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Answers to your questions
from our medical experts

SSRIs for Motivation

What SSRIs are best for providing “get-up-and-go” motivation?
Submitted by: Dave Symington, MD, Sussex, New Brunswick?

SSRIs as antidepressants are indicated for the
treatment of major depression. If lack of moti-
vation and low energy are part of the clinical
picture of depression, then any SSRI would be
appropriate to prescribe. However, if the lack of
energy and motivation are quite pronounced,
the treating physician may prescribe a more

stimulating SSRI, such as fluoxetine or sertra-
line. Also bupropion XL (Wellbutrin) may be
effective, due to its mild psychostimulant
effect.

Answered by: Dr. Hany Bissada

First Trimester Screening Tests

In young (20 to 30 year old) pregnant females with no family history of
abnormalities or birth defects, what should the first trimester maternal
screening test include?
Submitted by: Tarek Khalil, MD, Halifax, Nova Scotia

?
All pregnant women should be offered prenatal
screening through an informed consent
process. Maternal age is a poor minimal stan-
dard for screening. First trimester screening
includes nuchal translucency (NT), free β-hCG,
pregnancy-associated plasma protein A
(PAPP-A) and maternal age (MA), and is done
between 11 and 13 weeks of gestation. Usually
an integrated prenatal screen (IPS) is offered to
women presenting prior to 13 weeks. IPS-I is
offered between 11 and 13 weeks, and IPS-II in
the second trimester. It includes NT, free β-
hCG/total β-hCG, PAPP-A, α-fetoprotein (AFP),
MA, with or without inhibin, and uE3. Normally
IPS-I or IPS-II are written on the laboratory

requisition, along with a requisition for prenatal
screening (maternal age, weight, and ultra-
sound results). An ultrasound between 18 and
20 weeks is recommended to access
fetal/placental/uterine abnormalities and
growth. If a woman presents later than 13
weeks an ultrasound should be performed
between 16 and 20 weeks for proper evaluation
of the maternal serum screen (AFP, uE3, total
β-hCG, MA). This is followed by a repeat ultra-
sound between 18 and 20 weeks.

Resource
1. Summers AM, Langlois S, Wyatt P, et al. Prenatal Screening for Fetal

Aneuploidy. JOGC 2007;29(2):146-79.

Answered by: Dr. Victoria Davis
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Thyroidectomy Follow-up

What follow-up do you recommend years after a thyroidectomy for thyroid
cancer? The patient was never treated with radioactive iodine. Do you
recommend a thyroid stimulation test?
Submitted by: C. Borsook, MD, Toronto, Ontario

?
Most, but not all, patients with well differentiat-
ed thyroid cancer are treated with radioactive
iodine therapy after a thyroidectomy; this helps
decrease regional recurrence, accurately moni-
tor for recurrence, and ablate any residual dis-
ease. Frequency and type of follow-up
depends on time elapsed since initial therapy
and initial risk of the cancer (histology type,
extent of involvement and initial therapy). This
can be determined based on clinical assess-
ment and a variety of staging systems (e.g.,
TNM, MACIS, etc). Generally, the follow-up
should include periodic clinical assessment,
measurement of thyroglobulin and thyroglobu-
lin antibody levels, high resolution ultrasonog-
raphy (HRUS) and, depending on risk and time
from original therapy, additional tests such as

chest X-ray, CT scanning and PET scanning.
Thyroglobulin levels are usually not helpful if no
radioactive therapy was given. A thyrogen
stimulation test (recombinant human TSH) with
thyroglobulin levels is indicated for follow-up
one time after initial therapy for most patients
and may be required again if the patient is high
risk. The combination of a good clinical assess-
ment, negative thyroglobulin levels, and a neg-
ative HRUS has a very high negative predictive
value for disease presence in most patients.

Resources
1. Davids T, Prebtani A.Well-Differentiated Thyroid Carcinoma: A Review

of the Available Follow-Up Modalities. MUMJ 2004;2(1):14-9.
2. Cooper DS, Doherty GM, Haugen BR, et al. Revised American Thyroid

Association Management Guidelines for Patients with Thyroid Nodules
and Differentiated Thyroid Cancer. Thyroid 2009;19(11):1167-214.

Answered by: Dr. Ally Prebtani
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H. pylori Relapse

What is the frequency of relapse of Helicobacter pylori infection? Is there any
value to treating asymptomatic, infected family members to prevent recurrence
in symptomatic patients? Is it true that there is no difference in reinfection rate
whether or not family members are infected?
Submitted by: P. Hawley, MD, North Vancouver, British Columbia

?
The rate of Helicobacter pylori recurrence after
eradication is relatively low, at least in devel-
oped countries, where the mean annual reinfec-
tion rate (per patient-year of follow-up) is
approximately 3%. The risk of reinfection in
some developing regions is considerably higher.

In spite of the worldwide spread of H. pylori
infection, the route of transmission is still
unknown, although most of the evidence points
to human beings as the principal source of
infection. Person to person, both by oral-oral or
fecal-oral route, is the most probable mode of
transmission.

As the family unit probably plays a significant
role in primary childhood infection, a recent
study has investigated whether the family unit
plays a significant role in pediatric reinfection as
well, and if eradication of H. pylori from the
entire family reduces the risk of childhood rein-
fection. Fifty families, each with an H. pylori-
infected pediatric index case, were randomly

placed into either a "family unit treatment"
group (where all infected family members were
treated) or an "index case treatment" group
(where only the index case was treated). The
reinfection rate was similar in both groups, indi-
cating that, in childhood, reinfection with H.
pylori is not significantly reduced by family unit
H. pylori eradication. Therefore, it seems unnec-
essary to screen or treat asymptomatic family
members in order to prevent reinfection.

Resources
1. Gilbert JP. The Recurrence of Helicobacter pylori Infection: Incidence

and Variables Influencing it. A Critical Review. Am J Gastroenterol
2005 Nov;100(11):2393-4.

2. Knippig, C, Arand F, Leodolter A, et al. Prevalence of H. pylori-Infection
in Family Members of H. pylori Positive and its Influence on the
Reinfection Rate after Successful Eradication Therapy: A Two-year
Follow-up. Z Gastroenterol 2002;40(6):383–7.

3. Farrell, S, Milliken I, Doherty GM, et al. Total Family Unit Helicobacter
pylori Eradication and Pediatric Re-infection Rates. Helicobacter
2004;9(4):285–8.

Answered by: Dr. Robert Bailey and
Dr. Mohsina Chaklade



The Canadian Journal of Diagnosis / March 201124

Experts on Call

Long-term ASA

When should long-term ASA be recommended to patients? There seem to be
many grey areas.
Submitted by: C.M. Dewar, MD, O’Leary, Prince Edward Island

?
Patients with known coronary artery disease
(CAD) or ischemic stroke should be on long-
term, low-dose ASA (81 mg q.d.) to prevent
recurrent vascular events and death related to
vascular events.

The debate is whether ASA should be given
to patients for primary prevention of stroke and
myocardial infarction (MI). ASA decreases the
risk of a first MI by 25 to 30%, but has not been
shown to decrease the risk of stroke or cardio-
vascular death. However, patients who do not
have known CAD are at much lower risk for
vascular events, and the absolute risk reduc-
tion with ASA may be less than the risk of GI
bleeding. The excess risk of GI bleed with low
dose ASA is up to 0.5% per year. The decision
to advise patients to take ASA should depend

on their overall risk of vascular events. ASA is
recommended for diabetics with one additional
risk factor, such as age greater than 40 years,
cigarette smoking, hypertension, obesity, albu-
minuria, hyperlipidemia, or a family history of
coronary heart disease, and patients with mod-
erate or high 10-year risk of a coronary event
(>10% risk of MI or cardiac death). ASA should
not be given to patients in this risk range when
the risk of GI bleed is higher than the potential
benefit in preventing vascular events. Patients
at high risk for bleeding from ASA include those
older than 60-years-of-age, prior history of GI
bleed and concurrent use of NSAIDs, steroids
or anticoagulants.

Answered by: Dr. Bibiana Cujec

Snoring is a common complaint that can nega-
tively impact quality of life for patients and their
bed partners. Snoring may interfere with sleep
quality, even in the absence of obstructive
sleep apnea-hypopnea syndrome. Mechanical
nasal dilators, such as Breathe Right nasal
strips and many other similar devices, dilate
nasal passages, reduce nasal resistance and
improve nasal airflow. A number of studies have
demonstrated that the use of mechanical nasal
dilators can relieve snoring, improve sleep qual-
ity, and reduce daytime sleepiness.1-3 Empiric

trials demonstrate that these devices are a
treatment option for snoring and nasal conges-
tion in individual patients in whom significant
sleep apnea has been ruled out.

References
1. Ellegard E. Mechanical Nasal Alar Dilators. Rhinology 2006;

44(4):239-48.
2. Ulfberg J, Fenton G. Effect of Breathe Right Nasal Strip on Snoring.

Rhinology 1997; 35(2):50-2.
3. Gosepath J, Amedee RG, Romantschuck S, et al. Breathe Right Nasal

Strips and Respiratory Disturbance Index in Sleep Related Breathing
Disorders. Am J Rhinol 1999; 13(5):385-9.

Answered by: Dr. Paul Hernandez

?
Mechanical Nasal Dilators

What is the available data on nasal dilators for nasal congestion and snoring?
Submitted by: Dominic Li, MD, Toronto, Ontario



The Canadian Journal of Diagnosis / March 201126

Experts on Call

Hair Loss in Women

What are the investigations and management of hair loss in women?
Submitted by: V. Scali, MD, North Vancouver, British Columbia?

Hair loss in women would need to be catego-
rized based on whether it was scarring or non-
scarring.

Most commonly, one is dealing with a non-
scarring type of alopecia. In this case, it is help-
ful to determine if the hair loss is due to shed-
ding, thinning or both. The two most common
forms of hair loss in women are androgenetic
(female-pattern) and telogen effluvium.
Androgenetic alopecia is usually diagnosed in
women with a family history of this condition,
and on physical examination there is evidence
of a patterned-type of alopecia, usually with
vertex thinning. Telogen effluvium usually
occurs three months after a stressful precipitat-
ing occurence, but can also be drug–induced.
It presents with increased hair shedding. I would
not investigate a woman with androgenetic
alopecia unless she has signs of virulization, in

which case tests for free testosterone and
serum dehydroepiandosterone sulfate should
be ordered to rule out a hyperandrogen state.
In addition to a thorough history (including a
drug history), TSH and a ferritin levels should
be performed on women with telogen effluvi-
um.

Management depends on the diagnosis.
Treatment options for androgenetic alopecia
include topical minoxidil, systemic anti-andro-
gens and a hair transplant. Treatment of telo-
gen effluvium would depend on the underlying
cause. Most cases of the latter are self-limited
and the hair grows back spontaneously within
six months.

Resource
1. Shapiro, J. Clinical Practice. Hair Loss in Women. NEJM

2007;357:1620-30.

Answered by: Dr. Richard Haber

Age Limit on Ablation of AF

Is there an age limit for prescription of ablation for atrial fibrillation?
Submitted by: E.J. Franczak, MD, Toronto, Ontario?

Pulmonary vein isolation is indicated in patients
with paroxysmal or persistent atrial fibrillation
(AF), who are very symptomatic, have minimal
atrial enlargement and have failed at least one
antiarrhythmic drug. The late recurrence rate of
AF after pulmonary vein isolation is in the range
of 20 to 30%. Recurrence is more likely in
patients with hypertension, left atrial dilation,

structural heart disease, and in older patients.
There is not a strict upper age limit for referral
for ablation of AF. I generally do not refer
patients over the age of 70 years for this pro-
cedure.

Answered by: Dr. Bibiana Cujec
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Treatment of Neuropathic Pain

Please discuss current treatment options for neuropathic pain.
Submitted by: V. Dunraj, MD, Toronto, Ontario?

The treatment for neuropathic pain is mainly
symptomatic. There are multiple pharmacolog-
ical agents which can be used to treat neuro-
pathic pain; following are commonly used
agents.
• Tricyclic Antidepressants: The pain-relieving

effect of these agents is independent of their
antidepressant effect. Amitriptyline is one of
the commonly used medications. It can be
started as low as 10 mg at bedtime and
increased gradualy. Side effects may include
drowsiness, increased appetite, constipa-
tion, urinary retention, blurred vision and dry
mouth, etc. Elderly patients may experience
confusion and find it difficult to tolerate.
Other tricyclic antidepressants include
imipramine, desipramine, nortriptyline and
clomipramine

• Gabapentin: The exact mechanism of action
of gabapentin in neuropathic pain is
unknown. It can be started at 100 mg three
times daily, and slowly increased up to 600
mg three times daily, or even higher if nec-
essary. Side effects may include dizziness,
and drowsiness at high doses.

• Pregabalin: The exact mechanism of action
of pregabalin in neuropathic pain also
remains unknown. It can be started at 25 mg
twice daily and slowly increased up to 150
mg twice daily Side effects may include
dizziness, and sleepiness.

• Capsaicin: Capsaicin can be used topically,
and acts on the C-nociceptor peripheral
fibers. It causes depletion of substance P in
peripheral fibers. It may cause local skin irri-
tation in some cases.

• Anticonvulsants: These agents may have
some analgesic effect in neuropathic pain.
Initial reports of these analgesic effects were
noted while patients used phenytoin in
1942. Several reports indicate successful
use of anticonvulsants, including phenytoin
and carbamazepine, in treatment.
Carbamazepine and lamotrigine are other
effective anticonvulsants. Carbamazepine is
the drug of choice in trigeminal neuralgia,
and may be used to relieve pain due to dia-
betic neuropathy; it is the most frequently
used anticonvulsant in treatment of neuro-
pathic pain.

Other agents such as baclofen, ketamine
and clonidine, and procedures such as nerve
blocks may have a partial role in the treatment
of neuropathic pain.

Use of other pharmacological agents to treat
neuropathic pain is not fully supported by
appropriate clinical trials. Thus, not one phar-
macological intervention is guaranteed to be
completely successful. Those patients who fail
to respond to these pharmacological agents
may use other modalities of treatment, such as
behaviour modification and fostering of coping
skills. The successful management of the
patient with neuropathic pain still remains a
challenge.

Answered by: Dr. Abdul Qayyum Rana
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Hemochromatosis Incidence

Is the incidence of hemochromatosis on the rise? (I seem to diagnose more of
it.) And, is ferritin a good enough screening test, especially in women?
Submitted by: Christo Rabie, MD, Calgary, Alberta

?
Hereditary hemochromatosis (HH) has been
well studied by the Hemochromatosis and Iron
Overload Study (HEIRS) investigators.1 The
commonly identified mutations occur in the
HFE gene. In the HEIRS cohort, approximately
1 in 10 to 15 individuals of Caucasian descent
are carriers of one of these abnormal gene
mutations, and 1 in 200 to 300 individuals are
homozygote or compound heterozygote for the
most common gene mutations. There is no
known documented evidence that this rate of
incidence is on the rise.

Ferritin, a macromolecule that contains
thousands of iron atoms, is generally an intra-
cellular storage protein for iron. Approximately
1% of the body’s ferritin is soluble in plasma,
and is in equilibrium with the intracellular stor-
age ferritin. Serum ferritin, albeit an imperfect
measure of the body's iron stores, is a non-
invasive and cheap test; it is generally a better
screening test for iron deficiency than for iron
overload. It is a non-specific test of iron con-
tent, as ferritin is an acute phase reactant and
may become falsely elevated in the presence of
inflammation. A more sensitive, yet still inex-
pensive and non-invasive, test for iron overload
is transferrin saturation (T. sat). This is a mea-
sure of the percentage of transferrin molecules,
the body's iron transporters, bound to iron. No
absolute elevation in transferrin saturation is

agreed upon as a universal standard, however,
levels above 60% in males and 45 to 50% in
females should raise suspicion and call for a
repeat test. The gold standard to diagnose iron
overload is still an invasive liver biopsy.

General population-based screening for HH
is not recommended. Clinical features for HH
may include a known family history, individuals
in their fifth or sixth decade of life who present
with darkened (or tanned-appearing) skin,
arthritis, type 2 diabetes mellitus, liver function
abnormalities or hepatomegaly, and/or car-
diomyopathies without other underlying caus-
es. In general, menstruating women who have
HH have a delayed onset of iron overload,
compared to men, due to menstrual blood loss.
Men and postmenopausal women should have
iron indices (T. sat and ferritin) assessed, and if
no underlying cause for elevation can be found
(i.e., infections or inflammation) then sending
samples for molecular diagnostic testing for
mutations in the HFE gene would be reason-
able.

Reference
1. Adams PC, Reboussin DM, Barton JC, et al. Hemochromatosis and

Iron-overload Screening in a Racially Diverse Population. N Engl J Med
2005;352(17):1769-78.

Answered by: Dr. Cyrus Hsia and
Dr. Leonard Minuk

Experts on Call
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Melatonin for Sleep Maintenance

Please comment on the efficacy of melatonin for sufferers of persistent sleep-
maintenance problems.
Submitted by: F. Pagé, MD, Ottawa, Ontario

?
The hormone melatonin is the primary con-
troller of circadian (day/night) bio-rhythms.
Most of the melatonin in the human body is
secreted by the pineal gland, which receives
information from the optic nerve about the
ambient light level and adjusts its melatonin
output accordingly.

Irregularities in melatonin production can
adversely affect the circadian bio-rhythms
causing sleep problems, lethargy and mood
disorders. Accordingly, melatonin has been

used as a therapeutic agent in the treatment of
circadian phase disturbances such as jet lag.
Also, melatonin can be used in the treatment of
insomnia, including initial and middle insomnia.
It should be noted that melatonin is available
over the counter as a natural product in phar-
macies and in health food stores. It is not
licensed as an approved drug by Health
Canada.

Answered by: Dr. Hany Bissada

Dx


