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Widening the Meningitis Belt 
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Careful evaluation of epidemiologic data from recent African out-
breaks of meningococcal disease suggests that significant risks now extend
beyond the sub-Saharan “belt” through the Rift Valley and Great Lakes regions
into Mozambique, then into Namibia and Angola. 

Source: Molesworth AM, et al. Where is the meningitis belt? Defining an area at risk of
epidemic meningitis in Africa. Trans R Soc Trop Med Hyg. 2002;96:242-249.

Since 1963, people have recognized the presence of a belt-like band
across Africa wherein meningococcal epidemics are common. Over the past

2 decades, however, there have been several waves of severe epidemics in
African regions outside the “belt.” British researchers thoroughly reviewed out-
break reports of Neisseria meningitidis disease in Africa from 1980 through
mid-2001. They both mapped outbreaks and calculated incidence rates.

A total of 114 outbreaks were identified. Group A meningococcus was most
commonly the cause, and clone III-1 has been predominant since 1988. Figure 1
shows the traditional “Meningitis Belt,” while Figure 2 demonstrates the areas
in which the current study found high incidences of meningococcal disease.
While the brunt of the meningitis burden still occurs in the traditional “belt,”
there is significant disease in other parts of Africa. Interestingly, the mapping of
meningitis epidemics corresponds to areas with annual rainfall rates ranging
from 30-110 cm. Alterations in climate and forests during the past 2 decades
might be changing the epidemiology of meningococcal disease in Africa.

■ COMMENT BY PHILIP R. FISCHER, MD, DTM&H
Meningococcal disease can be devastating both to individuals and to popula-

tions. While it is difficult to extrapolate from indigenous reports of disease risk
for travelers, the report from Dr. Molesworth and colleagues suggest we might
need to enlarge our view of risk areas in Africa. Outbreaks of meningitis (N
meningitidis serogroup A) in the “Great Lakes Region” of Burundi, Rwanda,
and Tanzania were reported in September 20021 and confirm that the risk for
meningitis epidemics extends well beyond the original geographic “belt.”

Travel medicine practitioners use a variety of resources to guide their advice
to travelers. While commercial groups and organizations such as CDC and WHO
periodically update their recommendations, all individuals providing pretravel
care should be aware that there is a growing risk of meningococcal disease out-
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side the traditional “belt” across Africa. Especially for
those travelers anticipating contact with at-risk groups
(crowded villages and refugee camps, dormitory popula-
tions, health care settings), there could be consideration
given to meningococcal vaccination prior to any trip
within the widened meningitis “belt” of Africa.

Meningococcal vaccines vary in different parts of the

world. Americans have had access to the quadrivalent (A,
C, Y, W135) vaccine, and others have sometimes used
vaccines that “only” cover serogroups A and/or C. While
most African outbreaks are caused by serogroup A, there
has been an increase in serogroup W135 infection in trav-
elers to Saudi Arabia. Some Hajj pilgrims received vacci-
nations, but without W135 protection, and then transmit-
ted meningococcus to contacts following their trips.2

When available, the quadrivalent vaccine should be used
for travelers to Saudi Arabia (and is indeed now required).3

Pretravel consultations also provide an opportunity to
review the adequacy of “routine” immunizations, and such
“routine” schedules have changed in recent years. Meningo-
coccal vaccine is now recommended by some groups for
American college freshmen who will be living in dormito-
ries.4 In the United Kingdom, a conjugate meningococcal C
vaccine that is more effective than the older polysaccharide
vaccine, when used in young children, is now part of the pri-
mary immunization program.5 ■
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Figure 1

Traditional Meningitis Belt

Figure 2

Widened Meningitis Belt

Countries included in the epidemic belt (WHO)

(A) Epidemics documented in publications and internal institutional reports. Excludes epidemics for which no locations were specified within a national 
boundary. (B) Maximum rates (cases per 100,000 population) reported in routine WHO surveillance data.

(A) (B)
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Japanese Encephalitis 
Vaccine
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Although Japanese encephalitis rarely occurs
in travelers, certain groups and subsets of individuals
have a risk of infection that can reach 1 in 5000 travelers
per week. It is crucial to recognize those with increased
risk, and to seriously consider immunizing them in
order to prevent the potentially devastating sequelae of
Japanese encephalitis. 

Source: Shlim DR, Solomon T. Japanese encephalitis vaccine
for travelers: Exploring the limits of risk. Clin Infect Dis.
2002;5:183-188.

This excellent review highlights a number of
important issues regarding Japanese encephalitis (JE)

infection. The CDC estimates the risk of acquiring JE to be
< 1 in 1,000,000 travelers visiting endemic areas. However,
for travelers spending significant periods of time in risk
areas during transmission season, the risk greatly increases
from 1 in 5000 to 1 in 20,000 travelers per week. Mortality
from the disease is 30-40%, and 50% of survivors will like-
ly have permanent neuropsychiatric sequelae. 

JE virus is carried by Culex mosquitoes. The infection
rates among mosquitoes found in areas of known hyper-
endemicity is 3% at most. While symptomatic illness
usually occurs in < 1 in 250 persons when bitten by
infected mosquitoes, during a study of American service
personnel in Korea, 1 in 25 infections did lead to sympto-
matic illness. 

Cases that have occurred in tourists include the fol-
lowing data:

The JE vaccine that is used in travelers is the Biken
product, an inactivated mouse brain-derived vaccine.
Vaccine efficacy is 91% and 2 doses provide 80% sero-
conversion rates. Severe neurological reactions have
been reported in 1-2.3 per 1,000,000 recipients of the

vaccine in Japan. Mucocutaneous reactions occur in
approximately 1-17 per 10,000 recipients, and neurologi-
cal symptoms in 0.1-2.3 per 10,000 recipients in Den-
mark. One fatality occurred in a vaccine recipient from
among more than 10,000,000 recipients in the United
States and Japan. The sum of all types of adverse events
is estimated at 15 per 100,000 recipients in the United
States. Urticaria and angioedema are estimated to occur
in 6.3 per 100,000 recipients, also in the United States.

■ COMMENT BY LIN H. CHEN, MD
JE is a mosquito-borne flavivirus infection closely

related to the West Nile virus, Saint Louis encephalitis,
and Murray Valley encephalitis viruses. More than 10,000
cases of JE occur annually.1 Epidemics occur more fre-
quently in temperate regions of east Asia, but southern
and southeast Asia also continue to be endemic regions
for this disease. JE is transmitted by Culex mosquitoes,
and the risk of being bitten is greatest around rice paddies
where the mosquitoes breed. Following an incubation
period of 1-2 weeks, a small proportion of infections (1 in
25 to 1 in 1000) become symptomatic.1 Presenting symp-
toms include fever, headache, and malaise, followed by
neurologic signs including seizures, paralyses, paresis,
ataxia, cranial nerve defects, and sensory derangements.
As pointed out by Shlim and Solomon, about one third of
all symptomatic cases are fatal, and half of the remainder
develop long-term neurologic sequelae. 

Twenty-four cases of travelers and expatriates who
acquired JE from 1978-1992 were summarized in Rec-
ommendations of the Advisory Committee on Immu-
nization Practices (ACIP) in 1993.2 From these data the
CDC derived the overall risk of JE in travelers visiting
endemic areas to be < 1 in 1,000,000.

The JE vaccine has been shown to be immunogenic and
safe using the 0, 7, 14-day or 0, 7, 30-day schedule,3 but
need for booster doses of JE vaccine is not clearly defined.
Antibodies following immunization with JE vaccine have
been shown to persist for 3 years.4 A booster dose is gener-
ally considered after 3 years if the traveler continues to be
at risk, although the ACIP recommendations state that
boosters may be given after 2 years.2 Since there are no
studies to define the need for further booster doses, Shlim
and Solomon suggest the options of giving another booster
after 3 years or measuring the serum JE neutralizing anti-
body levels to ensure protection is still present.

Initial reports of adverse reactions to the JE vaccine
commonly described urticaria and angioedema, but there
were also cases that showed respiratory distress.5,6 Some
reactions occurred several days to 2 weeks following
immunizations. Two patterns of systemic immediate-type
reactions have emerged. One type presents as urticaria and
angioedema and is associated with the presence of IgE anti-
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March 1994 Bali Swedish woman nonfatal

January 1995 Bali Danish man fatal

1989 Thailand Israeli woman nonfatal



bodies directed against gelatin.7 The other type presents
with cardiovascular symptoms including hypotension and
cyanosis.7 There appears to be a correlation between
adverse reactions to the JE vaccine and a predisposition to
allergies in the recipient, younger age, and female gender.8

Reported rates of adverse events have been quite vari-
able from country to country. Post-marketing surveil-
lance data noted total adverse events to be 2.8 per
100,000 doses in Japan compared with 15 per 100,000
doses in the United States.9 Systemic hypersensitivity
reactions were reported in 0.8 per 100,000 doses in
Japan, compared with 6.3 per 100,000 doses in the Unit-
ed States. Serious neurological adverse events were
reported in 0.2 per 100,000 doses in Japan, significantly
lower than the rates reported from Denmark.  

Shlim and Solomon’s succinct statement concerning
those populations for whom the travel medicine practi-
tioner might consider the JE vaccine most relevant is as
follows: “persons who will be spending time living in a
village setting near rice paddies and farm animals during
a season of transmission; soldiers who will be on maneu-
vers in an area of endemicity during the season of risk. . .
aid workers, missionaries, students, and researchers
whose work will involve spending time in an area of
endemicity during the season of risk; bicyclists, back-
packers, and other adventure travelers whose itinerary is
uncertain but may include significant time in areas of
endemicity; expatriates taking up residence in a country
in which JE is endemic. . . and travelers who request the
vaccine after the risk of JE has been discussed, even if
the travel medicine practitioner feels the risk is low.”   ■
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‘No Flies on Us’— Common
Travel Problems and Travel
Common Sense: 10 Rules for
Seeking Health Care Abroad
A B S T R A C T S  & C O M M E N T A R Y

Synopsis: Two recent publications cover common issues
pertinent to travelers. There is a new way to expedite the
diagnosis and treatment of myiasis, which is reviewed
below. Included is also a synopsis of an illustrative arti-
cle to make available to those who give advice to travel-
ers regarding health care abroad. 

Sources: Boggild AK, et al. Furuncular myiasis: a simple and
rapid method for extraction of intact Dermatobia hominis lar-
vae. Clin Infect Dis. 2002;35:336-338; Kolars JC. Rules of the
road: A consumer’s guide for travelers seeking health care in
foreign lands. J Travel Med. 2002; 9:198-201.

Acase of furuncular myiasis complicated by
staphylococcal infection and streptococcal cellulitis

was recently published describing diagnostic issues and
complications for this common skin nuisance, its misdi-
agnosis, and its occasional bacterial superinfections. A
novel approach seems to facilitate the extraction of this
parasite. The reported case was a 34-year-old male
archeologist who presented to an outpatient clinic with a
skin lesion on his lower leg that had developed 1 week
previously. The patient was treated with oral antibiotics
for what was thought to be a bacterial abscess. When
there was no subsequent clinical response and his travel
history revealed recent travel to Belize, he was referred to
the Tropical Disease Unit at the Toronto General Hospi-
tal for reassessment. 

On further analysis of this process the lesion had
evolved from a small painful bump over the course of 4
weeks to a large red lesion that intermittently drained
serosanguineous fluid. He had noted a sensation of move-
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ment within the lesion accompanied by stabbing pains.
Despite antibiotics the lesion and the surrounding skin had
become increasingly red, swollen, and tender. On exami-
nation of his leg there was a fixed, indurated erythematous
2 cm nodule that had a central punctum leaking serous
fluid. Extensive associated cellulitis and edema up to the
knees were noted although the patient was afebrile. Cul-
tures of this fluid grew Staphylococcus aureus amd group
G Streptococcus. Outpatient treatment with cloxacillin
was initiated along with an occlusive dressing containing
petroleum jelly that was placed over the lesion in an
attempt to suffocate a presumed fly larva. On follow-up 18
hours after the occlusive dressing had been worn, it was
removed and the posterior end of a Dermatobia hominis
maggot was found to be moving and protruding through
the punctum. Suffocation therapy had failed, and lateral
pressure was applied to the margins of the lesion; however,
the larva could not be extracted. To facilitate removal the
attending clinician applied a snake-venom extractor (The

Extractor; Sawyer Products) to the lesion according to the
manufacturer’s instructions. This resulted in rapid removal
of an intact motile maggot 1.5 cm in length. The patient
subsequently had an uneventful recovery. 

■ COMMENT BY MARIA D. MILENO, MD
The innovative approach applied here has the potential

to both become a treatment of choice for furuncular myi-
asis and to replace “tried-and-true” extraction methods.
These often require suffocation of the maggots and pres-
sure applications that take time to perform, yet often fail.
Anecdotes concerning various cuts of meat, mineral oil,
petroleum jelly, pork fat, superglue, nail polish, and
chewing gum applied to such lesions for suffocation are
entertaining but generally impractical. Surgical extrac-
tion is more often required but may be complicated if
there is accompanying cellulitis. 

Myiasis represents infestation of human or animal tis-
sues by fly larvae (insect order Diptera.) Human travelers

Figure

Companies and Organizations who Provide Medical Assistance for Travelers Abroad

Company (Location) Web Site Comments

International SOS/AEA (Singapore) www.internationalsos.com Overseas assistance, insurance, evacuation.
Many regional centers/help desks. Well
established.

IAMAT (Canada) www.iamat.org Nonprofit organization with international
physician directory. (English, French web site).

Europe Assistance (France) www.europassistance.com Overseas assistance, insurance, evacuation.
www.worldwide-assistance.com Many regional centers/help desks.

Well established.

American Institute Group Travel Assistance (USA) www.aigtravel.com Large, comprehensive insurance company with
specialized services for travelers including
assistance and evacuation.

CEGA Worldwide Assistance (UK) www.cega-aviation.co.uk Medical assistance, insurance, and medical
evacuation.

WorldClinic (USA) www.worldclinic.com Medical assistance for executive travelers and
expats via telemedicine linkages to Lahey
Clinic.

Medex (USA) www.medexassist.com/ Overseas assistance, medical evacuation.
Regional centers.

MAPFRE Assistencia (Spain) www.mapfre.com/asistencia Overseas assistance, medical evacuation,
insurance (Web also in Spanish).

Global Assistance and Healthcare (Indonesia) www.global-assistance.net Overseas assistance, medical evacuation,
insurance.

Travelmed (USA) www.travelmedintl.com Assistance and insurance; house calls
promoted. Web site also in French and Spanish.

Travel Doctor (Australia) www.tmvc.com.au Medical assistance, insurance, evacuation;
limited directory of medical facilities.

Travelers Emergency Network (USA) www.tenweb.com Overseas assistance and coordination of
evacuation, payments for medical services.

Visatlink (USA) www.vistalink.com Wide collection of resources including
international physician directory; mechanisms
for obtaining second opinions from referral
centers.

Highway to Health (USA) www.hthworldwide.com Overseas assistance, international physician
directory, insurance, and evacuation.

Reprinted with permission from: Kolars JC. J Travel Med. 2002;9:198-201.



are most often accidental hosts to a benign process. How-
ever, facultative infestation (eg, eggs laid on malodorous or
festering wounds) may result in considerable pain and tis-
sue damage as fly larvae leave necrotic tissues to invade
healthy areas. Obligate myiasis (eg, true parasitism that is
necessary for fly development) can be serious or even
fatal, as fly larvae feed on healthy tissues. Numerous
species of flies have been implicated in facultative myiasis
including blowflies (Calliphoridae), the rat-tailed maggot
(Eristalis tenax), the black blowfly (Phormia regina), and
the housefly (Musca domestica), as well as the latrine fly
(Fannia scalaris) associated with urinary or rectal myiasis. 

Human botfly (Dermatobia hominis) transmission does
not occur in the United States; however, numerous cases
are seen by North American physicians evaluating those
who return from cruises or vacations to endemic areas.
Lesions of the botfly, which are often localized to the scalp,
face, forearms, and legs, reflect the unique life cycle of the
organism. The botfly preferentially deposits its eggs on the
underside of a mosquito. Botfly eggs drop off the mosquito
as it feeds on animals. Birds, humans, and other mammals
are often targets. Then eggs hatch, producing larvae that
penetrate the skin and reside in the subcutaneous tissue for
about 100 days. The third-stage maggot exits via the punc-
tum, falls to the ground and pupates during the next 2-3
weeks. Then the fly emerges as an adult, living only for 8 or
9 days during which time it mates and pastes its eggs to the
abdomens of mosquitoes or other blood-sucking arthro-
pods to complete the life cycle. Individuals who participate
in ecoturism and rural outdoor occupations in areas such as
Central and South America, where this forest-dwelling fly
is commonly found, are at risk of developing myiasis. 

Screw-worm flies are also obligate parasites of living
flesh. The Old World species (Chrysomyia bezziana) is
found in tropical Africa and Asia, and the New World
species (Cochliomyia hominivorax) was at one time dis-
tributed from the southern United States to southern
Brazil. The Tumbu fly (Cordylobia anthropophaga) is a
major cause of cutaneous myiasis in tropical Africa. The
adult fly is distinguished by its yellow-brown body and
small size (6-12 mm). Lastly a sarcophagid fly,
Wohlfahrtia magnifica is distributed over warmer regions
of Europe, Asia, northern Africa, the Middle East, and the
Mediterranean. Like the screw-worm fly it deposits actual
larvae and often can invade mucous membranes, ie, land-
ing inside the nostril while a person sleeps in the daytime.

The following 10 rules of the road are good common
sense excerpts regarding health care abroad, which are
embellished nicely in the second article.
• Do not assume that the health care system is at all sim-

ilar to the one you left at home.
• Seek out units that have a reputation of caring for 

foreigners.

• Clarify payment issues from the start.
• Make the doctors/nurses comfortable and willing to

help you.
• Avoid leveraging knowledge from your home country

in hopes of “educating” the local providers about what
needs to be done.

• Understand that in some cultures, questions from
patients or family members are often perceived as
challenges to the authority of the doctors.

• Decide which issues you will try and influence and
which you are going to leave alone.

• Have “exit strategies” prepared in advance that allow
you to bow out gracefully from the care (and for the
local providers to save face) if you are dissatisfied.

• Watch for explicit/implicit incentives for people
directing your care.

• Carefully consider evacuation/travel insurance.
The table provided from this article is an excellent ref-

erence to keep handy, since it contains a partial listing of
companies and organizations that provide evacuation and
travel insurance services.  ■

Reference
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Schistosomiasis and Travel
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: An invited article reviewing schistosomiasis
in travelers describes the pertinent features of this dis-
ease as it presents in the nonimmune tourist. 

Source: Corachan M. Schistosomiasis and international 
travel. Clin Infect Dis. 2002;35:446-450.

By Michele Barry, MD, FACP

Since the 1980s an increase in ecotourism and
adventure tourism has resulted in an increasing num-

ber of imported cases of schistosomiasis. A European
network of surveillance of imported diseases comprising
11 institutions reported 151 cases during a 3-year period.
Specific tourist destinations such as the Dogon tribe’s
region in Mali, Banfora in Burkino Faso, the Omo
National Park in Ethiopia, the southern shores of Lake
Malawi in Malawi, and the Volta in Ghana have been
highlighted in medical publications as areas of high risk.
The infection route for the local population in areas of
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endemicity is the same as that for the nonimmune tourist;
however the clinical presentations may differ. Several
species of Schistosoma are found in specific geographic
localizations (see maps). S hematobium is responsible for

urinary schistosomiasis; S mansoni, S japonicum, S
mekongi, and S malayi are responsible for gastrointesti-
nal and hepatosplenic schistosomiasis; and S intercala-
tum has lower morbidity. CNS involvement, which is
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Figure 1

Global Distribution of Cases of Schistosomiasis Due to Schistosoma haematobium, Schistosoma japon-
icum, and Schistosoma mekongi. 

Figure 2

Global Distribution of Cases of Schistosomiasis Due to Schistosoma mansoni and 
Schistosoma intercalatum.



uncommon, may be found in association with S japon-
icum, S mansoni, and S hematobium.

Disease in Travelers
Although the majority of infections go unnoticed,

when asked a number of tourists recall having “swim-
mer’s itch” symptoms within 48 hours of contact with
water. This is never described at the time of a travel clin-
ic appointment, Corachan claims, unless probed for.
Katayma fever is a more common presentation in the
traveler and represents a treatment dilemma. This acute
toxemic syndrome characterized by fever, eosinophilia,
hepatosplenomegaly, and urticaria is felt to represent an
immunologic reaction to different stages of the parasite
including the schistosmula, a juvenile form, which is not
sensitive to praziquantel. Treatment regimens used dur-
ing the initial stages of infection (weeks 5-6 for S man-
soni and S japonicum and weeks 10-12 for S hematobi-
um), when there is clinical and epidemiological suspicion
of infection and positive serology, require a different
form of therapy. As all worms may not have reached the
adult stage, a second treatment dose many weeks after
the initial dose should be administered. If patients pre-
sent with Katayama fever, Corachan recommends corti-
costeroids to reduce the immunologic reaction as well as
a higher dose of praziquantel 20 mg/kg every 12 hrs for 3
days because of the lower serum levels of praziquantel
caused by concomitant corticosteroids.

Corachan also describes 2 unique presentations of
schistosomiasis described in travelers; 1) hematospermia,
with lesions on the prostate and seminal vesicles visual-
ized by transrectal ultrasound; and 2) acute pulmonary
schistosomiasis with abnormal CXRs associated with S
hematobium from Lake Malawi.

Emphasis on avoiding contact with contaminated water,
energetic rubbing of a body with a towel, and considera-
tion in the future of possible use of oral artemether as a
chemoprophylactic in S mansoni areas were also described
in this excellent review of schistosomiasis in travelers.   ■

Both maps were reprinted with permission from:
Corachan M. Schistosomiasis and international travel.
Clin Infect Dis. 2002;35:446-450.

CME Questions
15. Katayama fever should be:

a. treated with high dose praziquantel alone.
b. treated with high dose praziquantel and steroids.
c. treated with NSAIDS and praziquantel.
d. treated with a new approach: Artemether and steroids.

16. Which of the following statements is true?
a. African outbreaks of meningococcal disease are confined to a

belt-like strip across sub-Saharan Africa.
b. Routine meningococcal vaccination is now recommended for

some pediatric patients in the United States and the United 
Kingdom.

c. A single meningococcal vaccine (monovalent, bivalent, or
quadrivalent) is adequate for travel to Saudi Arabia during the
Hajj.

d. Meningococcal disease is extremely rare in the Great Lakes
Region of Africa (Rwanda, Burundi, Uganda, Tanzania, Democ-
ratic Republic of Congo).

17. Japanese encephalitis is:
a. a universally fatal disease process.
b. carried by Culex mosquitoes, which breed near rice paddies.
c. preventable by a vaccine which has no known serious side

effects.
d. None of the above
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The $15 billion dietary supplement industry
took a bruising in the last month with

reports that some of the most popular over-the-
counter treatments are little more than expen-
sive placebo. Ginkgo, the commonly used
memory enhancing agent, was evaluated in 230
men and women older than the age of 60 who
had normal memory and were in good health.
Patients were randomly assigned to receive
ginkgo 40 mg 3 times a day or matching placebo
for 6 weeks. Neuropsychological tests were
administered at the end of the study, which
revealed no significant differences between
treatment groups on any of the outcome mea-
sures including verbal and nonverbal learning
and memory, attention and concentration, nam-
ing and expressive language, self-reported
memory, and companion scoring. The study
concluded that ginkgo did not facilitate learn-
ing memory tension or concentration in adults
older than the age of 60 (JAMA. 2002;288:835-
840). In a separate study from The Netherlands,
652 adults older than age 60 were given a multi-
vitamin/mineral supplement, 200 mg of vita-
min E, both, or placebo in a study to evaluate
whether the supplements would reduce the
incidence and severity of acute respiratory tract
infections. Patients were followed for nearly 1.5
years. No difference was found among any of
the groups with regard to incidence or severity
of acute respiratory infections, except for the
finding of worsening severity of disease in the
vitamin E group (19 days illness with vitamin E
vs 14 days illness with placebo; P = 0.2). (JAMA.
2002;288:715-721.)

On the other hand, a homocysteine-lowering
therapy with a combination of B vitamins effec-
tively improves clinical outcomes after percuta-
neous coronary interventions. Folic acid,

vitamin B12, and vitamin B6 were tested in a ran-
domized, double-blind, placebo-controlled trial
involving more than 550 patients in Switzerland
who had undergone successful angioplasty. The
participants received a combination of folic acid
1 mg/d, vitamin B12 400 µ/d, and vitamin B6 10
mg/d, or placebo. The main outcome measure
was the composite outcome of major adverse
events including death, nonfatal myocardial
infarction, and the need for repeat revascular-
ization evaluated at 6 months and 1 year. The
composite end point was significantly lower at
1 year in the vitamin-treated patients (15.4%)
compared to the placebo group (22.8%) (RR,
0.68; 95% CI, 0.48-0.96; P = .03) primarily due to
reduce rate of revascularization. (JAMA .
2002;288:973-979).

Celebrex OK for Asthma Patients
Celecoxib (Celebrex) may be safe to use in

patients with a history of aspirin-induced
asthma. Patients with known aspirin sensitivity,
or aspirin-exacerbated respiratory disease
(AERD), are generally unable to take aspirin or
any NSAID. In a study from San Diego, 60
patients with AERD were challenged with cele-
coxib, a COX-2 inhibitor, or placebo over 48
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hours. During the study period, none of the 60
patients experienced any symptoms or changes
in nasal examinations or declines in FEV1. The
following day, all 60 patients were exposed to
aspirin and all showed sensitivity. The study
concluded that inhibition of COX-1 is the critical
initiating event in respiratory reactions in
patients with AERD (Arthritis Rheum .
2002;46:2201-2206).

Losartan Not Superior to Captopril
The angiotensin II receptor blocker losartan is

not superior to the ace inhibitor captopril after
complicated acute myocardial infarction. The
large OPTIMAAL trial (Optimal Trial in
Myocardial Infarction with the Angiotensin II
Antagonist Losartan) looked at 5477 patients in
7 European countries with confirmed acute
myocardial infarction and heart failure. Patients
were randomly assigned and titrated to target
dose of losartan 50 mg once daily or captopril
50 mg 3 times daily. The primary end point was
all-cause mortality. During a mean follow-up of
2.7 years, there were 499 (18%) deaths in losar-
tan group and 447 (16%) in the captopril group
(RR 1.13; 95% CI, 0.99-1.28; P = 0.07). Because of
this nonsignificant trend in total mortality in
favor of captopril, the study suggests that losar-
tan cannot be generally recommended in this
population. It is noted however that losartan
was better tolerated than captopril, and associ-
ated with significantly fewer discontinuations
(Lancet. 2002;360:752-760).

Alfa-Interferon Could Help Fight West Nile
The number of West Nile virus cases is mount-

ing in the United States, Canada, and Mexico
where 37 deaths have been attributed to the
virus, now the first case has been reported in
California, and other cases are the result of organ
donation from infected donor. Researchers are
hoping that alfa-interferon may be of help. The
drug has been effective against St. Louis
encephalitis, a similar virus, and is the drug of
choice for treatment of hepatitis C. Researchers
are enrolling patients in the New York area where
the virus first appeared 3 years ago. Although
infection with the mosquito-borne virus rarely
causes serious illness (< 1%), the elderly and
chronically ill are particularly prone to encephali-
tis. alfa-interferon will be given for 2 weeks and
should be started within the first few days of ill-

ness, prior to the onset of encephalitis. Research
is also progressing on 3 West Nile virus vaccines,
which should be in human trials by 2003.

Sertraline Effective Against Depression
Depression is common in patients with coro-

nary artery disease and represents a significant
independent risk factor for both first myocardial
infarction and cardiovascular mortality. A new
study shows that the selective serotonin reuptake
inhibitor sertraline is safe and effective for treat-
ing major depression in patients with recent
myocardial infarction or unstable angina. A total
of 369 patients on 3 continents with major depres-
sive disorder were enrolled and randomized to
sertraline 50-200 mg/d or placebo in a double-
blind fashion for 24 weeks. The main outcome
was change in left ventricular ejection fraction
(LVEF) while other outcomes included surrogate
cardiac measures and cardiovascular adverse
events. Sertraline had no significant effect on
LVEF, and also did not increase ventricular pre-
mature complex runs, QTc intervals, or other car-
diac measures. The incidence of severe
cardiovascular adverse events was 14.5% with
sertraline and 22.4% with placebo. Depression
scores were better in the sertraline group. The
authors conclude that sertraline is safe and effec-
tive for trading depression in patients with recent
MI or unstable angina (JAMA. 2002;288:701-709).

FDA Actions
Procter & Gamble has announced that it

expects an over-the-counter form of omepra-
zole (Prilosec) to be available by early 2003.
The company has received an approval letter
from the FDA but needs to clarify language on
the package label so that consumers will clearly
understand how to use the drug. Procter &
Gamble is planning a study to make sure con-
sumers understand the drug labeling, a process
which will take several months. The FDA has
approved fluoxetine (Prozac) for the treatment
of panic disorder. The indication was previ-
ously only granted to paroxetine (Paxil) and
sertraline (Zoloft), and it has been heavily pro-
moted by the manufacturers of these drugs.
Fluoxetine is also recently approved for long-
term treatment of bulimia. The drug has been
been available as a generic for more than a
year, and as such represents a lower cost alter-
native for patients with these conditions.   ■
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