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Experts on Call
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Answers to your questions
from our medical experts

Monitoring Thyroid Indices

In a patient with known hypothyroidism, who is on thyroid hormone replacement,
what are the most appropriate monitoring thyroid indices and how often?

Submitted by: William Marcaux, MD, Courtice, Ontario
?

The best test for monitoring adequate 1-thyroxine
replacement in primary hypothyroidism is the TSH.
Free T4 and free T3 are not necessary unless the
cause is central hypothyroidism for which a free T4
is the test of choice. This should be done at least
yearly, or earlier if the patient becomes pregnant,
is on a medication that may interact or change the
protein binding or the metabolism of 1-thyroxine
(e.g., calcium, iron, estrogen, drugs that affect the

P-450 system, including certain antiepileptics,
etc.), experiences significant weight change or ill-
ness, or presents with worsening symptoms of
thyroid disease. Also, a repeat TSH should be
done in six weeks if there has been a dose change
in 1-thyroxine.

Answered by: Dr. Ally Prebtani

Reducing Herpes Simplex Transmission

Genital herpes infections may be caused by her-
pes simplex virus (HSV) type 1 or 2. A number of
strategies can be used to reduce the risk of
transmission of genital herpes infection. This
includes the avoidance of contact with lesions
during times when there is obvious viral shed-
ding (e.g., during the prodromal period of 
recurrent outbreaks and until the lesions have
started to re-epithelialize or crust over). The
consistent use of condoms has also been
shown to reduce the risk of transmission. Daily
suppressive antiviral therapy (with valacyclovir,
famciclovir, or acyclovir) has been shown to
reduce the frequency and severity of recurrent

lesions as well as asymptomatic viral shedding
and therefore transmission. These strategies 
in combination significantly reduce, but do not
eliminate, the risk of transmission of HSV.  

References
1. Public Health Agency of Canada 2008. Genital Herpes Simplex Virus

Infections Chapter. Canadian Guidelines for Sexually Transmitted
Infections: http://www.phac-aspc.gc.ca/std-mts/sti-its/guide-lignesdir-
eng.php. Accessed: May 11, 2012.

2. Wald AM, Langenberg AG, Link K, et al: Effect of Condoms on
Reducing the Transmission of Herpes Simplex Virus Type 2 from Men to
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3. Corey L, Wald A, Patel R, et al: Once-daily Valacyclovir to Reduce the
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Answered by:Dr. Ameeta Singh

Is there any evidence that daily antivirals can prevent the contraction of herpes
simplex? 
Submitted by: Simon Ng, MD, Vancouver, British Columbia

?
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Recommendations for Salt Intake

What are the “new recommendations” for salt intake in hypertension and heart
failure?
Submitted by: Jacquie Hurst, MD, Vancouver, British Columbia

?
The classical teaching is that dietary salt intake
should be reduced in patients with hyperten-
sion and heart failure.  Salt intake is associated
with hypertension and studies have shown that
a high sodium intake increases cardiovascular
deaths.

This clinical dogma was challenged with the
recent publication of a meta-analysis of seven
studies, which assessed the effects of dietary
salt reduction versus no intervention on cardio-
vascular morbidity and mortality.1 These stud-
ies were conducted in both normotensive and
hypertensive populations. The analysis did not
show any cardiovascular benefits from dietary
salt reduction in either hypertensive or nor-
motensive people. Interestingly, salt restriction
increased the risk of all-cause mortality in
patients with heart failure.

The effect of salt restriction on cardio-
vascular events in the population at large is
likely small. There are probably certain sub-
populations who benefit more from salt restric-
tion. Salt-sensitive individuals include those 
of African origin, obese patients, patients

> 50-years-of-age, and those with chronic 
kidney disease and diabetes. Salt-sensitive
individuals have a more significant reduction in
blood pressure with decreased salt intake.

Salt restriction (< 2 g per day) is necessary in
patients with heart failure who have significant
edema, but salt intake can probably be more
liberalized in patients with well compensated
heart failure who are on inhibitors of the renin-
angiotensin-aldosterone system. 

Current CHEP guidelines continue to recom-
mend a daily salt intake of 1.5 g in patients 
with hypertension who are 19- to 50-years-old,
1.3 g in patients who are 51- to 70-years-old
and 1.2 g in those > 70-years-old. The upper
daily limit in all age groups is 2.3 g.2

References
1. Taylor RS, Ashton KE, Moxham T, et al: Reduced Dietary Salt for the

Prevention of Cardiovascular Disease: A Meta-Analysis of Randomized
Controlled Trials (Cochrane Review). Am J of Hypertens 2011; 24(8):
843–853.

2. Canadian Hypertension Education Guidelines 2012: http://www.
hypertension.ca/chep-recommendations. Accessed: May 6, 2012.

Answered by: Dr. Bibiana Cujec
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Tinea Versicolor vs. Vitiligo

How can you tell the difference between tinea versicolor and vitiligo? Is a skin
scraping required to rule out fungus?
Submitted by: Anish Chari, MD, Trochu, Alberta

?
It is usually not difficult to clinically differentiate
between pityriasis versicolor and vitiligo. Pityriasis
versicolor can have two clinical presentations.
One is with light brown macules and patches,
often with an overlying scale. The other presenta-
tion clinically shows hypopigmented macules and
patches. It is with this later presentation that con-
fusion with vitiligo can occur. Pityriasis versicolor 
is hypopigmented, whereas vitiligo is depigment-
ed. If in doubt, examination with a Wood’s light
can easily differentiate hypopigmented versicolor
from depigmented vitiligo. As well, versicolor may

fluoresce a yellowish colour under Wood’s light,
helping to make an immediate diagnosis. The gold
standard for diagnosis remains a fungal skin
scraping. In versicolor, on KOH one would see the
typical short, thick hyphae and spores (likened to
meatballs and spaghetti), whereas in vitiligo the
KOH would be negative. It is important to remem-
ber that it is very difficult to isolate the Malassezia
yeast that causes versicolor on fungal culture, and
the diagnosis is normally confirmed on the KOH
preparation.

Answered by:Dr. Richard Haber
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Calcium Supplementation for Osteoporosis

With regards to calcium supplementation, what is
the cut-off for treatment and what is the indication
for osteoporosis in view of the new information
available? How should we be advising patients?

Submitted by: Maria Yu, MD, Ajax, Ontario

?
An adequate calcium intake in all individuals, and especially in
the elderly, is crucial in mitigating bone loss and development of
osteoporosis. In patients with osteoporosis, long-term data has
shown a reduction in hip and vertebral fracture rates. In post-
menopausal women aged 50-years and older, the recommend-
ed calcium intake (through diet and supplementation) is 1,200
mg per day. Ideally, dietary calcium intake should be optimized
by increasing dairy product consumption, prior to starting sup-
plements (a comprehensive list of recommended foods and
their calcium content can be found at Osteoporosis Canada’s
webpage1).

In patients who are not meeting their daily intake require-
ments, calcium supplements, such as calcium carbonate, can
be added, of which 40% is elemental calcium. Calcium citrate
is a better absorbed supplement in patients on proton pump
inhibitors. Common side effects of these include dyspepsia and
constipation. Other concerns include a possible risk of
nephrolithiasis in those on calcium and vitamin D supplementa-
tion, based on the Women’s Health Initiative study. However, an
increased dietary intake of calcium has not been shown to
increase the incidence of nephrolithiasis. A relationship to
adverse cardiovascular events has been suggested in a limited
meta-analysis; however, there is currently no convincing evi-
dence to prove this correlation. Therefore, as per Osteoporosis
Canada, we recommend calcium intake of 1,200 mg per day
through diet and supplements in all adults aged 50-years and
older, and 1,000 mg per day in those under 50-years-old.

Reference
1. Osteoporosis Canada: How Much Calcium Do We Need?: http://www.osteoporosis.ca/

index.php/ci_id/5535/la_id/1.htm. Accessed: April 29, 2012.

Answered by:Dr. Michael Starr
Dr. Alexander Tsoukas
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Prescribing for Hepatitis B

What is the recommended prescription for patients who are hepatitis B+?
Submitted by: Shirley Torny, MD, Burnaby, British Columbia?

Acute hepatitis B infection doesn’t usually
require treatment, because 95% of adults clear
the virus on their own. Children are much less
likely to clear the infection, with only 5% of
newborns clearing the virus and developing
immunity. This article will focus on the treat-
ment of those patients who do not self-clear
the virus and develop chronic hepatitis B infec-
tion, as defined by the presence of hepatitis B
surface antigen for more than six months. 

Not all patients with chronic hepatitis B
require treatment. The ultimate goal of treat-
ment is to prevent cirrhosis and hepatocellular
carcinoma (HCC). The treatment algorithm is
centred upon HBeAg status. HBeAg+ patients
with normal alanine aminotransferase (ALT)
should not be treated. Patients with ALT > 2x
the upper limit of normal (ULN) for > 3 months
should be treated. In the HBeAg− group, there
is a subset of patients who are “inactive carri-
ers.” These patients have normal ALT and HBV
DNA < 2,000 IU/mL and don’t need treatment.
However, if ALT is > 2x ULN and HBV DNA 
> 20,000 IU/mL, treatment should be initiated.  

The rest of the patients fall in a grey zone. 
In these patients, the viral load (HBV DNA 
> 20,000 IU/mL), patient age (> 40-years-old),
liver biopsy findings (moderate-severe inflam-
mation or fibrosis), and Fibroscan® results are

important factors that help determine if and
when treatment should be initiated.

There are currently seven approved treat-
ment options: standard and pegylated interfer-
on-α, lamivudine, adefovir, entecavir, telbivu-
dine, and tenofovir. Interferon is administered
subcutaneously and taken for a discrete time
period (4 to 12 months), while the others 
are oral medications that need to be taken 
until HBeAg+ to HBeAb+ seroconversion is
achieved or indefinitely in HBeAg− patients.
Entecavir and tenofovir have the lowest resis-
tance rates and, thus, are often the initial drugs
of choice.

The management of chronic hepatitis B is
complex and individualized for each patient,
and it should be supervised by a specialist in
liver or infectious diseases. Not covered in this
article is the nonmedication related manage-
ment of hepatitis B that a specialist can help to
coordinate, including ruling out coinfections,
hepatitis A vaccination, HCC screening, and
monitoring for liver decompensation.1

Reference
1. Lok ASF, McMahon BJ: Chronic Hepatitis B: Update 2009 (AASLD

Practice Guideline). Hepatology 2009; 50(3):1–36.

Answered by:Dr. Robert J. Bailey 
Dr. Carry Ye
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Treating Asymptomatic Bacterial Vaginosis in Pregnancy

How would you treat a patient with bacterial vaginosis who is in the first
trimester of pregnancy? Would the management change later in pregnancy?

Submitted by: Gail Dangoor, MD, Thornhill, Ontario

?
There is no evidence that screening for, and treat-
ment of, asymptomatic bacterial vaginosis (BV)
reduces the risk of preterm birth, and, therefore,
treatment is restricted to those women who have
symptomatic BV.1,2 Treatments for symptomatic
BV include metronidazole 500 mg p.o. b.i.d. or
250 mg p.o. t.i.d. for seven days and clindamycin
300 mg p.o. b.i.d. for seven days. Oral treatment
is effective and has not been associated with
adverse fetal or obstetrical effects. Some clini-
cians avoid the use of metronidazole in the first
trimester, because it crosses the placenta; howev-
er, meta-analysis has not found any relationship
between metronidazole exposure in the first

trimester and birth defects.3,4 The treatment
remains the same throughout pregnancy.
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Answered by: Dr. Victoria Davis
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Update on Calcium, Vitamin D, and Cardiovascular Mortality

Do calcium supplements and/or vitamin D increase cardiovascular mortality? 
If so, should we continue to use them to prevent or treat osteopenia and 
osteoporosis?

Submitted by: Tat Kwan Wong, MD, Downsview, Ontario

?
In the May 2012 issue (Vol. 29, Issue 5) of The
Canadian Journal of Diagnosis, I addressed the
question of the association between calcium
supplements and cardiovascular mortality.
There is some evidence that calcium supple-
ments, especially when taken without vitamin D,
may increase the risk of myocardial infarction. 

Two studies from large prospective cohorts
were recently published in the June 2012 issue
of Heart, raising fresh concerns about calcium
supplementation and the risk of adverse out-
comes. One study of 1,206 patients with coro-
nary artery disease looked at serum calcium
levels and found that higher calcium levels
were associated with greater all-cause mortali-
ty, though they were not predictive for myocar-
dial infarction once adjusted for confounding
factors.1

In another German study, almost 24,000
people without heart disease between the 
ages of 35 and 64 years were followed for an
average of 11 years.2 Participants completed
dietary questionnaires as well as interviews. Of
those participating in the study, 4% took calci-
um supplements either alone or in combination

with other minerals/vitamins. This study found
that users of calcium supplements alone had
twice the risk of myocardial infarction com-
pared to those people who did not take any
supplements at all. There was no association
between calcium supplements and stroke or
cardiovascular mortality.

Although there are significant limitations to
these studies, they raise concerns about the
indiscriminate use of calcium supplements. 
As much as possible, dietary sources of calci-
um should be used to achieve a daily intake 
of 1,000 to 1,200 mg. Calcium supplements 
likely result in acute spikes in serum levels of 
calcium and promote vascular calcification and 
atherosclerosis.

References
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Answered by: Dr. Bibiana Cujec
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Diagnosis and Treatment of Central Pain Syndrome

How do you diagnose and treat central poststroke pain syndrome? What are the
signs, pathophysiology, and treatments?
Submitted by: Paul Stephan, MD, Thornhill, Ontario

?
Central pain syndrome occurs due to involve-
ment of pain processing areas in CNS pathology,
and it may be seen in patients with stroke, multi-
ple sclerosis, brain tumours, CNS trauma, or
Parkinson’s disease. Pain may be generalized or
restricted to one side of the body. The nature of
the pain in this syndrome differs widely among
various individuals due to a large diversity of
causes, and it may depend upon the underlying
cause. Pain is usually constant, moderate in
severity, with sensitivity to touch, movement,
emotions, and temperature changes. In particu-
lar, the pain may become worse with exposure to
cold temperatures. Patients may report burning,
pins and needles, pressing, lacerating, or aching
with brief episodes of sharp pain. There may be
numbness in the areas affected by pain, and

distant parts of the body, such as the feet or
hands, may be more involved. Pain may begin
shortly after the CNS insult; however, onset of
pain may be delayed, especially in cases of post-
stroke pain syndrome. 

NSAIDS may not provide complete relief, and
tricyclic antidepressants, such as nortriptyline, 
or anticonvulsants, such as gabapentin, may 
be partially effective. Some patients may devel-
op disabling chronic pain without significant
improvement.1

Reference
1. Klit H, Finnerup NB, Jensen TS: Central Post-stroke Pain: Clinical
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2009; 8(9):857–868.

Answered by: Dr. Abdul Qayyum Rana
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