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Community Health Centers Starving for Staffing

BY KATE JOHNSON

Montreal Bureau

ommunity health centers are cur-
rently clinically understaffed and
will likely face increasing short-
ages that may limit their expansion, ac-
cording to a study by the rural health re-
search centers of both the University of
Washington, Seattle, and the University of
South Carolina, Columbia, and by the
National Association of Community

Health Centers (JAMA 2006;295:1042-9).

“Workforce shortages may impede the
expansion of the U.S. [community health
center] safety net, particularly in rural ar-
eas,” reported Dr. Roger A. Rosenblatt
from the University of Washington, and
his colleagues.

The study surveyed 846 federally fund-
ed community health centers (CHCs)
within the 50 states and the District of Co-
lumbia. Mailed questionnaires and tele-
phone surveys asked CHC chief executive

officers about staffing and recruiting pat-
terns, use of federal and state recruitment
programs, and perceived barriers to re-
cruitment.

Responses were obtained from 79% of
the population and revealed that funded
clinical staff vacancies are common. The
average CHC has 13% of its family physi-
cian full-time equivalent positions unfilled.
Rural CHCs reported a significantly high-
er proportion of these vacancies, as well
as recruiting difficulties, compared with
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ESTROGENS INCREASE THE RISK OF ENDOMETRIAL CANCER
Close clinical survillance of ll women taking estrogens is important. Adequate diagnostic measures, including endometrial sampling when indiceted, should be undertaken to rle
out malignancy in all cases of undiagnosed persistent or recurring abnormal vaginal bleeding. There is no evidence that the use of “natural” estrogens resuls in a different
endometial isk profile than synthefic estrogens of equivalent estrogen dose. (See WARNINGS, Malignant neoplasms, Endometrial cancer.)

CARDIOVASCULAR AND OTHER RISKS

Estrogens with or without progestins should not be used for the prevention of cardiovascular disease or dementia. (See WARNINGS, Cardiovascular disorders and Dementia.)
The Women's Health Intitive (WHI) study reported increased risks of stroke and degp vein thrombosis in postmenopausal women (50 to 79 years of age) during 6.8
years of ireatment with conjugated esirogens (0.625 mg) relative to placebo. (See CLINICAL PHARMACOLOGY, Clinical Studies in full Prescribing Information and
WARNINGS, Cardiovascular disorders.)
The WHI study reported ncreased risks of myocardial infarction, stroke, invasive breast cancer, pulmonary emboli, and deep vein thrombass in postmenapéusal women
(5010 79 years of age) during 5 years of reaiment with oral conjugated estrogens (0.625 mg) combined with medroxyprogesterone acetate (2.5 mg) relatve to placebo. (See
CLINICAL PHARMACOLOGY, Clinical Studies in full Prescrbing Informetion and WARNINGS, Cardiovascular disorders and Malignant neaplasms, Breast cancer.)
The Women's Healh Initative Memory Study (WHIMS), a substudy of WHI, reported increased risk of developing probable dementia in posimenopausal women 65 years
ofage or older during 5.2 years of treaiment with oral conjugated estrogens alone and during 4 years of treaiment with conjugated estrogens combined with medroxypro-
gesterone acetate, relative to placebo. It is unknown whether this finding applies to younger postmenapausal women. (See CLINICAL PHARMACOLOGY,
Clinical Studies in full Prescribing Information, WARNINGS, Dementia and PRECAUTIONS, Geriatric Use.)
Other doses of conjugeted estrogens and medroxyprogesterone acefate, and other combinations and dosage forms of estrogens and progestins were not studied in the WHI
cliical trials and, in the absence of comparable data, these risks should be assumed to be similar. Because of these risks, estrogens with or without progestins should be
prescribed at the lowest effective doses and for the shortest duration consistent with treatment goals and risks for the individual woman

INDICATIONS AND USAGE
Premarin (conjugated estrogens) Vginal Cream is indicated in the treaiment of alrophic vaginits and kraurosis vulvee.
CONTRAINDICATIONS
Premarin Vaginal Cream should not be used in women with any of the following conditions:
. Undiagnosed abnormal genita bleeding
. Known, suspected, or history of cancer of the breast.
. Known or suspected estrogen-dependent neaplasia
. Active deep vein thrombosis, pulmonary embalism or a history of these conditions.
. Actve or recent (e.g. within past year) arterial tiromboembolic disease (6.9, stroke, myocardial infarction),
.- Liver dysfunction or disease.
" Premarin Vginal Cream should not be used in patients with known hypersensitivity o its ingrediints.
. Known or suspected pregnancy. There is no indication for Premarin Viaginal Cream in pregnancy. There appears to be little or no inreased risk of birth defects in

children born to women who have used estrogen and progestins from oral contraceptives nadvertently during pregnancy. (See PRECAUTIONS,)
WARNINGS
See BOXED WARNINGS.
Systemic absorption may occur with the use of Premarin Vaginal Cream. The warnings, precautions, and adverse reactions associated with oral Premarin treatment
should be taken into account.
1. Cardiovascular disorders. Esirogen and estrogen/progestin therany have been associated with an increased risk of cardiovascular events such as myocardial infarcion
and stroke, as well as venous thrombosis and pulmonary embolism (venous thromboembolism or VITE). Should any of these occur or be suspected, estrogens should be
disconfinued immediately.
Risk factors for arterial vascular disease (e.g., hypertension, diabetes mellitus, tobacco use, hypercholesterolemia, and obesity) andor venaus thromboembolism (6.g.,
personal history or family history of VTE, obesiy, and systemic lupus erythematosus) should be managed appropriaely.
a. Coronary heart disease and stroke. In the estrogen alone substudy of the Women's Health Initiative (WHI) study, an increased risk of stroke was observed in
women receiving Premarin compared fo women receiving placebo (44 vs 32 per 10,000 women-years). The increase in risk was observed in year one and persisted.
(See CLINICAL PHARMACOLOGY, Clinical Studies in full Prescribing Information.)
In the estrogen plus progestin substudy of WHI, an increased risk of coronary heart disease (CHD) events (defined as nonfatal myocardial infarction and CHD death) was
observed in women receiving PREMPRO (0,625 mg conjugated estrogens plus 2.5 mg medroxyprogesterone acefate) per day compared to women receiving placebo
(37 vs 30 per 10,000 women-years). The increase in risk was observed in year one and persisted.
In the same estrogen plus progestin substudy of the WHI, an increased risk of troke was observed in women receiving PREMPRO compared to women receiving placebo
(29vs 21 per 10,000 women-years). The increase in risk was observed after the first year and persisted.
I postmenopausal women with documented heat disease (n = 2,763, average age 66.7 years) a controlled clinical tral of secondary prevention of cardiovasculer disease
(Heart and Estrogen/progestin Replacement Study; HERS) treatment with PREMPRO (0.625 mg conjugated estrogen plus 2.5 mg medroxyprogesterone acetate per day)
demonstrated no cardiovascular benefit. During an average follow-up of 4.1 years, treatment with PREMPRO did not reduce the overallrate of CHD events in posimeno-
pausal women with established coronary heart disease. There were more CHD events in the PREMPRO-treated group than in the placebo group in year 1, but not during
the subsequent years. Two thousand three hundred and twenty one women from the original HERS trial agreed to partcipate in an open label extension of HERS, HERS I
Average follow-up in HERS  was an additional 2.7 years, for a total of 6.8 years overal. Retes of CHD events were comparable among women in the PREMPRO group and
the placebo group in HERS, HERS Il and overall
Large doses of estrogen (5 mg conjugated estragens per day), comparable to those used fo treat cancer of the prostate and breast, have been shown in large
prospective clinical trial in men to increase the risks of nonfatal myocardial infarcton, pulmonary emblism, and thrombophlebitis
b. Venous thromboembolism (VTE). In the estrogen alone substudy of the Women's Health nitiative (WHI) study, an increased risk of deep vein thrombosis was
observed in women receiving Premarin compared to placebo (21 vs 15 per 10,000 women-years). The increase in VITE risk was observed during th first year. (See
CLINICAL PHARMACOLOGY, Clinical Studies in full Prescribing Information.)
In the estrogen plus progestin substudy of WHI, a 2-fold greater rate of VTE, including deep venous thrombosis and pulmonary embolism, was observed in women
receiving PREMPRO compared to women receiving placebo. The rate of VTE was 34 per 10,000 women-years in the Prempro group compared to 16 per 10,000 women-
years in the placebo group. The increase in VTE risk was observed during the first year and persisted.
Iffeasibl, estrogens should be discontinued t least 4 to 6 weeks before surgery of the type associated with an increased sk of thromboembolism, or during periods
of prolonged immobilization.
2. Malignant neoplasms.
a. Endometrial cancer. The use of unopposed estrogens in women wih intact uteri has been associated with an increased risk of endometrial cancer. The reported
endometrial cancer risk among unopposed estrogen users is about 2- to 12-fold greater than in non-users, and appears dependent on duration of treatment and on
estrogen dose. Most studies show no significant increased risk associated with use of estrogens for less than one year. The greatest risk appears associated with
pr%\onged use(‘1 with increased risks of 15- to 24-fold for five to ten years or more and this risk has been shown to persist for at least 8 to 15 years after estrogen therapy
I3 discontinued.
Clinical surveillance of all women taking estrogen/pragestin cambinafions is important. Adequate diagnostic measures, including endometrial sampling when
indicated, should be undertaken to rule out malignancy in all casgs of undiagnosed persistent or recurring abnormal vaginal blegding. There is no evidence that the use
of natural estrogens results in a diferent endometrial risk profile than synthedic estrogens of equivalent estrogen dose. Adding a progestin to postmenopausal estrogen
herapy fias been shown to reduce the risk of endometrial hyperplasia, which may be a precursor to endomerial cancer
b. Breast cancer. In some studies, the use of estrogens and progesting by postmenopausal wamen has been reported to increase the risk of breast cancer. The
most important randomized clinical tria providing information about this ssue is the Women's Health Initative (WHI)tia of estrogen plus progestin (see CLINICAL
PHARMACOLOGY, Clinical Studies in full Prescribing Information.) The resuls from observational studies are generally consistent with those of the WHI clinicaltral.
After a mean follow-up of 5.6 years, the WHI tial reported an increased risk of breast cancr in women who took estrogen plus progestin. Observational studies have
also reported an increased risk for estrogen/progestin combination therapy, and a smaller increased risk for estrogen alone therapy, after Several years of use. For both
findings, the excess risk increased with duration of use, and appeared to retur to baseline over about five years after stopping treatment (only the observational studies
have substantial data on risk after stopping). In these Studies, the risk of breast cancer was greater, and became apparent earler, with estrogen/progestin combination
therapy as compared to estrogen alone therapy. However, these studies have not found significant variation in the risk of breast cancer among different estrogens or among
different estrogen/progestin combinations, doses, or routes of administration.
[n the WHItrial of estrogen plus progestin, 26% of the women reported prior use of estrogen alone and/or estrogen/progestin combination hormone therapy. After a mean
follow-up of 5.6 years during the clinical tral, the overall relative risk of invasive breast cancer was 1.24 (5% confidence interval 1.01-1.54), and the overall absolute
risk was 41 vs. 33 cases per 10,000 women-years, for estrogen plus progestin compared with placebo. Among women who reported prior use of hormong therapy, the
relative risk of invasive breast cancer was 1.86, and the absolute risk was 46 vs. 25 cases per 10,000 women-years, for estragen plus progestin compared with placebo.
Amaong women who reported no prior use of hormone therapy, the relative risk of invasive breast cancer was 1.09, and the absolute risk was 40 vs. 36 cases per 10,000
women-years for estrogen plus progestin compared with placebo. In the WHI trial, invasive breast cancers were larger and diagnosed at a more advanced stage in the
estrogen plus progestin group compared with the placebo group. Metastatic disease was rare with no apparent differenc between the two groups. Other prognostic factors
such as histologic subtype, grade and hormone receptor status did not differ between the groups.
The observational Million Women Study in Europe reported an increased risk of mortality due to breast cancer among current users of estrogens alone or estrogens plus
progesting compared to never users, while the estrogen plus progestin sub-study of WHI showed no effect on breast cancer mortality with a mean follow-up of 5.6 years.
The use of estrogen plus progestin has been reported to resultin an increase in abnormal mammograms requiring further evaluation. All women should receive yearly
reast examinafions by a healthcare provider and perform monthly breast self-examinations. In addtion, mammography examinations should be scheduled based on
patient age, risk factors, and prior mammogram results.
3. Dementia. In the estrogen alone Women's Health Initative Memory Study (WHIMS), a substudy of WHI, a population of 2,047 hysterectomized women aged 65 to
79 years was randomized to Premarin (0.625 mg) or placebo. In the estragen plus progestin WHIMS substudy, a population of 4,532 posimenapausal women aged 65 to
79 years was randomized to PREMPRO (0.625 mg/2.5 mg) or placebo.
In the estrogen alone substudy, after an average follow-up of 5.2 years, 28 women in the estrogen alone group and 19 women in the placebo group were diagnosed with
probable dementia. The relaive risk of probable dementia for Premerin alone versus placebo was 1.49 (35% CI 0.83-2.66). The absolute risk of probable dementia for
Premarin alone versus placebo was 37 versus 25 cases per 10,000 women-years.
In the estrogen plus progestin substudy, after an average follow-up of 4 years, 40 women in the esirogen plus progestin group and 21 women in the placebo group were
diagnosed with probable dementia. The relative risk of probable dementia for estrogen plus progestin versus placebo was 2.05 (35% CI 1.21-3.48). The absolute risk of
probable dementia for PREMPRO versus placebo was 45 versus 22 cases per 10,000 women-years.
Since both substudies were conducted in women aged 65 to 79 years, it is unknown whether these findings apply to younger postmenopausal women. (See BOXED
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WARNINGS and PRECAUTIONS, Geriatric Use.)

4. Gallbladder disease. A 2- to 4-fold increase in the risk of gallbladder disease requiring surgery in postmenopausal women receiving postmenopausal

strogens as been reported.

5. Hypercalcemia. Estrogen administration may lead to severe hypercalcemia in patients with breast cancer and bone metastases. If hypercalcemia occurs, use of the

drug should be stopped and appropriate measures taken to reduce the Serum calcium level

6. Visual abnormalities. Refinal vascular thrombosis has been reported in pafients receiving estrogens. Discontinue medicafion pending examination if there is sudden partial

or complete loss of vision, or a sudden onset of proptosts, diplopia, or migraine. f examination reveals papilledema or refinal vascular lesions, estrogens should be discontinued.

PRECAUTIONS

A. General

1. Addition of a progestin when a woman has not had a hysterectomy. Studies of the addtion of a progesfin for 10 or more days of a cycle of estrogen

administration or daily with estrogen in a continuous regimen have reported a lowered incidence of endometrial hyperplasia than would be induced by estrogen freaiment

alone. Endometrial hyperplasia may be a precursor to endomefrial cancer.

There are, however, possible risks that may be associated with the use of progestins with estrogens compared to estrogen-alone regimens. These include a possible

increased risk of breast cancer, adverse effects on lipoprotein metabolism (¢.g.,lowering HOL, raising LOL) and impairment of glucose tolerance.

2. Elgvated blood pressure. In a small number of case reports, substantial increases in blood pressure have been aftributed to diosyncratic reactions fo estrogens.

In alarge, randomized, placebo-controled clinical trial, a generalized effect of estrogen therapy on blood pressure was not seen. Blood pressure should be monitored at

reqular intervals with esirogen use.

3. Hypertriglyceridemia. In patients with pre-existing hypertriglyceridemia, estrogen therapy may be associated with elevations of plasma tiglycerides leading o

pancreatitis and other complications.

4. Impaired liver function and past history of cholestatic jaundice. Estrogens may be poarly metabolized in patients with impaired liver function. For patients

[v;ilh a hislogy of cholestatic jaundice associated with past estragen use or with pregnancy, caution should be exercised and in the case of recurrence, medication should be
sconfinue

5. Hypothyroidism. Esirogen administration leads to increased thyroid-binding globulin (TBG) levels. Patients with normal thyraid function can compensat for the

increased TBG by making more thyroid hormone, thus maintaining free T, and T, Serum concenirations in the normal range. Patients dependent on thyraid hormone

replacement therapy who are also receiving estrogens may require increased doses of their thyraid replacement therapy. These patients should have their thyroid function

maonitored in order to maintain their free thyroid hormone levels in an acceptable range.

6. Fluid retention. Because estrogens may cause some degree of fluid retention, patients with conditions that might be influenced by this factor, such as cardiec or

renal dysfunction, warrant careful observation when estrogens are prescribed.

7. Hypocalcemia. Esirogens should be used with caution in individuals with severe hypocalcemia

8. Ovarian cancer. The estrogen plus progestin substudy of WHI reported that after an average follow-up of 5.6 years, the relative risk for ovarian cancer for estrogen

plus progestin versus placebo was 1.58 (35% confidence interval 0.77-3.24) but was not stafistically significant. The absolute risk for estrogen plus progestin versus

placebo wes 4.2 versus 2.7 cases per 10,000 women-years. In some epidemiologc studies, the use of estragen-only products, in particular for ten or more years, has been

associated with an increased risk of ovarian cancer. Other epidemiologic studies have not found these associations.

9. Exacerbation of endometriosis. Endometriosis may be exacerbated with adminisiration of esfrogen therapy.

Afew cases of malignant transformation of residual endomelrial implants have been reported in women treated post-hysterectomy with estrogen alane therapy. For pafients

known to have residual endometriosis post-hysterectomy, the addition of progestin should be considered

10. Exacerbation of other conditions. Estrogen therapy may cause an exacerbation of asthma, diabetes mellitus, epilepsy, migraine, porphyria, systemic lupus

erythematosus, and hepatic hemangiomas and should be used with caution in women with thesg conditions.

11. Barrier contraceptives. Premarin Vaginal Cream exposure has been reported to weaken latex condoms. The potential for Premrin Vaginal Cream to weaken and

contribute to the failure of condoms, diaphragms, or cervical caps made of atex or rubber should be considered.

B. Patient Information Physicians are advised to discuss the contents of the PATIENT INFORMATION lezflet with pafients for whom they prescribe Premarin Vaginal Cream.

C. Lahoratory Tests Estrogen administration should be quided by clinical response at the lowest dose for the treatment of postmenopausal

vulvar and vaginal atrophy.

D. Drug/Laboratory Test Interactions

1. Accelerated prothrombin time, partial thromboplastin time, and platelet aggregation time; increased platelet count; increased factors I, VIl antigen, VI antigen, VIl
coaqulant activity,IX, X, XI, VII-X complex, Il-VIl-X complex, and beta-thromboglobulin; decreased levels of antifactor Xa and anithrombin I, decreased anithrombin Il
activity; increased levels of fibrinogen and fibrinogen activity; increased plasminogen antigen and activity.

2. Increased thyroic-binding globulin (TBG) leading to increased circulating total thyroid hormone, as measured by protein-bound ioding (PBI), T, levels (by column or
by radioimmunoassay) or T levels by radioimmunoassay. T resin uptake is decreased, reflecting the elevated TBG. Freg T, and free T concentrations are unaltered.
Patients on thyroid replacement therapy may require higher doses of thyroid hormone.

3. Other binding proteins may be elevated in serum, ., corticosteroid binding globulin (CBG), sex hormone-binding globulin (SHBG), leading to increased tofa
circulating corticosteroids and sex steroids, respectively. Free hormone concentrations may be decreased. Otfer plasma proteins may be increased
(angiotensinogen/renin subsrate, alpha-1-antitrypsin, ceruloplasmin).

4. Increased plasma HDL and HDL cholesterol subiraction concentrations, reduced LDL cholesterol concentration, increased triglyceride levels.

5. Impaired glucose folerance.

6. Reduced response to metyrapone test.

E. Carcinogenesis, Mutagenesis, Impairment of Fertility (See BOXED WARNINGS, WARNINGS, and PRECAUTIONS.)

Long-term continuous administration of natural and synthetic estrogens in certain animal species increases the frequency of carcinomas of the breast, uterus, cervix,
vaging, festis, and liver.

F. Pregnancy Premarin Viaginal Cream should not be used during pregnancy. (See CONTRAINDICATIONS.)

G. Nursing Mothers Estrogen administration to nursing mothers hs been shown to decrease the quantity and quality of breast milk. Detectable amounts of estrogens have
Deen identified in the milk of mothers receiving the drug. Caution should be exercised when Premarin Vaginal Cream is administered to a nursing woman,

H. Pediatric Use Estrogen therapy has been used for the induction of puberty in adolescents with some forms of pubertal delay. Safety and effectiveness in pediatric
patients have not otherwise been established.

Large and repeated doses of estragen over an extended time period have been shown to accelerate epiphyseal closure, which could result in short adult tafure i reatment
is iniiated before the completion of physiologic puberty in normally developing children. If estrogen is administered to patients whose bone growh is not complete
periodic monitoring of bong maturation and effects on epiphyseal centers is recommended during estrogen administration

Estrogen treatment of prepubertal gils also induces premature breast development and vaginal cornifcation, and may induce vaginal bleeding. In boys, estrogen treatment
may modify the normal pubertal process and induce gynecomastia. See INDICATIONS; sce DOSAGE AND ADMINISTRATION section in ful Prescribing Informefion

1. Geriatric Use Of the fotal number of subjects in the estrogen alone substudy of the Women's Health Iniiative (WHI) study, 46% (n = 4,943) were 65 years and over,
while 7.1% (n = 767) were 75 years and over. There was a higher relative risk (Premearin vs. placebo) of stroke in women less than 75 years of age compared fo

women 75 years and over.

Inthe estrogen alone substudy of the Women's Health Iniiative Memory Study (WHINS), a substudy of WHI, a population of 2,947 hysterectomized women, aged 65 o 79
years, was randomized to Premarin (0.625 mg) or placebo. In the estragen alone group, after an average follow-up of 5.2 years, the relaive risk (Premarin vs. placebo) of
probable dementia was 1.49 (95% CI 0.83-2.66).

(0f the ofal number of subjects i the estragen plus pragestin substudy of the Women's Health Iniafive study, 4% (n=7 320) were 65 years and over, while 6.6% (n = 1,095) were
75 years and over. There was a higher relaiv risk (PREMPRO vs. placebo) of stroke and invasive breast cancer in women 75 and over compared to women less than 75 years of age.
I the estrogen plus progestin substudy of WHIMS, a population of 4,532 postmenopausal women, aged 65 to 79 years, was randomized to PREMPRO (0.625 mg/2.5

mg) or pa\azggm. In the estrogen plus progestin group, after an average follow-up of 4 years, the relative risk (PREMPRO vs. placebo) of probable dementia was 2.05 (35%

Pooling the events in women receiving Premarin or PREMPRO in comparison to those in women on placebo, the overall relative risk for probable dementia was 1.76 (35%
(111.19-2.60). Since both substudies were conducted in women aged 65 to 79 years, itis unknown whether these findings apply to younger postmenopausal women. (See
BOXED WARNINGS and WARNINGS, Dementia.)

There have not been sufficient numbers of geriairic patients involved in studies utilizing Premarin Vginal Cream to determine whether those ver 65 years of age differ

from younger subjects in their response to Premarin Viaginal Cream

ADVERSE REACTIONS

See BOXED WARNINGS, WARNINGS, and PRECAUTIONS.

Sykstemm absorption may occur with the use of Premarin Vaginal Cream. Warnings, precautions, and adverse reactions associated with oral Premarin treaiment should be

taken info account.

The following additional adverse reactions have been reported with estrogen and/or progesfin therapy:

. Genitourinary system: Breakihrough bleeding, spotting, changes in vaginal bleeding pattern and abnormal withdrawal bleeding or flow: dysmenorrhea; increase in
size of utering leiomyomata; vaginitis, including vaginal candidiasis; change in cervical erosion and in degreg of cervical secretion; cystits-like syndrome; application site
reactions of vulvovaginal discomfortincluding burning and irritation; gental pruritus; ovarian cancer; endomerial hyperplasia; endomelrial cancer; precocious puberty.

. Breasts: Tenderness, pain, enlargement, secretion; breast cancer, fibrocystic breast changes.

. Cardiovascular: Deep and supeiicial venous thrombosis, pulmonary embolism, thrombophlebitis, myocardial infarction, stroke; increase in blood pressure.

. Gastrointestinal: Nausea, vomiting, abdominal cramps, bloating; cholestatic jaundice; pancreatis; increased incidence of gallbladder disease;
enlargement of hepatic hemangiomas.

. Skin: Chloa;ma or melasma which may persist when drug is discontinued; erythema multiforme; erythema nodosum; hemorrhagic eruption; loss of scalp hair; hirsutism;
pruritus; rash.

. Eyes: Retinal vascular thrombosis; intolerance to contact lenses.

. Central Nervous System: Headache; migraine; dizziness; nervousness; mood disturbances; rrtability; mental depression; chorea; exacerbation of epilepsy; dementia.

. Miscellangous: Increase or decrease in weight, reduced carbohydrate tolerance; glucose intolerance; aggravation of porphyria; edema; changes in libido; urticaria,
angioedema, anaphylactoid/anaphylactic reactions; hypocalcemia; exacerbation of asthme; increased triglycerides; arthralgias; leg cramps.

OVERDOSAGE

Serious il effects have not begn reported following acute ingestion of farge doses of estrogen/progestin containing drug products by young children. Overdosage of

estrogens may cause nausea and vomiting, and withdrawal blegding may occur in females.

This brief summary is based on PREMARIN® (conjugated estrogens) Vaginal Cream Prescribing Information W104130008 ETO1, revised September 12, 2005.
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their urban counterparts, with more than
one-third of rural CHCs reporting that
they had been trying to recruit a family
physician for more than 7 months. “Tt
would require more than 400 FTE family
physicians to fill all the vacancies for this
discipline,” noted the authors.

Some of the greatest recruitment diffi-
culties were reported for obstetrician/gy-
necologists and psychiatrists; rural loca-
tions reported more than 20% of funded
positions vacant, and they had more re-
cruitment difficulties, compared with ur-
ban CHCs. Dentists” vacancies also were
indicated, with more than half of rural
CHGCs reporting a vacant position for 7
months or longer. Less difficulty was re-
ported in recruiting nurse-practitioners
and physician assistants, with no signifi-
cant rural-urban differences.

When asked to indicate perceived bar-
riers to recruitment and retention of both
rural and urban CHC physicians and nurs-
es, respondents consistently noted the in-
ability to offer competitive compensation
packages.

“The lack of spousal employment op-
portunities, lack of cultural activities and
opportunities, lack of adequate housing,
and poor-quality schools were perceived as
disproportionately greater barriers for rur-
al centers,” noted the authors. Survey re-
spondents suggested three potential in-
terventions to address these perceived
barriers: better capacity to provide annu-
al salary increases, more National Health
Service Corps loan repayment incentives,
and greater visibility of CHCs as desirable
practice opportunities during training.

“The clinical role of CHCs is dependent
on primary care clinicians, both physi-
cians and nonphysician clinicians,” the au-
thors wrote, noting that the declining pro-
duction of family physicians from
residency programs “may lead to serious
workforce shortages, particularly in rural
CHCs.” Roughly 66% of the responding
CHG:s indicated their plans to expand as
part of a federal 5-year initiative to in-
crease spending on CHCs by at least $2.2
billion through fiscal year 2006.

However, the decline in “physicians
choosing generalist careers may be the
rate-limiting step in the nation’s ability to
staff CHCs and may lead to renewed
shortages of safety-net and rural physi-
cians generally,” they wrote.

The authors made several suggestions,
including the following, for federal and
state governments, as well as for CHCs:
» Bolstering elements of the Health Pro-
fessions Educational Assistance Act of
1976, the only federal program aimed at
encouraging primary care clinicians who
are likely to practice in underserved areas.
» Increasing the use of nurse-practition-
ers and physician assistants.

» Creating new alliances between CHCs
and primary care training programs.

» Expanding the National Health Service
Corps and related programs that provide
financial incentives to attract health care
clinicians to underserved areas.

» Developing new approaches to loan re-
payment plans.

» Creating additional incentives for rural
areas. L]


Used Mac Distiller 4.0.x Job Options
This report was created automatically with help of the Adobe Acrobat Distiller addition "Distiller Secrets v1.0.5" from IMPRESSED GmbH.
You can download this startup file for Distiller versions 4.0.5 and 5.0.x for free from http://www.impressed.de.

GENERAL ----------------------------------------
File Options:
     Compatibility: PDF 1.2
     Optimize For Fast Web View: Yes
     Embed Thumbnails: No
     Auto-Rotate Pages: Individually
     Distill From Page: 1
     Distill To Page: All Pages
     Binding: Left
     Resolution: [ 600 600 ] dpi
     Paper Size: [ 855 1107 ] Point

COMPRESSION ----------------------------------------
Color Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Low
     Bits Per Pixel: As Original Bit
Grayscale Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Low
     Bits Per Pixel: As Original Bit
Monochrome Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 300 dpi
     Downsampling For Images Above: 450 dpi
     Compression: Yes
     Compression Type: CCITT
     CCITT Group: << /Columns 32 /K -1 /Rows 8 >>
     Anti-Alias To Gray: No

     Compress Text and Line Art: Yes

FONTS ----------------------------------------
     Embed All Fonts: Yes
     Subset Embedded Fonts: Yes
     Subset When Percent Of Characters Used is Less: 100 %
     When Embedding Fails: Warn and Continue
Embedding:
     Always Embed: [ ]
     Never Embed: [ /Symbol /Courier /Courier-BoldOblique /ZapfDingbats /Helvetica-BoldOblique /Helvetica-Bold /Times-Bold /Courier-Bold /Helvetica /Times-BoldItalic /Times-Roman /Times-Italic /Helvetica-Oblique /Courier-Oblique ]

COLOR ----------------------------------------
Color Management Policies:
     Color Conversion Strategy: Convert All Colors to sRGB
     Intent: Default
Working Spaces:
     Grayscale ICC Profile: Adobe Gray - 20% Dot Gain
     RGB ICC Profile: sRGB IEC61966-2.1
     CMYK ICC Profile: U.S. Web Coated (SWOP) v2
Device-Dependent Data:
     Preserve Overprint Settings: No
     Preserve Under Color Removal and Black Generation: No
     Transfer Functions: Preserve
     Preserve Halftone Information: Yes

ADVANCED ----------------------------------------
Options:
     Use Prologue.ps and Epilogue.ps: Yes
     Allow PostScript File To Override Job Options: Yes
     Preserve Level 2 copypage Semantics: Yes
     Save Portable Job Ticket Inside PDF File: No
     Illustrator Overprint Mode: Yes
     Convert Gradients To Smooth Shades: Yes
     ASCII Format: No
Document Structuring Conventions (DSC):
     Process DSC Comments: Yes
     Log DSC Warnings: No
     Resize Page and Center Artwork for EPS Files: Yes
     Preserve EPS Information From DSC: No
     Preserve OPI Comments: No
     Preserve Document Information From DSC: No

OTHERS ----------------------------------------
     Distiller Core Version: 4050
     Use ZIP Compression: Yes
     Deactivate Optimization: No
     Image Memory: 524288 Byte
     Anti-Alias Color Images: No
     Anti-Alias Grayscale Images: No
     Convert Images (< 257 Colors) To Indexed Color Space: Yes
     sRGB ICC Profile: sRGB IEC61966-2.1

END OF REPORT ----------------------------------------

IMPRESSED GmbH
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