
Prediction of Febrile Seizures 
in Siblings: A Practical Approach

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

Synopsis: The cumulative risk of febrile seizures (FS) in chil-
dren whose siblings have febrile seizures is increased twice of

that in the general population. Increased risk factors include a
positive FS family history, recurrences, and young age of the 

sibling at the time of FS.

Source: Vining EPG. N Engl J Med 1998;338:1916-1918.

In order to estimate the risk of febrile seizures (fs) in sib-
lings of children who had experienced a FS, van Esch and associ-

ates at the Sophia Hospital in Rotterdam prospectively studied 129
children with FS.1 Thirteen parents and 12 siblings had experienced
FS accounting for a six-year cumulative risk of FS of 7%. The risk
of FS was increased in relatives of children with recurrent FS (12%),
and they occurred in 10% of siblings, compared to 4% in a similar
population without affected siblings. 

If two or three risk factors, such as a positive history of FS in a
parent, young age, or recurrent FS were present in the proband, the
risk of FS in a sibling was 46%.

In an editorial in the New England Journal of Medicine, Vining
examines issues critical to the clinician’s perception and response to
seizures. She emphasizes that seizures do not “beget” seizures or
cause subsequent epilepsy and the benign nature of uncomplicated
febrile seizures in children. 

■ COMMENT BY RICHARD YOUNG, MD, FAAP
van Esch et al conducted a prospective study to determine the

risk of FS in siblings of children who have experienced a FS. It is
well recognized that febrile seizures tend to occur in families.1

Both the risk of febrile seizures as well as epilepsy is higher in
siblings of children who have had a febrile seizure. It is estimated
that the risk of febrile seizure in younger siblings of those chil-
dren with febrile seizure is in the range of 10-20%, although it
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may be even greater if the parents had a history of
febrile seizure. van Esch et al’s study collaborates this
increased risk and adds additional factors that are of
prognostic value in counseling families in which a
child has had a FS.

The incisive and comprehensive editorial by Vin-
ing is reassuring. She points out that, as indicated
by a recent study by Verity and associates, seizures
per se do not cause epilepsy or significantly effect
long-term behavioral and intellectual outcomes.3

Recurrent seizures are probably caused by the
brain’s underlying predisposition to the develop-
ment of epilepsy. The fear that damage may be
caused by seizures leads to anxiety and may be an
impetus to institute anticonvulsant therapy after an
FS, which may be unnecessary and potentially
harmful. (Dr. Young is a pediatric neurologist and
Chief of Pediatrics at the Hospital of St. Raphael,
New Haven, CT.)   ❖
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Long-T erm Treatment of
Exercise-Induced Asthma
A B S T R A C T S  &  C O M M E N T A R Y

Synopsis: The treatment of exercise-induced asthma
was examined by Nelson and colleagues, who demon-
strated that the persistent protective effect of Salmeterol
inhalation was maintained more than one month early
but not late in the day. Leff and associates reported that
Montelukast was more effective given once a day than
placebo in moderating exercise-induced asthmatic
symptoms over a 12-week period.

Sources: Nelson JA, et al. N Engl J Med 1998;339:141-146;
Leff JA, et al. N Engl J Med 1998;339:147-152; Hansen-
Flaschen J, et al. N Engl J Med 1998;339:191-194.

Asthma is an extremely common condition
affecting between 10-20% of the population. This

condition is associated with a significant loss of time
from work and school, and increased mortality in the
elderly in urban and low-income populations. Although
exercise-induced asthma was at one time thought to be a
unique “syndrome,” it is now recognized that all asthmat-
ics have some component of activity-induced symp-
toms.1,2 It is thought that rapid water vapor and heat
exchange, which occurs during exercise as well as drying
of the airway mucosa, results in release of inflammatory
mediators, including cysteinyl leukotrienes and slower
acting prostaglandins. After an asthmatic starts exercising
and abruptly stops (5 minutes), airflow obstruction
results, peaking at 10 minutes at 50% below pre-exercise
levels. Gradually, airflow improves over 1-2 hours. This
is a common cause for individuals with asthma to seek
medical attention and contributes to a reduced participa-
tion in sports by many whose asthma is only mild. 

Two recent papers published in the New England
Journal of Medicine by Nelson et al and Leff et al add to
the practical body of knowledge enabling physicians to
manage the exercise-related symptoms of asthma. In the
first paper, investigators from Case Western Reserve Uni-
versity School of Medicine performed a randomized,
double-blind crossover trial in 20 patients with exercise-
induced asthma (age 29 ± 2 years). Subjects received
either inhaled Salmeterol 42 mcg or placebo twice a day
for one month and then crossed-over after a one-week
wash-out. The exercise-induced stress included frigid air
administered during cycling, 30 minutes and nine hours
after the morning dose of Salmeterol. Evaluations were
repeated on days 1, 14, and 29. Although Salmeterol con-

50 November 1998

Subscriber Information
Customer Service: 1-800-688-2421.

Customer Service E-Mail Address: custserv@ahcpub.com

Editorial E-Mail Address: robin.mason@medec.com

World-Wide Web: http://www.ahcpub.com

Subscription Prices
United States

$219 per year (Student/Resident rate: $110).

Multiple Copies

1-9 additional copies: $110 each; 10 or more copies: $63 each.

Outside the United States

$249 per year plus GST (Student/Resident rate: $125 plus GST).

Accreditation
American Health Consultants is accredited by the Accreditation

Council for Continuing Medical Education (ACCME) to sponsor

CME for physicians. American Health Consultants designates this

CME activity for 20 credit hours of Category 1 of the Physician’s

Recognition Award of the AMA. This CME activity was planned

and produced in accordance with the ACCME Essentials. 

This program has been reviewed and is acceptable for up to 20

Prescribed hours by the American Academy of Family Physicians.

Term of approval is for one year from beginning of distribution date

of May 1, 1998 with option to request yearly renewal. For CME
credit, add $50.

Questions & Comments
Please call Robin Mason, Assistant Managing Editor,
at (404) 262-5517 between 8:30 a.m. and 4:30 p.m.
ET, Monday-Friday.

Family Practice Alert , ISSN 1093-2534 is published

monthly by American Health Consultants, 3525 Pied-

mont Rd., NE, Bldg. 6, Suite 400, Atlanta, GA  30305. 

GROUP PUBLISHER: Donald R. Johnston.

EXECUTIVE EDITOR: Glen Harris. 

ASSISTANT MANAGING EDITOR: Robin Mason.

MARKETING MANAGER: Debra Zelnio.

GST Registration Number: R128870672. 

Periodical rate postage pending at Atlanta, GA. 

POSTMASTER: Send address changes to Family

Practice Alert , P.O. Box 740059, Atlanta, GA 30374. 

Copyright © 1998  by American Health Consultants. All

rights reserved.  No part of this newsletter may be

reproduced in any form or incorporated into any infor-

mation-retrieval system without the written permission

of the copyright owner. 

Back issues: $20. Missing issues with be fulfilled by

Customer Service free of charge when contacted within

one month of the missing issue’s date.

This is an educational publication designed to present

scientific information and opinion to health profession-

als, to stimulate thought, and further investigation. It

does not provide advice regarding medical diagnosis

or treatment for any individual case. It is not intended

for use by the layman.

Statement of Financial Disclosure
American Health Consultants does not receive material commercial support for any of its continuing medical education publications. In

order to reveal any potential bias in this publication, and in accordance with Accreditation Council for Continuing Medical Education guide-

lines, a statement of financial disclosure of editorial board members is published with the annual index.



Family Practice Alert 51

tinued to protect asthmatics over the course of study fol-
lowing the morning challenge, duration of protection
throughout the day decreased with long-term use. Nelson
et al point out that while initial protection was main-
tained, the duration of protection from Salmeterol
decreased, suggesting that while B2-adrenergic receptors
probably did not change in their functional activity, per-
haps the clearance of Salmeterol increased with time. 

In the study by Leff et al, Montelukast (10 mg), a
leukotriene-receptor antagonist, was administered once
daily to patients with mild asthma between 15-45 years
of age who had demonstrated a decrease in FEV1 of 20%
or more after exercise on two occasions. Exercise chal-
lenge included: six minutes of treadmill while inhaling
compressed dry air at room temperature. Measures of
obstruction included area under the curve of FEV1 (60
minutes after exercise), as well as the maximal decrease
in FEV1, and the time to return to baseline pulmonary
function. Leff et al found the degree of protection against
airway constriction at 12 weeks was significantly
increased compared to placebo. In addition, Montelukast
also improved maximum decrease in FEV1 and the time
to return to baseline compared to placebo. Asthma con-
trol, as assessed by the patient’s global assessment,
improved in 73% of patients. In 21%, it was unchanged,
and in 6%, it was worse. 

■ COMMENT BY ALAN M. FEIN, MD
While asthma can be fatal, more often it limits activi-

ty, lifestyle, and the ability to contribute at work and
school. In these groups of young asthmatics, average age
younger than 30, both Salmeterol (inhaled medication)
and Montelukast (oral medication) demonstrated a sig-
nificant ability to improve exercise-induced measures of
airway obstruction over prolonged periods of time.
Although inhaled B2-agonist and the anti-inflammatory
agents Nedocromil and Cromolyn have been demon-
strated to offer some protection, these drugs are imprac-
tical because they require inhalation shortly before exer-
cise. Salmeterol, a long acting B2-agonist lasting up to
12 hours, offered substantial and long-term protection
against what is a “real world” bronchoconstrictive stim-
uli (cold air and bicycling). The early protective effect of
Salmeterol was maintained over the one-month course
of study while the duration throughout the day waned
(i.e., the protective effect after 9 hours was reduced as
compared to that at 30 minutes by day 14). By day 29,
late protection was not significantly different than place-
bo. Montelukast offers another protective pharmacolog-
ic intervention. The protection persisted over the 12
weeks of study and supports the hypothesis that the
exercise-induced asthma is mediated via inflammatory

mediators, especially leukotrienes. In practical terms,
both agents offer the potential of treatment at a time rel-
atively remote from the exercise. This limits the prob-
lems so often associated with compliance and the
embarrassment that patients feel when forced to use
inhalers immediately prior to their exercise. Both strate-
gies offer young individuals with relatively mild asthma
the potential to enhance quality of life and participation
in sports. (Dr. Fein is Director, Center for Pulmonary
and Critical Care, Northshore University Hospital,
Manhasset, NY.)   ❖
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Intensive Therap y of 
Type I Diabetes Ma y 
Increase the Risk of 
Coronar y Ar tery Disease
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Intensive treatment of Type I diabetes results
in greater weight gain and changes in lipid levels and
blood pressure that are similar to those seen in the
insulin resistance syndrome and may increase the risk
of coronary artery diseases.

Source: Purnell JO, et al. JAMA 1998;280:140-146.

Purnell and associates demonstrated in an
ancillary study of the Diabetes Control and Compli-

cations Trial (DCCT) that intensive treatment resulted in
greater weight gain than conventional treatment. Sub-
jects were randomized to receive either intensive (n =
586) or conventional (n = 582) diabetes treatment with a
mean follow-up of 6.1 years. All subjects were 18 years
or older. With intensive treatment, subjects in the fourth
quartile of weight gain had the highest body mass index
(BMI), blood pressure, levels of triglyceride, total cho-
lesterol, low-density lipoprotein cholesterol (LDL-C),
and apolipoprotein B as compared to the other weight
gain quartiles. The mean values for the highest and low-
est quartiles were as follows: BMI, 31 vs. 24 kg/m2;
blood pressure, 120/77 mmHg vs. 113/73 mmHg; and
apolipoprotein B, 0.89 g/L vs. 0.78 g/L (all P < 0.001).
In addition, the fourth quartile group had higher waist-
to-hip ratio; more cholesterol in the low density lipopro-
tein, intermediate density lipoprotein (IDL-C), and
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dense LDL fractions; and lower high-density lipoprotein
cholesterol (HDL-C) and apolipoprotein A-1 levels
compared with the first quartile.

The changes in lipid levels and blood pressure that
occur with excessive weight gain during intensive thera-
py are similar to those seen in the insulin resistance syn-
drome and may increase the risk of coronary artery dis-
ease (CAD) in this subset of subjects.

■ COMMENT BY RALPH R. HALL, MD, FACP
This is a particularly disturbing article in that Lamarche

et al have shown in their studies that the apolipoprotein B
levels and LDL particle size may identify those at risk for
CAD more effectively than changes in the cholesterol lev-
els. They remind us that patients who achieve significant
reductions in LDL-C still develop CAD.1,2

These findings indicate that there is not only a need
to lower LDL-C, but also to alter the quality of the
lipoproteins. Only recently have we understood that
these qualitative features of plasma lipoproteins are
important in predicting the risk of CAD. Dense lipopro-
teins derive their atherogenic properties from their low -
binding affinity for the LDL receptors, a decreased
resistance to oxidative stress, and a prolonged plasma
half-life.3

Haffner et al have shown that type II diabetics who
have lipoprotein patterns similar to these type I patients,
who have gained weight with their treatment, have as
high a risk for myocardial infarction (MI) as nondiabet-
ics with a previous MI.4

So, what are we to do with type I diabetics who have
a tendency to gain weight? The statins decrease the
LDL-C, but they do not alter their small, dense quality.
On the other hand, metformin, the fibrates, troglitazone,
and exercise affect the changes in lipoproteins that
increase their size and their affinity for LDL receptor
sites and render them less atherogenic.3-5

Perhaps combining insulin with metformin or the
fibrates may prevent these unfavorable changes in the
lipid profiles and, in the case of metformin, may make
weight gain less likely just as they do in type II diabetics.
Definitive studies to support these concepts are urgently
needed. (Dr. Hall is Emeritus Professor of Medicine, Uni-
versity of Missouri, Kansas City School of Medicine.)   ❖
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Pharmacology Update
Ribavirin Capsules 
and Interferon alfa-2b 
By William T. Elliott, MD 
and James Chan, PharmD, PhD

Hepatitis c is one of this country’s greatest
public health concerns. Some 4 million Americans

are chronically infected with the virus, of which 20-50%
will go on to develop chronic liver inflammation and cir-
rhosis. As many as 30% of those will develop liver failure
or liver cancer as a result of the disease. The disease is so
prevalent that hepatitis C infection has become the lead-
ing reason for liver transplantation in the United States.1

Interferon (alfa-2 and alfacon-1) has been the mainstay
of therapy for hepatitis C, but the results have been variable,
and the treatment is often poorly tolerated. Now, the FDA
has approved a new treatment, a combination product
involving interferon alfa-2b and the antiviral drug ribavirin.

Interferon alfa-2b is a large, water soluble protein
produced by recombinant DNA technology using a
strain of E. coli bacteria. Interferon is believed to have
immunomodulating activity. The drug must be given
parenterally and is generally given subcutaneously. Rib-
avirin is an oral, nucleoside analog antiviral agent within
vitro activity against respiratory syncytial virus, influen-
zae virus, and herpes simplex virus. The combination is
being marketed by Schering-Plough under the name
Rebetron. It is approved by the FDA only for patients
who have relapsed on conventional interferon treatment.
Indications

Rebetron is indicated for the treatment of chronic
hepatitis C in patients with compensated liver disease
who have relapsed following alpha interferon therapy.
Dosage

For patients who weigh less than 75 kg: 3 million IU of
interferon injected subcutaneouly three times weekly for 24
weeks. Ribavirin is administered orally as 400 mg (2 × 200
mg) in the morning and 600 mg (3 × 200 mg) in the
evening. The drug may be taken without regards to meals.

For patients who weigh more than 75 kg: 3 million IU
of interferon injected subcutaneouly three times weekly
for 24 weeks. Ribavirin is administered orally as 600 mg
(3 × 200 mg) in the morning and 600 mg (3 × 200 mg) in
the evening.

The recommended regimen is six months (24 weeks).
Safety and efficacy have not been established beyond 24
weeks of treatment.2

Rebetron is supplied as six single dose vials (3 million
IU each) or as 18 million IU multidose vials with 84, 70,
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or 42 capsules of ribavirin. Each unit is a 14-day supply.
Potential Advantages

Interferon and ribavirin have been reported to produce a
decrease in hepatitis C viral RNA and normalization of ala-
nine aminotransferase compared to retreatment with
intereron alfa-2b in patients who relapse after interferon
therapy.1,2 In phase III studies, retreatment with interferon
and ribavirin was compared with interferon and placebo.
Sustained virological response (no detectable virus 24
weeks after end of treatment) was 43-48% vs. 4-5%, respec-
tively, and histological response of 49-51% vs. 31-36%,
respectively.2 Histological response was defined as improve-
ment in liver, with a Knodell histology activity index (HAI)
of 2 points or greater. The combination has also been shown
to be more effective than interferon alone in interferon-naïve
patients in sustaining virological response.3 While the
response rates (no detectable HCV RNA by PCR) after ther-
apy were identical, the responses 48 weeks later were 46%
for the combination and 21% for monotherapy (P = 0.02).3

Normalization of ALT was 44% for the combination and
24% for monotherapy 24 weeks post-treatment (P = 0.057).
Potential Disadvantages

Anemia was observed in 10% of interferon/ribavirin
patients in clinical trials. This adverse event usually
occurred within 1-2 weeks of initiation of therapy. In a
recently published trial, the mean hemoglobin concentra-
tion decreased from 14.7 to 12.1 g/dL in the
interferon/ribavirin group, compared to a decrease of
14.5-13.8 g/dL in the interferon/placebo group (P <
0.001).3 Ribavirin has significant teratogenic and/or
embryocidal potential and is contraindicated in women
who are or may become pregnant.2 Pulmonary symptoms,
including dyspnea, pulmonary infiltrates, pneumonitis,
and pneumonia, including fatality, have been reported
during interferon/ribavirin therapy.2 Nausea is more com-
mon with the combination than interferon alone (34% vs
12%; P = 0.02).3 Severe psychiatric reactions including
depression and suicidal behavior have been reported with
alpha interferon monotherapy and interferon/ribavirin.2

Comments
Hepatitis C virus is an RNA virus of the Flaviviridae

family. It does not exist as a homogenous species but,
rather, as a closely related heterogenous population of viral
genomes or quasispecies. This genetic heterogeneity may
explain variations in clinical course, lack of response, and
difficulty in vaccine development.6 There are several geno-
types and subtypes of the virus, with type 1 being the dom-
inant genotype.7 Current therapy for chronic hepatitis C is
alfa interferon and alfacon-1 interferon. Efficacy of treat-
ment is defined as reduction in hepatitis viremia, normal-
ization of serum ALT, and mean changes in liver histology
score. Sustained response is generally assessed 24-48

weeks after the end of a 24-week course of therapy.
Typical response rates are 27-35% for virological

response and 37-42% in biochemical response at the end
of treatment. Sustained responses are 11-12% and 20%,
respectively, 24 weeks after treatment.8 There appears to
be a higher response rate in patients infected with geno-
type 2 and 3 compared to genotype 1.8 In addition,
patients with lower serum HCV RNA (< 1,000,000
copies/mL) and absence of cirrhosis may be predictive of
response to therapy.6 Selection of quasispecies may
occur during interferon therapy.10 For nonresponders,
treatment with a newer alfacon-1 interferon at a higher
dose (15 mcg TIW compared to 9 mcg TIW) and longer
duration (48 weeks) provides marginal benefit (13% sus-
tained response). Retreatment of relapse patients at a
higher dose produced a sustained response of 28% after a
24-week treatment and 58% after a 48-week treatment.8

Interferon/ribavirin appears to offer some promise in
relapse patients, as well as interferon-naïve patients. A sus-
tained response rate of 47% has been reported in relapse
patients and 36% in treatment-naïve patients.2,3 While data
are limited, it appears that patients who fail to achieve a sus-
tained effect with interferon may have favorable response to
the combination, but success in non-responders is limited.4,9

Clinical Implications
It is estimated that nearly 4 million Americans are

infected with hepatitis C. Given the high prevalence of
infected individuals, it is urgent that effective interven-
tion (i.e., education, vaccine, and antiviral drugs) be
developed to prevent future infections and delay the pro-
gression of liver disease after infections.

Currently, the options are limited. Treatment is recom-
mended for patients with chronic hepatitis who are at the
greatest risk for developing cirrhosis. Characteristics of
these patients include consistently elevated ALT, HCV
viremia and evidence of portal or bridging fibrosis, and
moderate degrees of inflammation and necrosis.6

Treatment success with interferon monotherapy has
been limited. Prior to the approval of interferon/ribavirin,
the NIH had recommended initial therapies of 12-month
duration to improve the rate of sustained response.6 The
combination of ribavirin and interferon provides an
important option. It is currently approved by the FDA for
patients who relapsed on interferon but is soon expected
to gain approval for treatment-naïve patients. Resistance
to interferon is still problematic and the combination
does not appear to be the solution. More active anti-HCV
agents are needed, and combination therapy similar to
those used for HIV therapy may improve efficacy.

Interferon/ribavirin is expensive. Wholesale cost for a
24-week therapy is $6120-$6720. This is about three
times the cost for interferon alone.   ❖
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Dangers of Ma-huang
A B S T R A C T  &  C O M M E N T A R Y

Source: Powell T, et al. Ma-huang strikes again: Ephedrine
nephrolithiasis. Am J Kidney Dis 1998;32:153-159.

Ephedrine and its metabolites are naturally
occurring alkaloids that can be derived from ever-

greens worldwide, and they have been used as medici-
nals for centuries. The alternative medicine industry has
popularized them as “herbal ecstasy” and “herbal phen-
fen” and suggested many uses, including asthma con-
trol, weight loss, and energy and sexual enhancement.
Several recent reviews have documented the dangerous
nature of using these “drugs” unsupervised, including
multiple deaths, and the FDA is currently reviewing
ephedrine’s use in the alternative medicine industry.

We report a new toxicity, ephedrine nephrolithiasis, in
a patient using an energy supplement, Ma-huang extract,
which contains ephedrine. Although previously unreport-
ed, the Louis C. Herring and Company kidney stone data-
base shows that this is an endemic complication of
ephedrine with hundreds of previous episodes. Using gas
chromatography (GC) mass spectrometry, we were able
to identify the chemical structure of our patient’s stone, as
well as other similar stones from Louis Herring, as con-
taining ephedrine, norephedrine, and pseudoephedrine.

■ COMMENT BY JOHN LA PUMA, MD, FACP
A 27-year-old male smoker with a history of body build-

ing, hypertension, and a congenitally absent left kidney
developed a ureterovesical junction stone requiring basket
retrieval. Three months later, he presented with a recurrence
and acute renal failure. Two radiolucent stones 2 mm and 12

mm in length were removed, and the patient’s creatinine
dropped from 4.3 mg/dL to 1.3 mg/dL. Crystallographic
laboratory analysis revealed 95% ephedrine metabolite and
5% protein matrix. The patient had been taking up to 12
tablets daily of Pro-Lift to enhance body building. Each
tablet contains 170 mg of Ma-huang (6% ephedrine).

To their credit, the investigators called the lab, which
sent them seven more stones like those of their patient.
These stones also contained ephedrine. Of the 166,466
stones in the registry from January 1996-June 1997, 106
(0.06%) contained ephedrine. Seven of 15 question-
naires returned to the lab by the former stone carriers
admitted to using more than 25 tablets daily of various
ephedrine or pseudoephedrine preparations.

Ephedrine has played a starring and startling role in herbal
medicine. At least 44 deaths have been associated with
ephedrine, and the State of Florida, for one, has restricted its
sale. The FDA has cautioned against ingesting more than 24
mg daily. A nonspecific alpha and beta agonist, ephedrine’s
effects in herbal phen-fen are intended to mimic those of the
anorexigenic agent phentermine, but appetite suppressant
effects too often vaporize with proximity to the vending
machine. Unfortunately, ephedrine’s toxicity does not.

No one should take Ma-huang for anything until it is
re-classified as a pharmaceutical, its formulation is stan-
dardized, and its use can be carefully monitored. It is
especially dangerous in patients with cardiovascular dis-
ease, hypertension, and, apparently, renal stone formers.
People who do take it must hydrate themselves ade-
quately—a minimum of eight glasses of water daily, and
more for regular exercisers—as ephedrine is highly
water soluble. (Dr. La Puma is Director C.H.E.F. Skills
Research Cooking, Healthy Eating and Fitness
(C.H.E.F.) Alexian Brothers Medical Center Elk Grove
Village, IL.)   ❖

CME Questions

31. Febrile seizures (FS) in children:
a. have a detrimental effect on later behavioral and intellectual

development.
b. are an etiologic cause of subsequent epilepsy.
c. are increased in incidence in the siblings of a child who has 

had an FS.
d. indicate that their frequency is not influenced by a history 

of FS in parents.

32. Which is most effective in exercise-induced asthma?
a. Nedocramil
b. Cromolyn
c. Montelukast
d. Prednisone
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T axis as an 
Indicator of Risk 
of Cardiac Events 
in Elderly People 

Taxis on ekg delineates the
orientation of ventricular  repo-

larization. Though findings such as
ST-T wave segment changes have
been used to predict coronary heart
disease, evaluation of T axis in the
elderly has not.

Since axis is quite simply assessed,
such a marker, if consistent, could be of
significant clinical use. The population
investigated were participants in the
Rotterdam Study, which includes 7129
persons aged 55 and older, whose base-
line data accrued during the 1990-1993
period. This population-based cohort
study seeks to identify the occurrence of
risk factors and their effect on chronic
disease in the elderly.

Frontal and horizontal T axes were
classified into three groups:  normal (15-
75 degrees), borderline (-15 to 15
degrees, and 75-105 degrees), and abnor-
mal (-180 to -15 degrees and 105-180
degrees).

During follow-up, 165 persons
died from cardiac causes, and 192
had nonfatal cardiac events; addition-
ally, 11 persons had a nonfatal cardiac
event followed by a fatal event.

The risk of cardiac death was sub-
stantially increased for persons with an
abnormal frontal T axis (hazard ratio =
3.9) as was sudden cardiac death (haz-
ard ratio = 4.4). In an analysis that
examined hazard ratio for cardiac
death, abnormal T axis had as great an
increased hazard ratio as a history of
angina, myocardial infarction, diabetes
mellitus, or hypertension.

Kors and colleagues conclude that
their data indicate that the T axis is an
important independent predictor for
cardiac events.   ❖

Kors JA,  et al. Lancet 1998;352: 
601-505.

Effect of Beta-
Blockade on 
Mortality Among
High- and Low-Risk
Patients After
Myocardial 
Infarction

Even though large trials
have indicated that post-myocar-

dial infarction beta blocker (PMIBB)
use reduces mortality, up to two-
thirds of  eligible candidates do not
receive them. Even cardiologists
omit up to half of potential recipi-
ents. Older-age patients is one of the
predictors for  physician non-use of
PMIBB.

The Cooperative Cardiovascular Pro-
ject is a data base of hospital claims sub-
mitted to Medicare for acute myocardial
infarction (n = 200,000). In this group,
only 34% received PMIBB. Specific sub-
groups of patients who  were even less
likely to receive PMIBB included older,
sicker, African American, or diabetic
patients. Persons with heart failure, C

OPD, or elevated  serum creatinine
were also less likely to receive this therapy.

During 24-month follow-up, recipi-
ents of PMIBB enjoyed a 40% reduc-
tion in mortality, even when consider-
ing patients with COPD. Even though
the percent mortality reductions were a
bit less among blacks, older patients,
and those with an elevated serum crea-
tinine, their overall  higher mortality
rates produced an absolute reduction in
mortality as substantial as that in the
lower risk groups.

Gottlieb and associates conclude
that their data suggests a substantial
underuse of PMIBB, and that groups
who may have been perceived  as less

likely to benefit (blacks, older
patients, patients with renal  insuffi-
ciency) are instead meritorious groups
for consideration of this therapy.   ❖

Gottlieb SS, et al. N Engl J Med 1998;
339:489-497.

Sunlight Exposure
and Risk of Lens
Opacities 

Cataract is the most frequent
cause of visual loss. The role of

sunlight, in particular UV-B, remains
controversial. Some information sug-
gests that sunlight is a provocative fac-
tor for cataract and is perhaps limited
to men—in particular, non-African
American men. The methodology for
assessing sun exposure in some previ-
ous reports has been suboptimal. This
report, the Salisbury Eye Evaluation
project, quantified ocular UV-B expo-
sure using a UV-B pyranometer. Mea-
surements of ocular sunlight exposure
were made  through a series of deter-
minations on residents of this commu-
nity throughout their daily activities.

Overall, women sustained less UV-B
exposure than men. Cataract  incidence
increased with degree of UV-B sun
exposure, from the lowest to the  highest
quartile, and this relationship remained
the same for women and  African Ameri-
cans. Since UV-B sun exposure appears
to be a risk factor for cataract develop-
ment, West and associates suggest that
simple protective measures are  in order.
Plastic glasses provide superior UV-B
protection to glass, though of course sun-
glasses are better still. Even wearing a
brimmed hat decreases UV-B  exposure
30-50% and should be encouraged. Gen-
der and race do not appear to be protec-
tive. Public health measures should
include addressing attention to public
awareness of the ocular toxicity of sun
exposure, specifically  cataract.   ❖

West SK, et al. JAMA. 1998;280:714-718. 
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