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Source: Steinberg D. Earlier intervention in the management of 
hypercholesterolemia: What are we waiting for? J Am Coll Cardiol 

2010;56:627-629.

HISTORICALLY, ADULTS YOUNGER THAN 35 YEARS OF AGE WHO DO NOT 
have an extremely rare genetic disorder, such as familial hyper-

cholesterolemia, have been considered to be at very low short-term 
risk of developing coronary artery disease (CAD), and it has been 
presumed that lipid-lowering therapy at this stage in life is unlikely 
to provide any short-term or medium-term benefit. In fact, current 
guidelines for the treatment of high cholesterol in young adults have 
been conservative, based upon the calculated Framingham 10-year 
risk score, and recommend drug therapy with statins only if choles-
terol levels remain very high after a trial of lifestyle modification.1 
However, recent publications make a persuasive case for changing 
our guidelines from evaluating only the 10-year Framingham risk 
score to considering lifetime risk,2 since the reality exists that most 
persons will die of coronary artery disease sooner or later. For ex-
ample, while the 10-year risk for a 40-year-old male with a plasma 
cholesterol level between 200 and 239 mg/dL is only 5%, the lifetime 
risk is 43%, confirming the fact that CAD pathology in these hyper-
cholesterolemic young men will progress to the point where 50% or 
more of them will eventually die of CAD. 
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Steinberg carefully points out that, for example, initi-
ating statin treatment at age 30 instead of age 60 might 
very well prevent not just the 30% of events seen in the 
5-year statin trials, but as many as 60% of events. It is well 
known that CAD starts early,3 and there is good reason to 
believe that lowering abnormal lipid levels and treatment 
of other reversible risk factors, such as cigarette smoking, 
hypertension, and diabetes mellitus, will signifi cantly re-
duce the progression and fi nal incidence of the abnormal 
structural characteristics and plaque composition in the 
coronary arteries that will result over time in symptomatic 
CAD. 

Up until recently, adequate imaging techniques to eas-
ily measure quantitatively the burden of early coronary 
artery lesions have not been available; however, recent 
signifi cant improvements in low-dose radiation coronary 
computed tomographic angiography (CCTA) have given 
us the ability to detect the presence and quantity of cal-
cifi ed coronary artery plaque (CAC) and, perhaps more 
importantly, non-calcifi ed coronary artery plaque, which 
is among the earliest signs of evolving CAD. Preliminary 
results of a recent and yet unreported study in 40 young 
type 1 and type 2 diabetic patients have revealed that 
CCTA provided more complete and earlier identifi cation 
of disease than did CAC, since noncalcifi ed plaque is fre-
quently the only coronary artery abnormality present in 
many of these patients, especially early on. Obviously, a 
larger, carefully controlled trial in diabetic and nondia-
betic patients is necessary; however, this trial might have 
to be 30 years or more in duration and would be extremely 

diffi cult to mount both from technical and ethical points 
of view. Having a non-invasive tool such as low-radiation 
CCTA available at this time for the evaluation of early, 
asymptomatic CAD may prove to be extraordinarily valu-
able from objective and practical points of view to de-
termine which patients should start statin drug and life-
style therapies in their youth and conceivably even in late 
childhood since obesity and hyperlipidemia are now also 
becoming epidemic in children. 

The Adult Treatment Panel of the National Cholester-
ol Education Program’s fourth report, due in early 2011, 
will cover whether and how to expand statin-prescribing 
strategies. Reducing life-long cumulative exposure to 
LDL-cholesterol via statin therapy initiated early in life 
may provide more complete protection against future 
CAD than can be achieved with initiation later in life;4

however, we must be cognizant of the possible negative 
effects of statin therapy in general and in young adults, 
especially since much of this information is still lacking 
in the literature. Also, we have to be concerned about 
the special circumstances of young women who may 
become pregnant and/or who are breastfeeding and the 
possible negative psychological effects of “labeling” a 
young person as being unhealthy or disabled because he/
she is taking a pharmaceutical preparation, even though 
these effects almost certainly will be diminished if ad-
equate education about the benefi ts of drug treatment is 
provided. 

At the present time, vigorous preventive CAD mea-
sures, including statin therapy, appear to be indicated for 
hyperlipidemic persons of any age if they have an elevated 
CAC score or abnormal CCTA fi ndings such as noncalci-
fi ed plaque. While we shouldn’t sit back and wait to see 
what happens to these individuals given our current level 
of knowledge, we should recognize that these conclusions 
may be changed after the results of carefully controlled 
long-term studies, which are currently being performed 
become available.  �
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Source: Kalager M, et al. Effect of screening mammogra-
phy on breast-cancer mortality in Norway. N Engl J Med 
2010;363:1203-1210.

THIS PAPER IS LARGELY THE PRODUCT OF AN ANALYSIS OF 
the Cancer Registry of Norway, which conducts 

a breast cancer screening program. As part of this pro-
gram, all women in the country between the ages of 50 
and 69 years have been offered screening mammography 
every 2 years since 2005. In addition, the breast cancer 
program required the establishment of multidisciplinary 
breast cancer management teams and breast units in all 
of the 19 counties in Norway; these teams consist of radi-
ologists, radiologic technologists, pathologists, surgeons, 
oncologists, and nurses who manage the care of all breast 
cancer patients. Overall, about three-fourths of the women 
who were invited chose to participate in the program. The 
screening mammograms included two views, which were 
independently read by two radiologists. 

For purposes of this analysis, the authors defined four 
groups of women with breast cancer: two current groups 
(diagnosed between 1995 and 2005), some of whom had 
undergone screening (screening group) and some who had 
not (nonscreening group), and two historical-comparison 
groups (diagnosed between 1986 through 1995), before 
screening was offered. 

Based on the timing of implementation of the screen-
ing program in each county, the authors grouped the 19 
counties into six regions; each county within a given re-
gion entered the program at approximately the same time. 

Death rates were calculated separately for each region. 
First, the authors compared women in the nonscreening 
groups with their historical counterparts to determine 
changes in mortality that most likely resulted from im-
proved treatment and earlier clinical diagnosis. Then they 
compared women in the screening group with their his-
torical counterparts to determine the change in mortality 
after implementation of the screening program. In this 
second comparison, the difference in the rate of death be-
tween the two groups was attributed both to the screening 
program and to improved treatment, so the reduction in 
mortality that was related to the screening program was 
the difference between the rate ratio for death among 
women in the screening group as compared with their 
historical counterparts and the rate ratio for death among 
women in the nonscreening group as compared with their 
historical counterparts. 

The investigators estimated rates of death from breast 
cancer in the four study groups according to the age at 
diagnosis (20-49 years, 50-69 years, and 70-84 years). 

A total of 40,075 women were first diagnosed with 
breast cancer between 1986 and 2005. During the follow-
up period, 4791 of these women (12%) died from breast 
cancer. Of the women who died, 423 (9%) had received 
the diagnosis after the introduction of the screening pro-
gram. The average time of follow-up (from diagnosis) was 
2.2 years, with a maximum of 8.9 years. Among women 
between the ages of 50 and 69 years (the age group that 
was offered mammography), 6967 received a diagnosis 
of breast cancer between 1986 and 1995, as compared 
with 12,056 who received the diagnosis between 1996 
and 2005. In the latter group, for women between the 
ages of 50 and 69 years in the screening group, the rate 
of death was 18.1 per 100,000 person-years, as compared 
with 25.3 per 100,000 person-years among their historical 
counterparts, for a difference of 7.2 deaths per 100,000 
person-years (a relative reduction of 28%). 

Among women in the nonscreening group, the rate of 
death was 21.2 per 100,000 person-years, as compared 
with 26.0 per 100,000 person-years among their historical 
counterparts, for a difference of 4.8 deaths per 100,000 
person-years, a relative reduction of 18%. 

When the authors factored in the reduction in mortal-
ity among women in the nonscreening group, as com-
pared with their historical counterparts, the relative re-
duction among women in the screening group was 10%. 
The authors concluded that since the differences between 
the current groups and historical groups were 7.2 deaths 
per 100,000 person-years in the screening group and 4.8 
deaths per 100,000 person-years in the nonscreening 
group, only the overall between-group difference — 2.4 
deaths per 100,000 person-years could be attributed to the 
screening program alone, representing a third of the total 
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estimated reduction in mortality (2.4 of 7.2).
Among women between the ages of 50 and 69 years in 

the screening group, those with stage I tumors had a rela-
tive reduction in mortality of 16% compared to historical 
counterparts; among women in the nonscreening group, 
the corresponding reduction was 13%. Among women 
with stage II tumors, those in the screening group had a 
marked 29% reduction in mortality compared to their his-
torical counterparts; among women in the nonscreening 
group, the reduction was 7%. Among women with stage 
III or IV tumors, the improvement in prognosis was simi-
lar with and without the screening program.

Among women who were not eligible for screening 
because they were younger than 50 years of age or older 
than 69 years of age, there was also a significant reduction 
in the rate of death from breast cancer compared to his-
torical counterparts; the authors attributed this reduction 
to multidisciplinary breast-cancer management teams. 
Among women younger than the age of 50 years, there 
was a nonsignificant relative increase in mortality of 4% 
(P = 1.00) after the introduction of the screening program. 
Among women who were 70 years of age or older, the 
relative reduction in mortality of 8% (P = 0.09) could be 
attributed to the establishment of multidisciplinary teams 
in the screening program. 

The authors concluded, “…the take-home message is 
that breast-cancer screening was associated with an abso-
lute reduction of 10 percentage points in the rate of death 
from breast cancer. However, the screening program ac-
counted for only one third of the total reduction in mortal-
ity … For women between the ages of 50 and 69 years, 
it was impossible to determine whether the reduction in 
mortality resulted from earlier diagnoses associated with 
screening mammography or from the management of 
treatment by an interdisciplinary team. To our surprise, 
the reduction in breast-cancer mortality among women 
between the ages of 70 and 84 years was largely the same 
as that in the screening group.” 

�	
��������

First of all, the good news is that breast cancer mortal-
ity is most definitely falling. The issue here is whether 
or not mammography screening contributes significantly 
enough to improved survival to justify the cost, stress, ra-
diation exposure, and false-positives. An analysis in the 
United States of breast cancer death from 1975 through 
2000 concluded that only about half the observed re-
duction in mortality resulted from mammography; the 
rest was attributed to better management of the disease 
after diagnosis.1 This current report, indicating that the 
contribution to reduced death from breast cancer from 
mammography is only about a third of the total overall 
reduction, adds considerably to the ongoing debate about 

screening in general, and breast cancer screening in par-
ticular. It confirms that the benefit from screening, com-
pared to post-diagnosis care, is small. 

Another issue with regard to screening relates to 
which age groups are most likely to benefit from mam-
mography. About a decade ago, the World Health Or-
ganization recommended screening mammography for 
women between the ages of 50 and 68 years, based on 
data suggesting a 25% reduction in death rates from 
breast cancer with this approach.2,3 Indeed, based on that 
recommendation, the approach in Norway (the source 
of the current paper) has been to offer mammography 
only to those in that age group. Not so in the United 
States where mammography has been advocated and of-
fered to women older than age 40. However, nearly a 
year ago, the U.S. Preventive Services Task Force (USP-
STF) recommended against routine screening mammog-
raphy in women aged 40-49 years, and recommended 
biennial (rather than annual) screening mammography 
for women between the ages of 50 and 74 years.4 It also 
concluded that evidence is insufficient to assess the ad-
ditional benefits and harms of screening mammography 
in women 75 years or older. 

Now, after years spent trying to get women to un-
dergo mammograms, clinicians have found themselves 
backpedalling in the wake of this USPSTF recommenda-
tion. The current report from Norway seems to indicate 
the benefits of screening, even in the 50- to 69-year-old 
group, may be slim. 

So, what should we tell our patients? Perhaps the most 
important message here is that we cannot afford to be 
dogmatic about breast cancer screening (or anything else, 
for that matter). This is clearly not yet a black and white 
issue. The possible benefits of screening need to be care-
fully balanced against the very real negatives, including 
cost, angst, radiation exposure, and unnecessary follow-
up testing due to false-positives.  �
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Source: Cornia PB, et al. Does this coughing adolescent or 
adult patient have pertussis? JAMA 210;304:890-896.

PERTUSSIS CONTINUES AS A MAJOR CAUSE OF RESPIRATORY IN-
fection in the United States among children and adults. 

Pertussis should be considered in any patient with a per-
sistent and prominent cough. The natural history of the 
infection has three phases. After a 7- to 10-day incubation 
period, the catarrhal phase is much like a common cold 
and lasts 1-2 weeks. The presence of mild cough early 
may make the clinician suspicious for pertussis. Two early 
symptoms that may be clinically useful are excessive lac-
rimation and conjunctival injection. 

The paroxysmal phase begins during the second week 
of the illness and the hallmark symptom is coughing 
spells. A paroxysm is a series of coughs during a single 
expiration. The cough paroxysm causes low lung vol-
umes, leading to a vigorous inspiration that may result in 
a whoop, particularly in infants and children who have a 
smaller trachea. Other classic symptoms that may be pres-
ent are post-tussive emesis or syncope. The paroxysmal 
phase may last for 2-3 months. 

The final phase of the illness is a persistent cough that 
becomes progressively milder. The Chinese name for per-
tussis is “the 100 day cough.” Sputum production is not 
a hallmark of pertussis, so the presentation may be very 
similar to a viral bronchitis or pneumonia. 

Bordetella pertussis is a gram-negative coccobacillus 
and is readily transmitted in respiratory secretions. Di-
agnosis is not easy and is most commonly made from a 
culture or direct staining of a properly obtained nasopha-
ryngeal specimen. Specimens must be collected from the 
ciliated respiratory epithelium of the posterior nasophar-
ynx and not the anterior nares or throat. Serum antibody 

testing is also done, but is not generally useful with the 
management of an acute infection. 

Macrolide antibiotics such as erythromycin, azithro-
mycin, and clarithromycin are the treatment of choice. 
Trimethoprim-sulfamethoxazole is an alternative for 
patients unable to tolerate a macrolide. Early treatment 
may reduce the severity and duration of the illness, but 
treatment after the first 1-2 weeks may not have a clinical 
impact. A principal benefit of treatment is to reduce the 
contagious period that can last 1 month or longer. 

Besides giving an excellent clinical review of pertussis, 
the study group from the University of Washington and 
the University of California, San Francisco, did a system-
atic review of the literature to explore the utility of the 
classic symptoms. They identified five prospective stud-
ies as useful. They found that the presence of post-tussive 
emesis or inspiratory whoop increases the likelihood of 
pertussis by about two times. The absence of paroxysmal 
cough or post-tussive emesis decreased the likelihood of 
pertussis by about two times. Calculating the sensitivity 
and specificity of the classic symptoms shows that parox-
ysmal cough is present in close to 100% of patients with 
pertussis, but is only about 25%-30% specific. Inspiratory 
whoop is present in 26%-50% of patients with pertussis 
and is about 75% specific. Post-tussive emesis is present 
in 33%-70% of patients with pertussis and is about 70% 
specific. 

�	
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The differential diagnosis of chronic cough is a ma-
jor challenge in primary care. Besides a lower respiratory 
infection, conditions such as asthma and GERD must be 
considered. Careful history can usually help us sort out 
the patients with a respiratory infection. The next chal-
lenge is sorting out which infections are likely viral and 
which are bacterial in origin. Without colored sputum as 
a prominent symptom, “atypical” bacteria such as Chla-
mydia pneumoniae and Mycoplasma pneumoniae are also 
considered. We need to add pertussis to the list of com-
mon possibilities. Fortunately, all respond to macrolide 
antibiotics, and all three usually resolve eventually with-
out treatment in generally healthy persons. 

What do I use to guide whether I am going to use an 
antibiotic in the presence of a persistent and paroxys-
mal cough? The severity of the cough and the presence 
of physical findings will tip me to using an antibiotic. I 
tell every patient that the illness could be viral, and that 
the treatment may have no impact on the recovery from 
the illness, and that they will recover or I want to hear 
from them. I find on-line communication with patients to 
be useful to monitor the course and recovery from these 
common infections. 

This article provides a wonderful clinical update on 
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pertussis and useful clinical research information for 
diagnosis. Immunization remains the most important 
public health intervention and we must remember how 
lethal pertussis can be, especially to infants and young 
children.  �
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A RECOMBINANT, POLYETHYLENE GLYCOL (PEG) MAMMALIAN 
urate oxidase (uricase) has been approved by the 

FDA for treatment of hyperuricemia. Uricase metabolizes 

urate to allantoin, a water-soluble metabolite, which is 
cleared renally. Pegliticase is marketed by Savient Phar-
maceuticals as Krystexxa™. 

Indications
Pegliticase is indicated for the treatment of symptom-

atic hyperuricemia.1 

Dosage
The recommended dose of pegloticase is 8 mg given as 

an intravenous infusion every 2 weeks. Patients should be 
premedicated with an antihistamine and corticosteroids, 
and serum uric acid levels should be monitored before 
each infusion.1 Gout flare prophylaxis with a nonsteroidal 
anti-inflammatory drug or colchicines is recommended 
starting at least 1 week before initiation of therapy.1 

Pegloticase is available as an 8 mg vial. 

Potential Advantages
Pegloticase reduced urate levels and resolved at least 

one target tophus in about 40% of patients that were re-
fractory to conventional antigout drugs. 

Potential Disadvantages
In a clinical trial, anaphylaxis was reported with a fre-

quency of 6.5%. Infusion reactions occurred in 26% of pa-
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53. Statin drug therapy:

a. should never be used in persons younger than age 30.
b. may be administered carefully to pregnant and/or breast-

feeding women.
c. should be considered for all individuals regardless of age 

if they demonstrate noncalcified coronary artery plaque on 
CCT and/or have a significantly abnormal CAC burden.

d. should be reserved for patients with hemodynamically  
significant CAD.

54. Breast cancer mortality: 
a. continues to rise despite major expenditures in screening  

and care.
b. appears not to be affected by post-diagnosis clinical care.
c. is influenced mostly by regular use of screening mammo-

graphy. 
d. has fallen for all age groups of women.

55. Which clinical symptom is most commonly present in  
adults with pertussis, assisting in diagnosis? 
a. Inspiratory whoop 
b. Post-tussive emesis 
c. Paroxysmal cough 
d. Yellow sputum

Answers: 53. c, 54. d, 55. c. 

tients that received pegloticase compared to 5% for placebo. 
Patients that receive retreatment may be at increased risk of 
anaphylaxis and infusion reactions.1 Anti-pegloticase anti-
bodies have been detected in 92% of patients treated with 
pegloticase and high titers have been associated with treat-
ment failure and a higher incidence of infusion reactions. 
Pegloticase is contraindicated in patients with glucose-6-
phosphate dehydrogenase deficiency. 

Comments
Pegloticase is a pegylated recombinant modified mam-

malian uricase product produced by Escherichia coli. The 
half-life is 1-2 weeks compared to 24 hours for the pre-
viously approved recombinant uricase, rasburicase.2 Ef-
ficacy was shown in two randomized, double-blind, pla-
cebo-controlled, 6-month studies in subjects with chronic 
gout with either treatment failure or contraindication to 
allopurinol.1 The study population had a mean age of 55 
years, mean baseline serum urate level of 10 mg/dL, and 
symptomatic gout with at least three gout flares in the 
previous 18 months or at least one gout tophus or gouty 
arthritis; 82% were male. Subjects were randomized 2:2:1 
to pegloticase 8 mg every 2 weeks, 8 mg every 4 weeks, 
or placebo. The primary endpoint was plasma urate levels 
below 6 mg/dL for 80% of the time in months 3 and 6. 
The secondary endpoint was response of tophi defined as 
100% resolution of at least one target tophus, appearance 
of no new tophi, and no single tophus showing progres-
sion. In the first study, 47% of subjects (n = 104) ran-
domized to 8 mg every 2 weeks met the primary endpoint 
compared to 20% for 8 mg every 4 weeks and 0% for 
placebo. In the second study, response rates were 38%, 
49%, and 0%, respectively. In a pooled analysis, 45% of 
subjects on the high dose met criteria for the secondary 
endpoint compared to 26% for the lower dose and 8% for 
placebo. Reduction in urate levels can be observed within 
6 hours.3 The most common adverse events were infusion 
reactions (26% vs 5% for placebo), nausea (12% vs 2%), 

and contusion or ecchymosis (11% vs 5%). Gout flares 
were reported in 77% of subjects in the clinical trials. 

Clinical Implications
Gout is a common disorder that affects about 1% of 

adults and is much more prevalent in men.4 Chronic hy-
peruricemia (> 7 mg/dL) increases the risk of gout and 
may be an independent risk factor for renal and cardio-
vascular disease. Pegloticase provides another option 
for patients with hyperuricemia that have not adequately 
responded to standard therapy (e.g., allopurinol, febuxo-
stat). It is successful in maintaining uric acid level below 
6 mg/dL in about 40% of treatment refractory patients.  �
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In Future Issues: Fat-free Milk and Chronic Constipation
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Source: Bergenstal RM, et al. Efficacy 
and safety of exenatide once weekly 
versus sitagliptin or pioglitazone as an 
adjunct to metformin for treatment  
of type 2 diabetes (DURATION-2):  
A randomised trial. Lancet 2010;
376:431-439.

THE INCRETIN CLASS OF MEDICATIONS (EX-
enatide, liraglutide, sitagliptin, saxa-

gliptin) all share the favorable quality of 
not being associated with weight gain. 
Recently published data support the effi-
cacy, tolerability, and simplicity of once-
weekly exenatide. Bergenstal et al com-
pared exenatide once weekly (EXEN-W) 
with sitagliptin (STG) or pioglitazone 
(PIO) as add-on therapy for persons with 
type 2 diabetes (n = 491) who had not at-
tained goal with metformin.

At the end of 26 weeks, several out-
comes favored EXEN-W. A1c on EXEN-
W was 0.6% lower than STG, and 0.3% 
lower than PIO. Weight loss was also 
greatest in the EXEN-W group. Adverse 
effect profiles with each treatment arm 
were consistent with prior trials, and the 
discontinuation rate was similar for each 
group. 

EXEN-W reduced systolic BP more 
than sitagliptin, but similarly to piogli-
tazone. Favorable lipid effects were seen 
with each treatment arm: The greatest 
increase in HDL was seen with piogli-
tazone. 

As clinicians make their therapeutic 
choices for diabetes management, the 
relevance of medication impact upon CV 
risk factors such as BP, weight, and lipids 
merits our consideration.  �
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Source: Shargorodsky J, et al. Change 
in prevalence of hearing loss in U.S. 
adolescent. JAMA 2010;304:772-778.

MY GRANDMOTHER ALWAYS CLAIMED 
that listening to loud rock and 

roll music would be the demise of my 
hearing … but I still don’t know if she 
was right. In those days we used to lis-
ten to something called a record player 
(younger clinicians interested to see such 
an archaic device can readily locate one 
on Google), and I have always wondered 
whether those cars bouncing up and 
down at the traffic light next to me, load-
ed with rap music, would be determined 
to be similarly ototoxic, or worse. Well, 
if the NHANES data are correct, we still 
don’t know. 

According to this analysis of data from 
NHANES, the prevalence of hearing loss 
has increased when one compares the 
1988-1994 interval with 2005-2006. In-
deed, the relative risk of any hearing loss 
(induced by any factor) has increased by 
more than 30%. 

Hearing loss was associated with pov-
erty and  a history of > 3 ear infections, 
but not exposure to persistent (> 5 hrs/
week) loud noise or firearm use. In sup-
port of grandma’s point of view, a recent 
study from Australia noted hearing loss 
70% more often in teens who had used 
personal stereo devices. 

Overall, the prevalence of any hear- 
ing loss increased from 11.1% to 14.0% 
over the decade studied; further elucida-
tion of modifiable risk factors would be 
helpful.  �
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Source: Itani KM, et al. What to advise 
patients about hernias. Arch Surg 
2010;145:322-328.

THE LITERATURE INDICATES THAT ALMOST 
one-fourth of persons who undergo 

abdominal surgery will subsequently in-
cur an abdominal wall hernia. The opti-
mum method for repairing such hernias 
has not been established. Itani et al per-
formed a randomized trial of laparoscop-
ic vs open repair of ventral incisional 
hernias at four Veterans Affairs hospitals  
(n = 162).

There was a substantial risk reduction 
for complications in the laparoscopic 
group vs the open repair group (absolute 
incidence = 31.5% vs 47.9%). In par-
ticular, surgical wound site infection was 
almost 4-fold less in the laparoscopic 
group. Pain scores at 1 year were less 
in the laparoscopic group, and return to 
work was quicker. The only major ad-
vantage of open surgical treatment was 
the incidence of major complications, 
primarily bowel injury (4.4% in the lapa-
roscopic group vs 1.4% in the open sur-
gery group). One additional advantage of 
open surgical repair was a trend toward 
lower recurrence in this group (8.2% vs 
12.5%; P = NS). 

In general, asymptomatic incisional 
ventral hernias do not require repair, 
but once they are symptomatic, lapa-
roscopic surgery shows distinct advan-
tages. The surgeons in this trial had 
not performed a high volume of lapa-
roscopic procedures; hence, clinicians 
might anticipate even better outcomes 
as experience accrues.  �


