
P A I N
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What’s Behind
Morning
Headaches?
Waking up with a headache
often is associated with a
sleep-related breathing dis-
order. But after analyzing
the responses from a multi-
national telephone survey,
an investigator from Stan-
ford University, Stanford,
CA has found that many
other factors—including
major depressive disorders
and insomnia—also may 
be involved in morning
head pain. 

The survey was adminis-
tered to 23,620 people in
five European countries.
They were asked a series 
of questions about the
occurrence of morning
headaches; such sociode-
mographic factors as age,
marital status, and occupa-
tion; use of psychoactive
substances; and history of
organic, sleep, or mental
disorders. Of the 18,980 re-
spondents, 1,442 (7.6%) said
they experienced morning
headaches: 1.3% always did,
4.4% often did, and 1.9%
sometimes did. Typically,
the individual with morning
headaches was a married
woman, between the ages

of 45 and 64, who either
was unemployed or consid-
ered herself a homemaker. 

Anything that gets in the
way of a good night’s sleep
can cause a morning
headache, but the common
culprits—a partner’s heavy
snoring and obstructive
sleep apnea—weren’t the
strongest predictors. The
researcher noted a higher
prevalence of morning
headache in people with a
body mass index below 20
or above 27, as well as
among those with muscu-
loskeletal, heart, upper air-
way, or thyroid diseases.

What’s more, those who
reported having more than
six alcoholic drinks a day or
using anxiolytic medication
were twice as likely to re-
port morning headaches. In
studies that have analyzed
factors related to morning
headaches, these two fac-
tors rarely are taken into
account, says the study
author—even though both
are known to suppress the
respiratory system, and lack
of oxygenation during sleep
is believed to encourage
morning headaches.

Hypertension also was
linked to a higher risk of
morning headaches. The in-
vestigator notes, however,
that hypertension itself

wasn’t enough to explain
the headaches, since not all
people with hypertension
had them and not all people
with morning headaches
had hypertension.

Depression had one of
the highest odds ratios in
the study, which is consis-
tent with findings from a
previous study in which
adolescents with major de-
pression at first evaluation
had nearly 10 times the risk
of developing headaches in
the next seven years. The
researcher points out, how-
ever, that depression and
headaches may have a
“chicken-and-egg” relation-
ship: While headaches may
be a somatic manifestation
of depression, chronic
morning headaches also
could be a cause of
depression. 

This study suggests that
morning headaches aren’t
necessarily related to
sleep-related breathing dis-
orders, but in about 80% of
the cases, result from an
organic disease, a sleep dis-
order, a mental disorder, or
a combination of these fac-
tors. The author advises a
thorough interview with
any patient who reports
morning headaches.

Source: Arch Intern Med. 2004;
164:97–102.

Clinical Digest

68 • FEDERAL PRACTITIONER • MAY 2004

Continued on page 78



S U R G E R Y

Effects of
Perioperative
Hyperoxia
In the general surgical pop-
ulation, the routine use of a
high fractional inspired con-
centration of oxygen (FiO2)
in the perioperative period
won’t help lower the overall
incidence of surgical site in-
fection (SSI), say a team of
researchers from Weill Med-
ical College of Cornell Uni-
versity, New York, NY. In
fact, their findings suggest
that its predominant effect
actually may be deleterious. 

In their double-blind,
parallel group, randomized
study of 160 adult patients
undergoing a variety of
major abdominal proce-
dures, 29 patients devel-
oped SSIs. Nine (11%)
were in the group receiv-
ing an FiO2 of 0.35 and 20
(25%) were in the group
receiving an FiO2 of 0.80—
a statistically significant
disparity.

Furthermore, the infec-
tions were clinically signifi-
cant, causing infected
patients to stay more than
twice as long as patients
without infections (mean,
13 days versus 6 days).
Four patients who devel-
oped infections required re-
operation, all of whom
were in the group given an
FiO2 of 0.80. One patient in
the 0.35 FiO2 group devel-
oped a wound infection
and, later, a deep abscess.
This patient had a myocar-
dial infarction and cerebral

artery stroke and died 16
days after surgery.

In the multivariate logis-
tic regression analysis,
higher FiO2 predicted infec-
tion. The only other signifi-
cant predictor of infection
was intubation.

The effects of oxygen at
the cellular and tissue levels
are very complex, say the
researchers. They caution
that, while elevations in tis-
sue oxygen certainly can
have bactericidal results,
these processes aren’t com-
pletely understood, and the
adaptive potential of bacter-
ial species shouldn’t be
overlooked. 

Source: JAMA. 2004;291:79–87.

P R I M A R Y C A R E

Measuring BP: 
A Call to Arms
The position of the arm
during blood pressure (BP)
measurement can mean the

difference between a pa-
tient who’s deemed hyper-
tensive and one who isn’t,
say a pair of researchers
from the University of Cali-
fornia, San Diego and the
Medical College of Wiscon-
sin, Milwaukee. 

For their prospective
study, they enrolled a con-
venience sample of 100
adult, emergency depart-
ment patients whose chief
symptoms were unlikely to
be associated with cardio-
vascular instability. The pa-
tients ranged in age from
18 to 88.

For each patient, they
obtained six BP measure-
ments: with the patient
standing, sitting, and
supine—and, in each body
position, with the arm per-
pendicular and parallel to
the torso. Perpendicular
was defined as the arm in
front of the patient, creat-
ing a 90º angle with the
torso, and parallel was de-
fined as the arm fixed at

the patient’s side. They
recorded the mean systolic
and diastolic values for
each of six body-arm com-
binations.

In every body position,
the systolic and diastolic
BP measured with the arm
perpendicular to the body
was significantly lower
than with the arm in the
parallel position. The
American Heart Associa-
tion recommends that BP
measurements be taken
while the patient’s elbow is
flexed at heart level. In this
study, however, the re-
searchers noted that 73% of
health care providers neg-
lected to abide by this rec-
ommendation. 

In this study, the 5.6-
mm Hg range in BP differ-
ences (from 8.8 to 14.4
mm Hg) was greater than
the traditional 5-mm Hg
range (from 5 to 10 mm
Hg) used to modify antihy-
pertensive therapy. Using
standard values for classi-
fication of hypertension,
the researchers say, arm
position during BP meas-
urement significantly al-
ters the proportion of
patients categorized as
hypertensive. They are
calling for clinicians to
reach a consensus on 
arm position to be used
when BP measurements
are taken, and they sug-
gest that future clinical
studies involving BP
measurements specify
subjects’ arm position
upon measurement.

Source: Ann Intern Med. 2004;
140:74–75.
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P A T I E N T
E D U C A T I O N

Avoiding
Diabetic Burns
and More
Diabetic burn patients
face an elevated risk of
nosocomial infection com-
pared with nondiabetic
burn patients, concluded a
trio of researchers after
conducting a 46-month ret-
rospective review of 1,063
nonpediatric patients ad-
mitted to a Chicago, IL
burn center. These find-
ings, they say, underscore
the importance of educat-
ing diabetic patients about
risks associated with using
such items as heating
pads, heaters, and hot
water bottles.

Of the 1,063 burn pa-
tients between the ages of
15 and 54, 68 (6%)  had dia-
betes; of the 193 senior
burn patients (those aged
55 and up), 62 (32%)  had
diabetes. Most of all burns
were due to scalding,
flame, or contact. Scald in-
juries occurred at the same
rate in diabetic and nondia-
betic patients, flame in-
juries occurred at a higher
rate in nondiabetic pa-
tients, and contact injuries
occurred at a higher rate in
diabetic patients. Patients
with diabetes had foot
burns significantly more
often, and they were admit-
ted more often during the
winter.

But the burns them-
selves weren’t the only
problems. Burn patients

with diabetes were more
likely to be hospitalized
longer and to have bac-
teremia, sepsis, and burn
wound cellulitis. Older dia-
betic patients—who were
more likely to have sus-
tained perineal, buttock,
and upper thigh burns
(usually from falls in baths
and showers)—more often
needed catheters, which
predisposed them to uri-
nary tract infections. Pa-
tients with diabetes also
developed respiratory fail-
ure more often than nondi-
abetic patients: Those
between the ages of 15 and
54 were twice as likely and
those age 55 or older were
four times as likely as their
nondiabetic counterparts
to have symptoms.

Another critical differ-
ence is the amount of time
it took the patients to get to
the hospital. The majority
(63%) of nondiabetic burn
patients presented within
48 hours of the injury, com-
pared with 40% of the pa-
tients with diabetes.

Source: Diabetes Care. 2004;
27:229–233.

P A T I E N T S A F E T Y

Preventing
Nursing Home
Violence
Some nursing home resi-
dents may be more likely
than others to be victims of
aggression and violence by
other residents. Such was
the conclusion of re-
searchers from Harvard

School of Public Health,
Harvard Injury Control Re-
search Center, Health Care
For All, and the Massachu-
setts Department of Public
Health (MDPH), all in
Boston, MA, and Yale Med-
ical School in New Haven,
CT, who conducted a case-
controlled study of resi-
dent-resident violence in
nursing homes between
January and December
2000. According to their
findings, injured residents
fall into two main cate-
gories: those who may be
more susceptible to “get-
ting in harm’s way” and
those who might behave in
ways that provoke an ag-
gressive response.

Using data from the
MDPH Complaint and Inci-
dent Reporting System, the
researchers compared 272
residents who had been in-
jured (and whose injuries
left visible evidence) to a
control group of 1,994 resi-
dents without injury re-
ports. Injuries included

fractures, dislocations,
bruises or hematomas, lac-
erations, and reddened
areas. A total of 25 resi-
dents were involved in
more than one such inci-
dent. In 60% of the cases,
the second event occurred
within 60 days of the first.
Male residents were almost
twice as likely as female
residents to be injured.

Through the narratives
of the reporting system, the
researchers found that
some of the residents may
have provoked the attacks,
often unwittingly. Insuffi-
cient reporting details pre-
vented a true analysis, but
the authors suspect that
some residents might have
“invaded personal space”—
for example, by wandering
into another resident’s
room or by eating from an-
other resident’s plate. Resi-
dents who were injured
were often wandering,
being verbally abusive, or
acting in a socially inappro-
priate manner.
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In addition, the likeli-
hood of being injured rose
as the level of cognitive
impairment increased.
Residents in an Alz-
heimer’s unit faced three
times the risk of injury as
those in other units. Com-
pared with residents who
showed no impairment on
the Cognitive Perfor-
mance Scale, residents
classified as having bor-
derline or mild cognitive
impairment were about
five times as likely to be
injured; and those classi-
fied as having severe cog-
nitive impairment were
about 12 times as likely to
be injured.

Notably, injured resi-
dents appeared to be
more physically indepen-
dent than those in the con-
trol group: Residents
classified as needing ex-
tensive assistance or as
being severely dependent
on others for activities of
daily living had a signifi-
cantly lower rate of injury
than other residents. This
finding, say the research-
ers, suggests that those
less likely to become in-
jured are either cogni-
tively intact and thus
capable of avoiding con-
frontations with other
residents or are too physi-
cally dependent to find

themselves in a trouble-
some situation.

Although more research
into protective strategies is
needed, the authors point
to ways that various facili-
ties have tried to reduce
resident-resident violence.
Interventions include such
environmental modifica-
tions as soft barriers or
stop signs placed in the
doorways of residents who
may become violent when
a resident with dementia
wanders into their rooms.
The researchers also cite
studies indicating that
music therapy may im-
prove behavioral problems,
while organized activities

can be used to help redi-
rect residents prone to
wandering.

The researchers note
that while they included
only residents who had vis-
ible evidence of trauma,
there were several hundred
violent incidents that didn’t
result in identifiable
trauma—categorized as
“no lasting harm.” Those
incidents, however, may be
a precursor of more severe
trauma and, they suggest,
may be as psychologically
or physically detrimental
as the ones leaving “visible
evidence.”

Source: JAMA. 2004;291:
591–598.
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CLASSIFIED ADVERTISING

FEDERAL PRACTITIONER’S
Special Offer* is back!

Take advantage of the 
3 for 2 Ad Special

Run the same size ad in two
consecutive issues of 

Federal Practitioner and 
receive the third ad FREE!

For details contact: Jim Slahta
Sr. Account Representative
(800) 344-7775 Ext. 2797 

Fax: (973) 701-8892 
E-mail: jim.slahta@qhc.com

*This special offer applies to classified advertisements only.

Career Opportunities

Classified Advertising 
Closing Dates

18th of the month preceding month 
of publication (i.e. May 18th for the June issue) 

Contact: Jim Slahta @ 
(800) 344-7775 Ext. 2797 

Fax: (973) 701-8892 
E-mail: jim.slahta@qhc.com

CARDIOLOGIST - The Harry S. Truman
Memorial Veterans Hospital, Columbia,
Missouri invites applications for the position
of Staff Physician in the Cardiology Section.
This appointment may be a joint appoint-
ment with the University of Missouri - Col-
umbia School of Medicine. The applicant
must have completed a fellowship and be
board certified or eligible in cardiovascular
disease. The applicant will be expected to
provide comprehensive cardiac services
including care of cardiac transplant patients,
transesophageal echocardiogram (including
intraoperative TEE), stress echocardiograms
and invasive cardiac procedures. Preference
will be given to candidates formally trained
in Electrophysiology. Additionally, the suc-
cessful candidate will participate in research
and teaching activities and participate in pro-
viding care at satellite clinic sites. Position is
Assistant or Associate Professor level. 

Send CV and cover letter to:
Paul Kurzejeski (SC), VA Hospital, 800
Hospital Drive, Columbia, MO 65201.
EOE and complies with the ADA Act of

1990. Women and minorities are
encouraged to apply.

Associate Chief of Staff for 
Primary Care (ACOS/PC)

The Central Arkansas Veterans Healthcare
System (CAVHS) in Little Rock, Arkansas,
is seeking a full-time physician to serve as
ACOS/PC. This large, active teaching hospi-
tal is closely affiliated with the University of
Arkansas for Medical Sciences. Academic
interests such as outcomes research are
encouraged and a faculty appointment is
possible. ACOS/PC will direct a staff of
approximately 30 physicians, 10 nurse practi-
tioners, and 1 RN with an enrollment of over
42,110 patients. Other responsibilities
include ER, Compensation and Pension
Unit, Women's Health Unit, Employee
Health, Visual Impairment Services Team
(VIST) Program, and 4 Community Based
outpatient Clinics located in rural Arkansas
communi t ies .  A 20-40% c l in ica l  and
6 0 - 8 0 %  a d m i n i s t r a t ive  w o r k l o a d  i s
anticipated. Applicants must be board
certified with demonstrated expertise in
clinical medicine and success in administra-
tion. 

Submit CV to: Margie A. Scott, M.D.,
Chair ACOS/PC Search Committee 

(113/LR), CAVHS, 4300 West 7th Street,
Little Rock, Arkansas 72205.     EOE


