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Risk factors for colon
cancer in men

This study addressed the hypoth-
esis that physical inactivity, obe-
sity, and height increase the risk
for colon cancer and adenoma
independently of each other and
of diet, and that the abdominal
pattern of obesity is an additional
independent risk factor.

To test this hypothesis, the
authors had a large cohort of male
health professionals in the Unit-
ed States answer questionnaires
in 1986 about physical activity
level and body mass index, and
questionanries in 1987 about waist
and hip circumference. Between
1986 and 1992, colon cancer and
adenomas were diagnosed in 203
and 586 patients, respectively.

The study results showed
physical activity to be inversely
associated with the risk for colon
cancer after adjustment for age;
history of colorectal polyp; pre-
vious endoscopy; parental histo-
ry of colorectal cancer; smoking;
body mass; use of aspirin; and
intake of red meat, dietary fiber,
folate, and alcohol. Body mass
index was directly associated with
the risk for colon cancer inde-
pendently of physical activity
level. Waist circumference and
waist-to-hip ratio were strong
risk factors for colon cancer.

These associations persisted
even after adjustment for body
mass and physical activity. Sim-
ilar associations were seen
between obesity and physical inac-
tivity and adenomas of 1 ¢m or
more, but no association was
observed for smaller adenomas.
Height was also associated with
a higher risk for colon cancer.

The findings support efforts to
increase the level of physical activ-
ity and to reduce the prevalence
of obesity in the population in
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order to lower the incidence of
colon cancer.

Giovannucci E, Ascherio A, Rimm EB,
et al: Physical activity, obesity, and risk
for colon cancer and adenomas in men.
Ann Intern Med 1995;122;327-334.

Celiprolol versus
propranolol in reducing
angina pectoris

This trial attempts to determine
whether celiprolol, a novel B-block-
er, would be more effective than
propranolol in controlling unsta-
ble angina pectoris because of
both its B,-receptor selectivity
and its vasodilatory property.

Fifty-three patients with
angiographic coronary artery dis-
ease but uncompromised left ven-
tricular function and with recur-
rent angina pectoris in spite of
bed rest, aspirin, and repeated
sublingual administration of nitro-
glycerin were randomly treated
for 1 week with equipotent doses
of either the nonselective B-block-
er propranolol (80 mg/d) or celipro-
lol (200 mg/d).

The results of the trial showed
that angina frequency was high-
er in the propranolol group, where-
as myocardial oxygen demand as
estimated by the double product
(systolic blood pressure X heart
rate) was equally reduced by the
two B-blockers. Forearm blood
flow was higher in the celiprolol
group. A stepwise logistic regres-
sion analysis showed that the
beneficial effects of the p-blockers
were largely dependent on their
effect on peripheral flow, in addi-
tion to reduction of the double
product.

Based on the study findings,
the investigators concluded that
both celiprolol and propranolol

largely reduce angina pectoris
frequency in unstable angina pec-
toris. Celiprolol gives nearly com-
plete relief in three times more
patients than does propranolol;
after adjustment for double prod-
uct, it did so in eight times as
many patients. The similar effects
of the two compounds on the dou-
ble product, and the essentially
different effects on peripheral
flow, support the theory that
celiprolol acts beneficially large-
ly through its vasodilatory prop-
erty.

Cleophas TJM, van’t Leven M, Kauw
FHW, et al: Celiprolol and propranolol for
unstable angina pectoris. Clin Pharma-
col Ther 1995;57:67-72.

Low-fat diet for infants?

Dietary guidelines for lowering
serum cholesterol concentration
apply only to adults and children
more than 2 years old. Before this
age, most breastfed and bottle-
fed infants and young children
are exposed and habituated to a
diet high in fat, saturated fat,
and cholesterol. This exposure
will decrease the later accept-
ability of less atherogenic diets.

The authors studied the effects
of a diet low in saturated fat and
cholesterol on serum lipid con-
centrations and growth in 1062
healthy 7-month-old infants.They
also studied the effects of this
infant-oriented intervention on
the serum lipid concentrations in
the parents and siblings of the
infants.

In the prospective random-
ized trial, families in the inter-
vention group received dietary
advice every 1 to 3 months aimed
at adequate energy supply, with
low fat intake. Infants in the con
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PENDENCE: Lorcet® 10/650 is subject to the Federal Controlled Substances Act
ll). Psychic physical dependt and tolerance may de-
velop upon repeated administration of narcotics; therefore, Lorcet® 10/650
should be prescribed and administered with caution. However, psychic depen-
dence is unlikely to develop when Lorcet® 10/650 is used for a short time for the
treatment of pam OVERDOSAGE: A Signs and Symp 2 In
acute , dose p ially fatal hepatic ne-
crosis is the most serious adverse effect. Renal tubular necmsm hypoglycemic
coma, and thrombocytopenia may also occur. Early symptoms following a poten-
tially hepatotoxic overdose may include: nausea, vomiting, diaphoresis and gen-
eral malaise. Clinical and laboratory evidence of hepatic toxicity may not be ap-
parent until 48 to 72 hours post-ingesti Signs and
Serious overdose with hydrocodone is characterized by respiratory depression (a
decrease in respiratory rate and/or tidal volume, Cheyne-Stokes respiration, cya-
nosis), extreme somnolence progressing fo stupor or coma, skeletal muscle flac-
cidity, cold and clammy skin, and bradycardia and In
severe overdosage, apnea, circulatory collapse, cardiac arrest and death may
occur. DOSAGE AND ADMINISTRATION: Dosage should be adjusted according
to the severity of the pain and the response of the patient. However, it should be
kept in mind that tolerance to hydrocodone can develop with continued use and
that the incidence of untoward effects is dose related. The usual adult dosage is
one tablet every four to six hours as needed for pain, The total 24 hour dose
should not exceed 6 tablets. CAUTION: Federal law prohibits dispensing without
prescription. A Schedule Clll Controlled Substance. Manutactured by: MIKART,
INC. ATLANTA, GA 30318 Manufactured for UAD Lab ies Division of
Forest Pharmaceuticals, Inc. St. Louis, MO 63045 Rev. 6/94 Code 558A00

@ FOREST PHARMACEUTICALS, INC.

UAD LABORATORIES
St. Louis, Missouri 63045

© 1994 Forest Laboratories, Inc. L10-26A

R
medi-notes

trol families consumed an unre-
stricted diet. Food records were col-
lected every day at ages 8 and 13
months. Growth was carefully
monitored.

The results of the trial showed
that between 7 and 13 months,
serum cholesterol and non—high-
density-lipoprotein cholesterol
concentrations did not change
significantly in the intervention
group but increased substantial-
ly in the group with unrestrict-
ed diet.

Daily intakes of energy and
saturated fat were lower in the
intervention than in the control
group at 13 months, and intake of
polyunsaturated fat was higher.

Growth did not differ between
the groups and was as expected for
children at this age. Serum cho-
lesterol concentrations fell sig-
nificantly in parents of inter-
vention-group infants.

The findings indicate that
the increases in serum choles-
terol and non—high-density lipo-
protein cholesterol that occur in
infants between the ages of 7 and
13 months can be avoided by indi-
vidualized diets, with no effect
on the children’s growth.

Lapinleimu H, Viikari J, Jokinen E, et al:
Prospective randomised trial in.1062
infants of diet low in saturated fat and
cholesterol. Lancet 1995;345:471-476.

158 ¢ JAOA ¢ Vol 95 * No 3 ® March 1995

R R PR

L/]

<j editorial comments

r<F
[:A

Filters from cigarettes may
pose a health threat to smok-
ers, according to a study con-
ducted by researchers at Roswell
Park Cancer Institute in New
York.

Led by immunologist John
Pauly, MD, the researchers
implanted in mice microscopic cel-
lulose acetate fibers from six pop-
ular cigarette brands. Six months
later, the fibers remained intact
with their tar coating. The
researchers also found microscopic
fibers in lung tissue taken from
human smokers with pulmonary
cancer. Although no direct link
was established between the filters
and the development of pulmonary
cancer in humans in this study,
further investigations will likely
examine this possibility.

Complete results are published
in the January 15 issue of the
Journal of Cancer Research.

Children, adolescents, and
older minority women are more
likely to be homicide victims than
other segments of the population
in the United States. Such was
the conclusion of a report com-
piled by the Population Reference
Bureau, a nongovernment agency.

“Homicide in the United
States: Who’s at Risk,” includes
data from 50 years of statistics
from the Federal Bureau of Inves-
tigation and the National Center
for Health Statistics.

In 1990, among minority chil-
dren aged 4 years and younger,
the murder rates were 8.9 per
100,000 boys and 8.6 per 100,000
girls. Comparatively, 1950 homi-
cide rates indicated 2.4 homicides
per 100,000 children for both sexes
in this group.

Statistics compiled for white
children also showed an increase
during this period: for boys, the
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