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Objectives

1) Discuss common primary care presentations, in a case-based
format, stimulating a single office visit.

2) Formulate patient centered plans for common primary care
presentations.

3) Present tools and resources to assist shared decision-making
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Schedule

Time | Name

9:00 Guy Lumbago
9:15
9:30 Myles Tenson
9:45 Aira Salter
10:00
10:15 Amber Addison
10:30 Maxwell O’Shantee
10:45
11:00
11:15  Dixie Brittle

11:30 Jennifer Aweiree

11:45  Tilly Bloc

40

43

27
29

54
13
74
47
76

Sex | Chief Complaint

Sore Back

Complete check-up
BP follow-up*
Wheezy

Lab Results
Morning sickness
Ear Infection
Sugars

Itchy

Osteoporosis
Depression*

Refill (Atrial Fibrillation)
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Hans Goteborg, 58

=

I'm a new man! | quit smoking <
* He has no particular symptoms, and ( the wife is making me eat better. |
his chronic smoker’s cough has really am here for a checkup.
settled down. He was 40 pack year
smoker since his teen years.

* You haven’t seen Hans in 5 years.

* Hans booked a regular appt so you decide to focus on
cancer screening today.

* His father had prostate cancer at age 79 and his uncle
had colon cancer at age 70.

* Family History of Prostate Cancer at age 79 is relevant to screening.
True
False

Hans Goteborg, 58

* The presence of prostate cancer increase with age.
e >79years, 48-71% of men dying from other causes have been found to have incidental
prostate cancer
* There is little guidance on what qualifies as relevant family history, but
uptodate™ suggests first degree relative with Prostate cancer diagnosed
<65 years of age.

* Family History of Prostate Cancer at age 79 is relevant to screening.
* True
* False
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Hans Goteborg, 58

Hans denies lower urinary tract symptoms such as nocturia,
urine hesitation, straining, dribbling, or frequency.

And, | came
prepared for the
glove!

What are the recommended next steps in screening for prostate cancer
a) Prostate Specific Antigen (PSA)

b) Digital rectal exam (DRE)

c) PSA + DRE

d) Shared decision making

~)
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Hans Goteborg, 58
* Canadian Task Force recommends against prostate cancer screening e =
with PSA in men 55-69
* conditional recommendation - some men might choose screening, valuing
the potential small benefit over the increased risks.
* If asks about PSA screening, a shared decision discussion of the risks
and benefits is encouraged.
* A recommended tool to support the conversation is found at:
https://canadiantaskforce.ca/wp-content/uploads/2016/12/CTFPHC Prostate-
Cancer_HarmsBenefits FINAL.pdf
What are the recommended next step in screening for prostate cancer
a) Prostate Specific Antigen (PSA)
b) Digital rectal exam (DRE)
c) PSA + DRE
d) Shared decision making
10


https://canadiantaskforce.ca/wp-content/uploads/2016/12/CTFPHC_Prostate-Cancer_HarmsBenefits_FINAL.pdf

12/14/22

Prostate Cancer Screening N% Canadian Task Force

Recommendations 2014 on Preventive Health Care

Benefits and Harms of PSA Screening a'

Th ian Task Force on Preventive Health Care recommends against screening for prostate

These two could
be Pop-ups from

newstaice. HaNs Goteborg, 58

Graphic display for clinicians developed by PEER

e What happens to men
choosing screening?

280 Positive PSA

(23 ng/ml)
178 Prostate biopsy 102 Prostate biopsy
negative positive (cancer)
33 would never have
4 hospitalized 36 worry A Sx (Over-diagnosis)
due biopsy about prostate Ca

102 managed

v

213 Sexual 23 Incontinent 1-3 avoid Prostate
dysfunction Ca death

Can Urol Assoc J 2011;5(6):416-21

CMAJ 2014. DOI:10.1503/cmai.140703.
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Hans Goteborg, 58

* Canadian Task Force recommends against PSA screening all men and <55 or

>70, this is strong recommendation
* Some limitations PSA issues include:

* Positive PSA increases with age from ~5% at age 55 to ~17% at age 67
* 65-70% of positive PSA at 3 -10 ng/mL are false positive (not cancer)

* While not specifically mentioned in Prostate Cancer Screening

recommendations, the Canadian Task Force does state “the digital rectal
exam (DRE) is not recommended”. Some of DRE challenges include

* Sensitivity of 0.51 (or 51%)

* false positive is “6% with one DRE but increases to ~18% after 4 DRE

tests.

12


https://canadiantaskforce.ca/wp-content/uploads/2016/12/CTFPHC_Prostate-Cancer_HarmsBenefits_FINAL.pdf
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Hans Goteborg, 58

No thanks then. For me it is not
worth the risk. Anything else?

s

With your history of smoking we might

want to screen for lung cancer.

What are the recommended next steps in screening for lung cancer?
a) Sputum analysis

b) Rapid Conscious Bronchoscopy

c) Chest Xray

d) Low dose CT scan

d) Nothing

13

Hans Goteborg, 58

Canadian Task Force recommends low dose CT (yearly x3) in high-risk patients
- High-risk = 55-74 years with at least a 30 pack-year smoking history who
currently smoke or quit less than 15 years ago.
“Screening should ONLY be carried out in health care settings with expertise
in early diagnosis and treatment of lung cancer”
- access and specific criteria may vary by jurisdictions with local policy and
resource availability

Infographic to discuss risks/benefits of screening available at:
https://canadiantaskforce.ca/tools-resources/lung-cancer-2/lung-cancer-for-patients/

What are the recommended next steps in screening for lung cancer?
a) Sputum analysis

b) Rapid Conscious Bronchoscopy

c) Chest Xray

e) Nothing

14


https://canadiantaskforce.ca/tools-resources/lung-cancer-2/lung-cancer-for-patients/

12/14/22

Screening 1000 eligible people with low-dose CT (annually for 3 years)

HP TATRTRTRTE TATATATRTR THTRTATATE TATATATANR
Decision tool PHIETIEE TAEORIIORE RAERIIIIEE HORETIEONY
C d .I_ k TRTETRTATE TETATEDETE TARETINETE DERRTATADS

TATATATATR TATRTATATH TRTATATATE TATATATATS
anadlan 1as tereeetene devetenene pevedenede PeRRRATITE
Force PHIEIENE DHAOTIEE HIRIERIEE RERIERIY

* https://canadiantaskforce.ca/wp- TEPRTRTATE PRTRTATETS DERRTRTATE RETETATING
content/uploads/2016/05/ctfphclung peraienete peRRTATERE PERRTATITE PERRTOTITG
-cancerharms-and-benefitsfinal.pdf

|ﬁ| 609 will have a negative low-dose CT scan result TATRTATRTE TRTATATATS TATATATATR TATATATANS

§ 40 willbe diagnosed with lung cancer PIITITTY FRRRARATE PATRTARIEE ROTRTIRITE

T 351 will have a positive scan result and find out after

further testing that they do not have cancer
(false positive)

7 of the 40 diagnosed lung cancers would not have Harm @ 7@”””*" Pepai0eee PATIRITATE PRTRDATRIE

=

caused liness or death {overdiagnosis) PofeRateRe TORORARIED DARRTORORE PRRODITEE

3 will have major complications from invasive =~ FEEERRRy  TTITHITARAT Jrananimee poaeavaman gdrateudstmdt
follow-up tests QR ] 203 RSN N SR SO S S Y
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fewer people will die from lung cancer (vs. when
screening with chest x-ray)

peiererene pednenene Henenerene
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* Lung Cancer Mortality was not reduced by
Screening chest X-ray

More intense chest X-ray screening

Chest X-ray with cytology

* We made up Rapid Conscious Bronchoscopy and wouldn’t wish that
on anyone.

What are the recommended next steps in screening for lung cancer?
a) Sputum analysis

b) Rapid Conscious Bronchoscopy

c) Chest Xray

d) Low dose CT scan

e) Nothing

16
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Hans Goteborg, 58

. é_s menti(c)jned, P71(i)st;mclﬁ had colon cancer That lung scan 5
iagnosed age ut there is no colon ~
cancer history in his parents or siblings. sounds good. -

* He has no concerning symptoms with
regular bowels, no weight loss, no melena
nor night sweats. Shouldn’t | get a

colonoscopy?

What are the most appropriate colon cancer
screening method for Hans (can pick 1 or 2)?
a) FIT FOBT

b) Barium Enema

c) Colonoscopy

d) Sigmoidoscopy

Hans Goteborg, 58

* Fecal occult blood testing (FOBT) every 2 years OR flexible
sigmoidoscopy every 10 years is the preferred modality for
average risk people aged 50-74.

* Fecal Immunochemical Testing (FIT) is the version of the FOBT
used in all provinces except Manitoba which still uses the
Guiaic-based FOBT

* Follow-up on screening is challenging and reminders can help

What are the most appropriate colon cancer
screening method for Hans (can pick 1 or 2)?
a) FIT FOBT

b) Barium Enema

c) Colonoscopy

d) Sigmoidoscopy
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Hans Goteborg, 58

* Colonoscopy is recommended for patients with: previous colorectal cancer
(CRC) or polyps, inflammatory bowel disease, signs/symptoms of CRC, history
of CRC in one or more first degree relatives, or adults with hereditary
syndromes predisposing to CRC (e.g. familial adenomatous polyposis, Lynch
Syndrome).

* Mortality benefit found for all

* 2022 RCT - FIT vs colonoscopy vs risk adjusted screening:

» Similar colorectal cancers, no mortality outcomes reported
* There are no RCTS of mortality benefit from Barium Enema

s

What are the most appropriate colon cancer
screening method for Hans (can pick 1 or 2)?
a) FIT FOBT

b) Barium Enema

c) Colonoscopy

d) Sigmoidoscopy

19

A
h Hans Goteborg, 58

D

Plan:
* 1000-man tool for PSA testing website link
* Low dose chest CT

* Order FIT kit and stress the importance of doing it within a
week
* Send a reminder to your office staff to call Hans in 4 weeks to check if
completed
* Book a follow-up to discuss other non-cancer preventive health
care and any relevant blood tests (including PSA if he decides
to proceed)

20
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Connor Cipota, 13

Connor is on the rep hockey and
plays/practices almost every day for
the last 4 weeks.

My skin
is getting worse like Dad’s
again. And mom won’t let
me play until we see you

His puffers help
him skate!

He gets a red rash on his elbows, knees and ankles.
Worse x2 weeks. Very itchy and can be scratched raw.

He may better the last
couple of days.

Sid, Connor’s Dad

21

Connor Cipota, 13

Without seeing the rash yet, what is you most likely diagnosis
a) Psoriasis

b) Eczema

c) Scabies

d) Fungal Rash

e) Folliculitis

22

11
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Connor Cipota, 13

Without seeing the rash yet, what is you most likely diagnosis
a) Psoriasis

b) Eczema Eczema (or atopic dermatitis)
c) Scabies Eczema prevalence is ~10-15%.
d) Fungal Rash

e) Folliculitis

) Asthma (puffers) strongly linked (association x2-7) with eczema (& allergies).
) Dad has same: 70% of eczema has a family history & is relapsing condition.
3) Severe pruritic nature ~ active eczema, and sweating can exacerbate pruritis.
)

Location on elbows and knees. Could be psoriasis (extensor) or Eczema
(more flexor - antecubital & popliteal fossa).

23

Exam (Objective) Connor Cipota, 13

Connor removes his shirt, socks, shoes.
He starts rubbing two of the patches.

His eczema is mostly on his antecubital
fossa, popliteal fossa,& ankles, and a few
small patches: ~6% of his body.

24
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Connor Cipota, 13

Connor seems to have moderate eczema: pick all reasonable interventions

a) Baths
b) Emollients
c) Baths with Additives (e.g. Oatmeal)

d) Oral antihistamines ‘
e) Bleach baths ‘
f) Oral Corticosteroids (e.g. Prednisone)

25

Connor Cipota, 13

Connor seems to have moderate eczema: pick all reasonable interventions

a) Baths 1-2 Baths daily, lukewarm, 5-10

b) Emollients minutes & soap free cleanser, pat dry
c) Baths with Additives (e.g. Oatmeal)

d) Oral antihistamines Emollients/moisturizers (esp after baths): \
e) Bleach baths thick creams/ointments (e.g. petroleum jelly) |
f) Oral Corticosteroids (e.g. Prednisone)

Antihistamines: minimal/no evidence of effectiveness. Sedating
(like diphenhydramine or hydroxyzine) may be used short-term
for sleep disruptions due to severe pruritis.

Oral steroids used rarely, in very severe flares. Topicals steroids
discussed next.

26
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Connor Cipota, 13

ﬂ

—
o

[ 4

-No RCTs of showers but studies suggests similar benefits.
-Bath Additives: (like oatmeal-based products) no additional benefits.

-Bleach baths: Inconsistent for improved eczema symptoms. Some still
recommend them, esp to prevent recurrent infection.

-Frequency: Meaningfully improved eczema - 58% if bath BID vs 15%
2x/week. BID also improved mean eczema scores more.

27

Connor Cipota, 13

Connor has quick showers after hockey but doesn’t moisturize.
He has calamine lotion from mom but does not feel it helps
He also uses some Dad’s old betamethasone sometimes.

Mom is worried Dad’s

cream is too strong for
me

She is concerned
there are too many
steroids, with the
puffers already.

Sid, Connor’s Dad

28
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Connor Cipota, 13

Please place each topical treatment in appropriate category on the below.
a) Betamethasone valerate 0.1%
b) Triamcinalone acetonide 0.1%
c) Tacrolimus 0.1% (non-steroid)
d) Hydrocortisone 2.5%

e) Clobetasol propionate 0.05%

Potency Treatment

Super-high
High

Moderate

Low

29

*Tacrolimus 0.1%:
positioned as
moderate-high
potency

Potency Treatment

Connor Cipota, 13

Super-high Clobetasol propionate 0.05%
High Betamethasone valerate 0.1%
Moderate Triamcinalone acetonide 0.1%

Tacrolimus 0.1% (non-steroid) *
Low Hydrocortisone 2.5%

Systematic Rev (20 RCTs): tacrolimus 0.1% is

- Superior to pimecrolimus 1%, low-potency corticosteroids, & tacromlimus 0.03%
Equivalent to mid-potency corticosteroid.

30
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(- Connor Cipota, 13

How Much:

A Fingertip Unit (FTU) = cream from a tube on
palm side of the distal phalanx from crease to
fingertip, ~0.5 grams.

That amount covers ~2% of the body.
2% = palmar surface with fingers of both hands.

Connor has eczema on ~6%, so he will need
~1.5g per application,
or 3g for twice daily

FINGERTIP UNIT Ointments for dry skin
MEASUREMENT

U & creams for wet skin.

. 1FTU=0.5g

31

A
f Connor Cipota, 13

Plan:
* Two baths/day (or shower). No additives, mild soap only.

* Apply petroleum jelly (or thick cream) BID after baths (no additives
* Betamethasone valerate 0.1% ointment BID, up to 2 weeks.
* Dispense 60gm [3gm/day x 14 days = 42 gm with some to_
* Return in two weeks time for reassessment.

Dad’s cream works
and doesn’t do that

Tacrolimus is non-steroidal & safer for thinner skin
but can causes burning/stinging in 20-60% initially

Sid, Connor’s Dad

32
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Charlotte “Charlie” MaclLeod, 54

What brings you @_
in today?

* Recalled due to labs (done ~3 months late).

our friend Susan
had a heart attack.
She has diabetes
too and is only 3
years older.

* Last seen 9 months ago. Why have things
been delayed but then do labs now.

* Medicine: metformin 500mg BID.
* Today: BP=154/94, Weight=93kg (BMI 35).

L Y

33

Y

Charlotte “Charlie” MacLeod, 54

Past History

* Dx 4 years ago at first screening: Alc=7.7, confirmed 7.5
three months later.

* She insisted on trying lifestyle for one year. Alc=7.9 after
multiple visits and a dietary referral.

* Metformin started; max 500mg BID due to nausea. Her
Alc was in the low 7’s (e.g 7.3).

* Encouraged by family, Charlie tried naturopathic medicines
(including apple cider vinegar and bitter melon). She did
labs every 6 months but would not consider other meds.

* Ex-Smoker x 15 years.

* No history of coronary or renal disease but last 2 BPs were
146/88 and 142/92 with a note to check next visit.

34
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Charlotte “Charlie” MacLeod, 54 ﬂ

What patient-oriented outcome is Charlie most at risk for?
a) Blindness d) Amputation
b) Renal Failure

c) Death

e) Severe Hypoglycemia

L Y

35

Y

Charlotte “Charlie” MacLeod, 54

- Diabetes is a leading cause of blindness or renal failure, but
death or CVD are more common in diabetic patients.

- Markers like microalbuminuria or retinopathy changes are
more common but may not be perceived by patients.

What patient-oriented outcome is Charlie most at risk for?
a) Blindness d) Amputation
b) Renal Failure

c) Death

e) Severe Hypoglycemia

36
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Charlotte “Charlie” MaclLeod, 54

- A7 year study (50% with albuminuria): renal failure was 0.7%
versus to death at 40% (half were CVD).

- 10-year ADVANCE study results: 0.9% had end-stage renal
disease, 6.6% had blindness or photocoagulation, 21.6% died
(43% from CVD), 8.3% had severe hypoglycemia and 21.3% had
any major fatal/non-fatal CVD.

- In patients at higher amputation risk: at 10 years 12% had any
amputation (toes or greater) versus 44% with a major CVD.
- Other studies like ACCORD and UKPDS find similar.

- Bottom-Line: Death & CVD outcomes are the most likely serious
outcome.

37

Charlotte “Charlie” MacLeod, 54

Sorry to hear about Susan. It is more My blood pressure and
common in diabetes. Fortunately, cholesterol are good, |
there are things we can do. hink it’s just the diabete

3 primary interventions are lowering sugars,
lowering blood pressure and lowering bad
cholesterol (statins via cardiovascular risk).

* Please arrange these interventions in order of their effectiveness in
reducing cardiovascular disease.

a) Sugar lowering
b) Blood pressure lowering
c) Lipid lowering (statins)

38
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Charlotte “Charlie” MaclLeod, 54

A diabetes diagnosis is all about sugar, interventions are not all about sugar.

s ad
-

Approximate Relative Reduction Reduction in CVD for Patients with Diabetes

Intervention Blood pressure Statin (Lipid) Sugar Acetylsalicylic
Lowering Therapy Lowering Acid

Relative Risk Reduced 25-50% 25% 15% 0

* Please arrange these interventions in order of their effectiveness in
reducing cardiovascular disease.

a) Sugar lowering

b) Blood pressure lowering ‘ ‘

c) Lipid lowering (statins)

39

Charlotte “Charlie” MacLeod, 54

A diabetes diagnosis is all about sugar, interventions are not all about sugar.

Approximate Relative Reduction Reduction in CVD for Patients with Diabetes

Intervention Blood pressure Statin (Lipid) Sugar Acetylsalicylic
Lowering Therapy Lowering Acid

Relative Risk Reduced 25-50% 25% 15% 0

- In studies, statins were prescribed based on being diabetic, not lipid levels, and lipid
levels were not targeted. Evidence for other lipid lowering agents very limited.

- For hypoglycemic agents, the benefit varies by drug class (see next slides).
- ASA has no or very little benefit in diabetic patients without CVD but increases bleeds

- Bottom-Line: Using interventions with proven benefit is more important than
surrogate marker targets. That should be our focus.

- W

40
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* Or should be using statins

» Using today’s SBP (154), age (54), total cholesterol (5.7), and HDL
(0.9) in the Best Science Medicine CVD Risk Calculator, her

Charlotte “Charlie” MaclLeod, 54

* She is not convinced that she has elevated blood pressure

One of my friends
said they made her
feel terrible

estimated CVD risk is ~¥25% in the 10 years.

41

Charlotte “Charlie” MacLeod, 54

Moderate intensity statins make this ~18%.

BP treatment to ”12.5_%.

Age

— yoars

Gender

Smoker

v ves 03

Systolic Blood Pressure

Diabetes.

mmHg

Entor prosent blood prossure regardiess of treatment

120 mimHg s used for baseiine risk

On treatment for BP | ve.
(Cick YES if taking blood prassura medication
Oniy applies i SBP is greater than 120 mrnlg
Total Cholesterol
=0

Cholesterolshould be prior to drug treatment

mmol/L

3 mmolLis used for baseline risk.
Gk to chang to ma/dL.

HDL Cholesterol

=0 mmol/L

HDL shouid be priorto drug treatment

1.3 mmolL is used for baselns isk.

Chronic Kidney Disease

OKD status is not part ofthe isk
algorithm but is used for calculating

certin thrapies
Family History of Early CHD

(] 0 %

Relative Benefit:

Beneit often has nothing to do with the effect on the
surogate marker At present, you can only selact ons

intervention at a time.

Harm Of Intervention

o Types of side effects vary between
drugs

Having to stop drug due to
intolerability NNH 10
Inconvenience of surrogate
remeasurements

o Drug Cost

Low-mod intensity statins
High intensity statins
Sulfonylureas.

‘Smoking Cessation

Beneft Estimate Detalls

Risk Time Period

10 years

Risk Time Period

10 years

Risk Time Period

10 years

75.6% No event
12.2% Total with an event

@ o, Number who benefit
© 122% ool

NNT 8

® os% Baseline events using

Number needed to treat

baseline factors alone

Additional events
“caused” by risk factors

(a8
[

5.4%

s with all sk calculators, caleulated risk numbers are +/-
5% at best. More infon

tion,

75.6% No event
18.3% Total with an event

Number who benefit
from treatment

6.1%

Baseline events using
baseline factors alone

6.8%

Additional events

11.5%

caloulated -

16  Number needed to treat

“caused” by risk factors

75.6% No event

24.4% Total with an event

Number who benefit
from treatment

0.0%
NNT oo

Baseline events using
o
@ 65% ,accin factors aione

Number needed to treat

Additional events

o
17.6% caused by risk factors

5% at best. More information

Print Report

caloulated risk numbers are +/-
5% at best. More information

42
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Charlotte “Charlie” MaclLeod, 54

—
| had my mind made up that | was
starting something for my sugars

Place each hypoglycemic class/medicine in a category based on
the evidence for patient-oriented benefits.

TZD (pioglitazone) Evidence of Good/ Evidence of No/ Minimal
DPP-4 (sitagliptin) Reasonable Benefits Benefits

Sulphonylurea (gliclazide)
SGLT-2 (empagliflozin)
Acarbose

Metformin

Insulin

GLP-1 (liraglutide)

43
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Charlotte “Charlie” MacLeod, 54

Diabetes medicines came to market based on reduced blood sugar. Rosiglitazone
(TZD) changed that when evidence suggested it worsened some CVD outcomes.
Manufacturers now need to prove CVD safety (but not necessarily benefit).
Place each hypoglycemic class/medicine in a category based on

the evidence for patient-oriented benefits.

TZD (pioglitazone) Evidence of Good/ Evidence of No/ Minimal
DPP-4 (sitagliptin) Reasonable Benefits Benefits

Sulphonylurea (gliclazide)
SGLT-2 (empagliflozin)
Acarbose

Metformin

Insulin

GLP-1 (liraglutide)

44
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Charlotte “Charlie” MaclLeod,

* Metformin, SGLT-2, GLP-1: relative risk reduction in CVD is around
15% (metformin less consistent: 0-30%).

* Pioglitazone: some inconsistent positive results but multiple harms
like heart failure and fractures.

* Microvascular: the only consistent proven patient-oriented (hard)
outcome for any specific agent is for SGLT-2 reducing renal failure.

Best hypoglycemia choice (with metformin 500 BID): SGLT-2 or GLP-1 medication.
They are expensive (3 months: empagliflozin 10 or 25mg is ~S300; liraglutide 1.2mg is
~$650 ). In addition to reducing her A1C, either medicine will reduce Charlie’s CVD
risk from ~25% to ~21% (i.e., by ~4%).

45

Charlotte “Charlie” MacLeod, 54

* Plan:
- You confirm Charlie has drug plan through work.
- Empagliflozin 25mg, ¥ tab QD x30 days with two refills.*
= Advise: 5-10% risk of genital (e.g. yeast) infection x1 year.
- Discuss BP monitoring. She’ll purchase a home monitor.
= Take two readings every AM & PM x7 days (total = 28 readings).
Discard first day readings and average the last 6 days
- Return in 4-6 weeks to review BP readings, assess tolerability of
empagliflozin.
- Set-up labs at next appt (including hypertension labs) and likely
start hypertension treatment. Hopefully, a statin within the year.

* Studies show 10mg is as effective as 25mg. 25mg is only pennies more than
10mg per pill. Halving 25mg cuts the cost in half with no loss of effect.

46
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Farrah Lo, 27

Farrah comes in to follow up on recent

bloodwork. WBC 4.58 3.5-10.5x10°%/L
. RBC 3.30 3.5-5.00 x 10%%/L
Two weeks ago, Farrah complained of HgB 103 115-155 g/L
feeling tired and low energy. Her Het 0.344 0.38-0.50
. . MCV 77.7 80-100
depression screen was negative VIcH 1 434
(mood and interest good). RDW 135 11.5-15.5%
. o . Platelets 226 130-380 x 10°/L
Farrah pornjally enjoys regular biking Ferritin A1 11-307 ug/L
and swimming but finds she has lower TSH 0.75 0.4- 4.50 mIU/L
stamina and feels more winded over Beta-HCG urine Negative N/A
the last couple of months with
exercise.

47

Farrah Lo, 27

Did my tests show
why | am feeling so
tired?

Farrah’s bloodwork shows low values for Hgb, RBC, MCV and MCH,
consistent with microcytic anemia. Which conditions present with
microcytic anemia?

a) lron deficiency anemia (IDA)

b) Alpha Thalassemia minor

c) Vitamin B12 deficiency

d) All of the above

e) AandBonly
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Farrah Lo, 27

* Vitamin B12 deficiency: macrocytic anemia with elevated MCV.

* Iron deficiency anemia and alpha thalassemia minor: both present with a
microcytic picture.

* RBC: often elevated with thalassemia and reduced with iron deficiency.

Farrah’s bloodwork shows low values for Hgb, RBC, MCV and MCH,
consistent with microcytic anemia. Which conditions present with
microcytic anemia?

a) Iron deficiency anemia (IDA)

b) Alpha Thalassemia minor

c) Vitamin B12 deficiency

d) All of the above

e) AandBonly
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* Iron stores: Often alpha thalassemia have elevated iron stores, while IDA
presents with low stores.
» Serum ferritin: diagnostic test of choice for iron deficiency.
* Exact ferritin cut-offs may vary between guidelines but <30 ug/L suggests
iron deficiency is likely. Simply, lower means more likely.

Farrah’s bloodwork shows low values for Hgb, RBC, MCV and MCH,
consistent with microcytic anemia. Which conditions present with
microcytic anemia?

a) lron deficiency anemia (IDA)

b) Alpha Thalassemia minor

c) Vitamin B12 deficiency

d) All of the above

e) AandBonly
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Can you describe your Fa rra h LO 27
’

menstrual cycle?
Is it regular?

I've always had heavy periods. They

Farrah’s history: sometimes last 14 days. And every

* PMH: unremarkable 30 days or so.

* Meds: vitamin D 1000 IU daily

* Non-smoker, exercise 4-5x/wk

* Diet: well-balanced, includes meat

* 1-2 glasses of wine/wk

* Gl: unremarkable, denies signs of bleeding

* FHx: no history of celiac disease, colon cancer, other Gl disorders
* Vitals: BP 101/65, HR 52 bpm
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You diagnose Farrah with IDA.

In Canada at least 10% of menstruating Okay. My sister-in-law got

females are estimated to have iron stomach pains when she took
deficiency. iron pills. She’s on Feramax

now. Should | try that?

The menstrual losses are likely the reason for iron deficiency -- it is
reasonable to start a therapeutic trial of iron.

The newer oral iron formulations (e.g. iron polysaccharide complex,
or heme iron) are more effective and better tolerated than older
ferrous salts for treating iron deficiency anemia.

a) True

b) False
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Farrah Lo, 27

* Newer salts more expensive : Iron polysaccharide (Feramax™) $35;

generic iron salts $5-10 per month ‘

The newer oral iron formulations (e.g. iron polysaccharide complex,
or heme iron) are more effective and better tolerated than older
ferrous salts for treating iron deficiency anemia.

a) True

b) False

* Older iron salts: equivalent, and likely superior, to newer formulations.
Ferrous salts THg up to 10-20 g/L more than newer formulations.
* One in 5 more patients have IDA resolution with older salts.
* 12-week trial, mainly female patients (mean 39y): ferrous fumarate
THg more than iron polysaccharide (~28 vs 6g/L)
* better serum ferritin, MCV and TSAT
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You recommend Farrah start a ferrous
salt since the newer formulations:

* more expensive
* not been shown to be better tolerated,
* may be inferior in resolving anemia

I’m a bit nervous about
iron pills upsetting my
stomach.

Which options can reduce risk of Gl side effects with iron tablets?
(select all that apply)

a) Take with food

b) Take lower doses

c) Take intermittently (e.g. every two days or twice weekly)
d) Taken a formulation with lower elemental iron

e) Take with antacid
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Farrah Lo,

* Taking iron pills with food: prevent Gl SE but absorption may be reduced.
* Intermittent dosing: reduce adverse events (e.g., abdo pain) by up to 30%.
Trade-off: slightly less improvement in Hg (<3 g/L) and ferritin (12ug/L).

* Lower elemental iron: less Gl toxicity. Per tablet, Fe gluconate has the
lowest (35mg) followed by Fe sulfate (60mg) and Fe fumarate (99mg).

27

Which options can reduce risk of Gl side effects with iron tablets?
(select all that apply)

a) Take with food

b) Take lower doses

c) Take intermittently (e.g. every two days or twice weekly)

d) Taken a formulation with lower elemental iron

e) Take with antacid
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Elderly pts: low iron doses (15mg) THgb similar to higher doses
(150mg).

Younger pts: low dose | AE but did not improve Hg, ferritin as much
as higher dose.

Iron: best absorbed in an acidic environment. Antacids should not
be given concurrently.

Which options can reduce risk of Gl side effects with iron tablets?
(select all that apply)

a) Take with food

b) Take lower doses

c) Take intermittently (e.g. every two days or twice weekly)

d) Taken a formulation with lower iron

e) Take with antacid
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Vitamin C is often recommended with an
iron tablet to increase iron absorption.

A recent RCT challenges this:
Randomized 440 patients with IDA
(97% female; mean age 38y, mean Hg 88g/L):
* QOraliron 100mg + Vitamin C 200mg OR
* Same iron alone; TID x 3months
No significant difference in Hgb or serum ferritin
level between the two groups at 8 weeks. No
difference in adverse effects or compliance.

Farrah Lo, 27
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'

Plan:
* Ferrous gluconate 300mg BID x 3 months.
* Counsel Farrah:
- Take medication on an empty stomach, if possible.
- Increase dietary intake of iron as tolerated
* You offer an appointment to review management of heavy

menstrual cycle in 2-4 weeks. Farrah accepts.
* Review anemia symptoms, tolerability of new iron tablets also.

* Lab requisition: CBC and ferritin in 3 months

Farrah Lo, 27

58

29



12/14/22

References: Charlotte MaclLeod

Risks: Bruno G, et al. Diabetes Care 2003;26:2353-8. Zoungas S, et al. N Engl J Med 2014;371:1392-406. Holman
RR et al. N Engl J Med 2008;359:1577-89. ACCORD group. N Engl J Med 2011;364:818-28. PerkovicV, et al. N Engl
J Med 2019;380:2295-306. Lipid Lowering: McKearney PM et al. Lancet 2008;371(9607):117-25. Taylor F, et al.
Cochrane Database Syst Rev. 2013 Jan 31;2013(1):CD004816. Blood pressure reduction: Vijan S, et al. Ann Intern
Med. 2003;138:593-602. Snow V, et al. Ann Intern Med. 2003;138:587-592. ASA: Diabetes Res Clin Pract. 2016
Oct;120:31-9. J Am Coll Cardiol. 2019 Jun 18;73(23):2915-2929. Sugars: Int J Cardiol. 2016 Sep 1;218:50-58.
Lancet. 2009 May 23;373(9677):1765-72. Targets: 70) Allan GM, et al. Can Fam Physician 2013; 59:1193.
Benefits of hypoglycemic medications: Palmer SC. BMJ. 2021 Jan 13;372:m4573. doi: 10.1136/bmj.m4573.
Tsapas A, et al. Ann Intern Med. 2020;173(4):278-286. Zhu J, et al. Lancet Diabetes Endocrinol. 2020
Mar;8(3):192-205.

59

References: Connor Cipota

Frazier W, Bhardwaj N. Atopic Dermatitis: Diagnosis and Treatment. Am Fam Physician. 2020 May
15;101(10):590-8. Weston WL, Howe W. Atopic Dermatitis (eczema): pathogenesis, clinical manifestations, and
diagnosis. UptoDate. www.uptodate.com Accessed May 9, 2021. Lynde C, Barber K, Claveau J, et al. Canadian
practical guide for the treatment and management of atopic dermatitis. J Cutan Med Surg. 2005;8 Suppl 5:1-9.
Weston WL, Howe W. Treatment of Atopic Dermatitis (eczema). UptoDate. www.uptodate.com Accessed May
9,2021. Katoh N, Ohya, Ikeda M, et al. Clinical practice guidelines for the management of atopic dermatitis
2018. J Dermatol. 2019 Dec;46(12):1053-1101. Cardona ID, Kempe EE, Lary C, et al. Frequent Versus Infrequent
Bathing in Pediatric Atopic Dermatitis: A Randomized Clinical Trial. J Allergy Clin Immunol Pract. 2020
Mar;8(3):1014-1021. Cury Martins J, Martins C, et al. Topical tacrolimus for atopic dermatitis. Cochrane
Database Syst Rev. 2015 Jul 1;2015(7):CD009864.

60

30


http://www.uptodate.com/
http://www.uptodate.com/

12/14/22

References: Farrah Lo

11. Auerbach M. Causes and diagnosis of iron deficiency and iron deficiency anemia in adults. UpToDate

November 2021. https://www.uptodate.com/contents/causes-and-diagnosis-of-iron-deficiency-and-iron-
deficiency-anemia-in-adults#! BC Ministry of health. Iron Deficiency — Diagnosis and Management. April
2019. https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/iron-deficiency.pdf Cooper
M, Greene-Finestone L, Lowell H, Levesque J, Robinson S. Iron sufficiency of Canadians. Health Rep. 2012
Dec;23(4):41-8. Toward Optimized Practice: IRON DEFICIENCY ANEMIA (IDA) Clinical Practice Guideline |
March 2018 https://actt.albertadoctors.org/download/2256/IDA%20CPG.pdf? 20190405124948 Moe S,
Grill AK and Allan GM Can Fam Phys August 2019, 65 (8) 556; Lee H, Poon MC and Allan GM Can Fam Phys
June 2021, 67 (6) 436. Lindblad AJ, Cotton C, Allan GM. Can Fam Physician. 2015; 61:159. Li N, Zhao G, Wu
W, Zhang M, Liu W, Chen Q et al. JAMA Netw Open. 2020;3(11):e2023644 Guyatt GH, Patterson C, Ali M,
Singer J, Levine M, Turpie |, Meyer R. Diagnosis of iron-deficiency anemia in the elderly. Am J Med. 1990
Mar;88(3):205-9 Waters H. McMaster University Practice Based Small Group Learning Program. Anemia in
Adults. Volume 25 (10), August 2017 Bottomley SS. Sideroblastic anemias: Diagnosis an management.
UpToDate March 2022. [insert link] Lai K, Guang G, Su L, He Y. The prevalence of thalassemia in mainland
China: evidence from epidemiological surveys. Scientific reports 7:920. DOI: 10/1038/s41598-017-00967-2.

61

References: Hans Goteborg

e PSA Screening: Canadian Task Force for Preventive Health Care: Guideline — Bell N, et al. Recommendations on screening for

_rgﬁros ate cancer with the prostate-specific antigen test. CMAJ. 2014 Nov 4;186(16):1225-34. Clinician Summar¥ -
ttps://canadiantaskforce.ca/wp-content/uploads/2016/06/2014-prostate-cancer-clinician-summary-en-1.pdf Prostate cancer

TOO0 person tool - https://canadiantaskforce.ca/tools-resources/prostate-cancer-harms-and-benefits/ _ Additional resources:
Allan GM, et al. Fu erln% 3 ﬂros ate cancer screening debate (prostate cancer specific mortality and associated risks). Can Urol
Assoc J. 2011 Dec;5(6):416-21. Rendon RA, et al. Canadian Urological Association recommendations on prostate cancer screening
and early diagnosis. Can Urol Assoc J. 2017 Oct; 11(10%: 298-309. US Preventive Task Force: .
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/prostate-cancer-screening Croswell JM, et al.

umulative incidence of false-positive results in repeated, multimodal cancer screening. Ann Fam Med. 2009 May-Jun; é3l;212-
22. Kilpeldinen TP, et al. False-positive screening results in the Finnish prostate cancer screening trial. Br J Cancer. 2010 Fe
2;102(3):469-74. Bell K, Del Mar C, Wright G et al. Prevalence of incidental prostate cancer: A systematic review of autopsy
studies. Int. J. Cancer: 137, 1749-1757 2015). Risk Factors for Prostate Cancer. UpToDate™

* Lung Cancer: https://canadiantaskforce.ca — guidelines and tools for prostate, Iunggnd colon cancer [includin%Lun Cancer -
ag

ttps://canadiantaskiorce.ca/tools-resources/lun -cancer-clinician-| - Accessed Jan 30, 2022]; Bell et al,

nternational Journal of Cancer ec 2 :J/onlneliprary.wiley.comydoi/ 10.1002/ijc.29408 gautcngy‘ll)' gjzlet al. Ann Fam
Med 2018;16:149-154.(DRE) https://doi.org, afm. ~Ebell et al, Annals of Fam Vied 2020;18:545-5 (meta analysis
LDCT\)A'IdeKoning et al, LNEJM 2020;382:502-513 (NELSON - LDCT); NLST team, NEJM 2011;365:33:395-410 (NLST). Peirson L, Ali
a

MU, Warren R, et al. Screening for Lung Cancer: Systematic Review and Meta-analyses. httgs:é(canadiantaskforce.ca{wg-
content/uploads/2016/03/lung-cancer-screening-systematic-reviewfinal-2.pdf (accessedTan 30,
* Colon Cancer: Canadian Task Force on Preventive Health Care. Recommendations on screening for colorectal cancer in primary

care. CMIAJ. 2016 Mar 15;188(5):340-348. Quintero E, Castells A, Bujand L, et al. Colonoscopy versus Fecal Immunochemical
testing in Colorectal-cancer screening. N Engl ) Med 2012;366:697-706.

S

62

31


https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/iron-deficiency.pdf
https://actt.albertadoctors.org/download/2256/IDA%20CPG.pdf?_20190405124948
https://canadiantaskforce.ca/wp-content/uploads/2016/06/2014-prostate-cancer-clinician-summary-en-1.pdf
https://canadiantaskforce.ca/tools-resources/prostate-cancer-harms-and-benefits/
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/prostate-cancer-screening
https://canadiantaskforce.ca/
https://canadiantaskforce.ca/tools-resources/lung-cancer-2/lung-cancer-clinician-faq/
https://onlinelibrary.wiley.com/doi/10.1002/ijc.29408
https://canadiantaskforce.ca/wp-content/uploads/2016/03/lung-cancer-screening-systematic-reviewfinal-2.pdf

