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CONSULTANT’S CORNER
Practical Answers To Your Everyday Questions
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Investigating Failure to Thrive

1. Failure to thrive (FTT) is defined as having a weight below the sec-
ond percentile for age and sex or having a weight trajectory that
crosses two or more major percentile lines over time. The single
most important tool for evaluating FTT is plotting the child’s height
and weight on standardized growth charts over time. Often, the
patterns of weight and/or height loss will give important clues
about the etiology of the problem. For instance, those who are pro-
portional for height and weight and who grow along a normal tra-
jectory, even though it may be below the second percentile, are not
actually failing to thrive and do not require any investigation. In
most cases, a thorough history and physical examination will usu-
ally reveal the source of the problem. The history should focus on
past medical history, family history, a careful diet and feeding analy-
sis, the child’s behaviour, and psychosocial factors in the family. A
full physical examination should also be performed. It is especially
important to watch a feeding session between the parent and child.
Laboratory evaluation should be directed by findings on the histo-
ry and physical examination. Basic screening lab tests, such as a
CBC and urinalysis, blood urea nitrogen, creatinine, electrolytes,
and lead testing, form a good screen. If the problem is severe, then
liver enzymes, albumin, total serum protein, calcium, and phos-
phate can also form part of the screen. Finally, an upper GI study
with a small bowel follow-through and a feeding and swallowing
assessment may be helpful to rule out biological causes of FTT.

Answered by:
Dr. Krista Helleman

How should one
investigate failure
to thrive in an
infant who has 
otherwise had 
normal milestones?

Question submitted by: 
Dr. David D'Souza
Toronto, Ontario
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Particle Repositioning Therapy for BPPV Patients

2.

The diagnosis of benign paroxysmal positional vertigo (BPPV) is typically made by observing
nystagmus patterns following the Dix-Hallpike positioning manoeuvre, whereby patients start
sitting and are lowered to a supine position with the head extended and turned 45° to the right
or left side. The canal repositioning manoeuvre is designed to move otoconial particles from
the semicircular canals back into the vestibule. The repositioning manoeuvre for treatment of
BPPV affecting the right posterior semicircular canal can be summarized as follows: 

1. The patient begins in a sitting posture with the legs fully extended and the head rotated 45°
towards the right side. The patient’s head is turned to the right at the beginning of the
Canalith repositioning manoeuvre. 

2. The patient is brought into the supine position with the head extended below the level of
the table (i.e., the Dix-Hallpike position). The debris falls toward the common crus as the
head is moved backward. The patient remains in this position for approximately one to two
minutes.

3. The head is rotated approximately 90° to the left while keeping the neck extended with the
head below the level of the table. Debris enters the common crus as the head is turned
toward the contralateral side. The patient remains in this position for approximately one to
two minutes.

4. The patient’s head is further rotated to the left by 90°, rolling onto the left side until the
patient’s head faces down and the debris begins to enter the vestibule. 

5. The patient is brought back to the upright position, and the head is not turned until the
patient is upright so that debris stays in the vestibule.

The entire procedure may be repeated two more times, for a total of three times. The patient
should be cautioned about bending over, moving the head up and down, or tilting the head to
either side during the rest of the day. A soft collar is advised, and it should be removed prior
to bedtime. Horizontal movement of the head should be performed to prevent stiffness of the
neck muscles. Patients may experience a recurrence of their symptoms and require repetition
of this manoeuvre for several weeks. Vestibular rehabilitation is an effective intervention for
persons with peripheral vestibular disorders. Obviously, for patients with vertigo of other eti-
ologies (e.g., Ménière disease, acoustic neuroma, etc.), repositioning manoeuvres are not indi-
cated.

Answered by:
Dr. Ted Tewfik

Please review the proper technique for particle repositioning therapy for
BPPV — also, how often should it be done in symptomatic patients? Is it 
useful for other causes of vertigo?

Question submitted by: Dr. Fawzi Mankal, Ottawa, Ontario
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Work-up for Abnormal Left Ventricular Function

3. Patients with abnormal left ventricular (LV) function may have no symp-
toms, especially in the early stages. Risk factors for this condition
include diabetes mellitus, hypertension, and coronary artery disease.
Since patients with asymptomatic LV dysfunction are at an increased
risk of developing progressive LV dilatation and symptomatic heart fail-
ure, it is important to attempt to define the etiology of this condition and
consider empiric therapy early on. Neurohormonal blockade, in the
form of ACE inhibitors and β-blockers, has been shown to reverse
remodelling and reduce adverse clinical outcomes in patients with
asymptomatic LV dysfunction.1

Since almost all patients with significant LV dysfunction will have some
degree of abnormality on their ECGs, this is a good starting point. The
ECG can suggest conditions, such as ischemic heart disease (e.g., Q
waves, T wave inversions, and ST changes), hypertrophic disease from
hypertension (e.g., LVH criteria), idiopathic dilated cardiomyopathy (e.g.,
left bundle branch block), or infiltrative disease, such as amyloid (e.g.,
low limb lead voltage).

The Echo remains the single most cost-effective diagnostic test to per-
form in patients with new-onset cardiomyopathy.2 The Echo can help
to differentiate between a primary global myopathic process, valvular
heart disease, ischemic heart disease, congenital heart defects, isolat-
ed right heart failure related to pulmonary hypertension, infiltrative heart
diseases, and pericardial disease. Looking for underlying ischemia as
the etiology should be considered in all patients with new-onset car-
diomyopathy, particularly if the ECG is suggestive and regional wall
motion abnormalities are noted on Echo.

To further define the etiology and identify significant comorbidities, rou-
tine laboratory investigations should include urinalysis, CBC, elec-
trolytes, thyroid stimulating hormone level, and serum albumin, as well
as serum iron and ferritin level, particularly in patients with clinical fea-
tures or a family history of hemochromatosis. Routine MRI, endomy-
ocardial biopsy, and viral screening are not recommended in patients
with new-onset cardiomyopathy.

References
1. Moukarbel GV, Solomon SD: Treatment of Asymptomatic Left Ventricular Dysfunction. Curr Ther

Options Cardiovasc Med 2008; 10(6):476–485.
2. Shashankdesai S, Loh E: New-onset Dilated Cardiomyopathy: A Cost-effective Work-up. ACC

Current Journal Review 2001; 10(1):57–60.

Answered by:
Dr. Theodore K. Fenske

What is the 
recommended
work-up for an
asymptomatic
young man who is
incidentally found
to have reduced
left ventricular
function?

Question submitted by: 
Anonymous
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Treatment for Dissociative State

4.
The two methods of treating dissociative disorder are pharmacologic and psychological interven-
tion. If we think about dissociative states as an imbalance of normal neurotransmitters, especially
serotonin, norepinephrine, glutamate, γ-aminobutyric acid, and dopamine, then we may be able to
target pharmacological interventions. As the patient experiences a neurological blockade, sec-
ondary to the traumatic event, we clinically observe that there are often changes in the patient’s abil-
ity to derive pleasure or develop trust. As this is linked to dopamine (in its simplest form), as are the
flashbacks, we would then expect the atypical antipsychotics to have the highest degree of bene-
fit. Indeed, the atypical antipsychotics, such as aripiprazole, olanzapine, quetiapine, and ziprasi-
done, are the most accepted modalities of pharmacological intervention for dissociative disorders.
In my clinical experience, the doses that are utilized are often quite low, especially to start, and they
touch the receptor without causing snowing of the patient. This also allows the patient to partici-
pate in concurrent psychological interventions. From a receptor perspective, medications that act
on cognition receptors as well as the D3 receptor (anxiety, agitation) and have blockade of the 
5-HT1C receptor produce a good platform. Quetiapine also has the added benefit of being struc-
turally related to methadone, which may assist in regulation of the pleasure reward system. Given
this change in the pleasure-reward system and the potential impacts of the opioid receptors, nalox-
one has been tried at a dose of 0.4 mg but without benefit.1 Anticonvulsants, such as levetiracetam
and lamotrigine may be considered. Antidepressants of the SNRI class, such as duloxetine and ven-
lafaxine, may be efficacious to control the anxiety and mood component of the dissociation.
Clinically, I would caution the use of tightly binding 5-HT2A SSRI agents, as they may cause a cor-
responding dopamine reduction, possibly aggravating anhedonia in the patient.

From a psychological lens, patients may be taught, and benefit from, abstaining from their triggers.
Coping skills will help the patient transition across periods of stress. Self-preservation strategies will
help the patient and, as such, prevent triggering and help him or her work through events that cause
anxiety in the earliest states. In circumstances where a trigger can not be avoided, providing cop-
ing strategies to work through the acute situation is of great assistance to the patient. This prevents
the patient from embedding and causing additional harm and trauma. Crisis planning and self-
awareness using motivational interviewing, meditation, and mindfulness techniques help track emo-
tional reactions and mood changes to serve as a distant early warning system for the patient and
family/caregivers before an event occurs. Hypnosis and self-hypnosis have also been employed to
build self-awareness. Interpersonal therapy and cognitive behavioural therapy have demonstrated
efficacy, especially when combined with pharmacological interventions.2

References
1. Kennerley H: Cognitive Therapy of Dissociative Symptoms Associated with Trauma. British Journal of Clinical Psychology 1996; 35(3):325–340.
2. Philipsen A, Schmahl C, Lieb K: Naloxone in the Treatment of Acute Dissociative States in Female Patients with Borderline Personality Disorder.

Pharmacopsychiatry 2004; 37(5):196–199.

Resources
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Adult Survivors of Childhood Sexual Abuse. Psychoanalytic Dialogues 1992; 2(1):5–36.
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Answered by:
Professor Joel Lamoure

How do you treat dissociative state?

Question submitted by: Dr. V.A. Sorrento, Woodbridge, Ontario
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Effectiveness of the Monospot Test

5. Although it is a very simple test, the “monospot” and its various
derivatives (technically particle agglutination tests for heterophile
antibodies) remain remarkably sensitive and specific, especially
after the first week or two of illness and in older children and
adults. Monospot tests that turn positive only in the second week
or so of illness may be associated with a longer convalescence.
For those with an illness resembling mononucleosis with either a
persistently negative heterophile antibody test or just younger age,
it may be warranted to do specific Epstein-Barr virus (EBV) serol-
ogy, which tends to be somewhat more sensitive and specific. This
consists of some combination of antibodies to viral-capsid antigen
(VCA), Epstein-Barr nuclear antigen (EBNA), and early antigen (EA).
The presence of VCA IgG indicates infection in the past. VCA IgM
positivity suggests infection during recent weeks or months, and
false positives are relatively rare. EBNA only appears three to four
weeks after infection, so VCA IgG or IgM positivity with absence of
EBNA antibodies suggests quite recent infection. The subsequent
appearance of EBNA antibodies is confirmatory. EA antibodies do
not add much further clinical information, although the EA anti-
body subtypes are more often present and of higher titre in more
severe or protracted cases. Due to the difficulties of differentiating
EBV infection from other possible etiologies, much effort has been
put into looking at the evolution of titres of these various antibod-
ies over time. Unfortunately, variants in these patterns are so com-
mon that it is impossible to draw conclusions about a particular
individual’s clinical course or prognosis based on titres. Indeed, in
some patients, the prolonged clinical evolution and persistence of
symptoms (especially fatigue) seems quite unrelated to any known
lab findings. Some of these cases are indistinguishable from
chronic fatigue syndrome, in general.

Answered by:
Dr. Michael Libman

How important 
are monospot/EBV
testing and
changes in titre 
in making the 
diagnosis of
mononucleosis
and in assisting in
the prognosis of
recovery?

Question submitted by: 
Dr. Ben Syposz
Ottawa, Ontario
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Clinical Concern When an X-ray Reports Tortuous Aorta

6. The aorta becomes more tortuous with age, and this process is
accelerated in the setting of hypertension and dyslipidemia.
Calcification from atherosclerosis in the wall of the aorta makes it
more visible on chest or abdominal radiography. Tortuosity and
aortic aneurysms often coexist, and, if there is concern regarding a
possible aneurysm, further imaging may be necessary. 

CT scanning and magnetic resonance (MR) angiography are the
preferred modalities to define the thoracic aortic anatomy, and
both accurately detect and measure the size of aortic aneurysms.
The abdominal aorta is best imaged with US, which is less expen-
sive than MR angiography and does not involve the use of ionizing
radiation like CT.  

The largest and most definitive controlled trial on screening for
abdominal aortic aneurysms is from the Multicentre Aneurysm
Screening Study (MASS) group, in which a population-based sam-
ple of 67,800 men (aged 65- to 74-years) were randomized to
screening or a control group.1 Those with aneurysms were followed
up with serial USs for a mean of four years, and surgery was con-
sidered when the diameter reached ≥ 5.5 cm.1 There were 65
aneurysm-related deaths in the screening group versus 113 in the
control group, yielding an estimated risk reduction of 42%.1

In a recent consensus statement, screening was recommended for
all men 60- to 85-years-of-age, all women 60- to 85-years-of-age
with CV risk factors, and both men and women > 50 years of age
with a family history of abdominal aortic aneurysm.2

References  
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Effect of Abdominal Aortic Aneurysm Screening on Mortality in Men: A Randomised Controlled
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Answered by:
Dr. Brett Heilbron

What is the clinical
concern when an 
x-ray reports 
tortuous aorta?

Question submitted by: 
Dr. Daniel Dodek 
Vancouver, British Columbia
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Discontinuing Statins in a Patient with Ischemic Heart Disease

7. The answer can be broken down into two categories: side effects
and futility.

The most common side effect for which statins are discontinued is
the development of myopathies (a broad term covering disease of
the muscles), which can be subdivided into myalgias, myositis, and
rhabdomyolysis. Most of us develop nonspecific muscle soreness
from time to time, so it is difficult to tell if this could be secondary
to the statin. If the symptoms do not appear to be self-limiting, a
temporary drug holiday followed by a rechallenge when symptoms
resolve will help sort this out. Myositis is more severe and the mus-
cles feel painful and are often tender. This is frequently, but not
always, accompanied by creatine kinase (CK) elevations. CK eleva-
tions are nonspecific and may be quite variable. If the elevation per-
sists or becomes greater than 10 times the upper limit of normal,
the statin should be discontinued. Rhabdomyolysis is much more
severe with clear evidence of muscle necrosis. This most frequent-
ly occurs in the presence of drug-to-drug interactions, resulting in
an abnormally high  statin. If this is not the case, or if the etiology
of the drug-to-drug interaction is not clear, statins should not be
rechallenged.

The other major reason for discontinuing statins when they are oth-
erwise clearly indicated is when such a treatment becomes futile.
This occurs when another disease process is discovered that is
expected to significantly shorten the patient’s lifespan such that the
cause of death will not likely be cardiac in the short-term.

Answered by:
Dr. Wayne Warnica

When should 
one consider 
discontinuing
statins in a
patient who has
had them
prescribed for
documented
ischemic heart 
disease? 

Question submitted by: 
Dr. Carey Isaac
Winnipeg, Manitoba



Significance of Abnormal B12 Level in the Blood

8. In general, if one has not taken vitamin supplements, an abnormal
or elevated vitamin B12 level in an otherwise healthy patient with 
no abnormalities on the CBC is of no clinical significance.

Recently, serum vitamin B12 levels have been studied to determine
adverse outcomes in various predictive models in inpatient popula-
tions. It may be an independent predictor of morbidity and mortal-
ity in elderly hospitalized patients and critically ill inpatients. The
underlying pathophysiology for adverse outcomes, if any, has yet to
be elucidated. Also, an elevated vitamin B12 level may be present in
patients with myeloproliferative neoplasms (previously called
myeloproliferative disorders), such as polycythemia vera. 

Previous diagnostic criteria for polycythemia vera included an ele-
vated vitamin B12 level. It was presumed that an increase in myeloid
lineage cells led to an increase in transcobalamin I and III. Vitamin
B12 is bound to transcobalamins I, II, and III. Only vitamin B12
bound to transcobalamin II is physiologically important for cellular
function, and this represents a small amount, about 25%, of the
total vitamin B12. However, it is important to recall that these
patients will present with other abnormalities on history, physical
(e.g., bath pruritus, splenomegaly), and laboratory tests (e.g., ele-
vated hemoglobin, hematocrit, neutrophil, or platelets).

Answered by:
Dr. Cyrus Hsia and
Dr. Kang Howson-Jan

If one has not
taken vitamin 
supplements, 
what is the 
significance of 
an abnormal 
B12 level in the
blood?

Question submitted by: 
Dr. Constantine Vitou
Town of Mount Royal,
Québec
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Best Iron Replacement Product for Iron Deficiency

9. There are numerous oral iron preparations available for the manage-
ment of patients with iron deficiency. Ferrous iron salts have been used
extensively and are soluble in the duodenum and jejunum, the main
intestinal sites of iron absorption. The common ferrous iron salts are fer-
rous gluconate, ferrous sulfate, and ferrous fumarate. Although elemen-
tal iron varies depending on the manufacturer, typically, ferrous glu-
conate, ferrous sulfate, and ferrous fumarate contain approximately 30
to 36 mg, 60 to 66 mg, and 90 to 100 mg of elemental iron, respective-
ly. Furthermore, the amount of elemental iron in each preparation is usu-
ally proportional to the degree and amount of side effects experienced.
Hence, ferrous gluconate may be the most tolerable and have the least
side effects. There is little difference in the relative absorption of these
preparations.

Other oral iron supplements include polysaccharide iron complex-
es consisting of ferric iron complexed to hydrolyzed starch that
usually contains 150 mg of elemental iron in a 150 mg tablet. The
relative absorption and tolerability of this formulation compared to
ferrous iron salts has not been definitely assessed. Oral heme iron
products are also available and are believed to be better absorbed
and tolerated than iron salts. Unfortunately, the data comparing oral
heme iron to other iron supplements is also limited, and the cost is
significantly higher.

The best iron replacement product would be the one that offers the
patient the highest amount of elemental iron in the fewest tablets
with the least side effects and at the cheapest cost. However, there
is no one product that does this for all patients. Each patient must
try different ones to see which is the best option for him or her.  

Also note that oral, inorganic iron supplements are best taken on an
empty stomach or with ascorbic acid (vitamin C). Thus, taking iron
supplements with a glass of orange juice will help. The amount of
ascorbic acid or orange juice that will help has not been quantified.

Resource
1. Hsia C, Howson-Jan K: Oral Iron Preparations. CJ CME 2013; 25(5):22

Answered by:
Dr. Cyrus Hsia and
Dr. Kang Howson-Jan

What is the best
iron replacement
product for iron
deficiency?

Question submitted by: 
Dr. C. Lynde
Markham, Ontario
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Any Evidence for Dietary Supplements in Autistic Children?

10. Autism is a neurodevelopmental disorder characterized by qualita-
tive impairment in social interaction and communication and the
presence of restricted and repetitive behaviour. In spite of many
anecdotal reports suggesting the efficacy of omega-3 fatty acids,
vitamins, and minerals in the treatment of children with autism,
there is a lack of accurate, unbiased, and evidence-based informa-
tion to justify their use as a treatment for autism.1,2 Most of the
studies have, so far, involved only a small sample size, and some of
the studies were not controlled or had methodological flaws. Subtle
benefits to the child may be seen if dietary supplements are cou-
pled with intensive behavioural and/or educational intervention,
and such benefits may not be attributable to dietary supplements,
per se. A Cochrane systemic review of two randomized, controlled
trials (n = 37) of omega-3 fatty acid supplementation compared to
placebo in children with autism spectrum disorders showed that
there was no evidence that omega-3 fatty acid supplements had an
effect on social interaction, communication, or hyperactivity.1

In summary, there is insufficient evidence at present to support
dietary supplementation as an effective treatment for children with
autism. It is hoped that future well-designed, large-scale, random-
ized, double-blind, placebo-controlled studies will provide more
information in this area.

References
1. James S, Montgomery P, Williams K: Omega-3 Fatty Acids Supplementation for Autistic Spectrum

Disorders (ASD). Cochrane Database Syst Rev 2011; 9(11):CD007992.
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Answered by:
Dr. Alexander K.C. Leung

What is the 
medical evidence
to support dietary
supplementation
for children with
autism?

Question submitted by: 
Dr. Marian Berry
Nelson, British Columbia
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Starting Oral Prednisone on an Asthmatic Patient

11. Oral corticosteroids, such as prednisone, are one of the next steps
in patients with asthma who are out of control while using high-
dose, inhaled corticosteroid with a long-acting β2 agonist. In an
acute situation, there would be no question that this is an appro-
priate next step, and prednisone is usually given for 7 to 10 days
and then stopped without a taper. 

If this is a patient who is chronically out of control, prednisone
might also be considered, but the reason for poor control would
need to be evaluated. The most common cause for poor control in
such a patient is failure to take the inhaled medication. This occurs
much more commonly than is appreciated. Using electronic phar-
macy records or speaking with a pharmacist will often reveal that
the supply of inhaled corticosteroid/β2 agonist inhalers has been
substantially lower than expected.

If the patient has been filling prescriptions and is responding poor-
ly, this could be, and often is, due to inadequate inhaler technique.
While the difficulty in using metered dose inhalers is widely recog-
nized, it is frequently not appreciated that proper technique is often
not achieved with dry powder inhalers. For example, patients will
frequently use the same slow, deep inhalation appropriate for a
metered dose inhaler when using dry powder inhalers, which need
a rapid, forceful inhalation.

As a general rule, currently available and recommended inhaled
asthma therapy is effective. More than 90% of patients will respond
to the treatment regimens recommended by most guidelines.
Failure to respond will usually point to poor adherence, poor inhaler
technique, or an incorrect diagnosis. Each of these aspects needs
to be evaluated in your patient who is using “full doses of inhalers
and getting worse.”

Where none of these common reasons for poor control apply, con-
sideration should be given to persisting exposure to an asthma-
inducing situation, including allergen exposure, occupational expo-
sure, or the use of a β-blocking agent.

Answered by:
Dr. Robert Cowie

What are the 
criteria for 
starting oral 
prednisone on an
asthmatic patient
who is using full
doses of inhalers
and getting
worse?

Question submitted by: 
Dr. T.R. Carscadden
Lively, Ontario
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12.
What are the Most Reliable Biochemical Markers for CVD?

There are really no reliable (or unreliable for that matter) biomarkers for the presence of CVD. The
biomarkers that are mentioned frequently in the medical literature, as well as in the lay press that
we have available are divided into two categories: 

1. The first category, which includes blood glucose levels, lipid profiles, and probably homocys-
teine, is comprised of risk factors for the presence of CVD, but biomarkers in this category can
not tell you whether or not the disease is really present. 

2. The second category, which includes hs-CRP, is made up of biomarkers that help predict events
that complicate CVD, such as myocardial infarction, acute coronary syndromes, or stroke.

We do know that hs-CRP is a nonspecific marker for the presence of inflammation. We also know
that inflammation plays a role in the development and growth, as well as the destabilization, of ath-
erosclerotic plaques and subsequent acute cardiac events. High levels of hs-CRP do correlate with
an  increased risk of heart attack or stroke, especially when added to elevated LDL cholesterol.
Unfortunately, many other things may raise the levels of hs-CRP, such as walking or jogging or any
acute infective process. I think the bottom line is that while inflammatory markers, such as hs-CRP,
are correlated with the extent of atherosclerotic disease and the risk for myocardial infarction or
stroke, hs-CRP itself is not an independent risk factor and does not provide much discriminatory
diagnostic power over better-established CVD risk factors. A recent joint statement from the
American Heart Association and the Centers for Disease Control in the US states that it is reason-
able to use hs-CRP levels in addition to LDL and other better-established risk factors to better iden-
tify those at increased risk of heart attack and stroke.

Homocysteine is an amino acid that occurs naturally in the blood. While some evidence suggests
that homocysteine may promote the development of atherosclerosis by damaging arterial endothe-
lium and promoting thrombosis, a direct, causal link has not been established. High homocysteine
levels in the blood (hyperhomocysteinemia) are related to a higher risk of coronary heart disease,
stroke, and peripheral vascular disease, but they are not recognized as a major risk factor for CVD.
There is also some evidence that hyperhomocysteinemia increases the risk for Alzheimer’s disease.

Interestingly, it is relatively easy to treat hyperhomocysteinemia. Vitamins B6 and B12 as well as folic
acid will significantly decrease levels of homocysteine. Clinical trials where elevated homocysteine
was directly treated in this fashion have been disappointing, as the trials did not result in any
decrease in CV events among those at risk. At the moment, I consider homocysteine levels as a
test that can be added when looking for increased risk of CVD, with the overall risk identifying the
need for more aggressive therapy. I do not think that homocysteine levels alone should be treated
at this point.

Answered by:
Dr. Wayne Warnica

What are the most reliable biochemical markers for CVD (e.g., hs-CRP and 
homocysteine)?

Question submitted by: Anonymous
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Should High-risk Groups Be Offered the Shingles Vaccine?

13. Clearly, there are a number of immunosuppressed conditions that
may increase an individual’s susceptibility to shingles. These are
generally conditions where cellular immunity is suppressed, includ-
ing advanced HIV, steroid use, and a number of autoimmune dis-
eases — perhaps, because of the use of immunosuppressive med-
ication. The incidence of shingles also increases with advancing
age. Unfortunately, like most vaccines, the shingle vaccine tends to
work better in those who need it least — those who are younger,
and immunocompetent. In fact, we have little data on the use of the
vaccine in the immunocompromised host. Furthermore, since it is a
live virus vaccine, it is currently contraindicated in those with sig-
nificant immune deficits. Therefore, we can only offer it to those at
relatively lower risk, and it is either less effective, of unknown effec-
tiveness, or potentially toxic in those at higher risk of contracting
the disease.

Answered by:
Dr. Michael Libman

Since the 
shingles vaccine
is optional, are
there particular 
high-risk groups
who should be
offered the 
vaccine?

Question submitted by: 
Dr. Paul Stephan
Scarborough, Ontario
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Blood Pressure Measurement in Children

14. According to the National High Blood Pressure Education Program
Working Group, children ages three-years and older should have
their BP measured at every medical visit. The preferred method for
measuring BP in children is auscultation. There are a number of
automated BP devices that can measure a child’s BP, but these
machines tend to overestimate both systolic and diastolic readings.
However, since BP measurement in children can be extremely diffi-
cult for compliance reasons, any BP measurement is an acceptable
start. If an elevated reading is obtained using an automated device,
the measurement should ideally be repeated by auscultation.
Correct measurement of BP requires the use of a cuff that is appro-
priate for the size of the child’s upper right arm. The cuff bladder
should have a width that is at least 40% of the arm circumference
at a point midway between the shoulder and the elbow.  Also, the
cuff bladder length should cover 80 to 100% of the arm.  BP should
be measured after five minutes of rest in the seated position, with
the right arm supported at heart level. Any elevated reading based
on standardized charts for age, height, and gender should be
repeated three times for confirmation.

Answered by:
Dr. Krista Helleman

When and how
should we
measure BP 
in children?

Question submitted by: 
Anonymous

Managing Primary Hyperparathyroidism

15. Hyperparathyroidism is usually diagnosed when the serum calcium
is elevated and the concomitant serum parathyroid hormone is
high or upper normal (high normal is inappropriate, as other caus-
es of hypercalcemia result in a suppressed serum parathyroid hor-
mone). Confounding issues may be drug use (e.g., thiazide, lithium)
or renal failure.

If the problem is thought to be surgically treatable, then localization
studies may be used prior to surgical exploration. Sestamibi is a
radioactive compound that is absorbed by overactive parathyroid
glands, and it may be used for localization of the cause but not for
the diagnosis of hyperparathyroidism, and it should not be used for
this purpose. While it may be useful, definitive localization of the
source would occur at the time of surgical exploration. 

Answered by:
Dr. Bernard Corenblum

How would you best
manage primary 
hyperparathyroidism
when the nuclear 
test fails to reveal 
the parathyroid 
gland at fault? 

Question submitted by: 
Dr. Marie Ducharme 
Gaspé, Québec 
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Are Bacterial Supplements Beneficial for Certain Conditions?

16.

Probiotics are defined as dietary substances that nurture specific changes in the composition
and/or activity of the GI microbiota (favouring beneficial bacteria), thus conferring benefit(s)
upon host health.1 By comparison, probiotics are defined as live micro-organisms that confer
a health benefit on the host when administered in adequate amounts. Gastrointestinal micro-
biota have been demonstrated to play an instrumental role in a variety of physiological func-
tions, including the mediation and regulation of various metabolic, nutritional, immune, and
sensory-motor functions in addition to the enhancement of mucosal barrier function and anti-
pathogen effects.1 The use of probiotics as therapy for a variety of diseases is an active and
evolving area of gastrointestinal research, although challenges related to methodologically-
poor trials with heterogenous probiotic products and endpoints have made robust, evidence-
based recommendations difficult. Probiotic therapies containing Lactobacillus plantarum 299v
and Bifidobacterium longum infantis 35624 have demonstrated efficacy in the management of
adults with irritable bowel syndrome.2 Commercially-available products containing specific
Lactobacillus species (e.g., L. reuteri protectis [DSM 17938]. L. acidophilus [CL 1285],
Lactobacillus casei [LBC 80R], L. acidophilus, L. rhamnosus GG, and L. plantarum 299v) as well
as Saccharomyces boulardii lyo have demonstrated efficacy in the management of adults with
antibiotic-associated diarrhea.2 Furthermore, probiotic therapies containing L. acidophilus (CL
1285) and L. casei (LBC 80R), as well as S. boulardii lyo and L. plantarum 299v have also been
shown to decrease the recurrence of Clostridium difficile-associated diarrhea in adults.2 S.
boulardii lyo has also demonstrated some efficacy in the management of adult traveller’s diar-
rhea.2 The combination product VSL#3® has demonstrated efficacy in the management of
chronic pouchitis, and there is some data supporting its role as an adjunct to conventional ther-
apy for ulcerative colitis and constipation in adults.2 Improved Helicobacter pylori eradication
rates in adults have also been demonstrated with probiotics (e.g., L. reuteri protectis [DSM
17938], L. rhamnosus, and S. boulardii lyo) as an adjunct to conventional treatment.2
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For what conditions is there proof that bacterial supplements and other
strains are beneficial (e.g., diarrhea)? 
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Is Stevioside Recommended for Diabetic Patients?

17. According to the recommendations made by the Canadian
Diabetes Association, consumption of stevioside in rats with type 2
diabetes has demonstrated BP and glucose-lowering effects.
Mechanistic studies have suggested that the lowering of BP may
be the result of an effect on renal calcium balance, and glucose-
lowering may result from the stimulation of insulin secretion by the
β cells respectively. 

These findings from animal studies have not yet been tested in peo-
ple with diabetes and, therefore, can not be used to make dietary
recommendations. 

There is one study from China containing results obtained from a
multicentre, randomized, double-blind, placebo-controlled study 
of hypertensive, nondiabetic subjects aged 28- to 75-years with
diastolic BP between 95 and 110 mmHg. Each subject was given a 
250 g capsule containing stevioside or placebo three times daily
and was followed at monthly intervals for one year. After three
months, the systolic and diastolic BP in the stevioside group had
decreased from baseline (systolic: 166.0±9.4 to 152.6±6.8 mmHg;
diastolic: 104.7±5.2 to 90.3±3.6 mmHg), and the effect persisted
throughout the year. Blood biochemistry parameters, including lipid
and glucose levels, showed no significant changes. There is insuf-
ficient evidence to evaluate the potential efficacy of the herb form
of stevioside in the diet of persons with diabetes. Consumption of
stevioside may be beneficial to persons with hypertension, but the
benefits to those with diabetes remains to be determined.

Answered by:
Dr. Hasnain Khandwala

Should I be 
recommending 
stevioside to
patients (diabetic
patients for 
example)?

Question submitted by: 
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New Minas, Nova Scotia



34 The Canadian Journal of CME / June 2014

Approach to, and Causes of, High Serum Ferritin

18. Iron overload syndromes encompass a wide range of hereditary
and acquired conditions; the two most common are hereditary
hemochromatosis and transfusional siderosis, secondary to fre-
quent transfusion requirements. Screening laboratory tests for iron
overload include measurements of the serum ferritin level and
transferrin saturation. Women with ferritin levels above 200 ng/mL
(449 pmol/L) and transferrin saturation above 45% and men with fer-
ritin levels above 300 ng/mL (674 pmol/L) and transferrin saturation
above 50% who have no signs of inflammatory disease require addi-
tional testing.1 Definitive proof of iron overload requires measurement
of hepatic iron concentration by, for example, liver biopsy or magnet-
ic resonance imaging; elevated serum ferritin level alone is not ade-
quate to establish the diagnosis of iron overload.2 This is important to
understand since serum ferritin concentrations vary with age and sex,
and can be elevated without pathologic iron overload in a variety of
conditions including inflammatory processes, autoimmune diseases,
hepatopathies, and neoplasias, as well as in patients with chronic
renal insufficiency, and the metabolic syndrome.3

By contrast to the ferritin elevation in these conditions, pathologic
iron overload is associated with significant morbidity and mortality,
including the development of type 2 diabetes mellitus by inducing
oxidative stress and interfering with insulin secretion. Although
therapeutic agents, including oral iron chelators, have been devel-
oped for reducing iron overload associated with transfusional
siderosis and anemia or for those unable to tolerate routine blood
draws, therapeutic phlebotomy remains the cornerstone of therapy
for removal of excess body iron related to hemochromatosis and
has been shown to prevent complications associated with iron
accumulation in end-organs.4 For such patients, phlebotomy ther-
apy at the rate of three to four units per year is a practical approach,
where an annual serum ferritin level can be used to guide the fre-
quency of phlebotomy to maintain a normal concentration.
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What are the
causes of, and
the recommended
approach to, the
incidental and
isolated finding 
of a high ferritin
level in an 
otherwise 
healthy 
individual?
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Managing Dysplastic Nevi

19. The diagnosis of dysplastic nevi identifies an individual as having
an increased risk of developing melanoma. If there is a history of
melanoma in a first-degree relative, this can further raise an indi-
vidual’s risk. Once the diagnosis of dysplastic nevi is made, a full
assessment by a dermatologist can identify whether specific nevi
are atypical enough to warrant removal. If there are a great many
atypical nevi, then long-term management entails:

1. Vigilant sun protection
2. Identification of similarly affected family members who may 

share similar risk
3. Teaching the patient self-examination principles for nevi 

and melanoma 
4. Regular examination for pigmented nevi. This can usually be 

done by the family doctor, but, in individuals with particular risk
— very aggressive atypia, past history of melanoma, or family 
history of melanoma — regular assessments by a 
dermatologist may be indicated. 

Answered by:
Dr. Scott Murray

What is the best
way to manage
dysplastic nevi?

Question submitted by: 
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Effectiveness of OCPs in Obese Women

20. There is conflicting evidence regarding the impact of obesity on oral
contraceptive pill (OCP) effectiveness. There are many theoretical
reasons for possible suboptimal effectiveness, such as decreased
hypothalamic-pituitary-ovarian axis suppression in obese women,
increased metabolic rates, due to higher weight, and greater dilu-
tional effects of medication due to higher circulating blood volume.
There could also be a lack of hormone effects if they are absorbed
in adipose and not available. 

Despite such concerns, there is no firm evidence to suggest higher
failure rates for the OCP in obese over smaller women. If there is an
effect, it is thought to be small, as obese women who take the OCP
as recommended are at very small risk of contraceptive failure.
Nonetheless, some infertility specialists who treat obese women
advocate weight loss and contraception before fertility treatments
and suggest a prudent regimen of non low-dose OCP, staying away
from low-dose 20 µg estradiol formulations. Alternatively, giving
very high-dose OCPs is not recommended, as the obese patient is
more susceptible to the deleterious effects of the OCP, such as
venous thromboembolic effects.

Answered by:
Dr. Cathy Popadiuk

Is there any 
concern about
the effectiveness
of OCPs in obese
women?
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Changing SSRI Treatment for the Recovery of Jaw Clenching

21. Jaw clenching, or bruxism, is an unusual adverse effect that may
occur with the serotonin-selective reuptake inhibitors (SSRIs). One
theory associated with jaw clenching is that because the jaw mus-
cle and chewing activity is controlled by dopaminergic neurons, if
we see depletion of this dopamine through any mechanism,
clenching or dystonic reaction of the muscles may occur.
Serotonin-1A antagonism plays a role in conjunction with the
dopaminergic effects. This theory is supported by options to treat
jaw clenching, including buspirone, tandospirone, and aripiprazole,
which all have serotonin-1A agonist effects.1

What is fascinating here is the interplay between serotonin and
dopamine. As serotonin is increased, for example by using an SSRI,
there is a negative-inverse correlation to dopamine levels. It is this
phenomenon that may cause SSRI-induced anhedonia and is pos-
tulated to be a cause of serotonin syndrome. Serotonin syndrome
is a manifestation of low dopamine from highly binding serotoner-
gic agents that results in tetany, muscular spasms, and a dystonic-
like reaction in patients. This combination would explain the brux-
ism. This would mean that, in theory, other serotonergic agents
(e.g., tramadol, meperidine, St. John’s Wort, linezolid, sumatriptan,
methylene blue etc.) would also cause this reaction. A high-level
PubMed search validates this theory in case reports.2

In conclusion, switching to another SSRI may not control the brux-
ism or jaw clenching, as some patients (multiple sclerosis, neu-
romyelitis optica, acute/acquired brain injury patients) seem more
prone to serotonin sensitivity.2 However, trial with a lower affinity
SSRI, use of an agent with serotonin-1A agonist effects, or switch-
ing to bupropion (if the patient can tolerate this) can be tried.
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How likely is it
that a person can
recover from jaw
clenching by
switching from
one SSRI to
another?
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