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Source: Katzberg HD, et al. Assessment: Symptomatic treatment for 
muscle cramps (an evidence-based review): Report of the Therapeutics and  

Technology Assessment Subcommittee of the American Academy  
of Neurology. Neurology 2010;74:691-696. 

ALTHOUGH MUSCLE CRAMPS ARE ASSOCIATED WITH A NUMBER OF MEDI-
cal conditions (e.g., dehydration, neuropathies, hypomagnese-

mia, hypocalcemia, hypothyroidism, kidney disease, and pregnan-
cy), they frequently occur without an identifiable underlying cause 
and are referred to as idiopathic muscle cramps. They are more fre-
quent in the elderly. Although any muscle group can be affected, 
most commonly they occur at night in the lower limbs. In this sys-
tematic review of the literature, these authors set out to answer three 
questions: 1) “Are there effective nonpharmacologic treatments for 
muscle cramps?” 2) “Is quinine effective in the treatment of muscle 
cramps?” and 3) “Are there any other pharmacologic treatments ef-
fective for the treatment of muscle cramps?” 

The working definition of a muscle cramp was “a sustained, gen-
erally painful, involuntary contraction of a muscle or muscle group.” 
The authors searched MEDLINE and EMBASE for articles pertain-
ing to “muscle cramp” and limited to treatment and prevention, and 
found 563 articles. Most of these articles were excluded from the 
systematic review, because they were reviews, meta-analyses, let-
ters, or case reports, or addressed medical conditions associated with 
muscle cramps. In the end, 24 articles were reviewed.
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The authors concluded: 1) The data were insuffi cient 
regarding whether any nonpharmacologic treatment (in-
cluding hydration and calf stretching) is effective; 2) Qui-
nine is modestly effective, but adverse (and occasionally 
serious) side effects limit its use to patients who have no 
other choice; and 3) Of the non-quinine pharmacologic 
treatments, naftidrofuryl (not available in the United 
States), vitamin B complex, and diltiazem (Cardizem®

and others) are possibly effective and may be considered. 
Magnesium compounds and gabapentin (Neurontin®) are 
probably not effective. 
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Primary care physicians are often admonished for 
“treating the symptom and not the root cause,” but, at the 
same time, we are charged “to cure sometimes, to relieve 
often, to comfort always” (attributed to Hippocrates, who 
also remarked “A physician without a knowledge of As-
trology has no right to call himself a physician,” so take the 
former with a grain of salt). Based on this review, the best 
approach to a patient with complaints of muscle cramps 
would be to rule out some common illnesses associated 
with cramps (see above), and then, after discussing with 
the patient the possible benefi ts and risks of vitamin B 
complex and diltiazem, perform a trial-of-one. If neither is 
effective, then, again after a serious discussion of risks and 
what symptoms to watch for, quinine could be considered, 
realizing that you would be prescribing off-label.

Muscle cramps are, at root, a neurological phenom-
enon, caused by repetitive nerve discharges. Use of medi-

cations, such as gabapentin, that inhibit these discharges 
has face validity, but as with much of what we fi nd intui-
tively appealing, this is not the case. Why quinine? Qui-
nine, derived from the bark of the cinchona tree in Peru, 
has muscle-relaxing properties related to a direct action 
on muscle fi bers and the distribution of calcium within 
the cells and was originally used to reduce shivering. Co-
incidentally, it was discovered to have an antiprotozoal 
effect when it was used for the shivering that accompanies 
malaria. Its use for muscle cramps has been the subject 
of scientifi c study dating back to the 1930s and 1940s.1 

On Aug. 22, 1994, the FDA published a rule banning the 
prescription of quinine for leg cramps, citing its toxicity 
and the lack of proof of effi cacy, and then, on Dec. 11, 
2006, ordered all unapproved quinine products from the 
U.S. market and cautioned consumers about the off-label 
use for leg cramps.2 Perhaps if the FDA had this review, it 
would have issued a different order.

I write this as I sip on a gin and tonic and wonder if I 
should heed the warnings about the consumption of tonic 
water.3,4 The label says it contains quinine, but doesn’t say 
how much. Maybe it’s time to switch to club soda.  �
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Source: Teno JM, et al. Hospital characteristics associated with feed-
ing tube placement in nursing home residents with advanced cognitive 
impairment. JAMA 2010;303:544-550. 

THE AUTHORS OF THIS PAPER SET OUT TO IDENTIFY THE CHAR-
acteristics of hospitals that had high rates of endoscop-

ic feeding tube insertion in nursing home residents with 
dementia who were admitted for acute care. They were 
interested in this issue because, although tube-feeding is 
of questionable benefit for nursing home residents with 
advanced dementia,1,2 a majority of U.S. nursing home 
residents who are tube-fed had their feeding tube inserted 
during an acute care hospitalization. The study population 
was selected from previously non-tube-fed nursing home 
residents with advanced cognitive impairment (ACI), age 
� 66 years, who were hospitalized between 2000 and 
2007. The authors chose a random 20% of such individu-
als from U.S. Nursing Home Minimum Data Set, which 
includes data on every resident living in all Medicare- or 
Medicaid-certified U.S. facilities. ACI was defined as a 
score ��4 on the Cognitive Performance Score. The initial 
placement of a feeding tube was determined by examin-
ing Medicare claims data. The authors found 280,869 ad-
missions among 163,022 nursing home residents over the 
study period (mean age, 84.0 years; 66.6% women; and 
12.5% black). A total of 19,847 feeding tube insertions 
occurred in this group, of which 94.7% were percutane-
ous endoscopic gastrostomy feeding tubes. During the 
study period, the rate of feeding tube insertion decreased 
from 7.9/100 hospitalizations in 2000 to a low of 6.2/100 
hospitalizations in 2007. Among the hospitals studied, the 
mean number of beds was 235, 18.5% were for-profit, 
and 30.8% had a medical school affiliation. The rate of 
feeding tube insertion varied from 0 to 39/100 hospitaliza-
tions. Higher rates of feeding tube insertion in demented 
nursing home residents were observed in hospitals that 
were for-profit (adjusted odds ratio [AOR], 1.33), had > 
310 beds (AOR, 1.48), and had greater ICU use in the last 
6 months of life (AOR, 2.60). These differences persisted 
after controlling for patient characteristics. Specialist to 
primary care ratio and hospice use were not strongly as-
sociated with feeding tube placement. 

Twelve percent of the hospitals did not insert any feed-
ing tubes in this population of patients. These hospitals 
tended to be smaller, were more likely to be located in 
rural regions, and were less likely to be affiliated with a 
medical school, although medical school affiliation was 
not strongly associated with use of feeding tubes in this 

population. Hospitals that did not insert feeding tubes in 
demented nursing home residents were also less likely to 
use ICU care in the last 6 months of life. 

Several characteristics of the nursing home patients 
were also independently associated with feeding tube use 
in cognitively impaired nursing home residents. Black 
residents experienced nearly a 2-fold increase in the like-
lihood of feeding tube insertion compared with whites. 
Written advance directives, do not resuscitate orders, and 
orders to forgo artificial hydration and nutrition were in-
dependently associated with lower likelihood of feeding 
tube insertion. 

���������	
�

Feeding tube insertion is often an agonizing decision 
for family members of those who are institutionalized for 
ACI. More than one-third of nursing home residents with 
advanced dementia have a feeding tube inserted,3 despite 
the fact that two literature reviews conclude that the use of 
feeding tubes in such patients does not improve survival, 
prevent aspiration pneumonia, heal or prevent decubitus 
ulcers, or improve other clinical outcomes.1,2 It turns out 
that a majority of these feeding tubes are placed during an 
acute care hospitalization, usually for an infection.4 Thus, 
a logical first step in reducing the burden of this futile 
care is to gain an understanding of the settings in which 
it is most likely to occur. The current study demonstrates 
that hospitals with higher rates of feeding tube insertion 
tend to be conspicuous consumers of health care; they are 
more likely to be larger in size, for-profit, and to expend 
more ICU days for decedents with chronic illnesses dur-
ing the last 6 months of life. The lack of an association 
with feeding tube insertion in demented nursing home pa-
tients with teaching hospitals and with those with higher 
ratios of specialty care suggests that this increased use of 
resources does not necessarily result from increased pa-
tient acuity or from greater practitioner expertise. 

The authors conclude that “Advance care planning is of- 
ten lacking in nursing homes … only 5.8% of hospitalized 
nursing home residents with advanced cognitive impair-
ment had an order to forgo artificial hydration and nutri-
tion despite the finding of O’Brien et al5 that most nurs-
ing home residents would ‘rather die’ than live in a state 
of advanced dementia with a feeding tube. Improving ad-
vance care planning is essential to ensure that feeding tube 
insertions are based on informed patient preferences.”6,7 

A full report of hospital rates of feeding tube insertions 
is available at www.LTCFocus.org.  �
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Source: Ahmed A, Fincham JE. Physician office vs retail clinic: 
Patient preferences in care seeking for minor illnesses. Ann Fam Med 
2010;8:117-123.

RECENTLY, RETAIL CLINICS IN THE UNITED STATES HAVE 
found a niche in becoming a viable option for patients 

seeking urgent care. Located in mostly metropolitan ar-
eas, these clinics are often established in retail stores such 
as pharmacy and grocery chains and are often designed to 
be a quick fix option to minor acute medical illnesses and 
are staffed by non-physician providers. The population 
served is often younger, uninsured, and without a regular 
primary care physician. 

Ahmed and Fincham investigated the likely effects of 
cost of care, type of condition for which care is sought, type 
of care setting, and appointment wait time on care-seek-
ing decisions at retail clinics and physicians’ offices. The 

study sample was obtained by Georgia Poll, a statewide 
random-digit-dial survey of Georgians ages 18 and older. 
Almost half of the 493 respondents resided in the Atlanta 
metropolitan area. Overall, the respondents preferred to 
seek care from a physician at a private office rather than 
a nurse practitioner at a retail clinic for acute minor ill-
nesses. However, they did not prefer to wait longer than a 
day in seeking care. Comparing the two preferences when 
considered in terms of how much they would be willing to 
pay to forgo either option, they clearly preferred a quicker 
appointment. In other words, while patients preferred the 
physician-provided care, they were willing to forgo such 
care if they could be seen more quickly by a non-physician 
provider. Patients also preferred to pay less for their care, 
which is to be expected. The study did not distinguish 
care obtained from a nurse practitioner or a physician  
assistant. 
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Retail clinics have been the subject of much contro-
versy since they first came into existence in 2000. Opera-
tors of such clinics assert that they provide a convenient, 
efficient, equal quality but low-cost alternative to tradi-
tional medical care rendered by physicians.1 However, 
many experts and several physicians groups have raised 
serious concerns about the provision of medical care in 
this innovative manner.2 The quality of care is questioned, 
as well as the lack of provision of preventive services, 
continuity of care, and the possibility of overprescribing 
of medications. There is a clear concern that providing 
such fragmented care to an already disenfranchised popu-
lation has the potential to blow up in all our faces. Not 
only does such a concept go against that of the medical 
home model, but there is a strong possibility of missing 
important early clues in contagious diseases and other is-
sues of public health significance. Due to their extensive 
training and scientific background, physicians are often 
the first ones to notice such trends or deviations from the 
norm and therefore play a vital role in public health as 
gatekeepers. Additionally, there are insufficient data to 
assert that such clinics follow the same evidence-based 
medical practice that occurs in a physician’s office.

There may be several other additional reasons why re-
tail clinics are a bad idea. However, that does not solve the 
issue at hand. What Ahmed and Fincham have identified is 
that patients strongly desire to be seen within one day for 
minor illnesses and are no longer willing to listen to their 
physician and wait. Therefore, a demand and the resultant 
opportunity for new entrants into the market have been 
created and such clinics are expected to keep growing un-
less physicians understand the basic principles governing 
a market microenvironment. Like it or not, the business 
of health care often mirrors the same market principles as 
any other business. The model for pure competition im-
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plies that as the bargaining power of consumers (patients) 
increases, there will be a threat of both new entrants 
and substitute products.3 Retail clinics are clearly filling 
a void as the new entrants and non-physician providers 
are the substitutes. Therefore, I am neither surprised nor 
offended. It is the nature of competition. However, it is 
imperative upon us as physicians to understand the sig-
nificance of these changes in our microenvironment and 
not simply oppose them. Only then will we embark upon 
finding creative methods to accommodate patient choice 
in an effort to beat the competition and maintain the high-
est quality of care for our patients.  �
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Source: Zemel MB, et al. Effects of dairy compared with soy on oxi-
dative and inflammatory stress in overweight and obese subjects. Am J 
Clin Nutr 2010;91:16-22.

THE OBJECTIVE OF THIS STUDY WAS TO EVALUATE THE ACUTE 
effects of a dairy-rich diet on oxidative and inflamma-

tory stress in overweight and obese subjects in the absence 
of changes in adiposity. Previous studies performed by 
the authors had demonstrated that dairy-rich products had 
markedly reduced inflammatory markers in obese mice. 

Twenty subjects (10 obese and 10 overweight) partici-
pated in a blinded, randomized, crossover study of dairy 

compared with soy-supplemented eucaloric diets. Two 
28-day dietary periods were separated by a 28-day wash-
out period. Inflammatory and oxidative stress biomark-
ers were measured on days 0, 7, and 28 of each dietary 
period.

The dairy-supplemented diet resulted in significant 
suppression of oxidative stress (plasma malondialdehyde, 
22%; 8-isoprotane-F alpha, 12%; P < 0.0005). Inflamma-
tory markers decreased as shown in the Table (below). 

Soy exerted no significant effect. There were no sig-
nificant differences in response to treatment in overweight 
and obese subjects. 

Other findings of note were a decrease in C-reactive 
protein (57%) in the dairy-treated subjects, and a signifi-
cant decrease in LDL cholesterol (-8.9 mg/dL with the 
dairy supplement compared with +2.9 mg/dL with the soy 
supplement.)  

The authors concluded that an increase in dairy food 
intake produced significant and substantial suppression of 
oxidative and inflammatory stress associated with over-
weight and obesity. 

���������	
�

This is an interesting and timely report. There is a con-
cern that some women are likely to replace their dairy 
products with soy, in view of the recent reports from Chi-
na, that diets high in soy are associated with a decrease in 
breast cancer.1

The two diets (dairy and soy) in the form of smoothies 
were administered 3 times per day throughout each 28-
day treatment period. Each smoothie contained 170 Kcal, 
10 g protein, 1 g of fat, and 30 g carbohydrate. The dairy 
smoothies were milk-based, with non-fat milk as the pro-
tein source. 

The authors note that it is well established that excess 
adiposity results in an increase in both reactive oxygen 
species and inflammatory cytokine production and a cor-
responding suppression of anti-inflammatory cytokine 
production. This phenomenon is regulated, in part, by 

Table. Effect of dairy on inflammatory markers.

Tumor necrosis 

factor-alpha

-15% P < 0.002

Interleukin-6 -13% P < 0.01

Monocyte 

chemoattractant 

protein-1

-10% P < 0.0006

Adoponectin* +20% P < 0.002

* Higher adoponectin levels are associated with increased insulin 

sensitivity and are decreased in overweight individuals. 
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calcitriol. The authors have previously reported that a re-
duction in calcitriol reduces oxidative and inflammatory 
stress in mice fed with high-calcium diets compared with 
low-calcium diets. They also demonstrated that non-fat 
dry milk elicited a significantly greater response than cal-
cium carbonate.2

Findings in studies using low-fat dairy products con-
tinue to stimulate research about their nutritional effects. 
Low-fat dairy products are an important constituent in the 
Dietary Approach to Stop Hypertension (DASH ) diet.3 A 
recent study from the University of Minnesota examining 
beverage habits and other dietary parameters in a 5-year 
prospective analysis of 2294 adolescents showed no as-
sociation between sugar-sweetened beverage consump-
tion and adolescent weight gain. However, adolescents 
who consumed little or no white milk gained significantly 
more weight than their peers who consumed white milk.4

The authors point out that it is not possible to determine 
which effects were mediated by calcium or other compo-
nents of the milk. For instance, milk contains angiotensin-
converting enzyme-inhibiting peptides, whereas adipose 
tissue expresses all components of the renin angiotensin 
system. Pharmacologic antagonism of this system sup-
presses oxidative stress.5

In addition the authors have previously shown that leu-
cine in milk may contribute to the reduction in oxidative 
and inflammatory stress.6 Leucine stimulates muscle pro-
tein synthesis and inhibits protein degradation and sup-
presses energy storage in adipose tissue.

This work was supported by The National Dairy Coun-
cil. However, the authors previous effort in this field and 
the rigorous documentation and presentation of their data, 
support the importance of this study.  �
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THE FDA HAS APPROVED A NEW INHALED ANTIBIOTIC TO TREAT 
cystic fibrosis (CF) patients infected with Pseudomo-

nas aeruginosa. Aztreonam is a monobactam antibacterial 
active against gram-negative bacteria including Pseudo-
monas species. The drug is marketed by Gilead Sciences 
as Cayston®.

Indications
Aztreonam inhalation is indicated to improve respira-

tory symptoms in CF patients with P. aeruginosa. 

Dosage
The recommended dose is 75 mg administered three 

times a day by inhalation for 28 days. Aztreonam is to be 
administered only with the Altera® Nebulizer System. A 
short-acting �2-agonist should be administered about 15 
minutes before aztreonam administration.  

Potential Advantages
Aztreonam significantly improves respiratory symp-

toms and pulmonary function in CF patients infected with 
P. aeruginosa in the airways.1,2 Aztreonam is an alternative 
to tobramycin as inhalation therapy. Drug administration 
takes 2-3 min compared to about 15 min for tobramycin.  

Potential Disadvantages
Cross sensitivity to aztreonam may occur in patients 

with a history of allergy to �-lactam antibiotics (e.g., pen-
icillin, cephalosporins).1 Bronchospasm has been associ-
ated with nebulized aztreonam therapy. A 15% reduction 
in forced expiratory volume in 1 second (FEV1) occurred 
in 3% of patients pretreated with a bronchodilator.1 

Comments
Aztreonam is a monobactam antibiotic that exerts its 

antibacterial action by binding to the penicillin-binding 
proteins of bacteria. It is the first antibiotic to be approved 
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Upon completion of this educational activity,  
participants should be able to:
• describe new findings in the differential  

diagnosis and treatment of various diseases;
• describe the advantages, disadvantages and  

controversies surrounding the latest advances  
in the diagnosis and treatment of disease;

• identify cost-effective treatment regimens;
• explain the advantages and disadvantages   

of new disease screening procedures.

).-��������
16. Which of the following is considered effective in the treatment 

of idiopathic muscle cramps?
a. Nifedipine
b. Stretching
c. Quinine
d. Vitamin D
e. Gabapentin

17. For patients seeking care for minor illnesses, what is the most 
important factor in care-seeking decisions? 
a. Appointment wait times
b. Whether seeing a physician or not
c. Reduced costs
d. Who will prescribe more medications

18. Characteristics of hospitals that have higher rates of feed-
ing tube insertion in nursing home patients with dementia 
include which of the following:
a. for-profit status. 
b. lower use of ICU care in the last 6 months of life.
c. a very high specialist to generalist ratio.
d. a rural location.

for use in CF patients in more than a decade. Aztreonam 
inhalation was evaluated in a randomized, double-blind, 
placebo-controlled study in patient with CF with a P. 
aeruginosa airway infection (n = 164).1,2 Subjects were 
� age 6 years with FEV1 between 25% and 75% predicted 
values and no recent use of antipseudomonal antibiotics 
or azithromycin. They were randomized to aztreonam 
75 mg three times a day for 28 days or placebo. The pri-
mary endpoint was change in patient-reported respiratory 
symptoms as assessed using the CF-Questionnaire-Re-
vised (CFQ-R). Secondary endpoints included changes in 
pulmonary function (FEV1), sputum P. aeruginosa (PA) 
density, and nonrespiratory CFQ-R scales. After 28 days, 
aztreonam improved the mean CFQ-R by 9.7 points and 
FEV1 by 10.3% predicted, and reduced the PA density 
by -1.45 log10 cfu/g compared to placebo. There was a 
trend toward fewer patients hospitalized (5% vs 14%) 
and fewer hospitalized days (0.5 days vs 1.5 days) in the 
aztreonam group. Productive cough was reduced by one-
half compared to placebo. No changes in susceptibility 
of P. aeruginosa were observed following a 28-day treat-
ment course. Aztreonam inhalation was generally well 
tolerated. There currently are no published data compar-
ing inhaled aztreonam compared to inhaled tobramycin.  

Clinical Implications
CF is an autosomal recessive disease that is the result 

of a mutation in the gene that encodes the protein cystic 
fibrosis transmembrane conductance regulator and affects 
the ion channels in the cell membrane. This leads to the 
accumulation of thick mucus in the lung and provides a 
favorable environment for bacterial colonization, espe-
cially P. aeruginosa. Aerosol tobramycin has been com-
monly used to eradicate P. aeruginosa airway infections 
and has been the only FDA-approved inhaled antibiotic 

available since 1997. In recent years there has been an in-
crease in tobramycin-resistant P. aeruginosa.3 Aztreonam 
provides an alternative to tobramcyin for patients with CF 
and chronic P. aeruginosa airway infection.  �
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In Future Issues: Physical Activity and Weight Gain Prevention
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Source: Hanley AJ, et al. Effect of rosigli-
tazone and ramipril on {beta}-cell function 
in people with impaired glucose tolerance 
or impaired fasting glucose. Diabetes Care 
2010;33:608-613.

PREDIABETES (PDM) IS DEFINED AS EITHER 
impaired fasting glucose (FBG = 

100-125 mg/dL), impaired glucose tol-
erance (IGT; 2-hour post-load glucose 
= 140-199 mg/dL), or supranormal but 
not diabetic A1c (A1c = 5.7-6.4). Un-
treated pDM predictably progresses to 
frank DM at a rate of about 7%-10% 
per year. Numerous interventions have 
been shown to alter the progression 
from pDM to diabetes, including diet, 
exercise, metformin, acarbose, orlistat, 
and thiazolidinediones; this year, nat-
eglinide, an insulin secretagogue, was 
not confirmed to delay progression from 
pDM to diabetes. 

Hopefully, treatments to prevent dia-
betes will also impact beta-cell function 
favorably, rather than simply compen-
sate for progressive metabolic decline. 
The DREAM trial (Diabetes Reduction 
Assessment with Ramipril and Rosi-
glitazone Medication) randomized 5269 
pDM subjects to ramipril and/or rosiglia-
toze. A substudy of DREAM (n = 982) 
had measurements of beta-cell function 
at baseline and periodically during the 
3-year (median) follow-up, as well as 
measurements of progression from pDM 
to DM. 

Subjects randomized to ramipril did 
not experience any meaningful change 
in beta-cell function. In contrast, rosigli-
atoze-treated subjects enjoyed substan-
tial improvements in beta-cell function. 
Benefits were less in pDM subjects who 
only manifest IFG compared with IGT 
or both.

In addition to reducing beta cells  
induced by glucotoxicity, thiazolidin-
ediones lower free fatty acid levels, 
which may favorably affect beta-cell 
apoptosis.  �
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Source: Brown JB, et al. Secondary failure 
of metformin monotherapy in clinical prac-
tice. Diabetes Care 2010;33:501-506.

TO DATE, CONTROLLED TRIALS INDICATE THAT 
no matter what pharmacotherapy is used 

to control glucose in type 2 diabetes (DM2), 
one can anticipate a progressive loss of control 
over time. Loss of efficacy is termed second-
ary failure: An initially effective medication 
later becomes insufficient to maintain con-
trol. To me this seems too harsh an indictment 
of pharmacotherapy, since even if the medi-
cation continues with similar action over long 
time periods, confounders such as weight gain, 
inherent disease progression, and addition 
of confounding comorbidities might make  
it appear as if the medication is failing, 
when in reality, counterbalancing forces are  
increasing. 

In any case, Brown et al performed an 
observational cohort study of DM2 subjects 
(n = 1799) initially treated with metfor-
min monotherapy successfully (i.e., able to 
maintain an A1c < 7.0 without adding a sec-
ond agent). Secondary failure was defined 
as either the addition of a second agent, or 
an increase of A1c above 7.0 while still on 
monotherapy. Subjects who required addi-
tional therapy within the first 6 months of 
metformin treatment were regarded as pri-
mary failure, and were excluded from this 
analysis.

In subjects able to maintain good con-
trol with initial metformin monotherapy, 
secondary failure occurred at a rate of 
17% per year. Predictors of higher failure 
rates included longer duration of diabe-

tes before treatment and higher baseline 
A1c at initiation of treatment. These data 
suggest that early initiation of treatment, 
especially when A1c is not yet markedly 
elevated, results in greater durability of 
metformin efficacy.  �
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Source: Piraccini BM, et al. Long-term 
follow-up of toenail onychomycosis caused 
by dermatophytes after successful treatment 
with systemic antifungal agents. J Am Acad 
Dermatol 2010;62:411-414.

ALTHOUGH ONYCHOMYCOSIS (ONCM) IS

often considered a cosmetic prob-
lem, some patients suffer significant dis-
ability due to foot pain, and difficulty 
wearing shoes. The treatment course 
for toenail ONCM is lengthy and costly. 
There are few data on long-term follow-
up to ascertain recurrence rates, although 
prevailing opinion suggests recurrence is 
common.

Piraccini et al performed a prospec-
tive study of ONCM patients (n = 73) 
who had been treated with pulse therapy 
(treatment 1 week/month for 6 months) 
with terbinafine or itraconazole. After 
clinical cure, subjects were prospective-
ly followed for 7 years. Cure was defined 
as normalized clinical appearance and 
negative fungus culture. 

Patients were seen every 6 months 
during follow-up. Overall, recurrence 
developed in 16.4% of subjects. Each 
case of recurrence involved the same 
organism identified in the original infec-
tion. However, the recurrence rate for 
itraconazole was 3-fold greater than ter-
binafine. Terbinafine is widely regarded 
as the treatment of choice for toenail 
ONCM; this trial suggests superior dura-
bility of cure for terbinafine when com-
pared with itraconazole.  �
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Increased provider access 
tops list of what clinicians 
will like about HC bill
Changes will take a few years

Health care clinicians and organizations likely 
will find that the new health care reform bill’s posi-

tive features outweigh its drawbacks, experts say.
The Patient Protection and Affordable Health Care 

Act, signed into law on March 23, 2010, by President 
Barack Obama, provides a series of changes to take place 
to health care insurance coverage, Medicare, Medicaid, 
prescription drugs, quality improvement initiatives, med-
ical malpractice, and other items. These are to be imple-
mented from 2010 to 2014.

“The thing that is so big is the coverage for tens of 
millions of people who don’t have health insurance now,” 
says Cecil Wilson, MD, an internist in Winter Park, FL, 
and the president-elect of the American Medical Associa-
tion in Chicago, IL.

People no longer will have to worry about losing health 
care coverage for existing diseases if they lose their jobs, 
and increasing numbers of people will have access to 
preventive care, primary care, and disease management, 
Wilson adds.

“Those are the big things that make this such a sea 
change in my opinion,” he says. “For physicians, this is 
good because they won’t have to worry about their pa-
tients’ insurance being cut off, and thus putting their pa-
tients at risk.”

Hospitals will find that significantly more patients will 
have health care coverage, resulting in a decline in un-
compensated care, says Caroline Steinberg, vice presi-
dent for trends analysis for the American Hospital Asso-
ciation of Washington, DC.

“We also would expect that demand for care from for-
merly uninsured patients will increase,” Steinberg says. 
“Hopefully, we’ll see some increases in primary care so 
by the time they hit the hospital they won’t have some of 
the same kinds of problems they’ve had before.”

The new bill provides billions of dollars in funding for 
clinics that provide primary care to uninsured, indigent, 
and immigrant patients. In 2014, it also expands Med-
icaid to all non-Medicare eligible individuals who have 

incomes up to 133% of the federal poverty level. These 
initiatives could help send more people to primary care 
services and keep them from using the emergency room 
for non-emergency care, Steinberg adds.

“We may [identify] more people with conditions that 
require specialty care because once people have access 
to coverage they tend to use more health care across all 
levels of the system,” Steinberg says. “So that could go 
either way.”

Plus, hospitals should expect the next few years to con-
tinue to be rough fiscally since most of the more signifi-
cant provisions in the bill will not be fully implemented 
until 2014.

“Our hospitals are telling us that uncompensated care 
is going up because of job losses and loss of insurance, 
and these people show up in hospitals,” Steinberg says.

There won’t be much improvement in the immediate 
future until the economy recovers and the government 
provides more funding for Medicaid, she notes.

More oncology patients will have access to care, as 
a result of the bill’s prohibition of lifetime limits on the 
dollar value of coverage, which begins Jan. 1, 2014. 
There is a temporary national high-risk pool to provide 
health care coverage to people with pre-existing medical 
conditions, which will be in place between June 2010 
and 2014.

“Many cancer patients who need repeated courses of 
treatment can easily exceed their caps and find them-
selves unable to afford needed treatment and medica-
tion,” says Allen S. Lichter, MD, chief executive officer 
of the American Society of Clinical Oncology (ASCO), 
in a statement issued after the bill was signed.

By this fall, insurers will not be able to exclude chil-
dren with pre-existing conditions from being covered by 
their family policy, and this also is a positive move, Li-
chter says.

The bill’s focus on prevention and wellness will ben-
efit infectious disease and public health initiatives.

“There are a few things in the bill that we’re pleased 
to see stay in the final version,” says Michael Ochs, gov-
ernment relations associate with the Infectious Diseases 
Society of America (IDSA) in Arlington, VA.

The bill’s emphasis on wellness and disease preven-
tion with billions of additional federal dollars for these is 
one example, Ochs says.

The bill’s impact on physician and other provider  
payments is a more mixed bag, however. (See story on 
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physician payments, below.)
“There’s a 10% incentive pay for primary care and 

general surgery,” says Jason A. Scull, program officer 
for clinical affairs at IDSA. 

“They’re focusing on primary care in a lot of these 
new innovative payment models, but I think primary care 
does need to be incentivized,” Scull says. 

But the drawback is that cognitive specialists, like in-
fectious disease specialists, cardiologists, and neurolo-
gists, could be shortchanged as the pie is cut differently, 
but not expanded.

“There will be unintended consequences,” Scull notes. 
“Already last year the Centers for Medicare & Medicaid 
Services [CMS] eliminated payments for consultation 

codes that cognitive specialties use to give them money 
to distribute elsewhere in the fee schedule and to send 
more to primary care physicians.”

This redistribution of payments might result in fewer 
medical students choosing to spend extra years of train-
ing beyond their general internal medicine residency, he 
adds.

While the sweeping health care reform provides some 
specifics on how changes will occur in the industry, no 
one knows precisely how things will change until the 
regulatory details emerge, the experts say.

“There are a lot of moving pieces to this,” Scull says. 
“I think it’s anybody’s guess to where all of this ends 
up.”  n

Pay attention to the new health care bill’s reg-
ulatory details, experts warn providers.

There are some items in the sweeping legislation 
that could result in more documentation, work, and 
risk for physicians and other providers.

For instance, the new bill makes it clear that the 
government wants doctors to be doctors and not own 
hospitals, says LaDale K. George, JD, a partner with 
Neal, Gerber, Eisenberg in Chicago, IL.

The bill puts a moratorium on any physician-owned 
hospitals in non-rural settings that were not Medicare 
providers as of December 2010.

“The new law says that the practice of physicians 
owning hospitals no longer is allowed,” he explains. 
“If a physician owns or has a financial interest in a 
hospital and refers patients to that hospital then every 
service the patient receives at the hospital is a Stark 
violation of $25,000 per incident.”

Also, the anti-kickback law has been changed by 
the new bill.

“The way the new act changes it is that it appears to 
eliminate the need to have actual knowledge or specif-
ic intent to violate the statute,” George says. “It moves 
in the direction of where the Stark law is where if you 
do not meet the safe harbors in which providers can re-
fer to one another and engage in commercial practices 
together then you will be viewed as being guilty.”

From physicians’ perspectives, some of the other re-
quirements will be more onerous, particularly as far as 

documentation and accounting are concerned.
For instance, the bill’s Physician Payment Sunshine 

Provision requires physicians to disclose every pay-
ment they receive from pharmaceutical and biotech 
companies in excess of $100, and this includes drug 
samples. This could prove to be an accounting prob-
lem for physician investigators and others.

This likely will be a headache to physicians, who 
will have to keep track of every sample they receive 
and every payment that flows through to them for re-
search, George says.

The new health care bill also appears to give  
physicians incentives and/or penalties depending on 
their compliance with reporting data as part of the phy-
sician quality reporting initiative (PQRI), which was 
established with the 2006 Tax Relief and Health Care 
Act.

“What’s clear is that Congress is moving into the di-
rection of mandating physicians to participate in PQRI 
and also moving in the direction of mandating physi-
cian resource use reporting,” says Jason A. Scull, pro-
gram officer for clinical affairs at the Infectious Dis-
eases Society of America.

“These are somehow merged into a value modifier 
that also will adjust payment based on the quality of 
care they provide,” Scull says.

About one of six eligible physicians now makes the 
reports, and about half of these receive incentive pay-
ments, he adds.  n

Doctors will be more closely scrutinized  
with bill’s provisions
Experts talk about bill’s negatives



In an effort ensure Internal Medicine Alert is addressing the issues most important to you, we ask that you take a few
minutes to complete and return this survey.  The results will be used to ensure you are getting the information.

Instructions:  Mark your answers by filling in the appropriate bubbles.  Please write your answers to the open-ended
questions in the space provided.  Return the questionnaire in the enclosed postage-paid envelope by July 1, 2010.

1. Endocrinology A B C

2. Pulmonology

3. Cardiology

4. Dermatology

5. Neurology

6. Gastroenterology

A. more coverage B. less coverage C. about the same

A B C

A B C

A B C

A B C

A B C

In future issues of Internal Medicine Alert, would you like to see more or less coverage of the following topics?

7. Rheumatology

   8. Men's Health

   9. Women's Health

 10. Pediatrics

A B C

A B C

A B C
A B C

INTERNAL MEDICINE ALERT
2010 Internal Medicine Alert Reader Survey

12.  What other topics would you like to see discussed in Internal Medicine Alert?

13.  Are the articles in IMA written about issues of importance and concern to you?

A. always B. most of the time C. some of the time D. rarely E. never

14  Are the articles in Internal Medicine Alert

A. Too short B. Too long C. About right

15.  What type of information not currently provided in Internal Medicine Alert would you like to see added?

A. excellent B. good C. fair D. poor
16.  quality of newsletter

17.  article selections

18.  timeliness

19.  quality of commentary

A B C D

A B C D

A B C D

A B C D

Please rate your level of satisfaction with the the items listed:  Please mark your answers in the following manner:

20.  clearness of abstracts A B C D

21.  overall value A B C D

22. customer service A B C D

 11. Preventive Medicine A B C



23. To what other publications or information sources about internal medicine do you subscribe?

25. Please describe your work place:

A. private practice B. hospital C. government institution D. research

E. Other________________________________________

26. In the future, how do you plan to obtain your CME and CNE credits?

A. travel to live conferences B. subscription-based newsletters/journals C. outside-sponsored teleconferences

D. Internet-based activities E. Other (please specify)________________________________________

27. Internal Medicine Alert is currently accredited for a maximum of 24 hours of Prescribed credit by the American
Academy of Family Physicians.  If you participate in this CME activity for credits, how many hours do you spend in the
activity each year?

28. List the top three challenges you face in your job today:

24. Including IMA, which publication or information source do you find most useful, and why?

Contact information


