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A 30 year-old female presented with shortness of
breath, orthopnea, palpitation, and sweating. On exam-
ination her blood pressure was 220/120, heart rate was
110 regular. Echocardiography showed LV systolic dys-
function and thyroid function test was within normal.
The ultrasound of the abdomen shown here.

Q1: Describe the ultrasonographic findings?
Q2: What are the differential diagnosis? i '
Q3: What is the next? Figure 1: Ultrasound of the right loin. Figure 2: Colour Doppler study

ANSWER OF Qt:

An oval shaped mass, with a size of 3x 2.5 cm in the right supra-renal gland between the kidney and liver. The mass has
a smooth margin, isoechoic, and homogenous in texture with areas of hypoechoic density. No evidence of calcifications
was seen. (Figure 1) Colour Doppler study of the mass shows no flow. (Figure 2)

ANSWER OF Q2:

Benign tumour:

¢ Adenoma: it is the commonest tumour in the adrenals, and the most common cause of incidentaloma. Its prevalence in
autopsy is 10-20 %, and in 90% they are silent. They are usually small size, rarely reached up to 5 cm in diameter. Usually round
or oval, smooth margin and has a non-homogenous texture.

e Lipoma and Myolipoma: a fat content tumours, on ultrasound these tumours are highly echogenic and show a diagnostic
bright hyperechoic appearance.

¢ Myelolipoma: It contains fat and bone marrow tissues. Has a smooth margin, hyperechoic and homogenous texture, may
contain calcification or intratumoral haemorrhage.

e Calcification: It is rarely presented as a mass. It has a typical echo complex with posterior acoustic shadow. It may compli-
cate tuberculosis, histoplasmosis, blastomycosis, or haemorrhage. Calcification can be seen also in carcinoma, metastasis,
pheochromocytoma and adenoma.

Malignant or potentially malignant:

¢ Metastasis: Adrenals are the fourth common site for metastasis, and the second commonest tumour of adrenals. It has
irregular margin, and non-homogenous texture. It is bilateral in 30 % of cases. Origin are from carcinoma of lung, breast and
melanoma.

¢ Pheochromocytoma: The third commonest cause of mass in adrenals. On diagnosis, it may be several centimetres in diam-
eter. It has usually round shape with smooth margin. It is non-homogenous with hypoechoic component. May be malignant.

¢ Adrenal carcinoma: It is very rare, mainly in adults (45-55 years), highly malignant tumour. It is usually inhomogeneous hypo-
echoic or echocomplex with irregular margins.

¢ Neuroblastoma: mainly in children, on ultrasound the appearance is widely variable from echogenic tumour with calcifica-
tions to cystic areas from necrosis or haemorrhage.

Others:

e Intra-adrenal Haemorrhage: It is mainly seen in newborns. In adults, it is reported after trauma or using anticoagulants. In
acute stage it is anechoic but in chronic state it tends to be hyperechoic.

e Adrenal Cysts: with haemorrhage.

ANSWER OF Q3:

Three important steps are needed. The first, is better imaging diagnosis like CT scan, MRI, and adrenal radionuclide study. The
second, is hormonal diagnosis like measuring serum electrolytes, serum cortisol and dexamethasone suppression tests, and
plasma renin and aldosterone level. In addition to measurement of free catecholamines in 24 hours urine to exclude pheochro-
mocytoma which is the diagnosis in this patient. The third is biopsy diagnosis.
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Management of low back pain:
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Low back pain is one of commonest causes of visiting clinics all over the world. Its diagnosis
and management possess a great challenge for any physician. We are living now a time where
theraphies, both pharmacologic and non paharmacologic, are extensively present many of them
are very expensive not only for patients themselves but on the health system as well. Which one
of these therapies is valid and has a good effect approved by a good quality research and which
one is not? This is what these questions and the followed answers are going to show based on the
recommendation of the American College of Physicians systematic review of 2017.

Answer the following questions by putting the word true or false before each state-
ment:

1. Low back pain in clinical practice: of acute or subacute low back pain:
(a) Is rarely encountered in daily practice. (a) Systemic corticosteroids.
(b) About one quarter of U.S. adults report- (b) Acetaminophen ( paracetamol).
ed having low back pain lasting at least 1 (¢) Benzodiazepines.

day in the past 3 months.
(d) Antidepressants.
(c) As it is usually mild, it adds little on the

cost of the health. (e) Anti-seizures.

(d) Both genders can be affected.

4. A 30-year-old man complaining from 3 days
history of pain at the lumbar area. He report-
ed no pain, numbness or paraesthesia in both
lower limbs. The following statement is true

(e) Knowing the duration of the symptoms
does not affect the treatment options.

2. Types of low back pain according to its dura- regarding the best treatments:
tion: (a) The first choice is to give high dose
(a) Pain which is lasting more than 12 weeks NSAIDs to control pain.

Is called acute. (b) If the patient’s pain left without treat-

(b) Subacute pain is the pain which lasts 4-12 ment, it tends to become chronic.

ks. . .
weeks (c) Non-pharmacological treatment is of no

(c) If the pain persists more than 12 weeks benefit in acute stage.

we call it chronic.. (d) Exercise is better option than superficial

(d) Radicular low back pain means pain, par- heat.
aesthesia, and [or weakness in the lower

extremitics. (e) Adding Lumbar support to other inter-

vention is augmenting the benefit.
(e) Radicular low back pain occurs due to

nerve root impingement.
5. Regarding harms of pharmacologic therapies

of low back pain:
3. The followings drugs have a role in treatment
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(a) Using scheduled acetaminophen carries
more serious adverse events than using
acetaminophen taken as needed.

(b) COX-2-selective NSAIDs were associated
with a decreased risk for adverse events
compared with traditional NSAIDs.

(c) Short term use of opioids increased nau-
sea, vomiting and constipation compared
to placebo.

(d) Risk of adverse events did not differ be-
tween gabapentin versus placebo.

(e) Use of systemic corticosteroid has a se-
vere detrimental effect on control of
sugar in patient who is concomitantly has
diabetes mellitus.

6. Acute low back pain:

(a) Low Back pain of > 12 weeks.

(b) Is the Low back pain that occurs secondary
to trauma.

(c) Low back pain of < 4 weeks.

(d) If left untreated, it may change to be
chronic.

(e) Substantial Improvement is high likely oc-
cur within first month.

. Non-pharmacologic Treatment of acute and

subacute low back pain:
(a) Itis a shared decision-making approach.

(b) Non-pharmacologic interventions shown
to be effective for improving pain and
function.

(c) Quality evidence shows that massage is
better than superficial heat in controlling
pain.

(d) Acupuncture and spinal manipulation is
the most effective non-pharmacologic
treatment.

(e)Harms of non-pharmacologic interven-
tions were sparsely reported, and no seri-
ous adverse events were reported.

8. Pharmacologic treatment of acute and suba-

cute low back pain:
(a) Acetaminophen is the drug of choice for
pain.

(b) NSAIDs and skeletal muscle relaxants
have shown small improvement in pain
relief.

(c) Adverse events may limit the use of
skeletal muscle relaxants and traditional
NSAIDs.

(d) COX-2-selective NSAIDs is as effective as
traditional NSADs in controlling pain.

(e) Short course systemic steroid improves
pain but not function.

. The following Non-pharmacologic interven-
tions have a recognized effect on pain for
chronic low back pain:

(a) Cognitive behavior.

(b) Exercise therapy .

(c) Multidisciplinary rehabilitation .
(d) Acupuncture.

(e) Ultrasound.

10. Pharmacologic therapy of chronic low back

pain:
(a) Tramadol is the first line therapy.

(b)Due to their adverse events, NSAIDs are
considered the second-line therapy.

(c) SSRI have no benefit in chronic low back
pain.

(d) Opioids should be reserved for patients
who failed to get response from using
other therapies.

(e) Systemic steroid has a good role when
other options have failed to give the re-
quired effect.
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Management of low back pain:
Recommendation of American College of Physicians 2017

Answers of Questions on page 121-122

1. Answers (F, T, F, T, F) : Low back pain is one of anti-seizures, or opioids are not recommend-

the most common reasons for visiting physi-
cians in the United States. Approximately
one quarter of U.S. adults reported having
low back pain lasting at least 1 day in the past
3 months. Although low back pain sounds a
mild complaint in many patents, it | associ-
ated with high costs, including both direct
health costs and indirect costs incurred from
missed work and low productivity. Low back
pain can involve both gender, its manage-
ment depends on classifying the pain accord-
ing to its duration into acute, sub-acute and
chronic. Effects of most of pharmacologic
and nonpharmacologic therapy differ accord-
ing to whether the pain in acute or chronic.

2. Answers (F, T, T, T, T): Low back pain can be

classified according to many parameters.
Classification according to the time the pain
lasts carries a clinical implication in deciding
the mode of therapy. Acute low back pain
is the pain which lasts <4 weeks. While pain
which persists >12 weeks is called chronic.
Pain persists between 4-12 weeks is called
sub-acute. The presence of pain, paraesthe-
sia, and Jor weakness in the lower extremi-
ties means that the nerve root is impinged
and this is called radicular low back pain.

ed because evidence was insufficient to de-
termine their effectiveness in comparison to
placebo in patients with acute or subacute

low back pain.

4. Answers (F, F, F, F, T): The Amer-

ican college of physicians sys-
tematic review recommends
that acute or subacute low
back pain improve overtime
regardless of treatment. Non-
pharmacologic treatment with
superficial heat has a moderate
quality evidence in controlling
pain. Other non-pharmacologi-
cal treatment like massage, ac-
upuncture, or spinal manipula-
tion has a low quality evidence
to improve the pain. However,
combination of more than one
mode of treatment is better
than each alone. Although it is
a low quality evidence, no dif-
ference in pain or function be-
tween lumbar support added
to an educational programme
or other intervention than
them alone. When pharmaco-

In acute or Subacute
low back pain NSAIDs
and skeletal muscle
relaxants are recom-
mended

In acute or subacute
low back pain:
Acetaminophen,
systemic steroid,
benzodiazepine, and
antidepressants are
not recommended

3. Answers ( F, F, F, F, F): Neither local injection logic treatment is needed, NSAIDs or Skel-

nor oral corticosteroid have a role in treat-
ment of acute low back pain. Low-quality
evidence showed no difference in pain or
function between a single intramuscular
injection of methylprednisolone or a 5-day
course of prednisolone compared with pla-
cebo in patients with acute low back Pain.
Acetaminophen is not recommended by The
American College of physicians as a treat-
ment for acute low back pain because evi-
dence, although low quality, has showed no
difference between acetaminophen and pla-
cebo for pain intensity or function through
4 weeks or between acetaminophen and
NSAIDs for pain intensity or likelihood of ex-
periencing global improvement at 3 weeks
or earlier. Benzodiazepines, antidepressants,

5.Answers (F, T, T, T, F): The sys-

etal muscle relaxant is of choice; however, it
is preferred after starting with nonpharma-
cologic treatment. Using exercise in acute or
subacute low back pain shows

no difference in controlling
pain. And comparison between
different exercise regimens
shows no clear difference.

tematic review of the ACP
has shown that using sched-
uled acetaminophen, aceta-
minophen taken as needed or

In acute low back
pain heat wrap, and
massage are recom-

mended while lumbar
support and exercise
are not

placebo did not differ in devel-

opment of serious adverse events. Both COX-
2-selective NSAIDs and acetaminophen were
associated with a decreased risk for adverse
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events compared to traditional NSAIDs. Gas-
tro-intestinal adverse events such as nausea,
vomiting and constipation reported more
frequently on using short term opioids. Al-
though it is low quality evidence, risk of de-
velopment of adverse event did not differ
between gabapentin and placebo. Although
the use of corticosteroid was associated with
many adverse events like insomnia, nervous-
ness and increased appetite; however, low
quality evidence showed no cases of hyper-
glycaemia that required medical attention

6. Answers ( F, F, T, F, T): Acute low back pain is

common in daily clinical practice. It is defined

In chronic low back
pain: NSAIDs are the
first choice

as pain at the low back of less
than 4 weeks. The cause of acute
low back pain is not necessarily
traumatic. Acute as well as suba-
cute low back pain improve over-
time regardless of treatment. Cli-
nicians should inform all patients

of the general favourable prog-
nosis of acute low back pain whether sciatica
is present or not. In most of the cases sub-
stantial improvement occur within a month.

7. Answers (T, T, F, F, T): Clinicians and patients

should use a shared decision-making ap-
proach to select the most appropriate treat-
ment based on patient preferences, avail-

ability, harms, and costs of the

interventions.  Non-pharmaco-

In chronic low back

pain: Tramadol and

duloxetine are the
second choice

logic interventions shown to be
effective for improving pain and
function in patients with acute or
subacute low back pain. Superfi-

cial heat and massage both have

shown moderate improvement in
pain and function; however, the
evidence for superficial heating is moderate
quality while it is low quality for massage.
While acupuncture and spinal manipulation

In chronic low back
pain: Opioids are
used if others failed

had a small effect on improving
pain with low quality evidence.
Harms of non-pharmacologic in-
terventions were sparsely report-
ed, and no serious adverse events
were reported. Skin flushing is re-
ported with superficial heat and
muscle soreness is reported with

massage and spinal manipulation

8. Answers ( F, T, T, F, F): NSAIDs and skeletal
muscle relaxants have shown a small im-
provement in pain relief with moderate qual-
ity evidence. However, NSAIDs has shown
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alsoimprovementin the function while the ef-
fect of skeletal muscle relaxants on the func-
tion has not studied very well. Both treat-
ments have some side effects that may limit
their use. American College of Physicians do
recommend against using acetaminophen
and systemic steroid in controlling pain in
acute low back pain. For acetaminophen,
updated evidence has shown that it was not
effective at improving pain outcome versus
placebo. For systemic steroid, studies have
shown that it was not effective in treating
acute or subacute low back pain despite be-
ing low-quality evidence.

9. Answers ( T, T, T, T, F): Non-pharmacologic

interventions are considered as first-line op-
tions in patients with chronic low back pain
because fewer harms are associated with
these types of therapies than with pharma-
cologic options. Moderate-quality evidence
showed that exercise therapy resulted in
small improvements in pain and function.
Low-quality evidence showed that multidisci-
plinary rehabilitation resulted in a moderate
improvement in pain and a small improve-
ment in function compared with no multidis-
ciplinary rehabilitation. Acupuncture had a
moderate effect on pain and function com-
pared with no acupuncture electromyogra-
phy biofeedback and CBT each had a moder-
ate effect on pain and no effect on function,
Ultrasound, TENS had no effect on pain or
function compared with control treatments.

10. Answers (F, F, T, T, F): Pharmacologic therapy

is indicated in patients with chronic low back
pain who have had an inadequate response
to non-pharmacologic therapy. NSAIDs are
considered the first line therapy. No one of
this class is superior on another as evidence
(moderate-qulity) showed no difference in
pain improvement when different NSAIDs
were compared with one another. Effect
should be balance with the potential gastro-
intestinal and renal risks usually starts with
the lowest effective doses for the shortest
periods needed. Although COX-2-selective
NSAIDs have less adverse event than the
traditional NSAIDs but their effectiveness
in improving pain and function were not
assessed adequately. Tramadol and dulox-
etine are recommended by the American col-
lege of physicians as a second line therapy
as moderate-quality evidence showed that
they have effect on pain and function. The
improvement is moderate for tramadol and
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small for duloxetine. Opioids should be the
last treatment option considered and should
be considered only in patients for whom oth-
er therapies have failed because they are as-
sociated with substantial harms. Evidence for
both short and long acting opioids showed a
small effect on short-term pain and function.

Moderate-quality evidence showed that TCAs
and SSRIs did not effectively improve pain or
function. Physician should avoid prescribing
costly or ineffective drugs for patients.

Answers based on the recommendations of the American College of Physicians 2017

1. Qaseem A, Wilt TJ, McLean, and Forciea MA. Noninvasive Treatments for Acute, Subacute, and Chronic
Low Back Pain: A Clinical Practice Guideline From the American College of Physicians. Ann Intern Med

2017;166(7):514-530. doi:10.7326/M16-2367.
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Clinical ethics is a practical discipline that
provides a structured approach to assist phy-
sicians in identifying, analyzing and resolving
ethical issues in clinical medicine.'

The practice of good clinical medicine re-
quires some working knowledge about ethi-
cal issues and values such as Beneficence,
Non-maleficence, Respect for Autonomy,
and Justice and Fairness.”

Medicine, even at its most technical and
scientific aspects, is an encounter between
human beings, and the physician’s work of
diagnosing disease, offering advice, and pro-
viding treatment is embedded in a moral con-
text.'

Good medical practice described by the
General Medical Council in the UK expected
registered doctor to meet the practice stand-
ards in the following duties domains:?

1. Knowledge, skills and performance.

2. Safety and quality.

3. Communication, partnership (patient
doctor relationship) and teamwork.

4. Maintaining trust.

Patients need good doctors that provide
good care, put patient safety first, treat pa-
tients as individuals and must be honest and
trustworthy.*

Good doctors make the care of their pa-
tients their first concern: they are compe-
tent, keep their knowledge and skills up to
date, establish and maintain good relation-
ships with patients and colleagues, are hon-
est and trustworthy, and act with integrity
and within the law.’

The patient-doctor relationship is an im-
portant concept in health care, especially pri-
mary care. It is a complex topic that means
different things to different people. Some

scholars investigated it in terms of the com-
munication and interpersonal skills of the
doctor, for others major facet is continuity
of patient care, where the relational aspect is
referred to as interpersonal continuity.®

Everyone is aware of the fact that good
doctor and patient relationship is relevant to
the sustenance of any healthcare. However,
external influences are making it increasingly
difficult to attain a good communication.’

Usually, moral values such as mutual re-
spect, honesty, trustworthiness, compas-
sion, and a commitment to pursue shared
goals, make a clinical encounter between
physician and patient morally unproblem-
atic and consider as an effective relationship.
Occasionally, physicians and patients may
disagree about values or face choices that
challenge their values. It is then that ethical
problems arise.'

The recognition of the importance of
doctor patient relationship and communica-
tion in medicine has particular relevance for
primary care physician whose discipline has
long focused on the importance of the doc-
tor patient relationship quality health care
delivery.®

The essential elements of a good doctor-
patient relationship are: Respect, confidenti-
ality, professional honesty, and communica-
tion.?

The ultimate objective of any doctor-pa-
tient communication is to improve the pa-
tient’s health and medical care.” "

Basic communication skills in isolation are
insufficient to create and sustain a success-
ful therapeutic doctor-patient relationship,
which consists of shared perceptions and
feelings regarding the nature of the prob-
lem, goals of treatment, and psychosocial
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support.”™ ™

Having good communication skills is es-
sential for doctors to establish good doctor
patient relationship.®

Effective doctor-patient communication is
a central clinical function in building a thera-
peutic doctor-patient relationship, which is
the heart and art of medicine and a central
component in the delivery of health care.' ™

The three main goals of current doctor-
patient communication are creating a good
interpersonal relationship, facilitating ex-
change of information, and including patients
in decision making, help regulate patients’
emotions, help patient to follow advice and
adhere to the prescribed treatment and im-
prove their general satisfaction.” "> 3

Professionalism is the core competency
of physicians, developed over the framework

of clinical competence, effective communi-
cation skills and sound knowledge of ethical
and legal aspects of medicine.'" These attrib-
utes cannot be learned by chance alone; they
can be taught, learned and assessed. One of
the major reasons to incorporate these skills
into medical education is to improve overall
patient care."” Effective communication skills
and sound knowledge of ethical issues con-
tributes to better doctor-patient relationship
and medical outcome.'

According to American Medical Asso-
ciation (AMA), there are some ethical issues
that need to be explored in the doctor-pa-
tient relationship; Trust, confidentiality and
Informed consent.” '

Among Ways of Improving Doctor-Patient
Relationship is by: Effective Communication,
Empathy and Active Listening.’

CASE SCENARIOS

Case 1: Mistake — Medical Error

A 3-month-old has been admitted to the
hospital with a newly diagnosed ventricular
septal defect. She is in early congestive heart
failure and digoxin is indicated. After discuss-
ing the proper dose with the attending physi-
cian, you write an order for the drug. Thirty
minutes later the baby vomits and then has
a cardiac arrest and dies. You discover that in
writing the digoxin order you misplaced the
decimal point and the child got 10 times too
much digoxin.

What is your duty here?

a. Inform the parents about the mistake and
say you are sorry.

b. Do not inform the parents.

c. Do not say sorry.

d. Try to hide the document that confirm
the medical error, because a malpractice
lawsuit may follow.

Case 2: Mistake — Medical Error

A 3-year-old child presents to the emergency
department. She was diagnosed with pyelo-
nephritis by her physician yesterday, treated
with an intramuscular injection of antibiotic
and sent home on an oral antibiotic. She is
vomiting today and unable to keep the an-
tibiotic down. As you prepare to admit her,
you feel she should have been admitted yes-
terday.

Should you tell the parents that their physi-
cian made a mistake?

a. Yes the parents should be told.

b. The parents should not be told.

c. Discuss the case first with the other treat-
ing physician, then tell the parents.

d. Report the incident to the department
manager and not the parents.

Case 3: Informed Consent

A 36-year-old man presents for bone marrow
donation for transplantation. His primary
care physician contacts the anaesthesiologist
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toreport that the donor is extremely anxious
about the procedure. The primary doctor re-
quests that the anaesthesiologist should not
discuss risks with the donor, since it might
“scare” him into not providing bone marrow
for a sick cousin.

Should you curtail (limit) risk discussion?

a. Yes because the primary care physician
personally contacted the anaesthesiolo-

gist.

b. Yes for the purpose of improving the like-
lihood that the donor will cooperate with
bone marrow donation.

c. No because curtailing the risk discussion
to avoid scaring the donor is a distinctly
unethical practice.

d. None of the above.

ANSWERS OF CASE SCENARIOS

Answer of case 1 is a:

This unfortunate event represents a seri-
ous error with profound implications for the
patient and family. You owe this family an
honest explanation. They need to hear you
say that you’re sorry. Any attempt to hide the
details of the event would be dishonest, dis-
respectful, and wrong. Though a lawsuit may
follow, these parents are less likely to litigate
if you deal with them honestly and take re-
sponsibility for the error.'7

Answer of the case 2 is b:

The practice of medicine is not an exact
science. Frequently physicians will disagree
about what constitutes the most appropri-
ate management in a given case. Often these
are legitimate disagreements with more than
one acceptable course of action. Simply be-
cause you would have managed a patient dif-
ferently does not mean the other physician
made a mistake. In this case, you may wish to
discuss the case with the other physician and
explain why you manage children with pyelo-
nephritis differently. However, in situations
where standard practice varies, the parents
should not be told that a mistake has been
made."7

Answer of the case 3is c:

This request to curtail discussion of risks
is not originating with the donor. To avoid
discussion for the purpose of improving the
likelihood that the donor will cooperate with
bone marrow donation does not only carry
some mistaken assumptions about the ef-
fects of risks discussions, but it “uses” the
patient to meet the ends of another indi-
vidual, rather than to further his own goals,
a distinctly unethical practice. Since the do-
nor is anxious, it is reasonable to offer to dis-
cuss risks with him, but inform him that he
has the choice to not have a detailed discus-
sion if he thinks it might unduly stress him.
More importantly, a well-done discussion of
risks with this donor can be reassuring, and
serve to decrease his anxiety about the up-
coming procedure. The donor may be suffer-
ing from unreasonable fears about the risks
of the procedure. Since the donor is healthy,
anaesthesia and procedure risks are minimal.
He can be reassured that the procedure pre-
sents him with less risk than many things he
does every day without much concern--such
as driving a car to his appointment in your of-
fice.”"9
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