
Tadalafil (Cialis) Improves
BPH Symptoms

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

By Joseph E. Scherger, MD, MPH

Professor, University of California, San Diego

Dr. Scherger reports no financial relationship to this field of study.

Synopsis: A randomized controlled trial of 281 men with BPH
showed that once daily Tadalafil (Cialis) 20 mg improved lower

urinary tract symptoms compared with placebo.

Source: McVary KT, et al. Tadalafil relieves lower urinary tract
symptoms secondary to benign prostatic hyperplasia. J Urology.

2007;177:1401-1407.

In this study, investigators from the Department of
Urology at Northwestern University in Chicago studied 281

men age 45 and older with known BPH on medications. Twen-
ty-one centers in the US participated. All men agreed to a 4
week treatment-free washout period, which was followed by 4
weeks on a placebo. The men were then randomly assigned to
receiving Tadalafil or placebo for 12 weeks. The Tadalafil
group initially received 5 mg daily for 6 weeks and then the
dose was increased to 20 mg daily if tolerated. Symptoms of
BPH were determined using the International Prostate Symp-
tom Score (IPSS) questionnaire.

Complete follow-up occurred for 89% of the patients through 12
weeks. The investigators and study participants remained blinded to
their treatment and their IPSS scores at baseline and during the
study.

The Tadalafil group was more likely to report a 3 point or
improvement in their IPSS scores than the placebo group
(60.9% vs 42.7% with a number needed to treat of 6). Interest-
ingly, the men with comorbid erectile dysfunction had the
greatest improvement of their BPH. The greatest improvements
in the IPSS were in the irritative and obstructive
domains of the questionnaire.
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■ COMMENTARY
Benign prostatic hypertrophy (BPH) and erectile

dysfunction (ED) are two of the most common condi-
tions of middle aged and older men. Having one well
tolerated drug which treats both would be a major
breakthrough indeed.

The long acting properties of Tadalafil make it unique
among the drugs for erectile dysfunction. With up to 36
hours of effectiveness for ED, I wonder if taking the
drug less often, perhaps every other day, would still
improve the BPH symptoms. The mechanism of action
of Tadalafil in improving BPH symptoms was not
explored.

The improved circulation effects of Tadalafil and
the other ED drugs make them attractive potential
agents for a number of other conditions, such as car-
diovascular disease. I suspect we will see a number
of studies of the ED drugs in other conditions, espe-
cially the longer acting Tadalafil. I will start asking
my patients on Tadalafil, “Do you notice anything
else getting better?” The answers might be a basis for
another study.   ■

Refining Our Risk
Assessment of
Colorectal Cancer in Men
A B S T R A C T  & C O M M E N T A R Y

By Allan J. Wilke, MD

Residency Program Director, Associate Professor of Family Medi-
cine, University of Alabama at Birmingham School of Medicine—
Huntsville Regional Medical Campus, Huntsville

Dr. Wilke reports no financial relationship to this field of study.

Synopsis: A prediction tool that factors age, history of
smoking, BMI, and alcohol use can determine a man’s
risk for colorectal cancer.

Source: Driver JA, et al. Development of a risk score for col-
orectal cancer in men. Am J Med. 2007;120:257-263.

Colorectal cancer (CRC) is the second lead-
ing cause of cancer death (behind lung/bronchus)

and the fourth most common cancer in men and women
(behind prostate, breast, and lung/bronchus). The Amer-
ican Cancer Society estimated that there will be 106,680
new cases and 55,170 deaths in 2006. Yet, if detected
and treated in an early stage, CRC is curable. Catch-22?
Driver and colleagues believe the system breakdown
occurs at the point of deciding to screen. Using data
from the Physician’s Health Study (PHS), they set out to
devise a risk score that would identify individuals at
high risk with the implicit assumption that these individ-
uals would be targeted for screening. The PHS enrolled
22,071 American male physicians (40-82 years old at
entry, 92% white) in a randomized, placebo-controlled
study of aspirin and β-carotene in prevention of cardio-
vascular disease and cancer. The initial data were col-
lected in 1982 and results of this study were published in
1989 and 1996. After excluding participants with a his-
tory of cancer at the initiation of the study and those for
whom data on smoking, height, weight, exercise, alco-
hol use, and diabetes were missing, there were 21,581
left to study. 

The authors reviewed the literature for “well accepted
and biologically plausible risk factors.” They chose age,
body mass index (BMI), smoking status, alcohol use,
intake of vegetables, intake of multivitamins, vitamin C,
and vitamin E, intake of cold cereal, lack of vigorous
physical exercise, and history of diabetes. Cases of
colon or rectal cancer were reported by the physicians or
their families and cancer deaths were confirmed by
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record review. In 20 years of follow-up, 485 of 21,581
physicians were diagnosed with CRC. As anticipated by
their review of risk factors, advanced age, history of
smoking, alcohol use, obesity, history of diabetes, and
sedentary lifestyle were all significantly associated with
the development of CRC in univariate analysis, but veg-
etable intake, eating cold cereal, and vitamin use were
not. In multivariate analysis, diabetes and lack of vigor-
ous exercise were no longer significant, but the other
four factors were. The adjusted odds ratios (AOR) with
95% confidence intervals (95% CI) and prediction score
points for the risk factors were as follows:

Individuals could score between 0 and 10 points.
Because the number of physicians who scored 9 or 10
was so small (1%, thank goodness!), those two groups
were made one. The predicted number of cases, the
observed number of cases, and the predicted OR for
each point score was as follows:

By combining the point groups into low (0-3), inter-
mediate (4-6), and high (7-10) risk groups, the authors
devised a simplified risk stratification and calculated the
observed 20-year risk of developing CRC.

■ COMMENTARY
There are several groups making recommendations

for screening for CRC, ranging from the United States
Task Force on Preventive Services to the American Soci-
ety for Gastrointestinal Endoscopy to the American Col-
lege of Radiology. The Centers for Disease Control and
Prevention (CDC) estimated that in 2004, 57% of adults
≥ 50 years had a fecal occult blood test within the last
year and/or a colonoscopy within the last 10 years. This
is up from 53% in 2001, but the rate lags considerably
behind screening for breast (75%) and cervical cancer
(85%). Since screening involves retrieving stool or the
time and expense of colonoscopy or imaging, it is not too
difficult to understand the population’s reluctance. 

This study’s strengths lie in its use of a very large
database, its prospective design, and its very long fol-
low-up. However, is this tool, derived from data that is
now a quarter of a century old, valid for someone who
isn’t American, male, or a physician? It may, but first it
needs to be validated in different populations, especially
ones with women. Then we will need to look at how we
will put it into practice. You’ll note it is not until a point
total of 4 is reached that the OR 95% CI does not
include the value 1.00 and becomes significant. In my
limited understanding of statistics, combining the point
groups makes the best sense, and certainly from a practi-
cal view, having just three risk groups will make patient
education easier. You’ll also note that “low risk” is not
“no risk.” As the data show, age is the most powerful risk
factor.Physcians have incorporated, if not implemented,
the maxim of “first colonoscopy at age 50.” However, a
man who is less than 50, but who smokes, is obese, and
drinks alcohol frequently is at the same risk as a vigor-
ous 69-year-old non-smoking teetotaler. The follow-up
study should look at whether a patient’s knowledge of
his risk for CRC motivates behavior change.   ■
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Risk Factor AOR (95% CI) Points

Age 50-59 2.25 (1.72-2.95) 2

Age 60-69 4.40 (3.36-5.77) 4

Age > 70 6.25 (4.55-8.60) 6

History of smoking 1.42 (1.17-1.72) 1

BMI 25.0-29.9 1.26 (1.05-1.52) 1

BMI ≥ 30 1.62 (1.09-2.42) 2

Alcohol use ≥
once/week

1.36 (1.08-1.71) 1

Points Predicted # Observed # OR (95% CI)

0 5 6 1.00

1 23 28 1.48 (0.61-3.59)

2 41 37 1.52 (0.64-3.61)

3 52 47 2.25 (0.96-5.29)

4 75 75 3.70 (1.61-8.52)

5 81 85 5.35 (2.33-12.29)

6 82 86 7.46 (3.25-17.12)

7 66 58 7.76 (3.33-18.05)

8 37 39 11.29
(6.19-37-81)

9-10 22 24 15.29
(6.19-37.81)

Risk Group Predicted # Observed # OR (95% CI) 20-year risk

Low 121 118 1.00 1%

Intermediate 238 246 3.07
(2.46-3.83)

3%

High 126 121 5.75
(4.44-7.44)

6%



Is Preventative PCI Better
Than Optimal Medical
Therapy in Patients
with Stable CHD?
A B S T R A C T  & C O M M E N T A R Y

By Harold L. Karpman, MD
Clinical Professor of Medicine, UCLA School of Medicine
Dr. Karpman reports no financial relationship to this field of study.

Synopsis: Although the addition of PCI to optimal
medical therapy in patients with chronic stable CHD
reduced the prevalence of angina, it did not reduce
the long-term rates of death, nonfatal myocardial
infarctions and hospitalizations for acute coronary
syndromes and, therefore, PCI can be safely deferred
in these patients, even those with extensive, multives-
sel involvement and inducible ischemia provided
that intensive, multifaceted medical therapy is insti-
tuted and maintained.
Source: Antman EM, et al. Circulation. 2005;111:2013. 

Percutaneous coronary intervention (PCI) has
clearly been demonstrated to reduce the incidence of

death and myocardial infarctions (MI) in patients who
present with acute coronary syndromes (ACS).1-6 How-
ever, the same benefit has not been demonstrated in
patients with chronic stable coronary artery heart disease
(CHD)7-11 and treatment guidelines have therefore rec-
ommended intensive medical therapy as the initial thera-
peutic approach in the latter group of patients.7,8 Despite
these facts and the treatment guideline recommenda-
tions, preventative PCI has become a common therapeu-
tic approach as the initial management strategy for
patients with chronic CAD.12-13 The numbers are enor-
mous. For example, in 2004 in the US, more than one
million coronary stent procedures were performed
despite the fact that 85% of these procedures were
undertaken electively in patients with stable CHD.14

Previous studies have demonstrated only that PCI
decreases the frequency of angina and improves short-
term exercise performance7, 8, 11 but the effects of this
procedure on cardiovascular events in patients with sta-
ble CHD has remained uncertain. Boden and his associ-
ates representing the Clinical Outcomes Utilization
Revascularization and Aggressive Drug Evaluation
(COURAGE) trial research group designed their trial to
determine whether PCI coupled with optimal medical
therapy (ie, intensive medical therapy, a reduction of risk
factors, and lifestyle intervention) effectively reduced

the risk of death and nonfatal MIs in patients with stable
CHD compared to a group of patients receiving only
optimal medical therapy.15 The trial carefully studied
2287 patients from 50 US and Canadian centers who
had objective evidence of myocardial ischemia and sig-
nificant CHD. The primary outcomes was death from
any cause and nonfatal MIs during a follow-up of 2.5 to
7.0 years. The final study results revealed that there was
no significant differences between the optimal medical
therapy group with or without PCI in the composite of
death, MI and stroke or for hospitalization for acute
coronary syndrome and/or for MI.
■ COMMENTARY

The important findings in the COURAGE study15

clearly demonstrate that, as the initial management strate-
gy, PCI added to optimal medical therapy did not reduce
the primary composite endpoints of death and nonfatal
MI or reduce the incidence of major cardiovascular
events, as compared with optimal medical therapy alone
in patients with chronic stable CHD despite a high base-
line prevalence of coexisting diseases, objective evidence
of ischemia and/or extensive CHD as seen on angiogra-
phy. These findings are almost certainly explained, at least
in part, by differences in atherosclerotic plaque morpholo-
gy and vascular remodeling associated with acute coro-
nary syndromes as compared with the lesions observed in
patients with chronic stable CHD. Since vulnerable
plaques do not usually cause significant stenosis before
rupture and secondary precipitation of an acute coronary
syndrome,16 focal management of even severely stenotic
coronary lesions with PCI in patients with stable CHD did
not significantly reduce the rate of death and MIs presum-
ably because the treated stenotic lesions were not likely to
trigger an acute coronary event in patients with chronic
stable CAD. These findings reflect the fact that unstable
coronary lesions that lead to MIs are not necessarily
severely stenotic and, on the other hand, severity stenotic
lesions are not necessarily unstable and predictive of an
impending MI. It should be noted that the results of this
excellent study may have been influenced by the facts that
male patients made up 85% of the study population, there
was a lack of ethnic diversity, and only bare-metal stents
were utilized because drug-eluting stents were not avail-
able until late into the enrollment process.

In summary, it would appear safe to conclude that, at
least for male patients, optimal medical therapy can be
implemented safely and is as effective as PCI with bare-
metal stents in patients with stable CHD recognizing the
possibility that this conclusion may not be valid when
drug-eluting stents are used. Optimal medical therapy in
the patients enrolled in the COURAGE trial was quite
successful at achieving goals for both lipid and blood
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pressure levels, but patients were less successful in meet-
ing the more difficult objectives of weight loss, smoking
cessation, and increased exercise activities. Although the
addition of PCI to optimal medical therapy reduced the
prevalence of angina, it did not reduce the long-term
rates of death, nonfatal myocardial infarctions, and hos-
pitalizations for acute coronary syndromes.   ■
References
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Shaking Things Up:
The New Guidelines
for Antibiotic
Prophylaxis of
Endocarditis
A B S T R A C T  & C O M M E N T A R Y

By Stan Deresinski, MD, FACP
Clinical Professor of Medicine, Stanford, Associate Chief of
Infectious Diseases, Santa Clara Valley Medical Center
Dr. Deresinski reports no financial relationship to this field of study.

Source: Wilson W, et al. Circulation 2007 Apr 19 [Epub
ahead of print]. 

Synopsis: The new guidelines recommend antibiotic
prophylaxis of infective endocarditis in a much more
restricted group of patients than did previous guidelines.

The american heart association last published
guidelines on the use of antibiotic prophylaxis for the

prevention of infective endocarditis in 1997.1 Those

guidelines were quite complex, characterizing patients as
having high, moderate and low risk of infection, and
including recommendations for all but the low risk group
undergoing a variety of dental, respiratory, genitourinary,
and gastrointestinal procedures. These guidelines have
remained in place since that time and are included in the
latest (2007) Sanford guide.2 They cast a very wide net.
leading to very frequent use of antibiotic prophylaxis in a
large number of patients. In addition, it has been my expe-
rience that, in practice, the use of antibiotic prophylaxis
has become the default position, so that it is administered
to many patients despite their not meeting the broad crite-
ria of the 1997 guidelines. Despite the guidelines and the
even more expansive practice, skepticism has been
expressed regarding the benefit of antibiotic prophylaxis
in many circumstances. In this regard, included along
with the 2007 Sanford guide recommendations is a caveat
that at least one study “brings into serious question
whether dental procedures predispose to endocarditis and
whether antibiotic prophylaxis is of any value.”

This skepticism is based on a number of factors,
including the lack of any randomized clinical trial
demonstrating efficacy of prophylaxis of endocarditis
—the large number of individuals required for such a
study make it likely that no sufficiently powered trial
to definitively answer the question will ever be per-
formed. Furthermore, as outlined by Wilson and col-
leagues in the 2007 guideline, which has been
endorsed by the Infectious Disease Society of Ameri-
ca, “infectious endocarditis is much more likely to
result from frequent exposure to random bacteremias
associated with daily activities than from bacteremia
caused by a dental, GI tract, or GU tract procedure”.
For instance, it has been estimated that twice daily
tooth brushing for one year entails a risk of bac-
teremia that is 154,000 times greater than the risk of
exposure resulting from a single tooth extraction. As a
consequence, if antibiotics given in relation to these
procedures are capable of preventing infective endo-
carditis, the number of such cases prevented is likely
to be “exceedingly small” and, taking into account
the potential adverse effects of antibiotic use on the
individual and the general bacterial ecology, such use
should be limited. It is estimated that, while the risk
of endocarditis associated with a dental procedure is,
eg, 1.1 per million procedures in a patient with mitral
valve prolapse, the incidence of fatal anaphylaxis
after penicillin administration is 15-25 per million.
Finally, the effective maintenance of good oral
hygiene, by reducing the frequency and intensity of
bacteremia associated with daily activities, is the
most effective means of endocarditis risk reduction.
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Taking these factors into account, the new guidelines do
not recommend antibiotic prophylaxis for endocarditis
prevention for almost exclusively individuals undergoing
procedures other than certain high risk dental procedures.
Thus, antibiotic prophylaxis is recommended for individu-
als undergoing dental procedures that involve manipula-
tion of gingival tissue or the periapical region of teeth or
perforation of the oral mucosa, as well as for individuals
undergoing surgical procedures on infected skin, skin
structure or muscle, or incision of respiratory tract mucosa
and who have one of the following cardiac conditions:

• Presence of a prosthetic cardiac valve
• History of previous infective endocarditis
• Congenital heart disease with one of the following:

— Cyanotic congenital heart disease that has not been
repaired (including individuals with incomplete repair
with palliative shunts and conduits)

— Completely repaired congenital heart defect with
prosthetic material or device within the first 6 months
after the procedure 

— Repaired congenital heart disease with residual
defects at the site or adjacent to a prosthetic patch or
device

• Cardiac transplant recipients with valvulopathy
Among the dental procedures for which antibiotic

prophylaxis is not indicated include “routine anesthetic
injections through noninfected tissue, taking dental
radiographs, placement of removable prosthodontic or
orthodontic appliances, adjustment of orthodontic
appliances, placement of orthodontic brackets, shed-
ding of deciduous teeth, and bleeding from trauma to
the lips or oral mucosa.” Prophylaxis is not indicated
for individuals undergoing genitourinary or gastroin-
testinal procedures, including endoscopy. Actual site

infections should, of course, be appropriately treated.
The recommended orally administered regimen for

most adults for whom dental prophylaxis is indicated is
a single 2 gram dose of amoxicillin 30 to 60 minutes
before the procedure. In patients with a history of allergy
to penicillins, a single 600 mg dose of clindamycin may
be given. Alternatively, if the allergic manifestation was
other than anaphylaxis, angioedema, or urticaria, a sin-
gle 2 gram dose of cephalexin may be administered. If
oral administration is not possible, parenterally admini
tered alternatives include ampicillin (2 grams IV or IM),
cefazolin (1 gram IV or IM), ceftriaxone (1 gram IV or
IM), or clindamycin 600 mg IV or IM). Recommended
pediatric regimens are also provided.

“The Committee…recognizes that these new rec-
ommendations may cause concern among patients
who have previously received antibiotic prophylaxis
to prevent infective endocarditis before dental or
other procedures and are now advised that such pro-
phylaxis is unnecessary.” It is likely that many health
care providers will also be made anxious.  ■
References:
1. Dajani AS, et al. JAMA. 1997;277:1794-1801.
2. The Sanford Guide to Antimicrobial Therapy, 2007. p 62.

Pharmacology Update
Retapamulin Ointment
(Altabax™™)
By William T. Elliott, MD, FACP, and
James Chan, PharmD, PhD

Dr. Elliott is Chair, Formulary Committee, Northern California
Kaiser Permanente; Assistant Clinical Professor of Medicine, Uni-
versity of California, San Francisco; Dr. Chan is Pharmacy Quali-
ty and Outcomes Manager, Kaiser Permanente, Oakland, CA.

Drs. Chan and Elliott report no financial relationship to this field of study.

The FDA has approved the first of a new
class of antibiotics for the topical treatment of

impetigo. Retapamulin belongs to a class of agents
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called pleuromutilins. It is marketed by GlaxoSmithK-
line as Altabax.
Indications

Retapamulin is indicated for the topical treatment of
impetigo due to Staphylococcus aureus (methicillin--
susceptible only) or Streptococcus pyogenes in patients
9 years of age or older.1

Dosage 
A thin layer is applied to the affected are twice daily

for 5 days. It may be applied to an area up to 100 cm2 or
2% of total body surface.1

Retapamulin is supplied as 10 mg/ g of ointment and
in 5, 10, and 15 gram tubes.
Potential Advantages

In vitro studies suggest a low potential for develop-
ment of resistance against S. aureus and S. pyogenes.2

Potent activity has been shown against S. aureus and
beta-hemolytic streptococci. Cross-resistance has not
been observed in microorganisms resistant to oxacillin,
erythromycin, or mupirocin.3 Retapamulin is applied
twice daily for 5 days compared to 3 times a day for 5
days for mupirocin ointment. 
Potential Disadvantages

Retapamulin is bacteriostatic not bacteriocidal at the
minimum inhibitory concentrations. Even though it
demonstrates in vitro activity against methicillin-resist-
ant S. aureus, it is not indicated for these microorgan-
isms as in vitro susceptibility was not correlated with
clinical success.1

Comments
Retapamulin is a topical, semisynthetic, antibiotic

from a new class of antibiotics, the pleuromutilins. Its
efficacy was shown in a double-blind, placebo-controlled
study involving adult and pediatric patients with impetigo
(n = 210). The majority of the patients were less than 13
years of age. Patients were randomized to retapamulin
applied twice daily for 5 days or placebo applied in the
same manner. Clinical success (2 days after therapy) was
defined as the absence of treated lesions, or treated lesions
had become dry without crusts with or without erythema
compare to baseline, or had improved such that no further
antimicrobial therapy was required. In the clinical intent-
to-treat (ITT) population, success rate was 85.6% com-
pared to 52.1% for placebo at the end of treatment.1 For
those with microorganism identified at study entry, ITT
success was 88.6% and 49,1% respectively. In a similarly
designed study in patients with secondarily infected der-
matitis, retapamulin was reported to be non-inferior to
cephalexin (500 mg twice daily for 10 days).4 Clinical
success in the intent-to-treat population was 82.9% for
retapamulin and 86.3% for cephalexin. The difference
was -3.4% (95% CI, -9.7, 2.9). The lower limit for nonin-

feriority was set as -10%. Retapamulin is well tolerated
with application site reaction reported is less than 2% of
patients.1 Patients in this study indicated a preference for
topical application over systemic therapy. Comparative
studies to other topical agents such as mupirocin has not
been published. The cost for 15 g of retapamulin is $68
compared to $50 for 22 g of mupirocin.
Clinical Implications

Topical therapy is generally preferable for the
treatment of impetigo.5-6 Currently products include
mupirocin and fusidic acid. The latter is not available
in the US and resistance to mupirocin as been report-
ed in Europe and the United States.7 Retapamulin
provides a new topical agent for the treatment of
impetigo and represents an important new option for
this indication. Topical application and short course
of therapy are attractive characteristics.   ■
References
1. Altabax Product Information. GlaxoSmithKline. April

2007.
2. Kosowski-Shick K, et al. Antimicrob Agents Chemoth-

er. 2006;50:765-769.
3. Jones RN, et al. Antimicrob Agents Chemother.

2006;50:2583-6.
4. Parish LC, et al. J Am Acad Dermatol. 2006;55:1003-

1013.
5. Cole C, Gazewood J. Am Fam Physician. 2007;75:859-864.
6. Koning S, et al. Cochrane Database Syst Rev.

2004;(2):CD003261.
7. Deshpande LM, et al. Diagn Microbiol Infect Dis.

2002;42:283-290.

CME Questions
32. The most powerful risk factor for colorectal cancer in men is:

a. history of smoking.
b. intake of cold cereal.
c. alcohol use at least weekly.
d. age greater than 70 years.
e. lack of vigorous exercise.

33. Which statement about Tadalafil and the symptoms of benign
prostatic hypertrophy is true?
a. Tadalafil was shown to shrink the size of the prostate.
b. Tadalafil improved the lower urinary tract systems of obstruc-

tion and irritation.
c. Tadalafil reduced the post void residual
d. Tadalafil prevented the need for surgery
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Answers:32 (d); 33 (b);

Note: CME Evaluation included in this newsletter has
May, 2007 date, but is the correct version.
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Post-Stroke
Prevention of Venous
Thromboembolism

Unless prophylaxed, most post-
stroke patients with hemiplegia

develop deep venous thrombosis
(DVT), and as many as 20% sustain
pulmonary embolism (PE). Indeed, as
many as 25% of early post-stroke
deaths are attributable to PE. 

Both low molecular weight heparin
(LMWH) and unfractionated heparin
(UHEP) are effective tools for preven-
tion of venous thromboembolism, but a
risk/benefit comparison of adequate size
to provide conclusive evidence has been
lacking. 

Sherman, et al performed a study
on patients (n = 1762) with acute
ischemic stroke who were unable to
ambulate due to the stroke. Subjects
were randomly assigned to enoxa-
parin 40 mg SQ daily (LMWH), or
UHEP 5000 U SQ every 12 hours,
both administered for 10 days. The
primary endpoint was a composite of
DVT, and PE (fatal and nonfatal).
Compared to UHEP, LMWH reduced
the primary endpoint by 43%, with-
out any measurable difference in
bleeding complications. Since enoxa-
parin is administered once daily, has
greater efficacy than UHEP, and no
greater bleeding risk, it should be
preferred for prevention of venous
thromboembolism.   ■

Sherman DG, et al. Lancet.
2007;369:1347-1355.

Chronic Kidney
Disease: Treatment
Modality and
Quality of Life

It is not surprising that chron-
ic kidney disease (CKD) should

exact a toll on quality of life (QOL).
The studies on impact of treatment
modality have been inconclusive,
some indicating that continuous
ambulatory peritoneal dialysis
(CAPD) has less QOL detriment than
hemodialysis (HMD), but others
showing no difference. Kalender, et
al evaluated CKD patients (n = 141)
in comparison with healthy controls
(n = 66) in reference to depression,
malnutrition, inflammation (as meas-
ured by CRP and ferritin), CKD
treatment modality, and their respec-
tive impact upon QOL, utilizing the
SF-36 metric.

Overall, CAPD had QOL scores
close to those of the control popula-
tion. Depression was more common
in HMD patients than CAPD also,
and when depression was present in
CAPD patients, the depression score
was less (as measured by the Beck
Depression Inventory). 

Because malnutrition and inflam-
mation were less frequent in the
CAPD group, the authors posit that
although HMD itself may be a culprit
in detrimental QOL impact, malnutri-
tion and inflammation may also play
a role.   ■

Kalender B, et al.Int J Clinical Prac-
tice. 2007;61(4):569-576.

Hepatitis C and Risk
for Lymphoma

Although a minority of individ-
uals who contract Hepatitis C

(HEPc) spontaneously clear the virus
(15-40%), most untreated individuals
remain at risk for long-term conse-
quences including chronic hepatitis, cir-
rhosis, and hepatic cancer. 

The prevalence of HEPc in persons
with nHOD is greater than the general
population. Additionally, an association
between HEPc and lymphoproliferative
disorders has been bolstered by the
observation of non-Hodgkin lymphoma
(nHOD) regression subsequent to inter-
feron treatment for HEPc. 

US Veterans provide a population
for studying the epidemiology of HEPc,
since the prevalence of HEPc in this
group is almost 5%, compared with
1.6% in the overall US population.
National data from the US VA hospital
system included 146,394 patients with
HEPc, who were compared with
572,293 individuals negative for HEPc
in this report by Giordano, et al.

The hazard ratio for nHOD
among  persons with HEPc was 1.28
(28% greater incidence). There was
also increased risk of Waldenstrom
macroglobulinemia, which is also
considered a low-grade lymphoma.
No other hematologic malignancies
were disproportionately represented.
The authors conclude that this infor-
mation supports a 20-30% increased
risk for lymphoma among persons
with HEPc.   ■

Giordano T, et al. JAMA.
2007;297(18):2010-2017.
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