
Copyrig
ht©

Not for 
Sale or 

Comme
rcial Dis

tribution

Unauth
orised u

se proh
ibited. A

uthorise
d users

 can do
wnload

, 

display,
 view an

d print a
 single c

opy for 
persona

l use

Experts on Call

The Canadian Journal of Diagnosis / December 201218

Answers to your questions
from our medical experts

Best of 2012

Indications for Iron Injections

When are iron injections indicated? Are there strategies to decrease discomfort
and optimize beneficial effects?
Submitted by: Jana Holden, MD, Leduc, Nova Scotia

?
The management of iron deficiency anemia
should be twofold: to determine the underlying
cause of the condition and to prescribe iron
supplementation. Oral iron is the preferred 
initial route of supplementation. Intramuscular
(IM) iron injections have been used; however,
we would discourage their use for several rea-
sons. IM iron can be painful, can potentially
leave permanent skin discolouration, and is not
more effective or safe than intravenous iron.

Further, there has been an association with
gluteal sarcomas. In the 2010 American
Society of Hematology Education Program,
Auerbach et al, recommended that “the use of
IM injections should be abandoned.”1

Reference
1. Auerbach M, Ballard H: Clinical Use of Intravenous Iron:

Administration, Efficacy, and Safety. Hematology Am Soc Hematol
Educ Program 2010; 338–347.

Answered by:Dr. Cyrus Hsia
Dr. Leonard Minuk

Topiramate is approved for the treatment of
epilepsy in children and adults, as well as for the
prevention of migraine in adults. There is evi-
dence to suggest that topiramate possesses
antibingeing effects, and it is associated with
anorexia and weight loss in a wide range of con-
ditions. Placebo controlled data suggests that
topiramate may be effective in the treatment of

obesity with or without binge eating. McElroy et
al, suggest the use of topiramate to control psy-
chotropic-associated weight gain.1

References
1. McElroy SL, Guerdjikova A, Keck Jr PE, et al: Antiepileptic Drugs in

Obesity, Psychotropic-induced Weight Gain, and Eating Disorders. In:
McElroy SL, Keck Jr PE, Post RM (eds.): Antiepileptic Drugs to Treat
Psychiatric Disorders. Informa Healthcare, New York, 2008, 283–309.

Answered by: Dr. Hany Bissada

Topiramate for Weight Control

Are there any studies regarding the use of topiramate to facilitate weight control
in patients taking psychotropic medications/antidepressants?
Submitted by: Francine Pagé, MD, Ottawa, Ontario

?
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Treatment Options for Thrombosed External Hemorrhoids

Can you recommend practical non-surgical options for acutely thrombosed
external hemorrhoids?

Submitted by: P. Balcar, MD, New Westminster, British Columbia

?
Hemorrhoids result from dilation of the submu-
cosal vascular tissue in the distal anal canal.
Normally, these fibrovascular cushions con-
tribute to resting anal pressure and fecal conti-
nence. When one of these cushions becomes
abnormally large and produces symptoms, we
call it a hemorrhoid. Although the etiology
remains unclear, it is likely that straining with
defecation contributes to their development. 
External hemorrhoids, those located below

the dentate line, are prone to thrombosis, an
acutely painful condition. The diagnosis is con-
firmed with physical exam. If left untreated, the
pain usually resolves in 48 to 72 hours. If the
patient presents with intolerable pain within 24
hours of symptom onset, the clot should be
removed under local anaesthesia with the skin
edges left to heal by secondary intention.
Those presenting after 24 hours should be
treated conservatively, since the pain of surgery
in addition to the thrombosis is worse than the
initial pain. These patients can be given topical
0.3% nifedipine cream (with or without lido-
caine cream), which relieves pain through anti-
inflammatory and smooth muscle relaxing
properties. 

This can be combined with oral analgesics
and sitz baths. All patients with hemorrhoids
should be treated with dietary changes aimed
at increasing stool bulk. In addition to
increased fluid intake, a meta-analysis review-
ing 378 patients found that those who received
fibre laxatives displayed reduced hemorrhoid
symptoms compared to those who received
nonfibre laxatives.1 Practically speaking, sugar-
free Metamucil, which contains psyllium fibre,
is a good choice; start at 1 tbsp daily taken in
yogurt. This can be increased to reach the
desired effect of a daily, soft-formed bowel
movement. Please note that there is no evi-
dence for nonprescription topical preparations
containing steroids, anaesthetics, astringents,
or antiseptics.2

References
1. Alonso-Coello P, Guyatt G, Heels-Ansdell D, et al: Laxatives for the

Treatment of Hemorrhoids. Cochrane Database Syst Rev. 2005; (4):n.p.
2. Mounsey AL, Halladay J, Sadiq TS: Hemorrhoids. Am Fam Physician

2011; 84(2):204–210.

Answered by: Dr. Robert Bailey and
Dr. Mike McCall
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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 an 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



The Canadian Journal of Diagnosis / December 201222

Experts on Call

Diagnosing Pulmonary Embolism

What is the best test for diagnosing a pulmonary embolism?
Submitted by: Christopher Lebos, MD, Montréal, Québec?
Depending on institutional experience, a CT
pulmonary angiogram or a ventilation perfusion
lung scan is the best test to diagnose pul-
monary embolism. CT pulmonary angiography
has a sensitivity of approximately 85% for
detection of pulmonary embolism and a speci-
ficity of approximately 95%. Ventilation perfu-
sion lung scan has similar diagnostic accuracy.
The advantage of CT pulmonary angiography is
that it may detect another cause of the patient’s
chest pain or dyspnea — for example, aortic
dissection or consolidation. The disadvantage
is that contrast dye is required, and this may
cause acute kidney injury in patients with
underlying renal dysfunction. Contrast should
be avoided in patients with severely reduced
renal function (GFR < 30 ml/m2) or contrast
allergy. 
These radiological tests should be com-

bined with the clinical probability of pulmonary
embolism based on the modified Wells criteria.
The scores for the criteria in Table 1 should be
added. Pulmonary embolism is likely if the
summed score is > 4 and unlikely if ≤ 4. 
If pulmonary embolism is unlikely based 

on this score, serum D-dimer should be 
performed. If the D-dimer is negative, this

effectively excludes the diagnosis of pulmonary
embolism. A CT pulmonary angiogram should
be performed in patients with likely pulmonary
embolism or unlikely pulmonary embolism with
positive D-dimer. A negative CT pulmonary
angiogram excludes the diagnosis of pul-
monary embolism, and a positive CT pul-
monary angiogram confirms the diagnosis in
this setting. In general, I reserve ventilation per-
fusion lung scans for patients who have con-
traindications to CT pulmonary angiography.

Answered by: Dr. Bibiana Cujec

Table 1

Modified Wells Criteria
Criteria Points

Symptoms of DVT 3

No Alternative Diagnosis that 3

Better Explains the Symptoms

Pulse > 100 1.5

Immobilization (> 3 Days) or 1.5

Surgery in Previous 4 Weeks

Prior History of Pulmonary 1.5

Embolism or DVT

Hemoptysis 1

Malignancy 1
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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 the benefits of
these agents likely outweigh any potential side
effects.1

Reference
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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New Mammogram Guidelines

How are we supposed to advise our patients on mammograms in view of the 2011
guidelines?

Submitted by: Sybil M. Henteleff, MD, North Delta, British Columbia

?
The new recommendations presented in 2011
are the result of an extensive review of evi-
dence-based literature. The recommendations
are for women at average risk for breast cancer,
which is defined as no previous breast cancer,
no history of breast cancer in a first-degree 
relative, and no know mutations in the
BRCA1/BRCA2 genes or previous exposure 
of the chest wall to radiation. These women 
do not require routine screening until they are
50-years-old, and then they should be screened
every two to three years until 74-years-old.1

There is good evidence that screening does
not reduce the occurrence of advanced can-
cers. The rate of malignant tumours greater
than 20 mm was unaffected by screening, and,
as there is a linear correlation between the size
of the tumour and the risk of metastasis, this
result is evidence against the positive effects of
screening.2

Screening results in the overdiagnosis of
breast cancer, as it often identifies tumours that
would have regressed on their own, without
treatment.2 Overdiagnosis of breast cancer in
countries with organized screening programs is
approximately 50%; therefore, reduced screen-
ing can actually reduce the total number of
breast cancer diagnsoses by eliminating the
diagnosis of those tumours that would have
regressed spontaneously.3

References
1. Tonelli M, Gorber SC, Joffres M, et al: The Canadian Task Force on

Preventive Health Care. Recommendations on Screening for Breast
Cancer in Average-risk Women Aged 40–74 Years. CMAJ 2011;
183(17):1991–2001.

2. Jorgensen KJ, Keen JD, Gotzsche PC, et al: Is Mammographic Screening
Justifiable Considering Its Substantial Overdiagnosis Rate and Minor
Effect on Mortality?. Radiology 2011; 260(3):621–627.

3. Jorgensen KJ, Gotzsche PC: Overdiagnosis in Publically Organised
Mammography Screening Programs: Systematic Review of Incidence
Trends. BMJ 2009; 339: b2587.

Answered by: Dr. Victoria Davis
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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 a 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; it is, therefore, rec-
ommended that patients 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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Sugar Alcohols and Diabetics

Are sorbitol/xylitol entirely innocuous in diabetics?
Submitted by: Jean-Pierre Leung, MD, Calgary, Alberta?
Sorbitol and xylitol are sugar alcohols, also
known as polyols. Other sugar alcohols are lac-
titol, maltitol, mannitol, and isomalt. Sugar alco-
hols do not significantly raise glucose levels.
However, there is no evidence that long-term

use is safe, and there may be potential side
effects. High doses are associated with gas,
bloating, and diarrhea.

Answered by: Dr. Vincent Woo

Wheezes and Rhinosinusitis

Can wheezes heard in the chest be a sign of rhinosinusitis?

Submitted by: Saida Marrat, MD, Toronto, Ontario?
New Canadian Clinical Practice Guidelines
were published in 2011 for acute rhinosinusitis
(ARS) and chronic rhinosinusitis (CRS).1 The
etiology of ARS usually relates to infection of
the nasal and sinus mucosa; whereas, the eti-
ology of CRS is a more complex inflammatory
process in which bacterial infection may play a
contributing role. Typical symptoms of this
common condition include facial pain and full-
ness, nasal obstruction, nasal discharge, and
abnormal sense of smell, with or without asso-
ciated headache, halitosis, dental pain, cough,
and ear pain. Wheeze is not usually a sign
associated with ARS or CRS; its presence
requires further explanation. For example, an
acute viral respiratory tract infection can 

cause both ARS and acute bronchiolitis (with
wheeze); allergy may be the mechanism
responsible for mucosal inflammation in CRS,
and it can be associated with asthma (with
wheeze). In fact, up to 40% of patients with
CRS have asthma.1 Therefore, wheezes heard
in the setting of ARS or CRS should prompt
consideration of an associated condition or
provide insight into the etiology of the upper
airway mucosal inflammation.

Reference
1. Desrosiers M, Evans G, Keith PK, et al: Canadian Clinical Practice

Guidelines for Acute and Chronic Rhinosinusitis. Allergy Asthma Clin
Immunol 2011; 7(1):2.

Answered by: Dr. Paul Hernandez
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Montelukast for Severely Allergic Patients

Would montelukast be of benefit in the treatment of a severely allergic patient?

Submitted by: M. Kriger, MD, Toronto, Ontario?
Montelukast is a leukotriene receptor antago-
nist that was developed for use as an anti-
inflammatory controller agent in the treatment
of asthma. The most established evidence for
montelukast is its ability to act as a steroid
sparing agent in moderate and severe asthma,
as it is used as an “add-on therapy” in asth-
matics currently using moderate doses of
inhaled corticosteroids. Studies show compa-
rable efficacy of adding montelukast compared
with increasing inhaled corticosteroids in order
to maintain asthma control. However, when
compared head-to-head, leukotriene receptor
antagonists tend to underperform in compari-
son to the long-acting β-agonists in this set-
ting, particularly with regards to lung function
end points. Advantages include lack of devel-
opment of tolerance, which can be seen with

the long-acting β-agonists, and its ease of use
(oral). More recently, montelukast has shown
efficacy in allergic rhinitis comparable to sec-
ond-generation antihistamines. However, in
Canada there is not a specific indication at this
point for allergic rhinitis. It also has a unique
benefit in patients with severe asthma related
to nasal polyposis and sinusitis (Samter’s triad).
This condition is known to be associated with
excessive activity of the leukotriene pathway,
leading to airway inflammation. Importantly,
recent studies have shown its efficacy in viral-
associated asthmatics, especially in young
children. There are limited studies on its use in
atopic dermatitis and chronic urticaria.

Answered by:Dr. Tom Gerstner

The most established evidence for montelukast is
its ability to act as a steroid sparing agent in

moderate and severe asthma, as it is used as an
“add-on therapy” in asthmatics currently using 
moderate doses of inhaled corticosteroids.

Dx


