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Members of the Family Practice Inquiries Network answer clinical questions with the best available evidence in a concise, reader-
friendly format. Each peer-reviewed answer is based on a standard search of resources, including MEDLINE, the Cochrane Library, and
InfoRetriever, and is graded for level of evidence (http://cebm.jr2.ox.ac.uk/docs/levels.html). The collected Clinical Inquiries can be
found at http://www.jfponline.com and http://www.fpin.org; the latter site also includes the search strategy used for each answer.

Does a low-salt diet reduce morbidity 

and mortality in congestive heart failure?

EVIDENCE-BASED ANSWER No randomized con-
trolled trials (RCTs) have addressed the independent
role of sodium restriction in the morbidity or mortal-
ity of congestive heart failure. However, current
guidelines recommend sodium restriction for sec-
ondary prevention of congestive heart failure exac-
erbation. (Grade of recommendation: D.) Clinical tri-
als of multifactorial, nondrug interventions have
shown an association of sodium restriction with
reduced morbidity and improved quality of life in
some populations with congestive heart failure.
(Grade of recommendation: C.)

EVIDENCE SUMMARY Sodium restriction is a
mainstay of nonpharmacologic therapy for conges-
tive heart failure, although no evidence proves that
sodium restriction alone reduces morbidity and mor-
tality.1 Sodium restriction reduces hypertension2,3 and
left ventricular hypertrophy,4 both risk factors for
congestive heart failure.

Studies of multifactorial interventions correlate
reduced congestive heart failure morbidity with sodi-
um restriction or dietary counseling. These results
cannot be generalized to sodium restriction indepen-
dent of the other nondrug interventions. A small RCT
compared a program of exercise, cognitive thera-
py/stress management, salt restriction, and weight
reduction to treating congestive heart failure with
digoxin or placebo.5 The nondrug interventions
improved functional capacity, body weight, and
mood but not ejection fraction in patients with con-
gestive heart failure.5 A systematic review of 6 RCTs
showed that multidisciplinary heart failure disease
management programs, which emphasized dietary

counseling and/or sodium intake reduction,
improved functional capacity, patient satisfaction,
and quality of life.6

A large RCT that investigated how sodium reduc-
tion affects hypertension and frequency of cardio-
vascular events (including congestive heart failure)
in the elderly did not show a significant difference
in primary prevention of cardiovascular events
between the sodium-restricted group and controls.3,7

Two prospective cohort studies linked high sodium
intake to cardiovascular mortality and all-cause mor-
tality in overweight persons independent of other
cardiovascular risk factors.8,9

RECOMMENDATIONS FROM OTHERS Physiological
principles, observational studies, common practice,
and expert opinion support sodium restriction for
reducing edema and the need for diuretic agents in
patients with congestive heart failure.1 No clinical
trial evidence favors a 2-g over a 3- to 4-g sodium
restriction. See Table for common recommendations.
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TA B L E  
Recommended sodium restrictions

Patient populations 
with congestive heart failure Sodium restriction
Older adult1 1.6 g Na
With fluid retention Moderate sodium 

or hypertension11 reduction
At risk for or with Prudent dietary salt 

asymptomatic heart failure11 reduction
Older adult nursing Low salt

home residents12

Taking diuretics10 2 g Na
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between the 2 groups. A more recent RCT had sim-
ilar results when comparing FPANS with loratadine
and with combined therapy.4 This double-blinded
placebo-controlled trial, which included 600
patients, measured patient- and clinician-rated total
symptom scores, individual nasal symptom scores,
and overall evaluations after 7 and 14 days of thera-
py. Although the symptom scores for the FPANS
group were significantly lower than those in the
loratadine and placebo groups, no significant differ-
ence in scores was found between the FPANS and
combined groups. The results were the same for the
quality-of-life questionnaire scores. In an RCT of 106
patients, budesonide nasal spray’s efficacy was test-
ed against terfenadine alone and in combination; the
nasal steroid alone was more effective than the his-
tamine.5 Combining the 2 drugs yielded no signifi-
cant improvements.

The newer nasal steroids such as fluticasone may
be more effective because of their stronger affinities
to glucocorticoid receptors, but no clinical evidence
confirms this hypothesis.6

RECOMMENDATIONS FROM OTHERS The Joint
Task Force on Practice Parameters in Allergy, Asthma,
and Immunology recommends second-generation
oral antihistamines for first-line therapy, but notes that
nasal steroids are the most effective medication class
for controlling allergy symptoms.7 The task force
states that combination drug therapy may be tried. A
monograph from the American Academy of Family
Physicians notes the lack of consensus guidelines for
first-line therapy and recommends that treatment be
individualized.8 It states that combination therapy may
be tried if monotherapy fails.
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How effective are nasal steroids combined

with nonsedating antihistamines 

for seasonal allergic rhinitis?

EVIDENCE-BASED ANSWER For treating seasonal
allergic rhinitis, inhaled nasal corticosteroids are supe-
rior to nonsedating antihistamines (Grade of recom-
mendation: A, based on a large meta-analysis of ran-
domized controlled trials [RCTs]). Combining nasal
steroids and nonsedating antihistamines yields no
additional benefits (Grade of recommendation: A,
based on several RCTs). Unless patient preference lim-
its their use, nasal steroids should be first-line therapy.

EVIDENCE SUMMARY A meta-analysis of 16 RCTs
compared the efficacy of intranasal steroids and oral
antihistamines for alleviating nasal, eye, and global
allergy symptoms.1 Intranasal steroids were superior
to oral antihistamines for all patient-oriented nasal
symptom and global symptom ratings. Eye symptom
scores and adverse events were similar in each treat-
ment group.

Several large RCTs have addressed whether com-
bining the 2 classes of drugs would achieve greater
symptom control. Only 1 study2 found combination
therapy to be superior. This RCT compared
beclomethasone dipropionate with loratadine or
placebo daily in 154 patients.2 Total symptom scores
were better for the combination group mainly due
to improved relief from ocular symptoms.

Fluticasone propionate aqueous nasal spray
(FPANS) was evaluated alone and in combination
with cetirizine in a multicenter double-blind study of
454 patients.3 The mean symptom scores for nasal
and eye symptoms were not significantly different

TA B L E  

Intranasal steroids for treating allergic rhinitis

Drug Usual adult dosages Cost per month*
Beclomethasone dipropionate

Beconase AQ 2 sprays/nostril qd $44
Vancenase AQ 2 sprays/nostril qd $40

Budesonide
Rhinocort AQ 2 sprays/nostril bid $48

Flunisolide
Nasarel 2 sprays/nostril bid $44
Nasalide 2 sprays/nostril bid $46

Fluticasone propionate
Flonase 2 sprays/nostril qd $53

Mometasone furoate
Nasonex 2 sprays/nostril qd $56

Triamcinolone acetonide
Nasacort AQ 2 sprays/nostril qd $56

bid, twice a day; qd, every day.
*Red Book. Medical Economics Data, 2001.
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ommend such measures.6 The potential harm of
chemical measures was reiterated in this review.

RECOMMENDATIONS FROM OTHERS The
National Heart, Lung, and Blood Institute continues
to recommend physical barriers to reduce house
dust mite antigen based on 4 small trials in which
the major benefit was decreased bronchial hyperre-
sponsiveness.7 Larger trials, now under way, may
help resolve the issue.
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What environmental modifications

improve pediatric asthma?

EVIDENCE-BASED ANSWER Reducing environ-
mental tobacco smoke exposure decreases health
care utilization among poor asthmatic children.  Dust
mite reduction by chemical measures is potentially
harmful. (Grade of recommendations: B, based on
single randomized controlled trial.) Evidence is insuf-
ficient for or against dust mite reduction by physical
means, use of synthetic or feather bedding, removal
of cats, use of air filters or reducing indoor humidity.
(Grade of recommendations: D, inconsistent studies.)

EVIDENCE SUMMARY Although several studies
have shown the benefit of placing asthmatic and
allergic children in highly sanitized hospital and san-
itarium environments,1 benefit has been extremely
difficult to prove with measures used in the child’s
home. Only reducing tobacco smoke exposure has
been shown to be beneficial. In a randomized trial
of predominantly poor minority subjects, fewer
acute asthma medical visits were needed by children
whose household members underwent behavioral
education aimed at decreasing smoke exposure.2

Other methods of modifying the environment
have not proved beneficial. Although a group of
researchers found that home visits by care providers
may decrease acute medical visits, specific allergy
avoidance steps did not make a difference.3 Two of
these authors also reported that the use of chemicals
for house dust mite control and the use of synthetic
pillows in lieu of feather pillows may actually exac-
erbate asthma.4 A Cochrane review was inconclusive
on the risks or benefits of feather bedding.5 Benefit
from removing cats is difficult to prove because of
the ubiquitous nature of cat antigen and the difficul-
ty in eradicating it from the home. Using air filters
and reducing indoor humidity have likewise failed
to show meaningful improvement in peak flow,
medication use, or symptom scores.

The effectiveness of physical methods to reduce
house dust mites is unclear. The Cochrane Review of
15 trials noted a small, statistically significant
improvement in asthma symptom scores, but the
results were not clinically important enough to rec-

TA B L E  

Environmental modifications 
for children with asthma

Intervention Effect
Tobacco smoke exposure reduction Beneficial
Chemical reduction of dust mites Harmful
Physical reduction of dust mites Unknown
Bedding material (feather vs synthetic) Unknown
Removal of cats Unknown
Air filters or dehumidification Unknown


