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The choice of antibiotic in
the treatment of purulent meningitis in
infants is based on the child’s age and,
until bacterial cultures of cerebrospinal
fluid can be obtained, on the probable
causative organism. A retrospective
review of 16 infants between 4 weeks and
14 weeks of age over a 21-year period
revealed that Hemophilus influenzae type
b was the most commonly isolated
bacterial agent; Streptococcus
pneumoniae, Neisseria meningitis, and
group B streptococcus were less-
frequent causes of meningitides in this
age group. To combat purulent
meningitis in infants between 1 and 2
months of age, ampicillin plus
cefotaxime can be recommended as
antibiotic therapy for full-term infants
who have no neonatal complications or
history of previous infection. After 2
months of age, ampicillin plus
chloramphenicol are the antibiotics of
choice.

The early antibiotic treatment for purulent men-
ingitis, until bacterial growth from cerebrospinal
fluid can be confirmed, is based on the patient’s age
and the probable organism causing the disease. In
infants younger than 1 month old, gram-negative
coliforms, group B streptococci, and Listeria mono-
cytogenes are the most frequent causes of purulent
meningitis. Parenteral ampicillin sodium plus an
aminoglycoside can be recommended for this neo-
natal group.!2 The best initial antibiotic treatment
of purulent meningitis for patients between 1 and 3
months of age, however, is more complex, partly
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because of differences of opinion regarding the
causative organisms in this age group and partly
because of lack of differentiation in some studies
among this age group, neonates, and older infants.

Proper age-dependent antibiotic therapy is crit-
ical to reducing the high morbidity and mortality
in this age group. This paper reviews the relative
incidence of causative organisms of purulent men-
ingitis in infants between 4 and 14 weeks of age. It
also considers the empiric antibiotic therapy for
this age group.

Causative organisms
Retrospective study
We reviewed the medical records of patients dis-
charged from Geisinger Medical Center in Dan-
ville, Pennsylvania, between 1963 and 1983 after
having been treated for purulent meningitis; only
patients who were between 4 and 14 weeks of age at
the time of initial lumbar puncture were included
in the study. Patients with positive bacterial
growth from the cerebrospinal fluid (CSF) or with
positive countercurrent immunoelectrophoresis for
Hemophilus influenzae type b, Neisseria men-
ingitidis group A or C, Streptococci pneumoniae, or
group B streptococcus, or who had been pretreated
with antibiotics and had cloudy or purulent CSF
with a leukocyte count greater than 500/cu. mm.,
protein level greater than 200 mg./dl., and glucose
value less than 35 mg./dl. were included. Patients
were excluded from the study if they had previously
diagnosed sepsis or meningitis prior to 28 days of
age, myelomeningocele, hydrocephalus within the
first 28 days, or ventriculoperitoneal shunt, or if
they had been of less than 37 weeks’ gestation or
had been small for gestational age.

Sixteen infants met the criteria for inclusion in
the study (Table 1). The causative organism was
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TABLE 1. RAW DATA ON PATIENTS IN STUDY.
Cerebrospinal Fluid
PN
1 Percent il
polymorphonuclear Percent
Organism Age in days Leukocytes leukocytes lymphocytes Protein  Glucose
Haemophilus influenzae 35 180 65 35 47 2
39 5,850 91 9 55 6
45 16,000 92 8 - —
48 8,700 98 2 222 0
72 3,040 89 11 418 0
76 531 70 30 2,500 37
82 11,860 100 0 510 44
85 5,400 96 4 177 10
97 11,500 93 7 132 15
Streptococcus
pneumoniae 29 100 93 i 118 22
34 18,400 100 0 1,500 8
66 2,870 97 3 238 5
Neisseria meningitidis 44 964 92 8 550 8
92 12,960 91 9 il 0
Group B streptococcus 29 657 98 2 188 0
No growth 54 1,700 62 38 214 23

isolated from CSF in 15 (94 percent) of them. H.
influenzae type b, the most common pathogen, was
isolated from 9 (56 percent) of the 16 patients.
S. pneumoniae was only one-third as prevalent,
being found in 3 (19 percent of the infants.) N.
meningitidis was present in the CSF of 2 patients
(13 percent), and group B streptococcus was found
in 1 infant (6 percent). No gram-negative coliforms
were isolated from CSF.

Of the 16 patients in the study, 7 were between 1
and 2 months old. H. influenzae type b was the
causative organism in 4 of the 7, (57 percent). A -
lactamase-producing strain was isolated in the
youngest patient, who was 35 days of age.

Review of the literature
In the 1- to 2-month age group, Friedman and
Fleisher? reported that in 5 of 7 cases (71 percent),
the offending organism was H. influenzae, with the
remaining 2 cases due to group B streptococci. En-
zenauer and Bass* found that meningitis was
caused by H. influenzae in 7 of 16 infants (44 per-
cent), by group B streptococci in 5 (31 percent), and
by S. pneumoniae in 3 (19 percent). Baumgartner
and coworkers® found these organisms to occur
with equal frequency (n = 2) in infants 4 and 5
weeks old who had bacterial meningitis. However,
Nelson® showed group B streptococcus as the pre-
vailing organism in infants from 1 to 2 months old,
with H. influenzae a poor second. In infants from 2
to 3 months old, the reverse was true. Pneumococci
were the third ranking cause in both age groups.
Most authors noted that group B streptococcus was
not a usual cause of meningitis after 3 months of
age.5

In 3 reported cases of Escherichia coli meningitis

Initial treatment of purulent meningitis in infants 1 to 3 months of age

in infants older than 1 month of age reviewed by
Enzenauer and Bass,* each patient had had a low
birth weight and a neonatal course complicated by
infection. Baumgartner and associates,” however,
found this organism in 3 of 9 cases in the 1- to 2-
month- old infants. Nelson® found E. coli in about 8
percent of 64 cases in this age group.

Choice of antibiotic therapy and discussion

A physician’s selection of antibiotic has become
more difficult as the incidence of B-lactamase-pro-
ducing strains of H. influenzae type b increases
nationwide. Prior to 1974, all strains of H. influ-
enzae that caused meningitis were assumed to be
uniformly sensitive to ampicillin, but an average of
25 percent of H. influenzae type b strains in the
United States are now resistant to that drug.?
Resistance of some strains of the organism to both
ampicillin and chloramphenicol has been reported
rarely in Asia, Europe, and the U.S., but the inci-
dence in Spain, at least, appears to be increasing.%"
Some E. coli strains are also resistant to am-
picillin.? In addition, an increasing number of S.
pneumoniae isolates are resistant to the pen-
icillin.1.6

There has been some speculation about the use of
ampicillin and choramphenicol for group B strep-
tococci following a study of their in vitro antag-
onism.8 In addition, the unpredictable metabolism
of chloramphenicol in this age group requires
serum concentrations measured and dosage adjust-
ments accordingly. Cefotaxime apparently does not
inhibit early bactericidal activity by ampicillin
against group B streptococci.? Although cefotaxime
is ineffective against S. pneumoniae and group B
streptococci that cause meningitis,? ampicillin re-
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sistance is still rare in these organisms. Empiric
antibiotic therapy must provide coverage against
these organisms as well as against H. influenzae
type b. Because E. coli and other members of En-
terobacteriaceae are uncommon causes of purulent
meningitis in noncompromised infants older than 1
month old, gentamicin usually is not indicated
beyond this age.

The use of aminoglycosides may be appropriate
for premature, small for gestational age, immu-
nodeficient, neurologically anomalous, or pre-
viously infected infants older than 1 month, but the
microbiologic spectrum of meningitis in non-
compromised infants 1 to 2 months of age would
seem to be covered well by ampicillin and cefotax-
ime. Beyond 3 months of age, group B streptococcus
is an uncommon pathogen for purulent meningitis,
so ampicillin and chloramphenicol can be recom-
mended.
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non-insulin-dependent

Diabetes and
fasting glucose

Fasting hyperglycemia is largely due to hepatic
overproduction of glucose. MICRONASE has been
shown to decrease elevated
basal rates of hepatic glucose
production, and this may
account for its ability to reduce
fasting hyperglycemia.
MICRONASE improves 24-hou
control of both postprandial
and fasting blood glucose levels
MICRONASE usually provides
24-hour control of blood glucose
levels with a once-a-day dosage.
All sulfonylureas, including MICRONASE,
can cause severe hypoglycemia. Proper patient
selection, dosage, and instructions are important.

No other oral antidiabetic agent fits
the realities of life better than

Micronase
Tablets (glyburide)

Usual starting dosage—2.5 mg to 5 mg once a day
When diet alone fails... MICRONASE
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—_— S0 Other oral antidiabetic agent
fits the realities of life better than once- a-day

Micronase

Some patients, particularly those receiving more than 10 mg daily, may
have a more satisfactory response with twice-a-day dosage.

Micronase Tablets (glyburide)

CONTRAINDICATIONS: MICRONASE Tablets are contraindicated in patients with: 1. Known hypersensitivity or
allergy to the drug. 2. Diabetic ketoacidosis, with or without coma. This condition should be treated with
insulin. 3. Type | diabetes mellitus, as sole therapy.

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral
hypoglycemic drugs has been reporled to be associated with increased cardiovascular mortality as
compared to treatment with diet alone or diet plus insulin. This warning is based on the study conducted by
the University Group Diabetes Program (UGDFP), a long-term prospective clinical trial designed to evaluate
the effectiveness of glucose-lowering drugs in preventing or delaying vascular complications in patients
with noninsulin-dependent diabetes. The study involved 823 patients who were randomly assigned to one
of four treatment groups (Diabetes, 19 [Suppl 2]:747-830, 1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5 grams per
day) had a rate of cardi lar mortality approximately 2% times that of patients treated with-diet alone.
A significant increase in total mortality was not observed, but the use of tolbutamide was discontinued
based on the increase in cardiovascular mortalily, thus limiting the opportunity for the study to show an
increase in overall mortality. Despite coniroversy regarding the interpretation of these results, the lindings
of the UGDP study provide an adequate basis lor this warning. The patient should be informed of the
polential risks and advantages of MICRONASE and of alternative modes of therapy.

Although only one drug in the sulfonylurea class (lolbutamide) was included in this study, it is prudent from
a salely standpoint to consider that this warning may apply to other oral hypoglycemic drugs in this class,
in view of their close similarities in mode of action and chemical structure.

PRECAUTIONS: General—Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia
Proper patient selection and dosage and instructions are important to avoid hypoglycemic episodes. Renal or
hepatic insufficiency may increase the risk of serious hypoglycemic reactions. Elderly, debilitated or
malnourished patients, and those with adrenal or pituitary insufficiency, are particularly susceptible to the
hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be difficult to recognize in the elderly
and in people who are taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur when
caloric intake is deficient, after severe of prolonged exercise, when alcohol is ingested, or when more than
one glucose lowering drug is used. Loss of Control of Blood Glucose: In diabetic patients exposed to stress
such as fever, trauma, infection or surgery, a loss of control may occur, It may then be necessary to
discontinue MICRONASE and administer insulin. Adequate adjustment of dose and adherence to diet should
be assessed before classifying a patient as a secondary failure. information for Patients: Patients should be
informed of the potential risks and advantages of MICRONASE and of alternative modes of therapy. They also
should be informed about the importance of adherence to dietary instructions, of a regular exercise program,
and of regular testing of urine and,/or blood glucose. The risks of hypoglycemia, its symptoms and treatment,
and conditions that predispose to its development should be explained to patients and responsible family
members. Primary and secondary failure should also be explained. Laboratory Tests: Response to
MICRONASE Tablets should be monitored by frequent urine glucose tests and periodic blood glucose tests.
Measurement of glycosylated hemoglobin levels may be helpful in some patients. Drug Interactions: The
hypoglycemic action of sulfonylureas may be potentiated by certain drugs including nonsteroidal anti-
inflammatory agents and other drugs that are highly protein bound, salicylates, sulfonamides, chioramphen-
icol, probenecid, coumarins, monoamine oxidase inhibitors, and beta adrenergic blocking agents. Certain
drugs tend to produce hyperglycemia and may lead to loss of control. These drugs include the thiazides and
other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, pheny-
toin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction
between oral miconazole and oral hypoglycemic agents leading to severe hypoglycemia has been reported.
Carcinogenesis, Mutagenesis, and Impairment of Fertility: Studies in rats at doses up to 300 mg/kg,/day for
18 months showed no carcinogenic effects. Glyburide is nonmutagenic when studied in the Salmonella
microsome test (Ames test) and in the DNA damage/alkaline elution assay. Pregnancy: feratogenic Effects:
Pregnancy Category B. Reproduction studies in rats and rabbits have revealed no evidence of impaired
fertility or harm to the fetus due to glyburide. There are no adequate and well col studies in preg
women. This drug should be used during pregnancy only if clearly needed. Insulin should be used during

pregnancy to maintain blood glucose as close to normal as possible. Nonteratogenic Effects: Prolonged
severe hypoglycemia (4 to 10 days) has been reported in neonates born to mothers who were receiving a
sulfonylurea drug at the time of delivery. MICRONASE should be discontinued at least two weeks before the
expected delivery date. Nursing Mothers: Some sulfonylurea drugs are known to be excreted in human milk.
Insulin therapy should be considered. Pediatric Use: Safety and effectiveness in children have not been
established.

ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal Reac-
tions: Cholestatic jaundice may occur rarely; MICRONASE Tablets should be discontinued if this occurs.
Gastrointestinal disturbances, eg. nausea, epigastric fullness, and heartburn, are the most common
reactions, having occurred in 18% of treated patients during clinical trials. They tend to be dose-related and
may disappear when dosage is reduced. Liver function abnormalities, including isolated transaminase
elevations, have been reported. Dermatologic Reactions: Allergic skin reactions, e.g., pruritus, erythema,
urticaria, and morbilliform or maculopapular eruptions, occurred in 1.5% of treated patients during clinical
trials. These may be transient and may disappear despite continued use of MICRONASE; if skin reactions
persist, the drug should be discontinued. Porphyria cutanea tarda and photosensitivity reactions have been
reported with sulfonylureas. Hematologic Reaclions: Leukopenia, agranulocytosis, thrombocytopenia,
hemolytic anemia, aplastic anemia, and pancytopenia have been reported with sulfonylureas. Metabelic
Reactions: Hepatic porphyria and disulfiram-like reactions have been reported with sulfonylureas; however,
hepatic porphyria has not been reported with MICRONASE and disulfiram-like reactions have been reported
very rarely. Cases of hyponatremia have been reported with glyburide and all other sulfonylureas, most often
in patients who are on other medications or have medical conditions known to cause hyponatremia or increase
release of antidiuretic hormone. (SIADH) secretion has been reported with certain other sulfonylureas, and
it has been suggested that these sulfonylureas may augment the peripheral (antidiuretic) action of ADH and
lor increase release of ADH

OVERDOSAGE: Overdosage of sulfonylureas, including MICRONASE Tablets, can produce hypoglycemia. If
hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous injection of
concentrated (50%) glucose solution. This should be followed by a continuous infusion of a more dilute (10%)
glucose solution at a rate which will maintain the blood glucose at a level above 100 mg/dL. Patients should
be closely monitored for a minimum of 24 to 48 hours, since hypoglycemia may recur after apparent clinical
TBCOVErY.

Caution: Federal law prohibits dispensing without prescription. Store at controlled room temperature
15°-30°C (59°-86°F). Dispensed in well closed containers with safety closures. Keep container tightly closed
For additional product information see your Ugjohn representative.

THE UPJOHN COMPANY, Kalamazoo, MI 49001, USA
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New Products
continued from page 530/34

contact Welch Allyn, Ine., Medical
Division, 4341 State Street Road,
P.O. Box 220, Skaneateles Falls, New
York 13153-0220 315) 685-8351.

Skin surface thermometer

This liquid crystal thermometer ad-
heres to any area of the body for
constant monitoring of skin surface
temperature. DermaTemp Skin Sur-
face Monitor takes only 15 seconds to
show the initial reading and con-
tinues to measure temperature as
long as the strip is in place. It enables
the comparison of local blood flow dif-
ferences for use in evaluation of cir-
culation in a burn area, detection of
potential circulatory disorder or
problems with inflammation after a
sports injury, determination of pat-
ency of femoral bypass grafts in vas-
cular surgery, and early detection of
bed sores. For more information on
the DermaTemp Skin Surface
Monitor, contact American Ther-
mometer Company, 125 Bacon
Street, Dayton, Ohio 45402 (513)
228-2817.

Disposable biologic test pack

A pre-assembled, disposable biologic
challenge pack for testing either
steam or ethylene oxide sterilizers is
now available. Proof Dual-Pack™ is
ready to use, eliminates the inconsis-
tencies which can be associated with
the assembly of conventional packs,
and can be used to test either steam
or gas cycles. Included in the pack is

a Proof Plus® self-contained biologic
indicator, which features a large,
clear vial, vivid color change, a built-
in chemical indicator, and fast read-
out of results. For further informa-
tion on Proof Dual-Pack™, contact
AMSCO/Medical Products Division,
2820 West 23rd Street, Erie, Penn-
sylvania 16514 (800) 458-0506, or in
Pennsylvania (800) 352-0097.

American Osteopathic Association

The Bureau of Research invites applica-
tions for funds to support research that
has demonstrable relevance to os-
teopathic theory and practice. It is the
applicant’s responsibility to demon-

strate that relevance.

Bureau of Research

Request for proposals

Division of Research
Department of Education
American Osteopathic Association
142 East Ontario
Chicago, IL 60611-2864

312-280-5864
or
800-621-1773

Proposals for the grant cycle must be
submitted to the address below by mid-
night, December 1, 1987. Application
guidelines and forms are in the 1987
edition of the Osteopathic Research
Handbook which is available from the:

New products and services briefing
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A defense against cancer
can be cooked up in your kitchen.

Fruits, vegetables, and whole-
grain cereals such as oatmeal, bran
and wheat may help lower the risk
of colorectal cancer.

Foods high in fats, salt- or
nitrite-cured foods like ham, and

There is evidence that diet

and cancer are related. Some fish and

foods may promote cancer, while types of sausages smoked by tradi-

others may protect you from it. tional methods should be
Foods related to lower- G g | eaten in moderation.

ing the risk of cancer of the | Be moderate in

larynx and esophagus all have consumption of alco-

high amounts of carotene, ¥ hol also.

a form of Vitamin A which A good rule of

thumb is cut down on
fat and don’t be fat.
Weight reduction may
lower cancer risk. Our
12- year study of nearly a

is in cantaloupes, peaches,
broccoli, spinach, all dark
green leafy vegetables, sweet
potatoes, carrots, pumpkin,
winter squash and tomatoes,
citrus fruits and brussels million Americans uncovered
sprouts. T high cancer risks particularly
e Foods that may among people 40% or more
7  help reduce the risk overweight.

A\ of gastrointestinal Now, more than ever, we

and respiratory  know you can cook up your own

tract cancer are  defense against cancer. So eat
cabbage, broccoli, healthy and be healthy.

_ brussels sprouts, No one faces
kohlrab1 cauliflower.  cancer alone. AMERICAN
R

CANCE
SOCIETY"




Medi-notes
continued from page 540/62

creased muscle strength and possi-
bly even demineralization of bone.

Like anything else, rest can be
abused.

Less rest for low back pain. Emerg Med 19:72-3,
30 Mar 87

Strategy for managing
chronic pelvic pain

Chronic pelvic pain often fails to re-
spond to traditional medical or
surgical treatment. The pain man-
agement center approach, which has
been used successfully to relieve can-
cer pain and headache, can be
adapted to the treatment of chronic
pelvic pain.

First, a complete history taking
and thorough physical examination
should be performed. Psychologic
factors should be addressed.
Laparotomy usually is necessary for
diagnosis.

An interdisciplinary approach is
used in management. Modalities in-
clude physical therapy, biofeedback,
exercise, psychologic therapy, acu-
puncture, or relaxation training. The
patient takes an active role in pain
management. A pilot study of one
pain management center showed
that at the end of the 6-week program
described, pain usually was reduced
substantially. The patients learned
to function at a normal physical and
psychosocial level.

Rapkin, A.J, and Kames, L.D.: The pain man-
agement approach to chronic pelvic pain. J Re-
prod Med 32:323-7, May 87

Pressure ulcers

Pressure ulcers have been noted by
physicians since antiquity; they
were, in fact, treated by Hippocrates.
Despite all our modern advances, a
recent study at Johns Hopkins Hos-
pital revealed a 4.7 percent preva-
lence of pressure ulcers among
hospitalized patients.

Medi-notes

Admittedly, these ulcers remain
difficult and frustrating to treat.
There appears to be no consensus on
the best therapeutic method. In gen-
eral, the best treatment is preven-
tion. The pressure sores occur when
prolonged compression or shear is
applied to the skin of predisposed pa-
tients. Prevention requires identi-
fication of patients at risk in institu-
tions, through surveillance and
nursing care. The article provides an
assessment scale for identifying such
patients. Once pressure ulcers occur,
treatment decisions are based on the
depth of the ulceration. Management
consists of removal of pressure, de-
bridement of the wound, and reduc-
tion of wound bacteria counts. The
efficacy of topical agents and expen-
sive bed support systems remains to
be determined.

Xakellis, G.C., Jr., and Garzone, P.: Pressure
ulcers. Am Fam Physician 35:159-64, Apr 87

Diagnosis and treatment
of acute knee injuries

The authors correctly point out that
in the first minute after an athlete
sustains an injury, valuable informa-
tion can be gained that is hard to
obtain later, when increased swell-
ing, muscle spasms, and pain are
present. The immediate examination
should focus on stability, neurologic
function, vascular status, false mo-
tion, or gross deformities. Inability
to extend the knee fully immediately
after injury may indicate a displaced
meniscal tear. One should not at-
tempt to unlock a locked knee while
the player is still on the field. A sim-
ple but thorough ligament examina-
tion can be made quickly with the
use of the Lachman test, posterior
drawer test at 90 degrees of flexion,
and varus and valgus stress tests.
Immediate treatment in the locker
room should consist of compression,
elevation, and the application of ice.
The pressure of any sign or symptom

referable to neurovascular injury
necessitates immediate referral to
an orthopedic surgeon. The article
presents a comprehensive overview
of both the examination and treat-
ment of this common form of athletic
injury.

Bassett, FH., IIl., Nygaard, A.L., and Zarins,

B.: Optimal care for acute knee injuries. Patient
Care 22:32-49, 26 Feb 87

Anticholinergic drugs in
the elderly

Impairment of ability to learn new
material is a feature of anti-
cholinergic drugs, even at routine
clinical doses. In a double-blind
crossover trial, elderly normal sub-
jects complained of and demon-
strated more impairment of memory
while they were taking trihex-
yphenidyl than they did when receiv-
ing amantadine. The deficits in
memory function were consistent
with those associated with anti-
cholinergic drugs in other reported
studies.

From these results it would appear
that anticholinergic drugs should be
avoided whenever possible in the el-
derly, especially if dementia is pres-
ent.

McEvoy, J.P, et al.: Effects of amantadine and
trihexyphenidyl on memory in elderly normal
volunteers. Am J Psychiatr 144:573-7, May 87

Laboratory differentiation
among anemias

A mild anemia is usually
asymptomatic, so a laboratory report
may be the first indication of its exis-
tence. When anemia is thought to be
present but the history and physical
examination fail to show the cause,
systematic use of laboratory tests
can determine the type of anemia
present. An approach that helps to
differentiate among anemias is de-
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scribed. The mean corpuscular vol-
ume (MCV) provides a valuable aid
in identification of iron deficiency.
When the MCV is low, determination
of transferrin saturation and plasma
ferritin help to distinguish the mi-
crocytic anemias. The reticulocyte
index provides a guide to differentia-
tion between hemolytic and hypo-
proliferative anemias and matura-
tion abnormalities. If the MCV is
elevated, the blood smear is helpful
in separating macrocytes. A guide to
iron therapy in iron-deficient states

is provided.

English, E.C.: Anemia. J Fam Pract 24:521-7,
1987

Moderate alcohol intake
and risk of breast cancer

In 1980 diet information that in-
cluded use of beer, wine, and liquor
was obtained by independently vali-
dated questionnaires from 89,538
United States women aged 34 to 59
years without a cancer history. Fol-
low-up during the next 4 years re-
vealed 601 cases of breast cancer
among these women. The age-ad-
justed relative risk of breast cancer
among the women who consumed 5
to 14 gm. of alcohol per day (about 3
to 9 drinks a week) was 1.3 (95 per-
cent confidence limits, 1.1 and 1.7).
The relative risk from consumption
of 15 gm. alcohol or more daily was
1.6. The relationship was not altered
materially by adjustment for various
nutritional factors or known risk fac-
tors for breast cancer.

These findings are similar to those
of most case-control studies. Viewed
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collectively, these data suggest that
alcohol consumption may increase
the risk of breast cancer.

Willett, W.C., et al.: Moderate alcohol consump-
tion and the risk of breast cancer. N Engl J Med
316:1174-80, T May 87

More on the relationship
of alcohol consumption
and breast cancer

This investigation studied the rela-
tionship between moderate alcohol
consumption and breast cancer in
the Epidemiologic Follow-up Study
of the National Health and Nutrition
Examination Survey, which was a co-
hort study based on a United States
population sample. The analysis in-
cluded 7,188 women aged 25 to 74
years examined 1971 through 1975.
Median follow-up of 10 years showed
121 cases of breast cancer. Relative
risks of breast cancer were estimated
at 1.4 for the lowest level of consump-
tion, 1.5 for moderate consumption,
and 1.6 for the highest level, as com-
pared to no drinking. Adjustment for
various dietary factors or known risk
factors did not materially affect these
estimates.

Results of this study are consistent
with those of two other cohort studies
and several case-control studies.
They suggest that an excess risk of
breast cancer of about 50 to 100 per-
cent is associated with moderate al-
cohol intake,

Schatzkin, A., et al.: Alcohol consumption and
breast cancer in the Epidemiologic Follow-up
Study of the First National Health and Nutri-
tion Examination Survey. N Engl J Med
316:1169-73, 7 May 87
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THE DO

Though death or illness is difficult on
anyone, the death or debilitating illness of a
physician creates a number of extenuating
circumstances. The September issue of The
DO examines ways that physicians can
lighten the burden on their families,
patients, and themselves. Included in the
issue is information on estate planning,
physicians as patients, and closing a
practice. Also in September is a
commencement roundup of the osteopathic
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The Papanicolaou smear versus colposcopy
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women with perineal condyloma: A
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herbs and related remedies. (Suitable for
the layperson.) By Varro E. Tyler; pp. 254;
George F. Stickley Company, 210 West
Washington Square, Philadelphia 19106,
1987, $18.95 (paper).

Hospital-sponsored health maintenance
organizations: Issues for decision makers.

Edited by Gary J. Rahn; pp. 254, with"

illus.; American Hospital Publishing,
Inc., 211 East Chicago Avenue, Chicago
60611, 1987, $45.00 (AHA members
$35.00) (paper).

Handbook for hospital secretaries. (In-
cludes a chapter covering common styles
of bibliographic citations used by most
medical journals.) By Ann E. Lobdell; pp.
187, with illus.; American Hospital Pub-
lishing, Inc., 211 East Chicago Avenue,
Chicago 60611, 1987, $19.95 (AHA mem-
bers $15.95) (wirebound).
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