
Dietary Fat Intake and the Risk 
of Type 2 Diabetes in Women

A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Substituting nonhydrogenated polyunsaturated fatty
acids for trans fatty acids may significantly reduce the incidence 

of type 2 diabetes in women. 

Source: Salmeron J, et al. Am J Clin Nutr. 2001;73:1019-1026. 

The long-term relationships between specific types of
dietary fat and the risk of type 2 diabetes remain unclear.

Because of this question, this study examined the relationship
between dietary fat intakes and type 2 diabetes. 

Salmeron and colleagues prospectively followed 844,204
women in the Nurses Health Study, aged 34-59 years with no dia-
betes, cardiovascular disease, or cancer beginning in 1980. Detailed
dietary information was assessed at baseline and updated in 1984,
1986, and 1990 by using validated questionnaires. Relative risks of
type 2 diabetes were obtained from pooled logistic models adjusted
for nondietary covariates. 

During the 14-year follow-up, 2507 incident cases of type 2 dia-
betes were documented. Total fat intake, compared with equivalent
energy intake from carbohydrates, was not associated with the risk
of diabetes. Intake of saturated or monounsaturated fatty acids was
also not associated with the risk of diabetes. However, for a 5%
increase in polyunsaturated fat the relative risk (RR) was 0.63 and
for a 2% increase in energy from trans fatty acids the RR was 1.39
(P = 0.0006). Salmeron et al estimated that replacing 2% of the
energy from trans fatty acids isoenergetically with polyunsaturated
fat would lead to a lowered RR of 0.60. 

Salmeron et al concluded that substituting nonhydrogenated
polyunsaturated fatty acids for trans fats would likely reduce the risk
of type 2 diabetes substantially. 

■ COMMENT BY RALPH R. HALL, MD, FACP
The evidence that a diet of fruits, vegetables, nuts and grains, and

low in trans fatty acids and saturated fat will decrease mortality and
morbidity continues to grow. We are beginning to see food produc-
ers change the preparation of the food that is delivered to the public
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so that the level of trans fats is reduced. The potential for
reducing the incidence of cancer and cardiovascular dis-
ease with diet alone is immense. 

There are some problems in this study, done by an
accomplished group from the Harvard School of Public
Health and the Division of Preventative Medicine and
other accomplished scientists. The variability of the 3
fatty acid groups in the same foods is significant. Innis
and colleagues have published a study demonstrating that
this may result in large errors in the estimation of trans
fatty acid intake of individuals and possibly groups.1 For
instance, 5 breads made with partially hydrogenated fatty
acids contained > 30% as trans fats. Whereas 5 breads
prepared with nonhydrogenated fat contained < 2% as
trans fatty acids. Fried chicken varied between 11.9% and
56.7%. The greatest variability was found in snack foods. 

Despite these shortcomings, this study demonstrates the

health potential of the reduction of trans fats in our diets. 
This same group has published an important study that

indicates that with the increase in obesity in the world the
total fat intake has gone down. Thus, increased fat intake
can’t take the blame for the obesity epidemic.2 ❖

References 
1. Innis SM, et al. J Am Coll Nutr. 1999;18:255-260. 
2. Willett WC. Am J Clin Nutr. 1998;67(3 suppl):

S5565-5567.

Self-Medication Guidelines
for Acute Diarrhea
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Oral loperamide is the antidiarrheal treat-
ment of choice, and self-medication with antibiotics is
not generally advisable, except in travelers specifically
medically advised. 

Source: Wingate D, et al. Aliment Pharmacol Ther. 2001;
15:773-782.

Self-treatment of acute uncomplicated diar-
rhea is extremely common. However, guidelines for

management of diarrhea have been confusing and contra-
dictory. This paper is the product of an ad hoc advisory
group that reviewed available evidence and reached con-
sensus. Loperamide was deemed to be safe, effective, and
less liable to produce unwanted side effects than older
antidiarrheal drugs. In individuals who can successfully
maintain oral fluid intake, oral rehydration solutions offer
no additional advantages. Other than in certain situations
related to travel and prior medical advice, the self-admin-
istration of antimicrobial drugs was not thought to be
desirable. Medical intervention was urged for the frail,
for severe diarrhea in the elderly (> 75 years), or the
chronically ill, or for persistent diarrhea beyond 48 hours,
or in situations with deterioration, distention, or dysen-
tery (fever > 38.5° and/or bloody diarrhea).

■ COMMENT BY MALCOLM ROBINSON, MD, 
FACP, FACG
Guidelines for self-treatment of diarrhea in adults are

extremely varied including recommendations for and
against antidiarrheals, for and against probiotic treatment,
and continuation of normal diet vs. use of clear liquids
only. Recommendations for oral rehydration fluids in chil-
dren have been extrapolated to apply to adults in the
absence of any data suggesting that this approach would
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be at all useful. Although some physicians have refused to
treat acute diarrhea, this distressing and uncomfortable
symptom complex warrants intervention. There is
absolutely no basis for withholding medication in acute
diarrheal states. Some evidence suggests that older
antidiarrheal drugs might worsen infectious dysentery,
and this has been used to justify the avoidance of all
antidiarrheal medication in the setting of fever and/or
bloody stools. Probiotic agents have never been shown to
improve acute diarrhea in adults and cannot currently be
recommended. Adsorbents such as kaolin or charcoal
provide minimal or no benefit and are clearly inferior to
loperamide in acute diarrhea. Codeine and other opiates
are excellent antidiarrheal drugs, but their abuse liability
makes them less acceptable than loperamide. Bismuth
subsalicylate is somewhat effective in travelers’ diarrhea
caused by Escherichia coli, but this effect is probably less
than loperamide. Some poorly absorbed antimicrobials
have been used for travelers’ diarrhea including rifaximin.
Neomycin, bacitracin, and erythromycin as sold in some
Third World countries are not recognized as efficacious.
Tetracycline, penicillins, and macrolides are no longer
recommended due to problems with bacterial resistance.
There may still be some role (albeit vanishing) for
trimethoprim-sulfamethoxazole, and doxycycline also
may occasionally be useful despite being a known photo-
sensitizer (it does provide possible concomitant malaria
prophylaxis). Quinolones have become increasingly pop-
ular for the treatment of acute travelers’ diarrhea since
they are generally effective and well tolerated. These rec-
ommendations seem quite sound and are helpful for our
own use and for recommendations to our patients.   ❖

Patients with Sleep Apnea
but no Daytime Sleepiness
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Whether patients with a pathologic sleep
apnea-hypopnea index without daytime symptoms need
to be treated is unclear. Treating these patients with
nasal CPAP did not significantly change their quality
of life, objective sleepiness, vigilance, attention, memory,
information processing, visuomotor coordination, or
arterial blood pressure.

Source: Barbe F, et al. Ann Intern Med. 2001;134:1015-1023.

The sleep apnea-hypopnea syndrome is
defined by a pathologic number of apneas and

hypopneas per hour. This syndrome is known to be
associated with arterial desaturation, sleep disruption
with arousals, snoring, and excessive daytime sleepi-
ness. This syndrome is most commonly treated with
nasal continuous positive airway pressure (CPAP),
resulting in improvement in daytime symptoms. It is
unclear, however, whether patients with an elevated
apnea-hypopnea index (AHI) without daytime symp-
toms need to be treated. This study evaluates the short-
term effects of CPAP on quality of life, objective
sleepiness, cognitive function, and arterial blood pres-
sure in these patients.

Barbe and colleagues conducted a prospective, mul-
ticenter, randomized, placebo-controlled, parallel
group study in which 55 patients with an AHI of 30 or
higher, Epworth Sleepiness Scale of 10 or less, and no
to mild daytime symptoms were randomly assigned to
either nasal CPAP or sham CPAP. All patients under-
went a polysomnographic study (PSG) to record the
AHI. All patients also were evaluated for: 1) quality of
life as measured by the Medical Outcomes Study 36-
Item Short-Form Health Survey and the Functional
Outcomes of Sleep Questionnaire; 2) degree of sleepi-
ness as measured by the Multiple Sleep Latency Test
and Epworth Sleepiness Scale; 3) psychological vari-
ables including attention, vigilance, visual memory,
coordination, and mental control as assessed by the
Wechsler Adult Intelligence Scale, Wechsler Memory
Scale, the Paced Auditory Serial Addition Test
(PASAT), and the trail making test; 4) arterial blood
pressure; and 5) drug intake. The optimal CPAP setting
was determined during an overnight PSG. Adherence
to the CPAP or sham CPAP was assessed by patient
report and a built-in timer.

Of the initial 69 eligible patients, 55 entered the
study. Of these, 29 were assigned to CPAP treatment
and 26, of which 1 was lost to follow-up, were
assigned to sham CPAP. There was no significant dif-
ference in the baseline data or clinical characteristics
between the groups. The results on the objective mea-
sures of quality of life, daytime sleepiness, and psy-
chological analysis were not significantly different
between the 2 groups. Assessment of these variables
after 6 weeks of CPAP or sham CPAP revealed that
there was no significant change in these variables.
There was only a small absolute difference in the
scores of the PASAT, which was statistically signifi-
cant (P = 0.04). The clinical significance of this small
difference in PASAT, however, is unclear.

Barbe et al conclude that after 6 weeks of treatment
with nasal CPAP in those with increased AHI but with-
out daytime symptoms, there was no significant
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improvement in terms of quality of life, subjective and
objective sleepiness, cognitive function, or arterial
blood pressure. Therefore, Barbe et al do not support
the use of active treatment with CPAP in such patients.
However, they do recommend periodic follow-up of
these patients as progression of disease is possible and
these patients may develop symptomatic disease in the
future at which time treatment would be required.

■ COMMENT BY DHEERAJ KHANNA, MD, 
ARUNABH MD, & DAVID OST, MD
The obstructive sleep apnea-hypopnea syndrome

(OSAHS) is characterized by a reduction in (hypopnea)
or complete cessation of (apnea) airflow despite inspira-
tory efforts and symptoms of excessive daytime somno-
lence.1 Treatment of OSAHS is usually with nasal
CPAP. Nasal CPAP is effective in improving daytime
sleepiness, cognitive function, psychological well-being,
and daytime function.2 This treatment is used in patients
with a pathologic AHI, defined as an AHI > 5,1 and
symptoms of excessive daytime somnolence.3

The American College of Chest Physicians consen-
sus statement recommends treatment with CPAP for:
1) all patients with OSAHS with an AHI > 30 regard-
less of symptoms and; 2) those with an AHI of 5-30
with symptoms of excessive daytime sleepiness,
impaired cognition, mood disorders, insomnia, or doc-
umented cardiovascular diseases (including hyperten-
sion or ischemic heart disease).3 Whether patients with
mild disease should be treated is controversial. Mild
disease can be defined as an AHI of 5-30 with symp-
toms of mild hypersomnolence. These include unwant-
ed sleepiness or involuntary sleep episodes during
sedentary activities (watching TV, reading, traveling as
a passenger).1 Engleman and colleagues reported that
even patients with mild OSAHS could benefit from
CPAP.4 However, whether patients with an elevated
AHI without symptoms would also benefit has not
been well studied.

The investigation study shows that patients with an
AHI in even the severe range do not benefit from
CPAP over the short-term if they do not have evidence
of daytime symptoms. The study may have been limit-
ed by its small sample size and, therefore, may not
have been able to detect small but clinically significant
differences. Further, it is difficult to evaluate for
improvement in symptoms that are minimal to begin
with. This study also found that there was no improve-
ment in blood pressure with CPAP treatment. Again,
these patients did not have hypertension, therefore, it
would probably be unlikely that an improvement
would be observed. In addition, a longer follow-up

period may be needed to gain the full benefits of treat-
ment in terms of impact on blood pressure control.
Future studies may need to examine patients with
hypertension, pathologic AHI without daytime symp-
toms over a longer period of follow-up to determine if
there is any physiologic benefit from treatment of
asymptomatic OSAHS.   ❖

References
1. Report of an American Academy of Sleep Medicine

Task Force. Sleep. 1999;22:667-689.
2. Engleman HM, et al. Thorax. 1998;53:341-345.
3. Loube DI, et al. Chest. 1999;115:863-866.
4. Engleman HM, et al. Am J Respir Crit Care Med.

1999;159:461-467.
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Acid Suppression in the
Management of GERD—An
Appraisal of Treatment
Options in Primary Care
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: This article promotes the use of PPIs for
GERD presenting in the primary care setting as more
effective and ultimately also more cost-effective than use
of H2-receptor agonists.

Source: Jones R, Bytzer P. Aliment Pharmacol Ther. 2001;
15:765-772.

H2-receptor antagonists (h2ras) continue to
be widely prescribed for gastroesophageal reflux

disease (GERD) despite the availability of substantial-
ly more effective proton pump inhibitors (PPIs). Pri-
mary care physicians tend to consider GERD as a rela-
tively benign disorder due to relatively low incidence
of complications or other morbidity. Symptom “con-
trol” is deemed satisfactory rather than complete abo-
lition of symptoms. Jones and Bytzer insist that
GERD can indeed be an extremely serious illness,
complicated by ulceration, stricture, Barrett’s esopha-
gus, and adenocarcinoma. This paper refers to the well



Internal Medicine Alert 133

known McMaster University meta-analyses that sug-
gest a linear relationship between level of acid inhibi-
tion and healing of erosive esophagitis. They also cite
many studies that support PPI use over H2RAs,
including faster onset of relief and more complete
relief and better maintenance of remission. There is
brief discussion of the potential need for endoscopic
assessment in GERD onset over age 45-55 or in the
setting of any “alarm symptoms.” 

Data are cited for increasing use of PPIs in primary
care, particularly as compared to new prescriptions for
H2RAs. It was mentioned that lifestyle modifications
were deemed of too low efficacy to warrant much
attention by primary care practitioners for their
patients. Issues related to attempted step-down therapy
were raised, including the notion of therapy to half
dose PPIs or perhaps to some form of “on demand”
therapy with PPIs. It was concluded that the use of
PPIs was preferable to initiation of H2RA therapy and
that this could successfully be followed by one or
another “step down” approaches.

■ COMMENT BY MALCOLM ROBINSON MD, 
FACP, FACG
This article, not at all surprisingly, was supported

by “a grant from AstraZeneca.” It is “party line” for
this world leader in PPI distribution (Prilosec®, Nexi-
um®)—and this approach to GERD therapy clearly
will continue to result in huge profits for them. Most
or all of the comparative studies cited were also sup-
ported by PPI-makers or their strong proponents. The
enormous success of the H2RAs for many years can-
not now be totally disregarded due to the emergence
of an admittedly excellent new class of drugs, the
PPIs. Patients who respond well to H2RA therapy
need not have escalation of therapy to PPIs in every
case, and I am not convinced by any broad-based data
that PPIs are universally superior to H2RAs, especial-
ly in mild GERD as tends to be seen most often by
primary care physicians. PPIs are unquestionably
“addictive” by causing rebound acid hypersecretion
after they are discontinued and perhaps otherwise.
On-demand use of PPIs is extremely promising, but
millions of patients have been quite satisfied with on-
demand H2RA use, an unquestionably safe and inex-
pensive approach. Jones and Bytzer are well respect-
ed physicians in Europe, one in primary care and the
other in gastroenterology. Nevertheless, I would urge
readers to continue to regard their recommendations
with appropriate skepticism and to use their own
experience to guide them to properly individualized
GERD therapy.   ❖

Pharmacology Update
Caspofungin—A New 
Antifungal Agent
By William T. Elliott, MD, FACP
and James Chan, PharmD, PhD

Earlier this year, the fda approved the first in
a new class of antifungal agents. Caspofungin repre-

sents the first of the echinocandine class, antifungal
agents that inhibit fungal cell wall synthesis by inhibit-
ing 1,3-beta-D-glucan synthase. Caspofungin exhibits in
vitro antifungal activity against a wide range of fungi
and yeast including Candida and Aspergillus spp, but is
only currently approved for use against Aspergillus. The
drug, which is given intravenously, is being marketed by
Merck under the trade name Cancidas.

Indication
Caspofungin is indicated for the treatment of invasive

aspergillosis in patients who are refractory to or intoler-
ant of other antifungals.1

Dosage
The recommended dose is a single 70-mg loading

dose on day 1 and 50 mg daily thereafter. The duration
of therapy should be dictated by the severity of the
patient’s underlying disease and clinical response.1

The drug should be given by intravenous infusion over
about 1 hour. No dosage adjustment is needed in patients
with mild hepatic impairment or renal impairment.1

Potential Advantages
Caspofungin provides a new antifungal with a different

mechanism of action. About 50% of patients who had
previously been refractory to, or intolerant of, other anti-
fungals had a favorable response to caspofungin.1 Its long
elimination half-life (9-11 hours) permits once daily dos-
ing. Caspofungin is generally well tolerated and similar to
intraconazole.2 It is better tolerated than amphotericin B.
Caspofungin does not appear to interact with other drugs
metabolized by the cytochrome P450 isoenzymes.

Potential Disadvantages
There are limited clinical data on caspofungin and no

published clinical trials. Data to support FDA approval
was a noncomparative open-label study involving 69
patients. The incidence of drug resistance is not known.
The concomitant use of caspofungin and cyclosporine is
not recommended as elevation of alanine transaminase 2
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to 3 times the upper limits of normal has been reported.1

Comments
Caspofungin is a new class of antifungal agents that

inhibits the formation of beta (1,3)-D-glucan by inhibit-
ing glucan synthase. This mechanism differs from that of
amphotericin B and azoles which affect ergosterol albeit
in different ways. Beta (1,3)-D-glucan is found in the cell
wall of many filamentous fungi (molds) but not in mam-
malian cells. Caspofungi is active in vitro against
Aspergillus fumigatus, A flavus, A terreus, and many
Candida species including both fluconazole susceptible
and resistant species.2-4 Candida species including C
albicans, C galabrata, C tropicalis, C krusei, and C lusi-
taniae. It has limited activity against Cryptococcus neo-
formans.5 Standardized testing for susceptibility of
caspofungin has not been established and results of such
testing may not correlate with clinical effectiveness.
Caspofungin has been studied in various animal infection
models, but data in humans is limited. Some degree of
efficacy has been reported in oropharyneal and
esophageal candidiasis and invasive aspergillosis,6 how-
ever, it is only FDA approved for treating invasive
aspergillosis refractory to or intolerant of other therapies. 

Approval was based on an unpublished, open-label,
noncomparative study in 69 patients. These patients had
previously failed to improve or had disease progression
despite at least 7 days of therapy with amphotericin B
including lipid formulations, itraconazole, or an investi-
gational azole with reported activity to Aspergillus.
Some were also intolerant to previous therapy defined as
doubling of serum creatinine or other side effects which
may or may not be infusion-related.1 About 50% of
patients who received more than 7 days of therapy with
caspofungin showed a favorable response.1 This was
defined as complete or partial response of all signs and
symptoms and radiographic findings.1

The cost of caspofungin for a 14-day treatment
course is about $4000 which is similar to intraconazole
and less costly than lipid formulations of amphotericin
($7000 to $15,000).

Clinical Implications
Current antifungal therapies for aspergillosis include

amphotericin B, azoles such as intraconazole, and lipid
formulations of amphotericin (Abelcet, Ambisone).
Renal toxicity has been associated with amphotericin B
and some fungi have developed resistance to the azoles.
Caspofungin provides another option if the patient is
refractory to or intolerant of these standard therapies.
Broader clinical experience will ultimately define the
role of caspofungin.   ❖
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CME Questions

17. Which one of the following statements is true? 
a. Increasing the amounts of partially hydrogenated fatty acids is

associated with a decrease in type 2 diabetes. 
b. Substituting polyunsaturated fatty acid for trans fatty acids

appears to decrease the incidence of type 2 diabetes. 
c. Increased intakes of fats in the diet account for the increase 

in obesity. 
d. The percentage of trans fats in bread is consistently above 30%

of the total fats. 

18. The ideal treatment for acute diarrhea in adults should
include:
a. oral rehydration solution use, clear liquid diet, and a macrolide

antibiotic.
b. loperamide for symptom control except in the presence of fever

or bloody diarrhea.
c. keopectate® and prn use of low doses of codeine-containing

products.
d. avoidance of all antidiarrheal agents to avoid prolongation of

symptoms and possible worsening of infectious diarrhea.
e. self treatment with neomycin alone or in combination with 

bacitracin at the onset of diarrhea symptoms.

19. In patients with pathologic AHI without daytime symptoms of
sleepiness, CPAP can improve which of the following?
a. Quality of life
b. Degree of sleepiness
c. Arterial blood pressure
d. All of the above
e. None of the above

20. The article on GERD therapy in primary care urges which one
of the following approaches?
a. Initial use of H2RAs for GERD symptoms, “graduating” to

PPIs if initial H2RA treatment is unsatisfactory.
b. Surgical intervention should be strongly recommended for

patients who fail to respond to full dose H2RA therapy.
c. PPIs were recommended as primary therapy for GERD seen by

primary care physicians with the proviso that “step down” ther-
apy might subsequently be possible.

d. Aggressive lifestyle modifications were to be used, based on
their clear therapeutic use in a wide range of GERD patients.
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Risk of Cardiovascu-
lar Events Associated
with Selective 
COX-2 Inhibitors

It has been suggested that the
COX-1 sparing activity of celecoxib

(CXB) and rofecoxib (RXB) might
reduce the rate of serious NSAID-
related gastrointestinal (GI) bleeding.
Recently, concern has been expressed
that despite favorable GI attributes,
cardiovascular adversities might be
somehow magnified by the “coxibs.”
Two of the largest randomized trials
performed with CXB and RXB (n ‡
8000 each trial) have demonstrated an
increased incidence of thrombotic car-
diovascular events. These adversities
are the subject of review by Mukher-
jee and colleagues.

Aspirin and traditional NSAIDs, in
addition to reducing inflammation by
blockade of COX-2, also affect platelet
function through COX-1, making
platelet aggregation less likely. Indeed,
COX-2 specific agents may decrease
vasodilatory and antiaggregatory PGI-2
production, leading to a net increase in
likelihood of vascular thrombosis.

In large trials of CXB (the CLASS
trial) and RXB (the VIGOR trial), both
of which were comparator-controlled
with active traditional NSAIDs, the
annualized rates of myocardial infarc-
tion were significantly greater than the
placebo rate found in a recent large
meta-analysis. In the VIGOR trial, there
was a greater than 2-fold relative risk of
confirmed thrombotic cardiovascular
events in rofecoxib recipients, com-
pared with naproxen. The CLASS and
VIGOR trials are similar, but not identi-
cal, in that the CLASS trial included a
substantial minority of participants who
took doses of aspirin sufficient to pre-
vent myocardial infarction. Mukherjee
et al conclude that caution is necessary
when using CXB and RXB in persons

at risk for cardiovascular morbidity.   ❖

Mukherjee D, et al. JAMA. 2001;286:
954-959.

Evaluation of 
Decision Rules for
Referring Women for 
Bone Densitometry
by Dual-Energy X-ray
Absorptiometry

Dual-energy x-ray absorptiome-
try (DEXA) is currently the most

popular method of assessing bone min-
eral density (BMD). Since there are
many persons at risk for osteoporosis,
the question of which individuals best
merit DEXA screening is clinically
important. Numerous decision rules
have been offered to aid selection of
women who merit consideration for
DEXA, including the simple calculated
osteoporosis risk estimation (SCORE),
osteoporosis risk assessment instrument
(ORAI), age, body size, no estrogen
(ABONE), and National Osteoporosis
Foundation (NOF) decision rules. This
report compared the sensitivity, speci-
ficity, and area under the receiver oper-
ating characteristic curve of the above
rules in an effort to see which one(s)
best predict use in high-risk patients. 

Study subjects (n = 2365) included
postmenopausal women older than age
45 who underwent DEXA at the
femoral neck. Both the SCORE and
ORAI decision rules performed supe-
rior to the NOF. For simplicity of use,
the ORAI instrument, which scores
subjects on the basis of age, weight,
and use of estrogen, may provide the
best balance of sensitivity, specificity,
and clinical applicability, though
SCORE was similarly effective.   ❖

Cadarette SM, et al. JAMA. 2001;286:
57-63.

Albuminuria in 
Diabetic and 
Nondiabetic 
Individuals 

Persons with diabetes are bur-
dened with a cluster of risk factors

that magnify risk for cardiovascular dis-
ease (CVD), including hypertension,
renal dysfunction, and dyslipidemia. The
presence of microalbuminuria—defined
as 30-300 mg/24 hours urine albumin
excretion—normal being less than 30
mg/24—is an additional acknowledged
CVD risk factor in diabetics. It is less
clear whether microalbuminuria is a risk
factor of the same magnitude among
nondiabetic populations, and whether
levels of urine albumin excretion below
the currently recognized threshold of 30
mg/24 hours might still be associated
with exaggerated CV risk. 

To study these issues further, Ger-
stein and colleagues obtained albu-
min/creatinine ratio measurements in
persons aged 55 or older with either a
history of CVD, or diabetes and at least
one other cardiovascular risk factor
(combined n = 9043). The study infor-
mation was obtained from data
obtained in the HOPE study popula-
tion, who were followed for a median
of 4.5 years.

For persons with urine albumin excre-
tion below threshold for designation as
microalbuminuria, there was a graded
risk between albumin-creatinine ratio
(ACR) and CVD risk. For every 0.4 mm
increase in ACR, all-cause mortality was
increased by 6.8%. Adverse associations
between albumin excretion and CVD
were present in diabetic and nondiabetic
persons. Gerstein et al suggest that mea-
surement of albuminuria is inexpensive
and can be used to help identify persons
of greater risk for CVD.   ❖

Gerstein HC, et al. JAMA. 2001;286:
421-426.

Clinical Briefs
By Louis Kuritzky, MD
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In Future Issues: Risk Factors for Meningococcal Disease in College Students 

Clinical Scenario: The tracing in the Figure said, “V
Tach on the monitor” (salvo of beats marked “V” on the
rhythm strip). The computerized interpretation also cau-
tioned about “deep anterior T wave inversion suggestive
of ischemia.” Would you agree? 

Interpretation: As always, the best way to
approach the interpretation of any 12-lead tracing is to
begin by assessing the rhythm on a single lead rhythm
strip. A lead II rhythm strip is seen at the bottom of
the 12-lead ECG shown in the Figure. This rhythm
strip is marked by significant baseline wander with
intermittent large erratic deflections (including 3
peaked upright deflections marked “V”). Despite the
worrisome appearance of these 3 deflections, this is
not ventricular tachycardia. 

Artifact is a common phenomenon seen on the ECGs
of acutely ill patients, in whom many potential sources
of distortion-producing movement may exist (patient
unable to remain still because of pain or dyspnea, per-

formance of blood draws, or other invasive procedures
on the patient).  

Distinction between real ECG findings and artifac-
tual  distortion may be difficult unless one remains
open to the latter as a possibility. Definitive diagnosis
of an artifactual rhythm can best be made by the find-
ing of an undisturbed underlying rhythm. This is seen
in the lead II rhythm strip of this Figure, which begins
and ends with several definite sinus beats. Despite
baseline wander and the large V-marked deflections,
the underlying sinus conducted QRS complex contin-
ues at a regular rate throughout the entire rhythm strip.
A look at simultaneously recorded leads V1, V2, and V3

reveals marked inconsistency in the shape of T wave
inversion in these leads, raising the question of
whether significant T wave inversion is really present
at all. Only by repeating the ECG (and hopefully mini-
mizing potential sources of artifact) will the issue of T
wave inversion be resolved.   ❖

ECG Review

By Ken Grauer, MD

V Tach on the Monitor

Figure. 12-lead ECG with “VT on the monitor.”
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