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T

he Centers for Disease Control and Prevention's Advisory Committee on
Immunization Practices (ACIP) released its 2008 recommendations for the prevention
and control of influenza. The recommendations, which were approved in February,
include five principal changes or updates.

First, the ACIP recommends that, beginning with the 2008-09 flu season, all children
aged 5 to 18 years be vaccinated annually. The committee noted that annual
vaccination should begin in September (or as soon as the vaccine is available for the 2008-09 season) if
possible. No matter what, annual vaccination of all children aged 5 to 18 years should begin no later than during
the 2009-10 flu season.
· NutritionUpdate

“The second update is that annual vaccination of all children aged 6 months to 4 years as well as of older children
with conditions that increase their risk of flu-related complications should continue. The committee
recommended that these young and at-risk children be a focus of vaccination efforts as the transition to routine
vaccination of all children is made. Previously, the CDC had recommended that children aged 6 months to 5
years be vaccinated.
Third, the ACIP said that either trivalent inactivated influenza vaccine (TIV) or live attenuated influenza vaccine
(LAIV) can be used in healthy people aged 2 to 49 years. However, LAIV should not be given to children aged
younger than 5 years who have possible reactive airways disease, to people who are at a higher risk of flu
complications because of underlying medical conditions, to children aged 6 to 23 months or to adults aged older
than 49 years; these patients should receive TIV.
The committee noted that children aged 6 months to 8 years should be given two doses (separated by at least
four weeks) of vaccine if they have not been vaccinated previously with either LAIV or TIV. Also, children in this
age group who were given only one dose of the vaccine in their first year of vaccination should be given two
doses the next year.
Fourth, the committee noted what the 2008-09 trivalent vaccine virus strains are: A/Brisbane/59/2007 (H1N1)like, A/Brisbane/10/2007 (H3N2)-like and B/Florida/4/2006-like antigens.
And, finally, the ACIP said that although some influenza A (H1N1) strains that are resistant to Roche's Tamiflu
(oseltamivir phosphate) have been identified in the United States and elsewhere, Tamiflu and GlaxoSmithKline
Plc's Relenza (zanamivir) continue to be the recommended antivirals for treating the flu. This is because other
strains of the flu are still sensitive to Tamiflu and other antiviral drugs have high resistance levels.
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Blood Glucose Monitoring

D

oes intensive blood-glucose lowering reduce the risk of cardiovascular disease in patients with type 2
diabetes? We know that lowering A1c decreases the risk of microvascular disease such as retinopathy and
nephropathy. So many experts hoped it would also improve MACROvascular outcomes such as heart attacks
and strokes. Now evidence shows this isn't true...at least not in older patients with longstanding diabetes and
high cardiovascular risk. In fact, intensive treatment might sometimes be harmful...possibly due to the strategies
used to lower blood glucose. Problems may come from lowering A1c too fast...or from side effects due to
intensive drug use. For example, intensive treatment causes more hypoglycemia...and therefore might increase
cardiovascular risk. The old adage "start low and go slow" might turn out to be good advice for diabetes meds.
Continue to recommend an A1c less than 7% for most patients. When discussing this, use the new
term...estimated average glucose (eAG). Explain that an A1c of 7% is equivalent to an eAG of 154 mg/dL. It is
best to individualize goals. It is recommended to lean towards tighter control for younger patients without heart
disease and less intensive treatment for older patients with heart disease. Continue to recommend strategies
for diabetes patients that are proven to reduce cardiovascular risk, such as controlling blood pressure and lipids
and taking a daily aspirin.

Centers for Medicare and Medicaid Services Reimbursement Policy

I

n August 2007, CMS announced a new policy that they would stop reimbursing hospitals for certain hospitalacquired conditions. The eight conditions included:
·

falls

·

mediastinitis, an infection that can develop after heart surgery

·

urinary tract infections that result from improper use of catheters

·

pressure ulcers

·

vascular infections that result from improper use of catheters

·

objects left in the body during surgery

·

air embolisms

·

blood incompatibility

On July 31, CMS announced an addition of three more conditions, bringing the total to 11. The new conditions:
·

blood clots in the leg after knee- or hip-replacement surgery

·

complications related to inadequate control of blood sugar levels

·

infections that develop on surgical sites after elective procedures

All 11 conditions go into effect October 1, 2008.
There were originally nine proposed conditions to be added, including conditions like ventilator-associated
pneumonia and Legionnaire's disease, but CMS decided not to implement them after receiving many comments
from the hospital industry. Insurers and states are following Medicare's lead. Blue Cross Blue Shield of Illinois
last week announced they will stop paying for a series of "never events," along with similar policies by Aetna and
WellPoint. And nearly 20 state Medicaid programs are contemplating withholding payments from hospitals that
commit serious medical mistakes.
The AMA’s statement expressed their disappointment in the decision to expand the list of conditions:
"In the race to improve health care quality, HHS is confusing events that should never happen in a hospital, like
wrong-site surgery, with often unavoidable conditions, like surgical site infections. To be reasonably preventable,
there should be solid evidence that by following guidelines, the occurrence of an event can be reduced to zero
or near zero. This is not the case for many of the now-banned conditions.
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MedicationUpdate

G

laxoSmithKline will promote using Avodart (dutasteride) with Flomax (tamsulosin) for benign
prostatic hyperplasia (BPH). They'll cite new evidence that the combo improves BPH symptoms
better than either drug alone. The FDA also just approved the combo for men with symptomatic
BPH and an enlarged prostate. Many prescribers already use Avodart or Proscar (finasteride)
with an alpha-blocker (Flomax, Cardura, Hytrin). Alpha-blockers provide rapid symptom
relief...Proscar and Avodart reduce prostate size and prevent disease progression. We suggest
combo therapy for men at high risk for BPH progression. These are men 50 and over with urinary
symptoms...PSA level of 1.5 ng/mL or greater...and an enlarged prostate. Watch for tamsulosin
generics later next year plus eventually a combo Avodart/tamsulosin tablet. More men will be
given the option of taking finasteride (Proscar) to PREVENT prostate cancer. This is analogous
to using tamoxifen to prevent breast cancer. Years ago, a large NIH study showed finasteride
reduces the absolute risk of prostate cancer by about 6% in men 55 and older or one less case of prostate cancer
for every 16 men treated. But this didn't catch on since finasteride was said to increase the risk of aggressive
tumors. Now this turns out NOT to be true. The question now is which men might benefit. About 1 in 6 men will
be diagnosed with prostate cancer. But only about 1 in 35 will die of it...because prostate cancer usually grows
so slowly. Yet most men still opt for surgery or radiation even though these can lead to impotence and
incontinence. It's hoped that finasteride will reduce cases of prostate cancer and unnecessary treatments,
helping men weigh their risks against the potential benefits. Highest risk are men older than 50, African
American and/or have a family history.

S

tatin use appears to be associated with a reduced risk of incident dementia/cognitive impairment without
dementia (CIND), an ongoing study suggests. SALSA is a prospective cohort study designed to evaluate
whether vascular and lifestyle risk factors increase the risk of dementia and decline in cognitive and physical
functioning among Mexican Americans aged 60 years or older. This particular analysis focused on the
relationship between statin use and the incidence of dementia/CIND during a five-year period. A total of 1,674
individuals without dementia/CIND underwent interviews about their lifestyle, depressive symptoms,
acculturation and medical diagnoses. Annual home visits were used to visually inspect any statin prescriptions
and to conduct cognitive testing. An adjudication team determined dementia/CIND diagnoses. During the study,
452 patients (27 percent) took statins at some point, among whom 263 used them for at least two years. During
the five years of follow-up, 130 of the participants developed dementia/CIND (82 developed dementia and 58
developed CIND; 10 of those with CIND progressed to dementia). In a fully adjusted analysis, the risk of
dementia/CIND was approximately 44 percent lower for the individuals who used statins than for those who did
not. "These results add to the emerging evidence suggesting a protective effect of statin use on cognitive
outcomes," the study authors summarized.

Rumor vs. Truth

R
T

UMOR: Taking aspirin at bedtime lowers blood pressure.

RUTH:
Patients who take aspirin 100 mg at bedtime can see a drop of about 6/4 points
in systolic/diastolic blood pressure. But taking the same dose in the morning does NOT give
this same benefit. This may seem counterintuitive since we associate NSAIDs with decreased
renal function, edema, and increased blood pressure. Aspirin inhibits the powerful
vasoconstrictor angiotensin II which is most active at night. This might explain the dip in BP.
Some experts suggest that nighttime aspirin may even delay the progression of pre-hypertension to
hypertension. It's too soon to say that the same blood pressure lowering effects will be seen in patients taking
just 81 mg aspirin daily. Tell patients there's not enough evidence aspirin at bedtime is more beneficial at
preventing outcomes that matter...stroke, heart attacks, etc. The most important point is to make sure that
patients actually take their aspirin regardless of time of day. If patients choose to switch their aspirin regimen
to nighttime, a snack should also be eaten to avoid stomach irritation.
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Metered Dose Inhalers

T

here's confusion over when to use a spacer with a metered-dose inhaler (MDI). A spacer is usually not
necessary if MDIs are used correctly. Educate patients on proper inhaler technique. Show them how to breathe
in slowly while pressing down on the inhaler. Advise patients to always rinse their mouth after using inhaled
steroids. If a patient gets hoarseness or thrush, suggest a spacer to limit the drug from hitting the back of the
throat. Azmacort and Aerospan HFA come with a built-in spacer, the others require using a separate spacer.
Recommend a valved holding chamber (AeroChamber, OptiChamber, etc) for patients who have trouble
coordinating actuation and inhalation, such as the elderly. These devices suspend the medication and allow
more time to inhale. AeroChamber Max has a flow indicator that allows caregivers to "see" and count the
breaths. Some plastic spacers can develop static that can attract and hold some drug. Soak these once a month
in soapy water for 20 min and let dry to minimize static. Or to avoid static, recommend a metal spacer
(Vortex)...or one made with antistatic plastic (AeroChamber).

NutritionUpdate

W

omen who have higher dietary intake of lutein and zeaxanthin — compounds
found in yellow or dark, leafy vegetables — as well as more vitamin E from food and
supplements appear to have a lower risk for developing cataracts, according to a report
in the January issue of Archives of Ophthalmology, one of the JAMA/Archives journals.
“The oxidative hypothesis of cataract formation posits that reactive oxygen species can
damage lens proteins and fiber cell membranes and that nutrients with antioxidant
capabilities can protect against these changes,” the authors write as background
information in the article. Vitamin E, vitamin C, beta carotene, lutein and zeaxanthin are
all believed to have antioxidant properties. Lutein and zeaxanthin are the only
carotenoids — yellow plant pigments — present in the lens of the human eye and may
also protect against cataracts by filtering harmful blue light.
Brigham & Women’s Hospital and Harvard Medical School, Boston, analyzed dietary information from 35,551
female health professionals who enrolled in the Women’s Health Study in 1993. The women were then followed
for an average of 10 years, and the diets of those who developed cataracts were compared with the diets of
those who did not.
A total of 2,031 women developed cataracts during the study. When the participants were split into five groups
based on the amount of lutein and zeaxanthin they consumed, those in the group who consumed the most
(about 6,716 micrograms per day) had an 18 percent lower chance of developing cataracts than those who
consumed the least (1,177 micrograms per day). The one-fifth who consumed the most vitamin E from food and
supplements — about 262.4 milligrams per day — were 14 percent less likely than the one-fifth who got the least
(4.4 milligrams per day).
“In conclusion, these prospective data from a large cohort of female health professionals indicate that higher
intakes of lutein/zeaxanthin and vitamin E are associated with decreased risk of cataract,” the authors write.
“Although reliable data from randomized trials are accumulating for vitamin E and other antioxidant vitamins,
randomized trial data for lutein/zeaxanthin are lacking.
Such information will help to clarify the benefits of
supplemental use of lutein/zeaxanthin and provide the
most reliable evidence on which to base public health
recommendations for cataract prevention by vitamin
supplementation.”

Page 4

