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Answers to your questions
from our medical experts

Significance of Advanced Adenomas

I keep reading about “advanced adenomas” being found in a colonoscopy.
What is it that makes them “advanced,” and why are they important?

Submitted by: Steve Sullivan, MD, Victoria, British Columbia
?

Advanced adenomas are polyps with features
that are considered valid surrogate markers for
present and future risk of colorectal cancer.
These features include villous histology, size 
> 1 cm, high-grade dysplasia, or even early
invasive carcinoma.

Advanced adenoma detection is desirable,
because this subset of polyps is considered to
have a higher likelihood of advancing to 
carcinoma.

Answered by: Dr. Richmond Sy

Eczema on the Hands vs. Palmar Psoriasis

At times, it can be very difficult to distinguish
between hand eczema and palmar psoriasis.
For this reason, dermatologists in these cases
often refer to such patients as having a psoriasi-
form dermatitis.

In general, typical psoriasis of the palms
would be more well demarcated than eczema
and have the typical silvery scale of psoriasis.
Also, demonstrating typical psoriasis on other
areas of the body, such as the scalp, elbows,
knees, or nails, would make one favour a diag-
nosis of psoriasis of the palms over palmar
eczema. It is also important to ask about a his-
tory of previously documented psoriasis or a
family history of psoriasis.

Finally, if the diagnosis is still uncertain, a skin
biopsy can be performed. This may demon-
strate the typical histologic features of psoriasis.
However, often in cases of psoriasiform der-
matitis, the histology is also unable to distin-
guish between true psoriasis vulgaris and
eczema.

Although many of the same treatments
would be used to treat eczema on the hands
and psoriasis vulgaris, both conditions can at
times be quite refractory to therapy, and I would
suggest referring difficult cases to a dermatolo-
gist for expert assessment.

Answered by:Dr. Richard Haber

How can you distinguish between eczema on the hands and palmar psoriasis?
Submitted by: Peter Lee, MD, New Glasgow, Nova Scotia?
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Cord Doppler Studies

Please explain cord Doppler studies and end diastolic flow.
Submitted by: Paulette Comeau, MD, Red Deer, Alberta?

Doppler ultrasound waveforms reflect blood
velocity, and, therefore, they can yield information
on various aspects of blood flow in circulation. In
prenatal practice, Doppler of the umbilical artery
has been used extensively for assessing down-
stream circulatory impedance. Doppler waveform
analysis, in obstetrics, is usually based on peak
systolic frequency shift to end-diastolic frequency
shift ratio (S/D ratio) and resistance index (RI),
which represents the difference between the peak
systolic flow and end-diastolic shift divided by the
peak systolic shift.1,2

The end-diastolic velocity increases with
advancing gestation due to a progressive decline
in fetoplacental blood flow impedance reflected by
continuing decline in the S/D ratio and RI as preg-
nancy advances. Fetal growth restriction and pre-
eclampsia can cause uteroplacental insufficiency,
which is characterized by rising impedance in the
fetoplacental bed and a decline in the end-dias-
tolic velocity and an increase in the S/D ratio and
RI. The sequence of changes in fetal heart rate,
Doppler findings, and other biophysical parame-
ters during progressive fetal compromise reflect
the fetal hemostatic response to chronic hypoxia.3

Abnormal elevation of Doppler indices precedes
loss of fetal heart rate variability and reactivity,
leading eventually to a loss of fetal breathing and
movement (components of the biophysical pro-
file). Reversed end-diastolic velocity in the umbili-
cal artery, absent or reversed atrial wave in the
ductus venosus, and rapid loss of heart rate vari-
ability signify a poor outcome.4 Therefore, Doppler
studies, along with other components of fetal sur-
veillance (non-stress test and biophysical profile),
help to determine when delivery should be expe-
dited in women with pre-eclampsia and/or fetal
growth restriction. 

References
1. Stuart B, Drumm J, FitzGerald DE, et al: Fetal Blood Velocity Waveforms

in Normal Pregnancy. Br J Obstet Gynaecol 1980; 87(9):780–785.
2. Pourcelot L: Applications Clinique de L'examen Doppler Transcutane.

In: Pourcelot L (ed.): Velocimetric Ultrasonore Doppler. INSERM, Paris,
1974, 213–240.

3. Visser GH, Stigter RH: Monitoring the Growth Retarded Fetus. In:
Maulik D (ed.): Asphyxia and Fetal Brain Damage. Springer
International, New York, 1997, 333.

4. Williams KP, Farquharson DF, Bebbington M, et al. Screening for Fetal
Well-being in a High-risk Pregnant Population Comparing the
Nonstress Test with Umbilical Artery Doppler Velocimetry: A
Randomized Controlled Clinical Trial. Am J Obstet Gynecol 2003;
188(5):1366–1371.

Answered by: Dr. Victoria Davis
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Headache Red Flags

Headaches — what red flags warrant stat investigations?
Submitted by: I. D’Souza, MD, Toronto, Ontario?

Headaches are a very common complaint in
the general population and are usually due to
benign causes. Migraine, tension headaches,
cluster headaches, and headaches due to sys-
temic and inflammatory causes are some of 
the common types seen in general neurology
practice.

Although much less common, headaches
may be due to serious causes, such as an
underlying brain mass lesion or certain vascu-
lar anomalies. Every patient is managed indi-
vidually, but, generally, an assessment with
brain imaging may be required if there is: 

• Any change in the pattern of headaches
• Sudden onset of extremely severe
headaches

• Decreased level of alertness
• Onset of headaches with physical exertion
• Orgasm

• Coughing or sneezing
• Nuchal rigidity
• New onset of headaches over the age of 50
• Worst headache ever experienced
• Cases of headache not fitting otherwise
defined pattern

Brain imaging, such as CT scan, MRI, and
MRA, is helpful to rule out vascular or mass
lesions. The above mentioned red flags on his-
tory and physical examination play an impor-
tant role in guiding the decision to obtain brain
imaging. Thus, if patients have any of the
above mentioned presenting features, they
should be assessed carefully for a possible
secondary serious cause of headache.1

Reference
1. Rana AQ: Headache. In: A Synopsis of Neurological Emergencies.

Authorhouse, Bloomington, IN, 2009,51–58.

Answered by: Dr. Abdul Qayyum Rana and 
Mr. Mohammed A. Rana
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When to Order a Pulmonary Function Test

When should one order a pulmonary function test, and how can one elucidate
the diagnosis?
Submitted by: M. D’Souza, MD, Winnipeg, Manitoba

?
A variety of pulmonary function tests are avail-
able to assess differing aspects of lung function,
including lung volumes and flows (spirometry,
lung volumes), gas exchange capacity, respirato-
ry muscle strength, and response to medications
(e.g., bronchodilator, methacholine) and exer-
cise.1 In order for results to be properly interpret-
ed, it is essential that testing be performed by
qualified personnel using approved, calibrated
equipment according to standardized protocols.
Data obtained are expressed as absolute mea-
surements and as a percentage of normal refer-
ence value from equations derived in normal
healthy subjects with similar anthropometric
characteristics (e.g., sex, age, and height) to the
patient.

Pulmonary function tests may be performed in
a patient for a number of reasons (Table 1).
Interpretative strategies for pulmonary function
tests require determination of the pattern of
abnormality.2 An obstructive pattern can be
detected on spirometry as a disproportionate
reduction in forced expiratory volume in one sec-
ond (FEV1) in relation to forced vital capacity
(FVC). This may be accompanied by reduced
expiratory flow rates on spirometry and hyperin-
flation and gas trapping on lung volumes. A
restrictive pattern is characterized by reduced
total lung capacity (TLC) on lung volume testing.
A mixed pattern of obstruction and restriction
may occur, in which both the ratio of FEV1/FVC

and TLC are reduced. A reduction in the lungs’
capacity to exchange gas, assessed by the dif-
fusing capacity for carbon monoxide (DLCO)
test, accompanying any of these abnormal pat-
terns, further helps to determine the type of dis-
order responsible. The clinician must then inte-
grate the interpretation of pulmonary function
tests with additional clinical information to arrive
at a diagnosis, assess response to therapy, or
provide a prognosis.

References
1. Miller MR, Crapo R, Hankinson J, et al: General Considerations for

Lung Function Testing. Eur Respir J 2005; 26(1):153–161.
2. Pellegrino R, Viegi G, Brusasco V, et al: Interpretative Strategies for

Lung Function Tests. Eur Respir J 2005; 26(5):948–968.

Answered by:Dr. Paul Hernandez

• To assist in making a clinical diagnosis
• To better understand a symptom 

(e.g., dyspnea, exercise intolerance)
• To determine disease severity
• To assess degree of impairment or 

disability (e.g., worker’s compensation)
• To assist in providing a prognosis
• To determine response to a treatment
• To monitor disease progression

Table 1

When to Consider Pulmonary
Function Testing in a Patient
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Polycystic Liver Disease

What is the significance of a “multicystic liver”? What is the significance of a cyst
being exophytic (rather than otherwise)?
Submitted by: Marianne A. McPhail, MD, Toronto, Ontario

?
Polycystic liver disease is a rare condition with
multiple cysts in the hepatic parenchyma.
Usually, it is associated with polycystic kidney
disease and is inherited in an autosomal domi-
nant fashion. The liver cysts rarely cause mor-
bidity. Symptoms only occur if the cysts are
large, the typical symptom being abdominal
pain. Liver function tests are often normal. The

definition of an exophytic cyst is a cyst that has
projected outside the liver surface. The signifi-
cance of the cyst being exophytic is the degree
of difficulty in being certain of the exact origin
and nature of the cyst.

Answered by:Dr. Richmond Sy

Pros and Cons of Tricuspid Valve Replacement

? What are the pros and cons of tricuspid valve replacement in an 80-year-old
woman with pulmonary hypertension?

Submitted by: Diane Giroux, MD, Montréal, Québec

Patients with pulmonary hypertension commonly
develop tricuspid regurgitation secondary to right
ventricular dilation and remodelling. Tricuspid
regurgitation leads to decreased forward cardiac
output and can result in severe right heart failure
with peripheral edema and ascites. There is no
indication for tricuspid valve surgery in this setting,
unless the pulmonary hypertension is secondary
to severe mitral valve disease that requires
surgery. Replacing the tricuspid valve in a patient
with severe pulmonary hypertension can lead to 
a low output state because of the unmasking of
right ventricular dysfunction. The right ventricle

fails, because it can no longer eject into the low-
pressure right atrium and is forced to eject into the
high-pressure pulmonary circulation. 

Tricuspid valve surgery is mainly indicated for
primary tricuspid valve disease (e.g., endocarditis,
Ebstein’s anomaly, iatrogenic injury from pace-
maker lead, etc.) or if there is concomitant left-
sided valve surgery. An 80-year-old woman should
not have any significant comorbidities or signifi-
cant frailty if cardiac surgery is contemplated. 

Answered by: Dr. Bibiana Cujec
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Adding GLP-1 Analogues to Insulin

Is there a benefit to adding a GLP-1 agonist to insulin in the insulin treated,
insulin resistant, person with type 2 DM not achieving A1C target?

Submitted by: J. Robin Conway, MD, Smith Falls, Ontario

?
GLP-1 analogues (liraglutide and exenatide) are
new subcutaneous therapies used to treat type 2
diabetes mellitus from the incretin class. They
don’t cause hypoglycemia. The ideal candidate is
a patient with type 2 diabetes mellitus early 
in its course with mild- to moderate-hyper-
glycemia and obesity. They can be used as an
add-on therapy to metformin and/or sulfonylureas
or as monotherapy if the patient is intolerant to
metformin or sulfonylureas or if the latter are con-
traindicated. GLP-1 analogues should not be 

used in patients with gastroparesis or a history of 
pancreatitis or medullary thyroid carcinoma. Cur-
rently, GLP-1 analogues are not indicated with
insulin or type 1 diabetes mellitus, but studies are
ongoing in these patients to assess their efficacy
and safety. However, off-label, these therapies are
being used in patients with type 2 diabetes melli-
tus on insulin, and use may result in improved
glycemic control, weight loss, and lower doses of
insulin use in those who are very insulin resistant.

Answered by: Dr. Ally Prebtani
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Recurrent Episodes of Herpes Zoster

How often can people suffer from recurrent episodes of herpes zoster? Is
treatment necessary for each of these episodes?

Submitted by: Stevenson So, MD, Mississauga, Ontario
?

It is unclear how frequently herpes zoster will
recur in an individual. The literature suggests
that the lifetime incidence of a second episode
of herpes zoster is between 1 and 5% in
immunocompetent patients. Recurrences usu-
ally occur many years after the initial episode. 

A recent report suggested a recurrence rate
at eight years of 6.2%. This percentage was
taken from the largest series studied, which
included 1,669 persons. In this study, recur-
rences were more likely in those with zoster-
associated pain 30 days or more after the initial
episode, immunocompromised individuals,
women, and patients aged 50-years or older at
the index episode.

The authors did acknowledge weaknesses
in their study. Diagnosis of herpes zoster for
both the index and recurrent episodes was
based on clinical data and only 24.8% were
confirmed by laboratory analysis (viral culture
or polymerase chain reaction).

This is important, as in my experience the
most common cause of misdiagnosed recur-
rent herpes zoster is zosteriform herpes sim-
plex, and this underscores the importance of
confirming recurrent episodes of herpes zoster
by laboratory confirmation of the varicella
zoster virus.

Whether treatment is necessary for either
initial episodes or recurrent episodes depends
on the timing of the diagnosis and what is
being accomplished with treatment.

Treatment with oral antiviral agents should
be started within 72 hours of onset of blistering
to be effective. Antiviral treatment is able to
decrease the duration of blistering and the
degree of acute pain but has never been shown
in randomized controlled trials to reduce the
incidence of postherpetic neuralgia. Treatment
with antiviral therapy is most appropriate for
immunocompromised patients and patients
over 50-years-of-age. Nevertheless, if diag-
nosed within 72 hours of the onset of blistering,
I would suggest treating all initial or recurrent
episodes of herpes zoster with an appropriate
course of an antiviral drug, such as famciclovir,
valacyclovir, or acyclovir, as benefits of these
agents likely outweigh any potential side
effects.1

References
1. Yawn BR, Wollan PC, Kurland MJ, et al: Herpes Zoster Recurrences

More Frequent than Previously Reported. Mayo Clin Proc 2011:
86(2):88–93.

Answered by: Dr. Richard Haber
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Treatment for Subacute Thyroiditis

What is the appropriate treatment for subacute thyroiditis?
Submitted by: Marium Tariq, MD, Ridgetown, Ontario?

The most common causes of subacute thy-
roiditis are autoimmune, postpartum, and
painful viral/idiopathic. Treatment of subacute
thyroiditis depends on the symptoms and the
phase of the thyroiditis. If in the hyperthyroid
phase, a β-blocker may be used for the adren-
ergic symptoms (tremor, sweating, palpitations,
anxiety, etc.). If pain is a prominent feature,
NSAIDs/ASA and, in special cases, glucocorti-
coids may be used short-term. In the hypothy-
roid phase, if very symptomatic, short-term
levothyroxine may be used. It is important to

remember that this is often a self-limiting con-
dition and the hyperthyroid phase may last up
to four months and the hypothyroid phase up
to one year, but some cases may develop into
chronic autoimmune thyroiditis (long-term
hypothyroidism), so it is essential that the
patient is re-evaluated periodically, both clini-
cally and with thyroid function tests.

Answered by: Dr. Ally Prebtani
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Treating Chronic Gout

What are the best practices for treatment of chronic gout?

Submitted by: C. Lynde, MD, Markham, Ontario?
Patients who have chronic gout should be
treated with uric acid lowering therapy in order
to prevent long-term complications. Indications
are for those with frequent (usually over two to
three episodes a year) or disabling gouty arthri-
tis, evidence of erosive gouty arthropathy on
imaging, or tophaceous deposits in soft tissues
or cartilage. Other indications for uric acid low-
ering therapy include uric acid nephrolithiasis,
gout with renal insufficiency, and urinary uric
acid excretion over 6.5 mmol/L in young adults.

The cornerstone of treatment for chronic
gout is allopurinol, a xanthine oxidase inhibitor,
which decreases the endogenous production
of uric acid. It is recommended that treatment
begin after the acute episode of gouty arthritis
has resolved (roughly two weeks) at a starting
dose of 100 mg per day, titrated every three to
four weeks to reach a goal of serum uric acid
level less than 360 µmol/L. Side effects of
allopurinol include rash and leukopenia, and it
can lead to Stevens-Johnson syndrome in rare

cases. Dosage also needs to be adjusted in 
the setting of decreased creatinine clearance,
thereby limiting its effectiveness in these pa-
tients. Febuxostat is a new xanthine oxidase
inhibitor that does not need to be dose adjust-
ed for renal dysfunction, and it is a reasonable
alternative for patients who can not take allop-
urinol. During initiation of xanthine oxidase
inhibitors, fluctuations in uric acid levels can
trigger flares of acute gout, and so, it is recom-
mended to use colchicine (0.6 mg q.d.) as a
prophylactic adjunct for three to six months to
prevent a paradoxical increase in flares. 

As part of the management of chronic gout,
it is important to advise lifestyle modifications,
such as weight loss, reducing intake of foods
high in purine content, and limiting intake of
alcohol, particularly beer. 

Answered by:Dr. Michael Starr
Dr. Alexander Tsoukas
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Order Hymenoptera includes the Vespid family,
which in turn includes the yellow jacket, yellow
hornet, and white face hornet. Apids (bumblebees
and honeybees) are also part of the hymenoptera
family. Paper wasps and fire ants are commonly
found in the Southern US and, rarely, in Canada.
These insects can induce a range of reactions in
humans, including local reactions, which are com-
monly related to toxic effects. Large local reactions
represent a delayed immune reaction, whereas
systemic and anaphylactic reactions are mediated
by specific IGE antibodies. One of the most effec-
tive applications of allergen immunotherapy lies in
the treatment of venom allergy. Unlike desensitiza-
tion, which is only temporary, immunotherapy
induces longstanding tolerance, which lasts for
years following discontinuation of therapy. Venom
immunotherapy reduces the risk of a systemic,

potentially life-threatening reaction from about 
60 to 70% down to less than 5%. This achieve-
ment occurs within the first several months of
treatment. Initiation of therapy can take several
forms, ranging from standard dose increments on
a weekly basis, to a rapid rush immunotherapy,
which achieves the target dose within hours to
days. Once the target dose is reached (usually 
100 µg of the specific venom), injections occur
monthly during the first year, and then bimonthly
for the second and third years. For most patients,
a three-year duration is sufficient. For the most
severe anaphylactic patients, and more often for
honeybee allergic patients, therapy may last five
years or more.

Answered by: Dr. Tom Gerstner

? How long does it take to become desensitized to a hymenoptera venom allergy?
Submitted by: Sylvie Gill, MD, Sorel-Tracy, Québec

Desensitization to Hymenoptera Venom

Dx


