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Editor’s Note—The role of the team physician involves a
myriad of responsibilities and opportunities in the care of the
athlete. One very interesting area involves traveling with vari-
ous athletic teams for the road game, tournament, or bowl
appearance. These trips vary in length away from home and
might include relatively
short 1- to 2-day excursions
for regular season athletic
contests vs extended trips for
tournaments and bowl
games. The team physician
plays a vital role in working
with the certified athletic
trainer in coordinating care
for not only the athletes but
also the care for coaching
and other support staff while
the team is “on the road.” 

Traveling with a team can present considerable challenges,
and while colleagues and friends may think you are on a
weekend holiday or extended vacation with incredible glam-
our, in reality the situation may be very different. Traveling
with a team often involves working in less than ideal condi-
tions with a variety of personalities who are dealing with the
stresses and demands of competition and travel. Road trips
can involve extended periods of time away from the physi-
cian’s family and medical practice, which often adds to the
practicioner’s own stress. From a medical standpoint, a suc-
cessful road trip depends on a combination of careful prepa-
ration and the ability to adapt to changing circumstances. A
good attitude and the ability to improvise are also essential
for the team physician. Although experience does play a

tremendous role in the physician’s comfort level with medical
issues on the road, the need to be prepared plays an important
role as well. To optimize the physician’s ability to perform
well on the road, a carefully prepared travel medical bag is
essential. Having the appropriate supplies and equipment will

save time that otherwise would
have been spent waiting in
local facilities (which may not
share the athletic team’s sense
of urgency) for medical and
surgical care as well as the
potential for significant cost to
obtain prescriptions. The con-
tents of such a medical bag
will vary depending on the
makeup of the medical support
team, the sport being covered,
the time of year, the size of the

travel party, and the destination and local facilities available;
nonetheless, for the purposes of this monograph we will focus
on the needs of the college team physician traveling within the
United States. 

The Bag Itself
Many options are available for the travel medical bag and

will reflect personal preferences. We have preferred a “soft”
bag of durable, weatherproof material that can be easily car-
ried onto a bus or airplane (see Figure 1). It should have a
variety of pockets and compartments to organize prescription
and over-the-counter (OTC) drugs efficiently. The exterior
should be distinct from the standard team gear for easy identi-
fication. Obviously any travel bag can be stolen and broken
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into; however, it seems prudent to have at least a minimally
secure section of the bag for prescription drugs. A simple small
diameter cable lock is useful for running through the zippers of
a particular compartment. 

Record Keeping 
An inventory of the medicines and supplies carried in the

bag is essential for regular updates and revisions (see Table 1).
As medications are dispensed, appropriate identification of the
patient and prescription (documenting lot numbers and expira-
tion dates) should be recorded. Encounter sheets/logs should be
used to document each patient visit. Even a rudimentary note-
taking system is useful, especially to aid in dictations. A com-
pact “Dictaphone” is very useful for dictating notes concerning
patient care, which can be transcribed when back home and
added to the patient’s medical record. Programs for hand-held
PDAs are also an option for records on the road and are becom-
ing more popular as a way to carry a copy of the entire team’s
medical record. 

Medications
We have found that organization by common anatomical

areas of complaint and typical illnesses is helpful for maintain-
ing completeness. Other considerations include special needs
of individual athletes and members of the traveling party. The
bag should be checked regularly for out-of-date medications
(as well as supplies) regularly, and we have found that an
inventory list is most useful (see Table 1). The bag should not
be left in extreme environments (eg, car trunks) where temper-
ature extremes can cause damaging effects to medications.

There are many options for references for medications includ-
ing quite small paperback references such as the Sanford Guide
to Antimicrobial Therapy (Antimicrobial Therapy, Hyde Park,
Vt) and the Tarascon Pocket Pharmocopeaia (Tarascon Pub-
lishing, Loma Linda, Calif). Other options include software
available for PDAs, eg, “ePoccrates” (www.ePoccrates.com).

Eyes
Typical problems on the road include conjunctivitis and

corneal abrasions. Conjunctivitis can be of many types (aller-
gic, chemical, viral, bacterial, etc) and differentiation can be
difficult. Frequent eye irrigation with normal saline drops and
the use of warm compresses every few hours can relieve many
symptoms. The urge to treat every conjunctival irritation with
topical antibiotics should be resisted. Evaluation for a corneal
abrasion can be attempted with the use of fluoscein strips and
an ultraviolet light source, but a complete exam can only be
done with the use of a slit lamp. One of the key issues concerns
contact lens wearers; and team members should be reminded to
bring their eyeglasses on the road because if problems arise,
“the contacts must come out!” 

What to Bring
• Saline drops;

• Topical allergy drops; and

• Topical ophthalmic antibiotic-ophthalmic bacitracin-
polymixin B, erythromycin, or a fluoroquinolone are all
acceptable as first-line choices. 

Ears
Cerumen impaction, external otitis, and otitis media top the

list for isolated ear problems on the road. Cerumen removal
can be facilitated with a softening agent such as colace and irri-
gation with a soft rubber bulb syringe and warm saline. Exter-
nal otitis is best treated with a topical agent such as cortisporin
gentamyicin otic suspension. (Classic findings include an ery-
thematous external canal with or without debris along with
pain with tugging on the ear lobe.) In addition to external otitis,
middle ear infections can also be extremely debilitating while
on a road trip, especially with air travel. Decongestants, warm
compresses, and analgesics are important to comfort. In most
cases the first-line for the treatment of adults with acute otitis
media will be amoxicillin. 

What to Bring
• Polymixin B + Neomycin + Hydrocortisone combination

(cortisporin otic suspension);

• Amoxicillin; 

• Docusate Sodium (Colace®) drops; and

• Soft rubber bulb syringe.

Nose
Nasal complaints can be quite annoying while traveling and

congestion can contribute to discomfort while flying. Twice
daily nasal saline irrigation with a rubber bulb syringe and a
homemade (hotel-made!) solution of ½ teaspoon table salt in 8
ounces of warm water is a good start for most patients with
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nasal congestion. For the athlete who is being bothered by dry
nasal mucosal tissues, OTC saline sprays can be useful. The use
of oxymetazalone nasal spray can be of great help for the tem-
porary relief of nasal congestion with a rapid onset, reasonably
long duration (10-12 hours), and a lack of systemic effects
(doesn’t disrupt sleep). A key point to remember with the use
of this product is to limit it to a 3-day total at any given time to
avoid problems with rebound congestion and rhinitis medica-
mentosa. Topical corticosteroids have become the gold stan-
dard for the treament of allergic rhinitis and once-a-day agents
are available. The onset of action can be delayed, however, and
oral meds (antihistamines, decongestants) may need to be used
as the topical agents are being initiated. The efficacy of any of
the topical agents is enhanced if the nasal passages are cleaned
out with saline irrigation first.

What to Bring
• Oxymetazalone hydrochloride nasal spray;

• Nasal saline (can make your own—½ teaspoon salt to 8 oz
warm water); and

• Fluticasone proprionate (Flonase®).

Throat
With travel, athletes often complain of scratchy throats, espe-

cially with air travel and changes of climate. Without fever or
other systemic signs or symptoms, most of these worries can be
treated with increased oral fluids, frequent salt water gargles,

OTC throat lozenges, and reassurance. If a pharygitis is suspect-
ed other issues should be considered. Most cases of pharygitis
are viral in nature and will resolve with simple forms of interven-
tion. The above recommendations along with the use of aceta-
minophen and or ibuprofen is usually sufficient for the sore
throat without evidence of pharyngitis. We have found that in
some cases the use of zinc gluconate lozenges within the first 24
hours after the onset of symptoms can be helpful for reducing the
intensity and duration of the sore throat. Such lozenges are readi-
ly accepted and tolerated by the athlete, in our experience. The
team doctor should be alert to the possibility of strep pharyngitis
(occasionally coming in epidemics within a team). The antibiotic
of choice is penicillin, but an alternative such as erythromycin
should be available for those that are pen allergic. It should be
remembered that the treatment of strep pharyngitis is primary for
rheumatic fever prophylaxis. Changing the course of the acute
illness is questionable at best with the use of antibiotics—if an
effect is to be had, antibiotics probably have to be started within
24 hours of the onset of symptoms. One last point about antibi-
otics: antibiotic therapy is frequently requested by athletes,
coaching staff, and support staff. Proper use of antibiotic therapy
is recommended and should be based on clinical findings.

What to Bring
• OTC throat lozenges (Cepastat®);

Figure 1. The Bag Itself

Continued on page 37
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Table 1. What to Bring

Eyes
Allergy drops
Gentamycin ophthalmic

Ears
Cortisporin Otic®—external otitis (red canal, hurts when you pull on lobe)
Amoxicillin—middle ear infections

Nose

Afrin® (generic—3 days only, works best if you first clean nose out with saline irrigation)

Nasal saline (can make your own—½ teaspoon salt to 8 oz warm water)

Flonase®

Throat
Cepastat®

Salt water gargles every few hours
Zinc Gluconate (Cold-Eeze®) most likely to help if started in first 24 hours of symptoms)
Antibiotic of choice Pen VK® 500 b.i.d. for 10 days

URI/colds/sinusitis/bronchitis (overwhelming majority have viral etiology)
Congestion—pseudoephpedrine, saline nasal washes, oxymetazolone nasal spray
Post nasal drainage and congestion—antihistamine/decongestant combination such as Actifed®

Cough—OTC cough medicine with dextromethropan benzonatate (Tessalon Perles®)—best expectorant is water
Cough resistant to above and or disrupting sleep—cough medicine with codeine such as Robitussin® AC 
Antibiotic of choice on the road if you think you have a bacterial infection—Z-pack® (good for almost all occasions—bronchitis
pneumonia, etc

Gastroenteritis
Pepto-Bismol®

Immodium®, Lomotil®

Compazine®—p.o., suppositories, injectable 

Reflux/heartburn/GERD
Antacid such as Mylanta®

H-2 blocker such as Cimetidine®

Proton pump inhibitor such as esomeprazole magnesium (Nexium®)

Allergic Reaction/anaphylaxis 
Epipen®

Diphenhydramine(Benadryl®) p.o.
Prednisone® p.o.
Injectable corticosteroid such as Kenalog® or Celestone®

Pain/NSAIDs
Acetaminophen
Ibuprofen
Cox-2 Inhibitor such as Bextra®, Celebrex®, or Vioxx®

Indomethacin—for the booster with gout
isometheptene mucate, dichloralphenazone with acetaminophen (Midrin®) 
Acetaminophen with codeine
Toradol Injectable

Asthma
Albuterol®

Flovent®
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• Salt water gargles (1 teaspoon table salt to 8 oz warm
water);

• Zinc Gluconate throat 

lozenges (Cold-Eeze®); and

• Antibiotic of choice for strep pharyngitis: Pen VK 500 b.i.d.
for 10 days; alternative erythromycin 250 q.i.d. for 10
days—number of doses depends upon the size of team and
length of trip.

URI/Colds/Sinusitis/Bronchitis 
Upper respiratory infections (URIs) account for most of the

nonorthopaedic training room visits at most colleges and cer-
tainly provide a good amount of business for the team doctor
on a road trip. The large majority of URIs are viral in nature
and only require symptomatic and supportive care. Antibiotics
may occasionally be required for some conditions, but the
temptation to overtreat URIs with antibiotics should be resist-
ed. Amoxicillin is still the first-line antibiotic to treat most
cases of sinusitis. Azithromycin has advantages for bronchitis
with its simple 5-day dosing schedule. The proper use of antibi-
otics is recommended, but in our experience, there may be
some dissatisfaction when an antibiotic is not prescribed,
despite the clinical evidence pointing to a viral URI. 

Many of the problematic symptom areas associated with
URIs have been discussed above. For nasal congestion, pseu-
doephedrine, saline nasal washes, and oxymetazolone HCL
nasal spray can be helpful. For the athlete with rhinonnorhea

and postnasal drainage, an addition of an antihistamine may be
useful, especially at bedtime to assist with sleep. Some athletes
may find good relief with a combination antihistamine/decon-
gestant such as chlorepheramine/ pseudoephedrine HCL. Many
times athletes are particularly bothered by a cough. It must be
remembered that the best treatment for cough is hydration—
water is the most effective expectorant. Additional relief may
be obtained from OTC products containing dextromethorpan.
Another option that may be useful is benzonatate. 

For nighttime cough that is disrupting sleep, codeine can be
very effective. A reminder about reactive airways associated
with URIs—the athlete may benefit from short-term use of
inhaled beta 2 agonist such as albuterol, especially prior to
exercise.

What to Bring
• Pseudoephedrine; 

• Oxymetazolone nasal spray; 

• Antihistamine; 

• Benzonatate (Tessalon Perles®); 

• Cough medicine with dextromethorpan; 

• Cough medicine with codeine; 

• Amoxicillin (Amoxil®); and

• Axzithromycin (Z-Pack®).

Gastroenteritis
Probably only second to the URI as the most common clini-

Table 1 Continued. What to Bring

Allergies/hay fever
Actifed® (we have generic combo antihistamine/pseudoephedrine
Zyrtec®

Claritin®

Flonase® (takes a few days to start working—give them some Zyrtec® or Claritin® and nasal saline washes to get started with)

Skin
Ringworm, athlete’s foot, jock itch, etc—Spectazole®

Dermatitis—Hydrocortisone Cream Triamcinolone Cream 

Miscellaneous
Insomnia—Vistaril® p.o. 
Female UTI—previous history—Sulfatrim® or Amoxicillin 
Vaginitis—previous history of yeast and has no other issues—Diflucan

Canker Sores (Apthous Ulcers)—liquid benadryl applied with a q tip to sore and /or tetracycline solution (contents of 1 capsule of 
tetracycline emptied into 3 oz warm water and swished around the mouth for a minute and spit out—this is really nasty but seems to 
work pretty well) 

Equipment
IVs—10 set ups; 20 bags of fluid—normal saline and D5/NS 
Suture Kits—3 with appropriate suture, syringes, irrigation equipment, needles , catheters, anesthesia (Lidocaine® without epi, 
Lidocaine® with epi, Marcaine®) 
Casting Materials—similar to a road trip 
Diagnostic—stethoscope, BP cuff, oto/opthalmoscope, thermometer, penlights, gloves, swabs, tongue blades, urine chemistry dip 
sticks 

Continued from page 35
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cal sports medicine complaint is gastroenteritis. Most forms of
gastroenteritis are caused by viruses such as Rotavirus and Nor-
walk agent and are usually self limited for a total of 2-3 days.
Bad enough at home, such clinical scenarios on a road trip can
seem like an eternity for the athlete and a nightmare of recur-
rent visits for the team physician. If there is no evidence of
fever or hematochesia, then it is probably reasonable to use
antimotility agents such as loperamide or diphenoxylate HCL
with atropine, although this may prolong carrier state of some
organisms. Pepto-Bismol can be helpful for both nausea and
diarrhea and is an important adjunct to have available. Almost
all cases can be treated with oral rehydration; however, on the
road IV rehydration will almost certainly make the athlete feel
better sooner and may allow for participation in a contest at
least on a limited basis.

What to Bring
• Pepto-Bismol®;

• Loperamide (Immodium®);

• Diphenoxylate hydrochloride with atropine (Lomotil®);

• Prochlorperazine (Compazine®)—p.o., suppositories, and
injectable; and

• Intravenous fluids, IV starter kits, sharps disposal kits and
contamination material bags (usually brought with training
room equipment separate from the medical bag due to bulk
and weight).

Reflux/Heartburn 
This problem is very common on road trips with the change

in diet and added stress from competition. OTC antacids, H-2
blockers and proton pump inhibitors are all quite useful for qui-
eting down symptoms. As always patient education and reas-
surance can go a long way in helping athletes deal with these
annoying symptoms on road trips.

What to Bring
• OTC antacid;

• Cimetidine® (800 mg b.i.d.); and

• Esomeprazole magnesium (20 or 40 mg q.d.). 

Allergic Reaction/Anaphylaxis 
If you are going to give medicines on the road (especially

injectable medications), it is imperative to have the ability to
initiate treatment for an anaphylactic reaction. Epinephrine and
antihistamines are the mainstays of initial treatment and come
in easy-to-use, prepackaged, anaphylactic kits. For general
allergic reactions (not anaphylaxis) oral prednisone and/or
injectable corticosteroids can be very useful if oral antihista-
mines are not effective.

What to Bring
• Epipen®;

• Benadryl® p.o.;

• Prednisone® p.o.; and

• Celestone® or Kenalog® injectable.

Pain/NSAIDs
Pain is a constant issue in dealing with sports teams and

being on the road is no different. Minimizing controlled sub-
stances that have to be carried on the road is a good idea and
we have been able to travel effectively with only aceta-
minophen with codeine as our sole narcotic with the addition of
other analgesics. We have also found that injectable ketorolace
tromethamine (Toradol®) is quite helpful in dealing with acute
pain situations, especially when we are traveling home immedi-
ately after the contest. The stress associated with travel can
trigger acute migraine episodes and isometheptene mucate,
dichloralphenazone with acetaminophen (Midrin®) are effective
first-line agents. The availability of COX-2 NSAIDs has a use-
ful place in managing pain, especially in an attempt to mini-
mize side effects.

What to Bring
• Acetaminophen;

• Ibuprofen, 800 mg;

• Indocin, 25mg—for the booster with gout;

• COX-2 NSAIDs such as Bextra®, Vioxx®, or Celebrex®;

• Ketorolac tromethamine (Toradol®)—injectable;

• Isometheptene mucate, dichloralphenazone with aceta-
minophen (Midrin®) (migraines—2 at onset then 1 q.h. until
headache is gone; no more than 5 in 12 hours);

• Sumitriptan succinate (Immitrex®) (if you have an athlete
with known migraines and has used it before); and

• Acetaminophen with codeine.

Asthma
Remember that albuterol is the most important asthma medi-

cine to have available because of its role as a “rescue drug” in
the setting of an acute asthma attack. Spacers are also extreme-
ly helpful. Many athletes have poor technique to begin with in
using inhalers and in the setting of stressful road travel, espe-
cially on the sidelines of a contest, spacers are invaluable.
Watching the athlete use the inhaler properly is extremely
important in the effectiveness of the drug. 

What to Bring
• Albuterol®;

• Salmeterol xinafoate (Serevent®);

• Fluticasone (Flovent®); and

• Spacers.

Allergies/Hay Fever
Nasal corticosteroids are now the gold standard for treat-

ment of allergic rhinitis; however, onset of action can lag for
several days. Oral antihistamines are more likely to give imme-
diate if not complete relief and it is a good idea to have regular
and nonsedating forms. Nasal saline washes are very helpful as
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well as nasal spray decongestants for short-term use, as noted
above. Topical allergy eye drops may also be useful for same
day relief of eye symptoms. See above for additional informa-
tion on eye and nasal symptoms.

What to Bring
• Diphenhydramine (Benadryl®);

• Combination antihistamine/pseudoephedrine such as 
Actifed®;

• Nonsedating antihistamine such as Zyrtec® or Claritin®; and

• Flonase® (takes a few days to start working—give them
some Zyrtec® or Claritin® and nasal saline washes to get
started with).

Skin
Although usually not a big problem on road trips, dermatolog-

ic issues can be extremely irritating to the affected member of the
traveling group. For ringworm, athlete’s foot, jock itch, etc, OTC
antifungals such as Tinactin® are usually effective. Nonetheless,
for those athletes not responding to OTCs, prescription medica-
tions such as Spectazole® are useful to have available. Generic
topical dermatitis or pruritic skin rashes usually get some relief
from OTC—Hydrocortisone Cream. For those with more severe
symptoms, we suggest having oral antihistamines and Triamci-
nolone 0.1% Cream available. Outbreaks of Herpes Simplex type
1 skin conditions such as “cold sores” and “herpes gladiatorum”
can be very upsetting to the athlete and may limit competition
(especially wrestlers) Oral antivirals such as acyclovir can help
speed resolution and reduce symptoms.

What to Bring
• OTC antifungal such as Lamisil AT®;

• Econazole Nitrate (Spectazole®);

• OTC 0.5 % Hydrocortisone cream;

• O.1 % Triamcinolone cream;

• Acyclovir®;

• Miscellaneous Conditions; and

• Insomnia—Vistaril® p.o. (rapid onset, short half-life-down-
side may feel drowsy, dry mouth).

Female UTI—Previous History—Trimethoprin
Sulfa, Macrodantin, or Amoxicillin 

Candida vaginitis—previous history of Vaginal Candidia-
sis and has no other medical issues—Diflucan 150 mg p.o.
one time 

Canker Sores (Apthous Ulcers)—liquid benadryl applied
with a cotton-tipped applicator to the sore is extremely useful
and easy to apply. Other options include tetracycline solution
(contents of 1 capsule of tetracycline emptied into 3 oz warm
water and swished around the mouth for a minute and spat out;
repeat 3 times per day after meals) also works well but the
taste can be less than palatable. 

Booster with Angina/ Chest pain—This is a true emer-
gency and one should give the patient an adult strength aspirin
to chew on and call 911. This is one of those road trip clinical
scenarios that requires immediate transfer to a medical institu-

tion and should not be attempted to be worked up at the hotel
or in the training room.

Equipment 
Deciding what equipment to carry on the road should be

coordinated with the athletic training staff. Bulkier items (such
as casting supplies, suture kits, and IV bags/IV setups) can
usually be shipped with team equipment in large trunks. Tap-
ing and bracing supplies will also be organized by the athletic
trainers 

Diagnostic—The minimal supplies included in the med-
ical bag are the following: stethoscope, blood pressure
cuff, oto/opthalmoscope, (don’t forget the charger and/or
extra batteries) thermometer, penlight, reflex hammer,
gloves, swabs, tongue blades, and urine chemistry dip
sticks. 

Laceration care—Be sure to pack your preferred sutures
(have multiple types and sizes available), syringes, irrigation
equipment, needles, catheters, anesthesia (Lidocaine without
epi, Lidocaine with epi, Marcaine), steri strips along with
laceration repair adhesives (eg, Dermabond®) and a staple
device (very helpful for scalp lacerations) are extremely
important. 

Miscellaneous—Paper bags for hyperventilation treatment,
pocket mask for rescue breathing/CPR, Large bore angio cath
for tension pneumothorax (14-16 gauge), bandage scissors,
sharps container, and biohazard bag are also needed. 

Carried in separate containers along with the main team
equipment:

IVs—10 set ups; 20 bags of fluid—normal saline and
D5/NS;

Casting Materials—appropriate fiberglass, stockinette,
padding, and splinting materials; 

Laceration repair kits with appropriate drapes and instru-
ments (2-3 kits are usually sufficient). Compact skin steriliza-
tion prep kits are also necessary. 

Legal Issues
Providing medical care out of the state where the physi-

cian is licensed is rarely questioned, but in our experience,
the team physician is the most trusted and, for all intents and
purposes, is the treating physician for the team. It is worth
checking on this with your legal advisor and/or university
athletic department counsel if there is any doubt as to what
can be done within your scope of practice out of state. Cer-
tainly, issues for hospitalization for catastrophic issues
should be coordinated with instate physicians, and although
not routine, are usually handled by the home-team sports
medicine physicians in conjunction with the visiting-team
physician. It is our opinon that it is impractial or even
impossible for any one team physician to provide for, or
carry, the entire equipment/supplies for instituting ACLS.
This is the role of EMS personnel and local medical teams
in our opinion. The team physician should be prepared to
initiate basic life support measures and have the ability to
engage the EMS system in a timely manner. Finally, when
working with an NCAA team, the physician should always
consider reviewing the yearly NCAA drug testing guidelines
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in consideration for possible testing of any medications that
are part of the travel bag. 

Summary
Traveling with a team is an exciting and rewarding oppor-

tunity for the team physician. Pretravel preparation of the
well-stocked medical bag (in cooperation with the athletic
trainer for bulkier items) can make the experience more
enjoyable for all involved. Having the proper medications
and equipment available creates confidence with athletes,
trainers, and coaches, and makes the role of team physician
critical for the success of a team. It is impossible to prepare
for all scenarios while on the road and the selection of travel
supplies is dependent upon both clinical and team travel
experience. However, in our opinion, it is better to be a bit
overprepared with supplies than running to a pharmacy out
of state. Finally, when preparing for a trip, do so in advance
so that the proper medications and supplies can be ordered,
and the bag can be organized neatly holding everything that
is desired. We hope that this monograph is a helpful starting
point for those who will be involved in these athletic team
travel “adventures.” 
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Physician CME Questions

Effective with this testing period, Primary Care Reports
is changing its testing procedure. You will no longer need
to return a Scantron answer sheet to earn credit for the
activity. Please review the text, answer the following ques-
tions, check your answers against the key on the following
page, and then review the materials again regarding any
questions answered incorrectly. To receive credit for this
activity, you must return a CE/CME evaluation at the end
of the testing term.

This testing procedure has proven to be an effective
learning tool for adults. If you have any questions about
the new testing method, please contact Customer Service at
1-800-688-2421. 

21. On a road trip, an athlete develops a conjunctivitis of the eye. As

the team physician, you would typically: 

a. use topical antibiotics on the area.

b. irrigate the eye with normal saline drops and apply a warm

compress.

c. flush the eye with normal tap water.

d. quarantine the athlete until you can make a correct diagnosis.

22. As a properly prepared team physician, you should be able to treat

an athlete’s allergic reaction with all of the following in your bag

except: 

a. diphenhydramine, p.o.

b. epipen.

c. prednisone p.o.

d. zinc gluconate.

23. Upper respiratory infections can be properly treated with all of the

following except: 

a. amoxicillin.

b. Oxymetazoline nasal spray.

c. Benzonatate.

d. Vistaril p.o.

24. Reflux/heartburn can be treated with all of the following except: 

a. fluticasone.

b. OTC antacid.

c. Cimetidine.

d. Esomeprazole magnesium.

In Future Issues: The Skinny on Best-Seller Diets—
John La Puma, MD, FACP

Answers: 21. (b); 22. (d); 23. (d); 24. (a)



Ice Cream-Evoked
Headaches Study: A
Randomized Trial of
Accelerated vs 
Cautious Eating
Source: Kaczorowski M, Kaczorowski
J. BMJ. 2002;325:1445-1446.

I
ce cream headache (ich) is a common-
place phenomenon induced by ingestion
of cold substances, of which ice cream is

but one of many potential precipitants. The
limited literature on this topic had suggested
that ICH only occurs in hot weather, as if the
contrast between hot ambience and cold
palatal or pharyngeal stimulation might fos-
ter ICH. Kaczorowski and Kaczorowski, “in
order to fill this important knowledge gap . .
. ” as they so state in their publication,  car-
ried out a winter-time randomized trial (n =
145) amongst high-school students to deter-
mine whether, indeed, ICH is an experience
only attained in hot weather. Additionally,
subjects were divided into 2 different inges-
tion modes, one “accelerated” (eating 3
ounces of ice cream within 5 seconds) the
other “cautious” (3 ounces within 30 sec-
onds). There were no refusals, dropouts, or
subjects lost to follow-up.

Overall previous experience with ICH
was 79% amongst participants. In this trial,
cautious eaters reported less than half the
incidence of ICH than accelerated eaters
(13% vs 27%). ICH is readily precipitated in
cold weather, as demonstrated in this trial.
Kaczorowski and Kaczorowski graciously
acknowledge that the funding of the study
was supported “by an unrestricted grant from
mum and dad.”   ■

Treatment of Antide-
pressant-Associated
Sexual Dysfunction
with Sildenafil
Source: Nurnberg  HG, et al. JAMA.
2003;289:56-64.

S
exual dysfunction (sxd), weight
gain, and sleep disturbance comprise
as much as 75% of the adverse events

that ultimately lead to antidepressant med-
ication discontinuation. Of course, prema-
ture medication discontinuation is associat-
ed with a substantial risk of depression
relapse, with its attendant morbidity and
mortality.

Between 30-70% of persons who take
SSRIs experience sexual dysfunction and
will subsequently prematurely discontinue
medication. The favorable retrospectively
observed  results of providing sildenafil to
persons suffering SSRI-induced SXD
prompted this prospective, randomized,
placebo-controlled trial (n = 90).

Inclusion criteria required at least 6
weeks stable dosing of SSRI, and at least 4
weeks duration of SXD. Subjects were ran-
domized to sildenafil 50-100 mg or place-
bo, and instructed to attempt intercourse at
least twice weekly.

Sildenafil recipients showed significant
improvements in erectile function, orgasm,
intercourse satisfaction, and overall satis-
faction compared with placebo. No serious
adverse events attributable to sildenafil
were seen. Overall, sildenafil allowed over
55% of recipients to experience ‘much/very
much improved’ sexual function, as com-
pared to 4-6% in the placebo group.   ■

Prophylactic Treat-
ment of Migraine with
an Angiotensin II
Receptor Blocker
Source: Tronvik E, et al. JAMA.
2003;289:65-69.

D
espite the very favorable 
effect of triptans upon migraine
morbidity, a substantial population

of persons either does not respond to, or
chooses not to use, these agents. Expert
advice has suggested that prophylaxis be
considered predicated upon headache fre-
quency, typically 2-4 headaches per month
providing sufficient burden to merit a pre-
ventive pharmacotherapeutic agent. Recent-
ly lisinopril has been found to be an effec-
tive agent for migraine prophylaxis. Similar-
ities in neurohumoral modulation of ACE
inhibitors, when compared with angiotensin
I receptor blockers (ARBs), would suggest
that the latter might also be of benefit.
Indeed, clinical trials in hypertension
patients have consistently found a lower fre-
quency of headache amongst ARB-treated
patients than  with placebo.

This randomized, double-blind placebo-
controlled crossover study (n = 60) com-
pared candesartan (CAN) 16 mg/d with
placebo, in 2 12-week periods of observa-
tion (after a 4-week placebo run-in to verify
attack frequency). Study subjects were nor-
motensive throughout the trial, but did
experience a 11/7 decline in BP. CAN was
found to produce a statistically significant
reduction in number of days with headache
(13.6 vs 18.5), headache severity index, and
level of disability. ARBs may be a new tool
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for prevention of migraine, especially
because of their very favorable tolerability
profile.  ■

Syncope, Driving 
Recommendations,
and Clinical Reality:
Survey of Patients
Source: Maas R, et al. BMJ. 2003;
326:21.

P
atients who suffer syncope disor-
ders, similarly to those who have
seizures, are at increased risk for

themselves and others when driving.
Detailed guidance has been devised for clini-
cians to assist patients in making decisions
about the appropriateness of driving when
seizure-free, and some countries have pro-
vided recommendations about driving for
persons with syncope. For instance, the
European task force guidelines state “ . . . a
person with recurrent syncope should be
advised not to drive until a cause has been
identified and symptoms are controlled.”
Whether patients choose to follow health
professional guidance on such matters has

been little studied. 
Maas and colleagues studied patients (n

= 104) from their cardiology practice who
had been referred for consultation about
syncope for a 28-month period. Patients
were advised about driving in accordance
with the European task force guideline, and
were followed for 1 year. At contact 6
months after the initial consultation, the
great majority of patients (78%) recalled
receiving advice about driving. Remark-
ably, all (100%) of the patients who had
been counseled not to drive had nonetheless
continued to do so, unless they had already
stopped driving prior to their arrival at the
cardiologists’ office (n = 7). A substantial
minority of patients (18%) did suffer recur-
rence of syncope during the study period,
one incurring injury, and another suffering
a driving misadventure that did not culmi-
nate in injury.

Adherence to clinician recommenda-
tions about driving appears inadequate, and
new measures for enhancing compliance
merit investigation.   ■

ACE + ARB for Diabet-
ic and Hypersensitive
Neuropathy
Source: Nakao N, et al. Lancet.
2003;361:117-124.

A
n g i o t e n s i n - c o n v e r t i n g -
enzyme inhibitors (ACE) and
angiotensin-II receptor blockers

(ARB) have been demonstrated to provide
significant benefits for persons with both
diabetic and hypertensive nephropathy.
Whether ACE + ARB will provide greater
renal protection than either agent alone is an
area of intensive study, with initial data sug-
gesting that combination therapies will pro-
vide greater benefit.

Nakao and colleagues prospectively
studied patients (n = 263) with nondiabetic
nephropathy, with at least 300 mg/24 hr
microalbuminuria. Patients were randomly
assigned to ARB (losartan 100 mg/d), ACE
(trandolapril 6 mg/d), or ACE + ARB. The
primary end point was the combination of
doubling of serum creatinine or end stage
renal disease; secondary end points were
changes in blood pressure, proteinuria, and
adverse effects.

At 3 years’ follow-up, the combination
therapy had performed substantially better
than either monotherapy: primary end point
was reached by 11% (ACE + ARB), 23%
(ARB), and 23% (ACE). Similar benefits
were seen in patients whether they were at the
stage of microalbuminuria or had progressed
to overt proteinuria. No severe adverse reac-
tions were seen. Nakao et al have demonstrat-
ed substantial efficacy enhancement of ACE
+ ARB over either agent alone.   ■

Action and Efficacy of
a Combination of 
Calcipotriene and
Betamethasone Dipro-
pionate in the Treat-
ment of Psoriasis 
Source: Papp K, et al. J Am Acad
Dermatol. 2003;48:48-54.

B
oth calcipotriene (dovonex®)
and topical steroids (STR) have
been proven effective in manage-

ment of psoriasis. Calcipotriene (CPT) has
been demonstrated to be more effective than
steroids, and safe over long-term use (up to
1 year). The currently available delivery
systems for topical CPT and topical steroids
are not compatible. Since CPT and STR
appear to work by different, potentially
complementary mechanisms, the concept of
combination therapy is appealing. Papp and
colleagues assessed the efficacy of a new
formulation containing both agents adminis-
tered simultaneously.

This prospective, randomized, double-
blind trial (n = 1028) compared CPT + STR
vs CPT alone, STR alone, or vehicle alone.
Subjects were followed for 4 weeks and
assessed by the Psoriasis Area and Severity
Index.

CPT + STR was statistically significant-
ly more effective than either agent alone or
vehicle. Additionally, onset of benefit was
seen sooner with combination therapy.
There was no increase in adverse events
noted with application of the combination
agent vs individual components. A combi-
nation CPT + STR product will be a wel-
come addition to psoriasis therapy.   ■
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Low intensity warfarin therapy effectively pre-
vents recurrent venous thromboembolism,
according to a recent study in the New

England Journal of Medicine. After a median of 6.5
months of full-dose anticoagulation therapy, 508
patients with idiopathic venous thromboembolism
were randomized to placebo or low intensity war-
farin therapy with target INRs of 1.5 to 2.0. The
study was terminated early after 4.3 years of follow-
up due to a marked reduction in recurrent throm-
boembolism in the low intensity warfarin therapy
group. Of 253 patients assigned to placebo, 37 had
recurrent venous thromboembolism compared with
14 of 255 patients assigned to low intensity war-
farin, a risk reduction of 64% (hazard ratio 0.36;
[95% CI, 0.19-0.67]; P < 0.001). Major hemorrhage
occurred in 2 patients assigned to placebo and in 5
assigned to low intensity warfarin (P = 0.25). Death
occurred in 8 patients in the placebo group and 4 in
the low intensity warfarin group (P = 0.26). The
composite end point was recurrent venous throm-
boembolism, major hemorrhage, or death. There
was a 48% reduction in the composite end point
with low intensity warfarin therapy. Because of the
importance of these findings, the journal published
the study online more than a month prior to its
publication date of April 10, 2003.

Vitamin D Reduces Osteoporotic Fractures
British researchers have reduced the rate of osteo-

porotic fractures in older adults by mailing low-cost
vitamin D3 supplements to study subjects every 4
months. Researchers from Cambridge and Oxford
universities randomized 2686 adults age 65-85 (2037
men and 649 women) to 100,000 IU vitamin D3 or
placebo every 4 months for 5 years. The active medi-
cation and placebo were sent to patients by mail and
compliance was tracked by completion of a form. At
the end of the study period, 149 fractures were

noted in the control group and 119 were noted in the
vitamin D3 group (RR = 0.78). Fractures of the hip,
wrist, forearm, or spine were considered osteo-
porotic fractures, of which 87 were noted in the con-
trol group and 60 in the vitamin D3 group (RR =
0.67). The vitamin D treatment was well tolerated
and cost less than 1 pound per year. The authors
suggest that vitamin D may be a good, inexpensive
primary prevention strategy for the prevention of
osteoporotic fractures (BMJ. 2003;326:469-472).

Adefovir Effective for Hepatitis B Treatment
Adefovir is an effective treatment for chronic hep-

atitis B, according to 2 studies published in February.
The first study from Greece randomly assigned 185
patients (in a 2:1 fashion) with e antigen-negative
chronic hepatitis B, to 10 mg of adefovir or placebo
daily for 48 weeks. Patients in the adefovir group
were significantly more likely to have improvement
in histologic abnormalities as shown by liver biopsy
compared to placebo (64% improvement [77 of 121]
adefovir group, 33% [19 of 57] placebo group; P <
0.001). Patients in the treatment group also had
reduced hepatitis B virus DNA levels and improved
alanine aminotransferase levels compared to
placebo. Resistant hepatitis B virus was not noted,
and the drug was well tolerated (N Engl J Med.
2003;348:800-807). In a second multinational study of
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e antigen-positive chronic hepatitis B, 515 patients
were randomized to adefovir 10 mg/d, adefovir 30
mg/d, or placebo for 48 weeks. The primary end
point was histologic improvement, which was noted
in 53% of the 10 mg group, 59% of the 30 mg group,
and 25% of the placebo group (P < 0.001 for both
dose schedules). Once again, evidence of hepatitis B
virus was markedly reduced, and there was signifi-
cant normalization of alanine aminotransferase lev-
els in both treatment groups. The safety profile of 10
mg/d adefovir was similar to placebo; however,
there was a higher frequency of adverse events and
renal laboratory abnormalities in the 30 mg/d
group. Again no hepatitis B virus mutations were
noted in the treatment groups. The authors conclude
that 10 mg/d adefovir is a favorable risk benefit pro-
file for long-term treatment of e antigen-positive
chronic hepatitis B (N Engl J Med. 2003;348:808-816).
An accompanying editorial states “we appear to be
at the dawn of the new era” in the treatment of hep-
atitis B (N Engl J Med. 2003;348:848-850).

Ibuprofen/Aspirin Study Revisited
Another study suggests that ibuprofen blocks the

cardioprotective effects of aspirin. In 2001,
researchers showed that ibuprofen may block the
COX-1 receptor on platelets, keeping aspirin from
binding to the receptor (N Engl J Med. 2001;345:1807-
1817). Now a new study suggests that ibuprofen
may reduce the cardioprotective effect of aspirin.
Researchers in the United Kingdom reviewed the
records of more than 7000 patients who were admit-
ted for MI, angina, stroke, TIA, or peripheral vascu-
lar disease and were given aspirin at discharge.

All survived at least 1 month post discharge. In
addition to aspirin, 187 patients were also prescribed
ibuprofen and 206 were prescribed diclofenac. The
patients who took the aspirin/ibuprofen combina-
tion were associated with significantly higher all-
cause mortality (hazard ratio, 1.93 [P = 0.011]) and
higher cardiovascular mortality (hazard ratio, 1.73
[P = 0.0305]) compared to patients who took aspirin
alone. There was no adverse effect noted with
aspirin/diclofenac (Lancet. 2003;361:573-574). An
accompanying editorial suggests that the lack of
effect of diclofenac may be due to its relative COX-2
selectivity. The author also suggests that because of
the wide availability of over-the-counter ibuprofen,
physicians need to be vigilant and explain this
potential drug-drug interaction to patients on
aspirin cardioprotection (Lancet. 2003;361:542-544).

ACE Inhibitors Favored in Cardiovascular Care
A head-to-head study of ACE inhibitors vs diuret-

ics for the treatment of hypertension suggests that
ACE inhibitors are better at reducing cardiovascular
events. The Second Australian National Blood
Pressure Study (ANBP2) compared ACE inhibitors
to diuretics and a perspective, randomized, open-
label study with blinded assessment of end points.
More than 6000 hypertensive men and women age
65-84 were followed for a median of 4.1 years. The
drug treatment was titrated to a similar level of
blood pressure lowering (a decrease of 26/12 mm
Hg). The end point was the total number of cardio-
vascular events in the 2 treatment groups. There
were 695 events in the ACE inhibitor group
(56.1/1000 patient years) and 736 events in the
diuretic group (59.8/1000 patient years). The hazard
ratio for the ACE inhibitor group was 0.89 (95% CI,
0.79-1.00 [P = 0.05]). The hazard ratio for male
patients was 0.83 and for female patients was 1.00.
The authors conclude that treatment of hypertension
with ACE inhibitors leads to better cardiovascular
outcomes than treatment with diuretics, particularly
in older men (N Engl J Med. 2003;348:583-592). The
results of this study seem to contradict the recently
published ALLHAT study which showed better out-
comes with diuretics (JAMA. 2002;288:2981-2997).

Digoxin Dosing and Heart Failure
If digoxin is to be used in men with heart failure,

serum digoxin concentrations (SDC) are optimal
between 0.5 to 0.8 ng/dL, according to further anal-
ysis of the Digitalis Investigation Group (DIG) trial.
The initial reports of DIG reported that digoxin pro-
vided no overall mortality benefit and only modest
reduction in hospitalizations among patients with
heart failure and depressed left ventricular function.
This new study looked at outcomes in 1171 men
based on SDC of 0.5-0.8 ng/mL, 0.9-1.1 ng/mL, and
greater than or equal to 1.2 ng/mL, compared to
2611 men randomly assigned to receive placebo. The
main outcome was all-cause mortality of follow-up
of 37 months. The highest SDC were associated with
higher all-cause mortality. Patients in the lowest
SDC range( 0.5-0.8ng/mL) had a 6.3% lower mortal-
ity rate compared with patients receiving placebo
(95% CI, 2.1-10.5). Patients in the midrange SDC
(0.9-1.1 ng/mL) had no reduction mortality, while
patients with the SDCs above 1.2 ng/mL had 11.8%
higher mortality rate than those receiving placebo
(95% CI, 5.7-18%). The authors conclude that higher
serum digoxin concentrations were associated with
increased mortality and that the optimal SDC for
men with heart failure is 0.5-0.8 ng/mL, and the
authors suggest this for the new optimal therapeutic
range (JAMA. 2003;289:871-878).   ■
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ACS. see American Cancer Society (ACS)

Active range of motion (AROM), 70

Activity modification, knee degenerative arthritis, 5

Acupuncture, medical

according to AAMC, 123t

basic science, 120

education and training of, 120–121

history of, 118–119

Indications and efficacy of, 121–123

randomized controlled trials (RCTs), 122–123

safety of, 121

theory of, 119–120

treatment of, 123–124

Acute-care facility, 147

Acute exacerbation of COPD

commonly used medications of, 12t

criteria for admission to ICU, 13t

definition of, 10–11

diagnostic testing of, 11

differential diagnosis of, 11t

Indications for intubation in, 13t

indications for mechanical ventilation in, 13t

symptoms of, 10t

ADA. see Americans with Disabilities Act (ADA)

Adefovir dipivoxide, 79

AEDs. see Antiepileptic drugs (AEDs)

African-Americans

metabolic syndrome in, 2

prostate cancer in, 96

AGE. see Arterial gas embolism (AGE)

Age, preconception care and, 223

Agency for Health Care Policy and Research (AHCPR),

64

Aging

demographics of, 144–145

prostate cancer and, 96

susceptibility to infections, 145

type 2 diabetes and, 3

AGS. see American Geriatrics Society (AGS)

AGUS. see Atypical glandular cells of undetermined

significance (AGUS)

AHCPR. see Agency for Health Care Policy and

Research (AHCPR)

AHI. see Apnea hypopnea index (AHI)

AI. see Apnea index (AI)

Alastrim. see Variola, clinical forms

Alcohol, 189t

Alpha-glucosidase inhibitors, 105

Alpha-Tocopherol, Beta-Carotene Cancer Prevention

Trial (ATBC Trial), 88

AMA Guides to the Evaluation of Permanent

Impairment, 64

American Academy of Family Physicians (AAFP),

prevention and screening of

breast cancer, 94

cervical cancer, 95

colorectal cancer, 86, 88

lung cancer, 88

ovarian cancer, 96

prostate cancer, 97

skin cancer, 89

American Academy of Medical Acupuncture (AAMA),

121, 123t

American Academy of Sleep Medicine (AASM), 206,

208

American Cancer Society (ACS)

guidelines on screening and surveillance for the

early detection of Colorectal Adenomas

and Cancer, 87t

American Cancer Society (ACS), prevention and

screening for

breast cancer, 94

cervical cancer, 95

colorectal cancer, 86

endometrial cancer, 95

ovarian cancer, 96

prostate cancer, 97

skin cancer, 89

testicular cancer, 97

American College of Gastroenterology (ACG), 88

prevention and screening for colorectal cancer, 86

American College of Obstetricians and Gynecologists

(ACOG), 223

prevention and screening for

cervical cancer, 95

endometrial cancer, 95

American College of Physicians (ACP), 86

American College of Physicians-American Society of

Internal Medicine and the American College

of Chest Physicians (ACP-ASIM/ACCP), 9

American College of Radiology (ACR), prevention and

screening for breast cancer, 94

American College of Rheumatology (ACR)

classification of acute RA, 109–110

American Geriatrics Society (AGS), prevention and

screening for cervical cancer, 95

American Pain Society (APS), 63

Americans with Disabilities Act (ADA), 64

American Urological Association (AUA)

prevention and screening for

prostate cancer, 97

testicular cancer, 97

Amikacin, 150t

Amitriptyline, 40

Amitriptyline “Elavil”

for depression, 21t

side effects of, 22t

Amoxicillin-calvulanate, 152t

Amphetamines, 188t

Ampicillin-subactam, 149t

Anakinra, 114

Analgesics

for chronic noncancer pain, 68–69

for migraine, 129

Anserine bursitis, 3

Anthrax, 77t, 79

epidemiology and clinical features of, 79–80

exposure in United States, 76, 80

1998 exposure in US cities, 76

post-exposure prophylaxis against, 80, 81t

treatment of, 80, 80t

Antibiotics

for acute exacerbations of COPD, 12

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t

for pneumonia “intravenous,” 148, 149t

for urinary tract infection in nursing homes, 150t

Anticholinergics, 12t

Antidepressants, 23–25

augmentation strategies, 23t

for chronic noncancer pain, 69

doses for depression, 21t

for psychological distress, 40

side effects of, 22t

Antiepileptic drugs (AEDs), 211, 215–218

interactions, 218t

for migraine, 141



Antihistamines, 188t

Antihypertensive drugs, 188t

Anti-seizure medication, chronic noncancer pain and,

72

Anti-tumor necrosis factor alpha (anti-TNFa) therapy,

114

Anxiety, psychological measures for, 39

Apnea, 203

Apnea hypopnea index (AHI), 204

Apnea index (AI), 204

APS. see American Pain Society (APS)

AROM. see Active range of motion (AROM)

Arousals, sleep disorders and, 205

Arterial gas embolism (AGE), 178–179

Arthritis, degenerative. see Degenerative arthritis

Arthroplasty, knee degenerative arthritis, 6

Arthroscopy, degenerative arthritis, 5–6

ASC. see Atypical squamous cells (ASC)

Aspirin, chronic noncancer pain and, 68

Assertive training, 72

Asthma, 225

ATC. see Certified athletic trainer

Atherosclerosis, 6

Athletes

cardiovascular anomalies for, 59

cardiovascular screening for, 59

insurance or medical indemnity plan for, 61

knee complaints and injuries, 1–8

minor concussions effects on, 60

preparticipation screening process, 59

Athletic health care environment, medications for, 60

Athletic health care system “NCAA Division,” 56f

description of, 56–57

flow of communication in, 57f

preparticipation screening, 59

role of the team physician in, 56–57

for spine-injured, 58t, 59

sports medicine team role in, 57

student athletic trainers role in, 57

Atypical glandular cells of undetermined significance

(AGUS), 35

Atypical squamous cells (ASC), 30

AUA. see American Urological Association (AUA)

Autoimmune disorders, preconception care and,

225–226

avulsion fractures, 2

Azathioprine (AZA), 115

Azithromycin, 149t

B
Bandolier, 50t

Barotrauma, 177–178

Behaviors, sleep-related, 196–197

Best Evidence 5®, 51t

Beta-adrenergic blocking agent. see Propranolol

Beta-blockers, 188t

Beta Carotene and Retrinol Efficiency Trial (CARET),

88

Beta-lactam/beta-lactamase inhibitor, 149t

Biofeedback, chronic noncancer pain and, 72

Biological agents

CDC list, 76t

evidence of intentional use of, 75

Biological warfare, 75–76

Bioterrorism

clinical syndromes and associated illness, 77t

historical background, 75

incidents and hoaxes in the United States, 76

international threat, 75–76

primary care physicians and, 77

Bitolterol, acute exacerbations of COPD and, 12t

Blackout, SCUBA diving and, 173–174

BMI. see Body mass index (BMI)

Body mass index (BMI), 224

Bonica, John, 64

Botulism, 77t

epidemiology and clinical features of infection, 81

prophylactic management, 81

treatment of, 80t, 81

Bracing, degenerative arthritis and, 5

Breast cancer

diagnostic findings, 93–94

primary and secondary prevention of, 94

risk factors, 93

Breath holding, diving and, 165–166, 168t

Breath-hold/snorkel diving, medical standards for, 184

Bromide, acute exacerbations of COPD, 12t

Bronchitis, 147t

Bronchodilators, acute exacerbations of COPD, 11

Bupropion

Bupropion SR for depression, 21t

Bupropion “Wellbutrin” for depression, 21t

for depression, 24

for psychological distress, 40

side effects of, 22t

Bursitis, 2–3

anserine, 3

prepatellar, 3

Buspirone, 41

C
CAD. see Coronary artery disease (CAD)

Caffeine, 188t

Calcium channel blockers, 188t

Calcium channel blocking agents, 141

CAM. see Complementary/Alternative Medicine

(CAM)

Canadian Task Force (CTF), prevention and screening

for

breast cancer, 84

cervical cancer, 95

colorectal cancer, 86

lung cancer, 88

ovarian cancer, 96

prostate cancer, 97

skin cancer, 89

testicular cancer, 97

Canadian Task Force on Prevention, 50t

Cancer screening, 85–89, 93–99

Cannibis, 189t

Carbamazepine

Carbamazepine 1972, seizures and, 215t

Carbamazepine “Tegretol”

AED toxicity and, 217t

antiepileptic drug, 216t

Cardiac arrest, 182

Cardiac disease, 225

Cardiac syncope, 161, 162t

Cardiovascular anomalies, 59

Cardiovascular disorders, 187t

CARF. see Commission for Accreditation of

Rehabilitation Facilities (CARF)

Cefotaxime

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t

for urinary tract infection in nursing homes, 150t

Cefotetan, 152t

Ceftriaxone

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t

for urinary tract infection in nursing homes, 150t

Cefuroxime, axetil, 149t

Center for Disease Control (CDC)

bioterrorism agents categories, 76t

criteria for smallpox diagnosis, 78

Center for Medicare and Medicaid Services, CPAP

devices in adults with obstructive sleep

apnea, 203t

Cephalosporins, 149t

Certified Athletic trainer, 55–61

Cervical cancer, 30

diagnostic findings of, 94–95

primary and secondary prevention of, 95

recommended Web sites, 35

risk factors, 94

Cervicography, 33

Chest x-ray (CXR), 88

Childhood, psychological distress during, 37–38

Children, seizures in, 213, 218

Chronic obstructive pulmonary disease (COPD)

acute exacerbation of, 10

diagnostic testing, 11

management of, 11–13

epidemiology, 9–10

Cidofovir, 79

Ciprofloxacin, 150t

for anthrax, 80

for infected pressure ulcer in nursing homes, 152

for Tularemia, 82

for urinary tract infection in nursing homes, 150t

Citalopram

for psychological distress, 40

side effects of, 22t

Citalopram “Celexa,” 21t

Clarithromycin, 149t

Clindamycin, 152t

Clinical Evidence®, 51t

Clonazepam, seizures and, 213
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Clonazepam “Klonopin”

AED toxicity, 217t

antiepileptic drug, 21t

Cluster headache, 127

CM. see Complementary Medicine (CM)

Coagulopathy, metabolic syndrome and, 8

Cocaine, 188t

Cochrane Library®, 51t

Cochrane Reviews, 49t

Cognitive behavior therapy, 72

Colorectal cancer

diagnostic findings, 85–86

primary and secondary prevention, 86, 88

risk factors, 85

Commission for Accreditation of Rehabilitation

Facilities (CARF), 64

Community support groups, 72

Complementary/Alternative Medicine (CAM), 64, 119

Complementary Medicine (CM), 71

Complete blood count, nursing homes and, 147

Complex partial seizure, 220

Computed tomography (CT), seizures and, 211

Computer-assisted screening, Pap Smear, 33

Computer technology

physicians attitudes about, 48, 48t

real-time use of, 48, 50

Concussions, minor, effects on the athlete, 60

Continuous positive airway pressure (CPAP), 197

Coronary artery disease (CAD), metabolic syndrome

and, 5

Corticosteroids

degenerative arthritis and, 5

“injection” for acute exacerbations of COPD,

11–12

“injection” for sports injuries, 60

Corticotropin-releasing hormone (CRH), 18

CPAP. see Continuous positive airway pressure

(CPAP)

C-reactive protein level (CPR), for rheumatoid arthritis,

109

CRH. see Corticotropin-releasing hormone (CRH)

CTF. see Canadian Task Force (CTF)

CXR. see Chest x-ray (CXR)

Cyclic cidofovir, 79

Cyclooxygenase 2 “COX 2”

for chronic noncancer pain, 69

for rheumatoid arthritis, 110

Cyclosporine, 115

Cytologic abnormalities, 34

D
Decompression sickness (DCS), diving and, 180–181,

185, 186

Decongestants, 188t

Deep technical diving, medical standards for, 185

Degenerative arthritis, 4–5

nonoperative management of, 5

surgical management of, 5–6

Delta sleep, 202

Demographics of aging, 144–145

Depression

approach to treatment, 20–25

cyclic antidepressants, 25

diagnosis and diagnostic criteria, 19, 19t

etiology, 18–19

indicators for treatment options, 24t

medication strategies for the treatment, 23t

nonpharmacological management, 22–25

psychological measures, 39

and suicide, 19–20

treatment modalities- old and new, 25

Desipramine, 22t

Desipramine “Norpramin,” 21t

DFA. see Direct Fluorescent Antibody (DFA)

DHE. see Dihydroergotamine Mesylate (DHE)

Diabetes Control and Complications Trial (DCCT),

101

Diabetes mellitus (DM)

inpatient vs. outpatient treatment, 105t

management for hospitalized patient, 102

natural history of, 3f

oral medications, 105

perioperative management, 106–107

preconception control of, 226

type1 and type 2, 104–105

Diabetes Prevention Program Research Group, 6

Diet and exercise, preconception care and, 224

Digital rectal examination (DRE), 96

Dihydroergotamine Mesylate (DHE), migraine and,

136, 138t

Direct Fluorescent Antibody (DFA), 78

Discharge planning, diabetic patients and, 104t

Disease-modifying antirheumatic drugs (DMARDs),

109, 111, 112t, 115

Diving

ascent problems and, 178–180

drugs and, 186, 189

hydrostatic stresses and, 168–169

medical standards for different types, 184

menstruation and, 186

no-panic syndrome in, 176–177t

orientation and psychological stresses and, 170

predive examination, 179t

thermal stresses and, 169–170

types of sports, 168t, 179t

ventilation stresses and, 165–168

Diving medicine and physiology, 165–170

DM. see Diabetes mellitus (DM)

DMARDs. see Disease-modifying antirheumatic drugs

(DMARDs)

Dopamine antagonists, 129

Doxycycline

for anthrax, 80

for Tularemia, 82

D-penicillamine, 115

DRE. see Digital rectal examination (DRE)

Driving, epilepsy and, 220

Drowning/Near drowning, 181

Drugs

diving and, 186, 188–189t

monitoring toxicities of RA drugs, 113t

for nursing home-acquired pneumonia, 148t

for urinary tract infection in nursing homes,

149–150

Drugs in Pregnancy and Lactation, 223

Dyslipidemia

insulin resistance and, 4–5

metabolic syndrome and, 7

E
Ear, nose, and throat disorders, 187t

EBM. see Evidence based medicine (EBM)

Echocardiography, role in syncope, 159

ECT. see Electroconvulsive therapy (ECT)

Eczema vaccinatum, 79

Education, chronic noncancer pain and, 72

Elderly patients. See also Aging

criteria for fever in, 145–146

depression treatment, 25

seizures in, 218

Electrocardiography

role in syncope, 158–159

and syncope, 159t, 160t

Electroconvulsive therapy (ECT), 19

Electroencephalogram (EEG)

seizures and, 211

sleep and, 205

Electrophysiological testing, syncope and, 160, 161t

Emergency medical technician (EMT), 59

EMT. see Emergency medical technician (EMT)

Endocrine disorders, 187t

Endometrial cancer, 95

Environmental toxins, preconception care and, 223

Epilepsy

identifying and treating, 210–220

medical treatment of, 212–213, 214, 215t

medication-resistant, 218

preconception and, 225

and pregnancy, 219–220, 219t

Equine antitoxin, 81

Ergotamine, 137, 138t

Ethosuximide “Zarontin”

AED toxicity, 217t

antiepileptic drug, 216t

European society of cardiology, guidelines and

recommendations for use in syncope,

157–158, 161t, 162t

Evidence based medicine (EBM)

barriers to practicing primary care, 47t

electronic primary resources, 47t

electronic secondary resources, 49–51t

fee-based secondary sources, 51t

free secondary sources, 49–50t

guidelines and, 48

necessary behavior for practicing, 46t
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physician motivation about, 46–47

recommendations for physicians, 50, 52

Exercise testing, 160

Extended release carbamazepine “Tegretol XR,

Carbatrol,” 216t

Extended release valproate (Depakote ER, Depakote

sprinkles), 216t

F
Familial adenomatous polyposis (FAP), 85

Family therapy, 72

FAP. see Familial adenomatous polyposis (FAP)

Fecal Occult Blood Test (FOBT), 86, 88

Felbamate

“Felbatol” AED toxicity, 217t

“Felbatol” antiepileptic drug, 216t

seizures and, 215t

Fever, criteria in elderly nursing homes, 145–146

First aid, seizure recognition and, 220

Fluoroquinolones, 149t

Fluoxetine

“Prozac, Sarafem” for depression, 21t

for psychological distress, 40

side effects of, 22t

Fluvoxamine (Luvox), 21t

FOBT. see Fecal occult blood test (FOBT)

4S. see Scandinavian Simvastatin Survival Study (4S)

Fractures, knee, 2

G
Gabapentin

“Neurontin”

AED toxicity, 217t

antiepileptic drug, 216t

for psychological distress, 41

for seizures, 215t

Gatifloxacin

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t

for urinary tract infection in nursing homes, 150t

Generalized-onset epilepsy, treatment of, 213

Generalized-onset tonic or atonic seizure, 214

Generalized tonic-clonic seizure, 220

Generalized vaccinia, 79

Genetic disorders, 223

Gentamicin, 150t

for Tularemia, 82

for urinary tract infection in nursing homes, 150t

Gentamicin IV, 82

Glucocorticoids, 110–111

Glucosamine, 69

Glucose control

challenge in hospitalized patients, 104t

for hospitalized hyperglycemic and diabetic

patients, 102–104

in hospitalized patients “studies,” 103t

Glucose levels, 3

Glycemic control, 6–7

Guidelines

for the early detection of Colorectal Adenomas

and Cancer, ACS, 87t

National football league, 59t

for spine-injured athlete, 58t, 59

Guide to Clinical Preventive Services (US Public

Health Service), 49t

H
Hand joints, rheumatoid arthritis of, 110t

HCQ and SSZ, rheumatoid arthritis and, 111–112

HDL. see High-density lipoprotein (HDL)

Headache. see also Migraine

cluster, 127

cost of treatment, 139t

guidelines for referring patients, 142

key features of, 128t

primary, 126–127

symptomatic vs. prophylactic therapy for, 129f

tension, 127

types of, 141

Heart Outcomes Prevention Evaluation (HOPE)

study, 7

Heart Protection Study (HPS), 7

Hematological disorders, 187t

Hemostasis, impaired, 5

Hereditary nonpolyposis colorectal cancer (HNCC),

85

High-density lipoprotein (HDL), insulin resistance

syndrome and, 4–5

HNCC. see Hereditary nonpolyposis colorectal

cancer (HNCC)

HOPE study. see Heart Outcomes Prevention

Evaluation (HOPE) study

Hormone replacement therapy (HRT)

breast cancer and, 94

diving and, 186

Hospitalization, acute exacerbation of COPD and, 13t

HPS. see Heart Protection Study (HPS)

HPV. see Human papillomavirus (HPV)

HRT. see Hormone replacement therapy (HRT)

Human papilloma virus (HPV), 30, 94

testing, 33

Hydrostatic (Pressure) stresses, diving and, 168–169

Hyperbaric oxygen recompression, decompression

sickness and, 180

Hyperglycemia, 3–4, 102

diabetes screening for hospitalized patients, 104t

Hypersulinemia, 3, 4

Hypertension

insulin resistance and, 4

preconception care and, 225

Hypnosis, 72

Hypoglycemia, 105

Hypopneas, 203

Hypothermia, 169–170

I
IASP. see International Association for the Study of

Pain (IASP)

Iliotibial band syndrome, 3

Illnesses, chronic, 225

Illness experience, psychological measures for, 39

Imipramine, side effects of, 22t

Imipramine “Tofranil,” 21t

Immunization, smallpox, 78

Inadvertent inoculation, 79

Infections

aging susceptibility to, 145

clinical manifestations of, 145–146

and immunizations, preconception care and,

223–224

initial evaluation of nursing home resident, 147

in nursing home settings, 146, 147

InfoPOEMS®, 51t

Injuries

athlete on-field, 59t

knee, 1–8

use of injectable corticosteroids in, 60

Insomnia, 207. see also Sleep

Insulin

for diabetes, 105–106

diving and, 188t

and oral hypoglycemic in diving, 188t

resistance, 3–4, 4f, 7

sliding scale, 106

Insulin resistance syndrome-syndrome X, 1–10

Insurance, athletes, 61

Intensive care unit, COPD patient admission in, 13t

Interleukin-1 receptor antagonist (IL-1Ra) therapy

rheumatoid arthritis and, 114–115

International Association for the Study of Pain

(IASP), 64

International classification of sleep disorders, 194t

International threats, bioterrorism and, 75–76

Intravenous antibiotics, nursing home-acquired

pneumonia and, 149t

Intrinsic sympathomimetic activity (ISA), 138

Intubation, acute exacerbations of COPD and, 13t

Ipratropium, 12t

ISA. see Intrinsic sympathomimetic activity (ISA)

Isometheptene “Midrin,” migraine and, 136–137,

138t

Isoproterenol, 12t

IV chloramphenicol, 82

IV doxyclycline, 82

J
JCAHO. see Joint Commission of Accreditation of

Healthcare Organizations (JCAHO)

Joint Commission of Accreditation of Healthcare

Organizations (JCAHO), 64

Jumper knee. see Tendonitis, patellar and quadriceps
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K
Knee, complaints and injuries, 1–8

L
Labeled squamous intraepithelial lesions (SILs), 30

Laboratory screening, preconception care and, 225

Lamotrigine “Lamictal”

AED toxicity, 217t

antiepileptic drug, 216t

LDL. see Low-density lipoprotein (LDL)

Leflunomide, 112, 113

Leptine, 3

Levetiracetam, 215t

“Keppra”

AED toxicity, 217t

antiepileptic drug, 216t

Levofloxacin, 149t, 150t

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t

for urinary tract infection in nursing homes, 150t

LIFE. see Losartan Intervention for Endpoint

Reduction Trial (LIFE)

Ligament injury, knee, 2–3

Loop recorders, implantable, 159–160

Losartan Intervention for Endpoint Reduction Trial

(LIFE), 7

Low-density lipoprotein (LDL), insulin resistance

syndrome and, 5

Lower respiratory tract infection, 147t

Low-grade squamous intraepithelial lesion (LSIL), 30

LSIL. see Low-grade squamous intraepithelial lesion

(LSIL)

Lung cancer, 88

M
Macrovascular disease, 5–6

Magnetic resonance imaging (MRI), breast cancer

and, 93–94

Maintenance of wakefulness test (MWT), 197

MAO. see Monoamine oxidase (MAO) hypothesis

MAOIs. see Monoamine oxidase inhibitors (MAOIs)

Marijuana, 189t

Marine animals, diving injuries from, 176–177, 177t

Mastectomy, 94

Mechanical ventilation, acute exacerbations of

COPD, 13t

MedExact, 50t

Medical acupuncture, 118–123

Medical illness

and psychological distress, 38f

psychological dynamics related to, 39, 40t

Medical indemnity plan, athletes and, 61

MedicalInforRetriever®, 51t

Medical problems of diving (MPD), 164–170,

172–182

Medical supplies

Medical supplies, sport team physician and, 60t

Medications. see also drugs

for acute exacerbations of COPD, 12t

dispensing prescription in athletic environment,

60

Medication strategies, primary care, 23t

Melanoma, 89

Men

metabolic syndrome and, 2

preconception care and, 226

prostate cancer in, 96–97

testicular cancer in, 97

Menstruation, diving and, 186

Mental health intervention, pshycotherapy referral, 41

Metabolic syndrome, 2

ATP III guidelines, 2t

Metaproterenol, 12t

Metformin, 105

Methotrexate “MTX,” 109

Methysergide, 141

Metronidazole, 152t

Mexican-Americans, metabolic syndrome in, 2

Migraine. see also Headache

cost of medications, 139t

diagnosis of, 127–128

epidemiology, 126

ergotamine for, 137

isometheptene “Midrin” for, 136–137, 138t

medical therapies for, 128–129

medications for, 139t

methysergide for, 141

nonspecific symptomatic therapy for, 129

pathophysiology of, 127

preventive therapy for, 137–138

primary headache and, 126–127

prophylactic antimigraine therapy, 137–142

prophylaxis medication cost, 142t

symptomatic (abortive) therapies, 129–130

therapies, 137–141

tricyclic antidepressants (TCAs) for, 139–140

Triptans for, 136, 137t

valproic acid (VPA) for, 140–41

Minocycline, 115

Mirtazapine

doses for depression, 21t, 24–25

for psychological distress, 40

“Remeron” for depression, 21t

side effects of, 22t

Monoamine oxidase inhibitors (MAOIs)

for depression, 21t, 25

for migraine, 141

Monoamine oxidase (MAO) hypothesis, 18

Mortality

endometrial cancer, 95

lung cancer, 88

ovarian cancer, 95

smallpox, 77

testicular cancer, 97

Motion sickness remedies, 188t

Moxifloxacin

for infected pressure ulcer in nursing homes, 152t

for nursing home-acquired pneumonia, 149t, 150t

for urinary tract infection in nursing homes, 150t

MPCs. see Multidisciplinary Pain Clinics (MPCs)

MPD. see Medical problems of diving (MPD)

MSLT. see Multiple sleep latency test (MSLT)

MTX, 112

Mucolytic agents, 12–13

Mucous clearance strategies, acute exacerbations of

COPD and, 12–13

Multidisciplinary Pain Clinics (MPCs), 69–70

Multiple sleep latency test (MSLT), 197, 206

Muscle relaxation, chronic noncancer pain and, 72

Musculoskeletal disorders, 187t

Musculoskeletal pain, acupuncture and, 121–122

MWT. see Maintenance of wakefulness test (MWT)

Myocardial infarction, metabolic syndrome and, 5

Myoclonic seizure, 214t

Myofascial Trigger Point Manual, 68

N
NACSCAOM. see National Accreditation

Commission of Schools and Colleges of

Acupuncture and Oriental Medicine

(NACSCAOM)

Narcolepsy, 206–297

Narcotics, 129

National Accreditation Commission of Schools and

Colleges of Acupuncture and Oriental

Medicine (NACSCAOM), 120

National Cancer Institute (NCI), prevention and

screening for

breast cancer, 94

cervical cancer, 95

colorectal cancer, 86

lung cancer, 88

ovarian cancer, 96

prostate cancer, 97

skin cancer, 89

testicular cancer, 97

National Commission for the Certification of

Acupuncurists (NCCA), 120

National football league (NFL), on-field injuries

guidelines, 59t

National Guideline Clearinghouse (NGC), 49t

National Institutes of Health Consensus Development

Panel on Acupuncture, 1997, 122

NCAA Division I intercollegiate athletics, health care

delivery system in, 55–62

NCCA. see National Commission for the

Certification of Acupuncurists (NCCA)

NCI. see National Cancer Institute (NCI)

Nefazodone

for depression, 23–24

for psychological distress, 40

side effects of, 22t

Nefazodone “Serzone,” 21t
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Neuroanatomic vs. TCM, 123

Neurocardiogenic syncope, 161

Neurological disorders, 187t

Neurologic testing, 160

NGC. see National Guideline Clearinghouse (NGC)

NMDA. see N-methyl-D-aspartate (NMDA)

N-methyl-D-aspartate (NMDA), 69

Noninvasive Positive Pressure Ventilation (NPPV),

12

Nonmelanoma skin cancer, 88–89

Nonoperative management, joints degenerative

arthritis and, 5–6

Nonpharmacological treatment

for chronic noncancer pain, 70–71

for depression, 22–23

for rheumatoid arthritis, 110

Nonsteroidal and anti-inflammatory drugs (NSAIDs)

for acupuncture, 123

for chronic noncancer pain, 68–69

for colon cancer, 86

for migraine, 129

for rheumatoid arthritis, 109, 110–111

Noradrenergic Agents, 21t

Nortriptyline, side effects of, 22t

Nortriptyline “Pamelor,” 21t

Nothing but mouth, 104, 105

NPPV. see Noninvasive Positive Pressure Ventilation

(NPPV)

NSAIDs, Nonsteroidal anti–inflammatory drugs

(NSAIDs)

Nursing home-acquired pneumonia, recommended

antimicrobial regimens, 149t

Nursing homes

aging susceptibility to infections in, 145

common infections in, 144–154

criteria for urinary tract infection in, 150t

vs. hospital, 146

O
Obesity

insulin-resistance and, 2–3

visceral (see Visceral obesity)

Occupational therapy (OT), 69

Opiates, 188t

Opioid, 68–69

Oral contraceptives agents, diving and, 186

Oregon: biological agents attacks in, 76

Orientation and psychological stresses, diving and,

170

Orthotics, degenerative arthritis and, 5

Osteotomy, 6

OT. see Occupational therapy (OT)

Ovarian cancer, 95–96

Oxcarbazepine, 215t

“Trileptal”

AED toxicity, 217t

antiepileptic drug, 216t

Oximetry, 203t, 204t

Oxygen saturation, sleep disorders and, 205

Oxygen therapy, 12

P
Pain, chronic noncancer

evaluation of, 67–68

history of, 63–64

knee, 1

neurophysiology of, 65–66

1982 formulation of the Gate Control Theory, 68f

pathway, 66f

psychological considerations of, 66–67

therapeutic approaches, 68–69

Pain medicine, 64–65

Panic, diving and, 173

PAP. see Positive airway pressure (PAP)

Pap Smear

abnormal, 30

clinical features of, 31

cytologic abnormalities, 35

diagnostic tests of, 31–34

differential diagnosis, 34

epidemiology, 30

human papillomavirus and, 30–31

management, 34–35

patient disposition, 35

for prevention of cervical cancer, 95

squamous intraepithelial lesions and, 31

Paroxetine

“Paxil” for depression, 21t

side effects of, 22t

Partial-onset epilepsy, treatment of, 213

Partial-onset seizures, 213, 215

Partial seizures, complex, 220

Patella fractures, 2

Patellar tendonitis

management of, 2–3

ruptures, 3

PCOS. see Polycystic ovary syndrome (PCOS)

PCPs. see Primary care physicians (PCPs); Primary

care providers (PCPs)

PCR. see Polymerase chain reaction (PCR)

Peak expiratory flow rate (PEFR), 11

Pediatric disorders, knee, 3–4

PEFR. see Peak expiratory flow rate (PEFR)

Penicillin, 80

Personal computer (PC)

physicians and, 48t

real time use of, 48

Personality disorder, 38

Pharmacologic treatment

in acute exacerbations of COPD:

Anticholinergics, 12t

for degenerative arthritis, 5

of rheumatoid arthritis (RA), 110–115

Phenobarbital

AED toxicity, 217t

antiepileptic drug, 216t

for seizures, 215t

Phenylzin “Nardil,” 21t

Phenytoin, 215t

Phenytoin “Dilantin”

as AED, 216t

AED toxicity, 217t

Physeal fractures, knee, 2

Physical examination, 225

Physical therapy (PT)

for chronic noncancer pain, 70

for degenerative arthritis, 5

Physicians

athletic team

role in athletic health care system, 56–57

sideline preparedness for, 60–61

and computers, 48t

evidence based medicine (EBM) and, 50, 52

Pirbuterol, 12t

Plague, 77t

clinical features of, 82

post-exposure prophylaxis against, 81t

treatment of, 80t

Pneumonia, nursing home settings and, 147–148

Polycystic ovary syndrome (PCOS), 6

Polymerase chain reaction (PCR), 78

Polysomnogram (PSG), 193

Popliteal cysts, 4

Positive airway pressure (PAP), 197

Post-vaccinial encephalitis, 79

Preconception care, 222–226

Prediabetes, 102

Pregnancy

and epilepsy, 219–220, 219t

female divers and, 185–186

Prepatellar bursitis, 3

Prescription medication, dispensing for athletes, 60

Pressure ulcer, infected

classification of, 151t

clinical criteria in nursing homes, 151t

recommended antibiotics in nursing homes, 152t

Preventive therapy, 137–138

Price, Donal D., 65

Primary care physicians (PCPs), 1

attitude about computer technology, 48

bioterrorism- associated illness management, 77

cancer screening, 85–91, 93–99

diving problems and, 164–170, 172–182,

184–190

real-time use of computers, 48

Primary care providers (PCPs), 63

Primary care settings, psychotherapy support in, 41

Primary electronic resources, evidence based

medicine (EBM), 47t

Primary headache, 126–127

Primidone, 215t

“Mysoline”

AED toxicity, 217t

antiepileptic drug, 216t

Progressive vaccinia, 79

7



Prophylactic antimigraine

agents, 140t, 141

therapy, 137

Prophylaxis, 82

Propranolol, 138–139

Prostate cancer, 96–97

Prostate-specific antigen (PSA), 96–97

PSA. see Prostate-specific antigen (PSA)

PSG. see Polysomnogram (PSG)

Psychiatric disorders

diving and, 187t

prevalence of major, 39t

psychological distress and, 38

Psychological adjustment, chronic noncancer pain

and, 71–72

Psychological distress

childhood experiences, 37–38

factors that precede medical illness, 37

medical illness and, 38t

mental health treatment and, 41

personality disorders and, 38

personality disorders treatment and, 41

pre-existing major psychiatric disorders, 38

psychotherapy intervention for, 41

referral to mental health intervention, 41

Psychological Mechanisms of Pain and Analgesia, 65

Psychological treatment techniques, chronic

noncancer pain, 72

Psychotherapy

for chronic noncancer pain, 72

for psychological distress, 41

Psychotropic drugs, psychological distress, 41

Psychotropic medication, chronic noncancer pain,

71–72

PT. see Physical therapy (PT)

PubMed®, 47t

Pulmonary disease, chronic obstructive, 9–14

Pulmonary disorders, 187t

Pure chronic tension-type headache, 141–142

Q
Quadriceps tendonitis

management of, 2

ruptures, 3

R
RA. see Rheumatoid arthritis (RA)

Randomized controlled trials (RCTs), 122

RCTs. see Randomized controlled trials (RCTs)

RDI. see Respiratory disturbance index (RDI)

Reboxetine, 24–25

Renal disease, 225

Respiration, sleep disorders and, 203–204

Respiratory disturbance index (RDI), 204

Resting, rheumatoid arthritis and, 110

Restless legs syndrome (RLS), 207

Rheumatoid arthritis (RA)

anti-tumor necrosis factor alpha (anti-TNFa)

therapy for, 114

assessment of activity, 109

baseline evaluation of, 111t

disease-modifying antirheumatic drugs

(DMARDs) for, 109, 111, 112t

HCQ and SSZ for, 111–112

initial evaluation of, 109

interleukin-1 receptor antagonist (IL-1Ra)

therapy for, 114–115

leflunomide for, 112, 113

management of, 108–109

monitoring of toxicities of drugs for, 113t

MTX for, 112

nonpharmacologic treatment of, 110

nonsteroidal anti-inflammatory drugs (NSAIDs)

for, 109, 110–111

pharmacologic treatment for, 110–115

surgical treatment of, 115–116

Ribavirin, 79

RLS. see Restless legs syndrome (RLS)

S
Salter-Haris system, 2

Scandinavian Simvastatin Survival Study (4S), 7

Science Direct®, 47t

Scirus®, 47t

Screening

cancer, 85–91, 93–99

laboratory, preconception physical examination

and, 225

for Pap Smear, 34

preparticipation process for athletes, 59

SCUBA. see Self contained underwater breathing

apparatus (SCUBA)

Secondary electronic resources, evidence based

medicine (EBM), 48, 49–51t

Seizures, identifying and treating, 210–220

Selective serotonin reuptake inhibitors (SSRIs), 69

for chronic noncancer pain, 69

for depression, 23

doses for antidepressants, 21t

for psychological distress, 40

Self contained underwater breathing apparatus

(SCUBA), 165, 166–167, 168t, 173–174,

184–185

September 11, 2001 terrorist attacks, 76

Serotonergic/Noradrenergic agents, 21t

Serotonin receptor-blocking agent. see Methysergide

Sertraline “Zoloft”

for depression, 21t

for psychological distress, 40

side effects of, 22t

Shock, diving and, 181

Short-acting beta 2-agonists, acute exacerbations of

COPD and, 12t

SILs. see Labeled squamous intraepithelial lesions

(SILs)

Simple partial seizure, 214t

Sindig-Larsen-Johansson syndrome, 4

Skin cancer, 88–89

prevention of, 90t

Skin/soft tissue infection, 146

Sleep

architecture, 200

latency, 201–202

respiration and, 203–205

stages, 202–203

Sleep apnea, 207–208

Sleep disorders

classification and diagnosing, 193

international classification of, 194t

medications, 196–197

with mental, neurological, and medical disorders,

196t

physical exam, 197

treatment plans, 197

Sleep disorders centers, 208

Sleep studies

ordering, 193–197, 200–208

types of, 197–198

Sliding scale insulin, 106–107

Slow wave sleep (SWS). see Delta sleep

Smallpox

clinical categories and features of, 77

clinical syndromes, 77t

epidemiology of, 78

major and minor criteria for diagnosis, 82t

post-exposure management, 79

treatment of clinical cases, 79

vaccine, 78–79

vs. chickenpox, 77–78, 83t

Smoking, 88

Social habits

preconception care and, 224

sleep disorders and, 196

Spine-injured athlete

appropriate care of, 59

guidelines for appropriate care, 58t, 59

Sports, medical supplies for, 60t

Sports diving

conditions that are contraindications for, 187

injuries from marine animals in, 176–177

recommended drugs and/or contraindicated in,

188t

types of, 168t, 175t

types of predive examination, 179t, 186t

Sports injuries, use of injectable corticosteroids in, 60

Sports medicine team, role in athletic health care

system, 57

Sports SCUBA diving, medical standards for,

184–185

Squamous cell abnormalities, 34–35

Squeezes, 177–178

SSRIs. see Selective Serotonin Reuptake Inhibitors

(SSRIs)

Streptomycin, 82
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Stress management, 72

Stroke, metabolic syndrome and, 5

Student athletic trainers, 57

Suicidal ideation, assessment, 39–40

Suicide

evaluation of risk, 19–20

risk factors for, 20t

Surface problems, diving and, 172–173

Surgical management

for degenerative arthritis, 5–6

of degenetative arthritis, 5–6

for epilepsy, 218–219

rheumatoid arthritis, 115

SWS. see Delta Sleep

Symmetric arthritis, 110t

Syncope, 156–163

T
TCAs. see Tricyclic antidepressants (TCAs)

Tendon injuries, 2–3

Tendonitis, patellar and quadriceps, 2–3

Tension headache, 127, 141

Tension-type headache, 141–142

Teratogenic agents, 223

Terbutaline, 12t

Testicular cancer, 97

The ASCUS/LSIL Triage Study (ALTS) Group, 33

The Bethesda System (TBS), 31

summary report, 32–33t

Thermal stresses, 169–170

The Veterans Health Administration/Department of

Defense (VHA/DOD), 9

Thiazolidinediones, 105

Thiazolidinediones “TZD,” 7

Thromboembolic disease, 225

Tiagabine, 215t

Tigabine

“Gabatril”

AED toxicity, 217t

antiepileptic drug, 216t

Tilt-table testing, 160

Titration studies, 197, 206

Tobacco/nicotine, 188–189t

Tobramycin, 150t

Tomography, assessing fractures with, 2

Tonic-clonic seizure, 214t

Topiramate “Topamax”

AED toxicity and, 217t

antiepileptic drug, 216t

Tramadol “Ultram”

for chronic noncancer pain, 69

Tranquilizers/sedatives, 188t

Transrectal ultrasonography (TRUS), 96

Tranylcypromine “Parnate,” 21t

Trazodone

“Desyrel”

for depression, 21t

for psychological distress, 40

side effects of, 22t

Tricyclic antidepressants (TCAs)

for depression, 20, 21t

for migraine, 139–140

for psychological distress, 40

TRIP. see Turning Research into Practice (TRIP)

Triptans

adverse effects of, 132t

doses and pharmacokinetics for migraine, 131t

for migraine, 130–132, 136

use of, 136

TRUS. see Transrectal ultrasonography (TRUS)

Tularemia, 77t

epidemiology and clinical features of infection,

81–82

post-exposure prophylaxis against, 80t, 81t, 82

treatment of, 80t

treatment of clinical cases, 82

Turning Research into Practice (TRIP), 49t

U
UK Prospective Diabetes Study (UKPDS), 6–7

Underwater environment, diving and, 174–175

United States

cervical cancer in, 94

endometrial cancer in, 95

incidents and hoaxes of terrorism in, 76

metabolic syndrome in, 2

suicide rate in, 19

United States Preventive Services Task Force

(USPSTF), prevention and screening for

breast cancer, 94

cervical cancer, 95

colorectal cancer, 86

lung cancer, 88

ovarian cancer, 96

prostate cancer, 97

skin cancer, 89

testicular cancer, 97

Urinary tract infection (UTI), 148–151

USPSTF. see United States Preventive Services Task

Force (USPSTF)

UTI. see Urinary tract infection (UTI)

V
Vaccination, complications of smallpox, 79

Vaccine(s)

for prevention of bioterrorism diseases, 78t

smallpox, 78–79

Vagus nerve stimulator, 219

Valproate, 213, 215t

Valproate/divalproex sodium “Depakote,” 216t, 217t

Valproic acid (VPA), 140–141

Variola

clinical forms, 77

post-exposure prophylaxis against, 81t

treatment for, 80t

Venlafaxine

for depression, 24

for psychological distress, 40

side effects of, 22t

Venlafaxine “Effexor,” 21t

Ventilation, mechanical, 13t

Ventilation stresses, 165–168

Very low-dense lipoprotein (VLDL), 5

VHF

post-exposure prophylaxis against, 80t

treatment of, 80t

Viral hemorrhagic fever, 77t, 82–83

Visceral obesity, 3f

Viscosupplementation, 5

VLDL. see Very low-dense lipoprotein (VLDL)

Vocational retraining, 72

VPA. see Valproic acid (VPA)

W
Weapons, biological agents as, 75

Weight loss

insulin resistance syndrome and, 6

for knee degenerative arthritis, 5

West of Scotland Coronary Prevention Study

(WOSCOPS), 7

WFAS. see World Federation of Acupuncture and

Moxibustion Societies (WFAS)

Women

abnormal Pap Smear and, 29–35

breast cancer in, 93–94

cervical cancer in, 94–95

insulin resistance and, 6

metabolic syndrome in, 2

ovarian cancer in, 95–96

rheumatoid arthritis in, 108

World Federation of Acupuncture and Moxibustion

Societies (WFAS), 121

World Health Organization/National Heart Lung and

Blood Institute (WHO/NHLBI), 9

WOSCOPS. see West of Scotland Coronary

Prevention Study (WOSCOPS)

Z
Zonisamide, 215t

“Zonegran”

AED toxicity, 217t

antiepileptic drug, 216t
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