebec

A substantial proportion of mur-
murs heard in the early infancy
period are innocent or functional.
A short, vibrating murmur (Still's
murmur) can be heard over the
mid precordium in children in the
absence of any other abnormality.
It is thought to arise from vibra-
tions of the attachments of the
pulmonary valve leaflets.

The intensity and quality of the
murmur and associated findings
can often differentiate innocent
murmurs from those caused by
congenital heart disease (CHD).

Features that favour innocent
murmurs are:
• Murmur intensity Grade 2 or

less, heard at the left sternal
border

• Normal S2

• No audible clicks
• Normal pulses
• No other abnormalities

Physical signs that suggest
CHD are:
• Murmur intensity Grade 3 or

higher
• Harsh quality
• Pansystolic in duration
• Loudest at upper left sternal

border
• Abnormal S2
• Absent or diminished

femoral pulses
• Other abnormalities

An echocardiogram is suggested
if one or more of these signs are
present.

Answered by:
Dr. Chi-Ming Chow
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Statin intolerance

What to do when a
patient does not
tolerate a statin
or ezetimibe?

Question submitted by:
Dr. Mark Chapelski
Lloydminster, Alberta

If a patient has myalgia symp-
toms with one statin, switching
to another statin is an option.
For unclear reasons, some
patients can have no muscle
symptoms on one particular
statin, while they do on another.
The choice of statin does not
tend to be related to any special
physical properties, such as
hydrophilicity or lipophilicity, or
to its pathway of metabolism.

An option for a statin-intolerant
patient is another class of drugs
that will reduce LDL-C. The cho-
lesterol absorption-inhibitor eze-
timibe is an option that can

reduce LDL-C by 15% to 20%
at 10 mg q.d. If the patient is
also intolerant to ezetimibe, then
cholesterol-binding resin, or
niacin can be tried. However,
these medications have their
own side-effect profiles as well
as being less efficacious than
statins in lowering LDL-C.

Answered by:
Dr. Chi-Ming Chow

10.

The latest on H. pylori

What is the latest
buzz with H. pylori?
Should you treat and
eradicate, or leave it
alone? Do you use a
breath test or
serology?

Question submitted by:
Dr. C. Cunningham
Vernon, British Columbia

Helicobacter pylori (H. pylori) is
associated with an increased
risk of duodenal and gastric
ulcer, gastric cancer and gastric
lymphoma. It may play a role in
causing functional dyspepsia. A
patient found to be infected
should be treated to reduce the
risk of these conditions.

Deciding which patient to test
for infection is usually the more
difficult question. Population
screening is not recommended.
I only test patients who I feel
may have an H. pylori-related
condition, such as peptic ulcer
disease.

The best non-invasive test is the
urea breath test (UBT). Serology
is generally not recommended
because of inferior diagnostic
characteristics, but could be
used if breath testing is not
readily available. UBT can be
used to confirm successful
eradication therapy, but not
serology.

Answered by:

Dr. Mark Borgaonkar

9.
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When to treat acute sinusitis

Should you routinely
treat acute sinusitis,
without fever or
systemic symptoms
(i.e., only tenderness
and nasal discharge)
with antibiotics?

Question submitted by:
Dr. R. Wilson
Langley, British Columbia

Although fever can certainly be
part of the presentation of acute
bacterial rhinosinusitis, it is more
frequently absent at presentation
and throughout the course of the
disease. In fact, symptoms and
signs associated with acute rhi-
nosinusitis, including fever, are nei-
ther sensitive nor specific enough
to make a clinical diagnosis of
acute bacterial rhinosinusitis vs. a
viral upper respiratory tract infec-
tion. Sinus x-rays are not helpful in
the acute community-acquired,
uncomplicated cases, since the
vast majority reveal some degree
of mucosal thickening in the nasal
cavity and sinuses which is to be
expected in a viral infection.
Bacterial cultures are positive in
0.5% to 2% of cases of acute rhi-
nosinusitis, suggesting that the
vast majority of episodes are viral
and will resolve spontaneously or
with supportive and symptomatic
treatment alone (oral deconges-
tants, mucolytics, nasal saline irri-
gation and hydration). The diagno-
sis of a bacterial rhinosinusitis
requiring antibiotic treatment
therefore consists on detecting the
minority of cases in whom the

infecting organism is bacterial and
more likely to be associated with
more severe symptomatology and
a more prolonged course. These
cases are amenable to antibiotic
therapy. Given that signs and
symptoms are not sensitive nor
specific, a duration-based
approach has been adopted in the
guidelines drafted by the
Rhinology group of the Canadian
Society of Otolaryngology as well
as our American counterpart. So,
the diagnosis of acute bacterial
rhinosinusitis is made if signs and
symptoms persist after 10 days or
worsen after five days, despite
supportive treatment. This recom-
mendation needs to be considered
in the context of the particular clin-
ical situation, including the feasibil-
ity of such close follow-up. In cer-
tain instances where follow-up is
not possible in these intervals, pre-
scribing an antibiotic may be
judged by the clinician to be the
prudent course of action.

Answered by:

Dr. Mark Samaha

11.
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