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The Journal welcomes Letters to the Editor, if found suitable, they will be published as space
allows. Letters should be typed double-spaced, should not exceed 400 words, and are subject to
abridgment and other editorial changes in accordance with journal style.

BLACKMARKET STEROIDS
COMPLICATE ACNE
THERAPY

To the Editor:

This letter was prompted by a tele-
phone call to the Drug Information
Service at the University of Utah
Health Sciences Center from a con-
cerned parent seeking identification
and information regarding a bottle of
pills she had found in her teenage
son’s room. The handwritten label on
the bottle indicated it contained
methandrostenalone. The woman
wanted to verify that this was the
same medication prescribed for her
son’s acne.

She was informed that the medi-
cation in question was a well-known
anabolic steroid used by many ath-
letes to increase muscle mass, and that
the drug carries the risk of many ad-
verse effects, including acne. Nev-
ertheless, she was relieved that her son
was not on “hard drugs.” She was
also advised to discuss the use of this
illicit medication with her son as well
as the physician treating his acne.

It has been documented that at
least 1 million athletes are using an-
abolic steroids,1 most of which are
easily obtained through blackmarket
sources.2 Very little, if any, drug ed-
ucation is connected with anabolic
steroids obtained in this fashion. This
lack ofeducation is in part responsible
for most illicit users exceeding the
recommended therapeutic dosages by
several times.2 Certainly, education
regarding their efficacy and side effects
is a key in reducing their use in
healthy individuals.

Young athletes may seek medical
treatment for acne induced by ana-
bolic steroids. Physicians unaware of
anabolic steroid abuse may embark
on a therapeutic regimen that in-
cludes systemic medications such as
tetracycline and isotretinoin (Accu-
tane). Both of these medications can
cause hepatotoxicity, as can anabolic
steroids.3The concomitant use of any

ofthese medications may increase tre
risk of hepatic injury. While isotreti-
noin decreases sebaceous gland activ-
ity, the anabolic steroid stimulates this
activity, thus confusing the clinical
picture of the acne patient.

In conclusion, we believe that phy-
sicians should routinely query young
athletes concerning anabolic steroid
abuse prior to initiating acne therapy,
especially systemic therapy. If abuse
is discovered, discontinuing the ana-
bolic steroid is the first step in the
treatment ofthe athlete’sacne andan
important step in reducing the indi-
vidual’s risk of liver dysfunction,3
liver cancer,3coronary artery disease,4
testicular dysfunction,3 gynecomas-
tia,3 and abnormalities of skeletal
muscle tissue.5

George L. White, Jr., MSPH, PhD
Linda S. Tyler, PharmD
Salt Lake City, Uah
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ECG IN AMBULATORY CARE

To the Editor:

| agree with the article by Robert
Nissan and Maria Encamacion,
“Clinical Value of the Electrocardio-
gram in Ambulatory Care” (/ Fam
Pract 1987; 24:361-363), that routine
periodic screening of all adults with
electrocardiogram (ECG) is unjusti-
fied. | believe the case for selective

continued on page 216



PEDICULICIDAL/OVICIDAL ACTIVITIES: In vitro data indicate
that permethrin has pediculicidal and ovicidal activity againstPedic-
ulus humanus var. capitis. The high cure rate (97-99%) of Nix in
patients with head lice demonstrated at 14 days following asingle
application is attributable to a combination of its pediculicidal and
ovicidal activities and its residual persistence on the hairwhich may
also prevent reinfestation.

INDICATIONS AND USAGE: Nix is indicated forthe single-appli-
cation treatment of infestation with Pediculushum anusvar. capitis
(the head louse) and its nits (eggs). Retreatment for recurrences is
required in lessthan 1% of patients since the ovicidal activity may be
supplemented by residual persistence in the hair. If live lice are
observed after at least seven days following the initial application, a
second application can be given.

CONTRAINDICATIONS: Nix is contraindicated in patients with
known hypersensitivity to any of its components, to any synthetic
pyrethroid or pyrethrin, or to chrysanthemums.

WARNING: If hypersensitivity to Nix occurs, discontinue use.

PRECAUTIONS:

General: Head lice infestation is often accompanied by pruritus,
erythema, and edema. Treatmentwith Nix maytemporarily exacer-
bate these conditions.

Information for Patients: Patients with head lice should be
advised that itching, redness, or swelling of the scalp may occur
after application of Nix. Ifirritation persists, they should consulttheir
physician. Nix is not irritating to the eyes; however, patients should
be advised to avoid contact with eyes during application and to flush
with water immediately if Nix gets in the eyes. In order to prevent
accidental ingestion by children, the remaining contents of Nix
should be discarded after use.

Combing of nits following treatmentwith Nix is not necessary for
effective treatment. However, patients may do so for cosmetic or
other reasons. The nits are easily combed from the hair treated with
Nix after drying.

Carcinogenesis, Mutagenesis, Impairmentof Fertility: Six car-
cinogenicity bioassays were evaluated with permethrin, three each
in rats and mice. No tumorigenicity was seen in the rat studies.
However, species-specific increases in pulmonary adenomas, a
common benign tumor of mice of high spontaneous background
incidence, were seen in the three mouse studies. In one of these
studies there was an increased incidence of pulmonary alveolar-cell
carcinomas and benign liver adenomas only in female mice when
permethrin was given in their food ata concentration of 5000 ppm.
Mutagenicity assays, which give useful correlative data for inter-
preting results from carcinogenicity bioassays in rodents, were
negative. Permethrin showed no evidence of mutagenic potential in
a battery of in vitro and in vivo genetic toxicity studies.

Permethrin did not have any adverse effecton reproductive func-
tion at a dose of 180 mg/kg/day orally in a three-generation rat
study.

Pregnancy: Teratogenic Effects: Pregnancy Category B: Repro-
duction studies have been performed in mice, rats, and rabbits
(200-400 mg/kg/day orally) and have revealed no evidence of
impaired fertility or harm to the fetus due to permethrin. There are,
however, no adequate and well-controlled studies in pregnant
women. Because animal reproduction studies are not always pre-
dictive of human response, this drug should be used during preg-
nancy only if clearly needed.

Nursing Mothers: Itis not known whetherthis drug is excreted in
human milk. Because many drugs are excreted in human milk and
because of the evidence for tumorigenic potential of permethrin in
animal studies, consideration should be givento discontinuing nurs-
ing temporarily or withholding the drug while the mother is nursing.

Pediatric Use: Nix is safe and effective in children two years of
age and older. Safety and effectiveness in children less than two
years of age have not been established.

ADVERSE REACTIONS: The most frequent adverse reaction to
Nix is pruritus. This is usually aconsequence of head lice infestation
itself, but may be temporarily aggravated following treatment with
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itching; 3.4% experienced mild transient burning/stinging, tingling,
numbness, or scalp discomfort; and 2.1% experienced mild tran-
sient erythema, edema, or rash of the scalp.

DOSAGE AND ADMINISTRATION:

Adults and Children: Nix is intended for use after the hair has
been washed with shampoo, rinsed with water and towel dried.
Apply asufficient volume of Nix to saturate the hair and scalp. Nix
should remain on the hair for 10 minutes before being rinsed off
with water. A single treatment is sufficient to eliminate head lice
infestation. Combing of nits is not required for therapeutic efficacy,
but may be done for cosmetic or other reasons.

SHAKE WELL BEFORE USING.

HOW SUPPLIED: Nix (Permethrin) 1% (wt./wt.) Creme Rinse is
supplied in plastic squeeze bottles that contain 2fl. oz. weighing 56
g. (NDC-0081-0780-81)
Store at 15°-25°C (59°-77°F).
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screening, though, is far more com-
plex than presented.

First, while only two ofthe authors’
cases required immediate treatment,
many of the other diagnoses listed
suggested the need for further workup
and treatment. More follow-up on the
other abnormal cases would be re-
quired to define truly whether 0.5
percent, 30.3 percent, or something
in between represents the “true pos-
itive” rate for ECGs. For a test that
is totally benign and fairly inexpen-
sive, even low positive rates should
be acceptable. A cost-benefit analysis
would be interesting; | suspect ECG
would compare favorably with other
screening procedures such as sig-
moidoscopy.

Second, the authors question the
usefulness of the baseline ECG based
on a single studylthat examined its
usefulness in deciding whether to ad-
mit a patient with chest pain. Clearly
in the emergency room the past ECG
is of minimal help; it can be much
more useful in the hospitalized pa-
tient with atypical pain and nonspe-
cific ECG changes. In this context it
helps gauge the physician’s index of
suspicion and may alter the course of
further, more invasive testing.

Third, in hypertension the presence
of left ventricular hypertrophy (LVH)
can suggest not only the duration of
disease, but also the adequacy of con-
trol, ie, the average daily blood pres-
sure.2 Following potentially reversible
changes of hypertension such as
LVFI3 may be a better indicator of
treatment efficacy than a single office
blood pressure reading. In this setting
the ECG may actually be underuti-
lized.

Finally, the authors cite the anxiety
induced by performing an ECG on a
patient. My experience more often is
the opposite: the patient is relieved
when told that his ECG is fine. Ab-
normal ECGs in themselves do not
provoke anxiety; rather, the physician
who presents the interpretation can
provoke undue anxiety, appropriate
concern, or reassurance. We need to
realize the limitations of the tests,
rather than just stop ordering them.

| believe the authors’ data represent
a liberal but appropriate use of the
ECG. While not a screening test for

the general population, selective
screening of high-risk groups and li
eral use in symptomatic patients ae
certainly justified in a society increas-
ingly geared toward the prevention
and early detection of disease.

Jeffrey D. Tiemstm, MD
Co-chiefResident
St. Paul Family Practice Residency
Dallas, Texas

References

1. Rubenstein L, Greenfield S: The baseline
ECG in the evaluation of acute cardiac
complaints. JAMA 1980; 244:2536-2539

2. Sokolow M, Werdegar D, Kain HK, Hmtan
AT: Relationship between level of blood
pressure measured casually and by por-
table recorders and severity of complica-
tions in essential hypertension. Circulation
1966; 34:279

3. Rowlands DB, Glover DR, Ireland MA, &
al: Assessment of left ventricular mass ad
its response to antihypertensive treatment.
Lancet 1982; 1:467

HYPONATREMIA RESULTING
FROM PELVIC ULTRASOUND
PREPARATION

To the Editor:

Even noninvasive testing may ke
associated with unappreciated hez-
ards. The following case illustrates the
infrequently reported,1 and often
overlooked, problem of hyponatre-
mia resulting from free water intoxi-
cation associated with pelvic ultra-
sound preparations.

A 64-year-old woman was admit-
ted to the hospital for severe loner
back pain, of one week’s duration, ra-
diating to the left buttock. The patient
had well-compensated thyroid dis-
ease, but no history of diuretic usage,
renal disease, adrenal disease, liver
disease, or congestive heart failure.
Vital signs were as follows:
temperature 37 °C, pulse 96 beas
per minute, blood pressure 150/80
mmHg, and respirations 18/min.
Physical examination was remarkable
for tenderness over the left sciatic
notch and a grade 2/6 systolic heart
murmur localized to the aortic region.
There were no signs of dehydration
or edma. Admission laboratory stud-
ies disclosed the following values:
serum sodium 138 mmol/L (138
mEq/L); potassium 4.3 mmol/L (43
mEqg/L); and chloride 108 mmol/L
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(108 mEg/L). Results of other tests,
including bicarbonate, blood urea ni-
trogen, creatinine, glucose, urinalysis,
complete blood count, thyroid func-
tion, and a chemistry panel, were all
within normal limits.

Medications on admission were
carisoprodol-aspirin  (Soma Com-
pound), ibuprofen (Motrin), oxyco-
done-acetaminophen (Tylox), and L-
thyroxine (Synthroid). The patient
received one injection of dexameth-
asone (Decadron) the day of admis-
sion. On the second day of hospital-
ization, pelvic ultrasonagraphy was
ordered. In preparation for the ech-
ogram, the patient drank 1,350 mL
ofwater over one to two hours. Upon
returning from the examination, the
patient complained of severe weak-
ness. Two hours later, a nurse found
the patient disoriented and aphasic.
Laboratory test results included
serum sodium 123 mmol/L (123
mEQ/L), 93 mmol/L chloride (93
mEg/1), and potassium 3.5 mmol/L
(35 mEg/L). Serum osmolarity was
249 mmol/L (249 mOsm/L). Cal-
cium, glucose, magnesium, and com-
plete blood count were normal. The
patient was given an intravenous so-
lution of 3 percent saline, followed by
5 percent glucose in normal saline.
Six hours later the sodium was 129
mmol/L (129 mEg/L). Within 14
hours the patient’s serum osmolarity,
electrolytes, and mental status were
back to normal.

Subsequent workup was pertinent
for L-4 and L-5 disc disease. There
were no further electrolyte abnor-
malities or neurological deficits noted
during hospitalization or subse-
quently as an outpatient.

Although pelvic ultrasound is
commonly considered a “benign ex-
amination,” this woman’s course is
an example of how an ultrasound
preparation can result in symptom-
atic hyponatremia. Even though a
normal individual may drink up to
15 liters of water without a change in
serum sodium levels,2 far less water
may dilute the serum sodium in el-
derly individuals and patients whose
ability to excrete free water is im-
paired. In this case, a documented
oral intake of 1,350 mL resulted in
hyponatremia. Clinicians should be

aware of this potential side effect if a
patient develops confusion after an
ultrasound examination.

Martin S. Lipsky, MD
Darice L. Zabak, MD
Mercy Hospital Family Practice
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LOZOL indapamide 2.5 mg tablets

BRIEF SUMMARY

DESCRIPTION: LOZOL (indapamide) is an oral antihypertensive/
diuretic.

INDICATIONS AND USAGE: LOZOL is indicated for the treatment of
hypertension, alone or in combination with other antihypertensive
drugs.

LOZOL is also indicated for the treatment of salt and fluid retention
associated with congestive heart failure.
Usage in Pregnancy: (see PRECAUTIONS).

Contraindications: Anuria, hy y to or other

sulfonamide-derived drugs.

WARNINGS: Hypokalemia occurs commonly with diuretics, and elec-
trolyte monitoring is essential. In general, diuretics should not be given
concomitantly with lithium.

PRECAUTIONS: GENERAL: 1. Hypokalemia and Other Fluid and Elec-
trolyte Imbalances: Periodic determinations of serum electrolytes
should be performed at appropriate intervals. In addition, patients
should be observed for clinical signs of fluid or electrolyte imbalance,
such as hyponatremia, hypochloremic alkalosis, or hypokalemia. Elec-
trolyte determinations are particularly important in patients who are
vomiting excessively or receiving parenteral fluids, in patients subject
to electrolyte imbalance (including those with heart failure, kidney
disease, and cirrhosis), and in patients on a salt-restricted diet. The risk
of hypokalemia secondary to diuresis and natriuresis is increased when
larger doses are used, when the diuresis is brisk, when severe cirrhosis
is present and during concomitant use of corticosteroids or ACTH.
Interference with adequate oral intake of electrolytes will also contribute
to hypokalemia. Hypokalemia can sensitize or exaggerate the response
of the heart to the toxic effects of digitalis, such as increased ventricular
irritability. Dilutional hyp ia may occur in patients:
the appropriate treatment is restriction of water rather than administra-
tion of salt, except in rare instances when the hyponatremia is life
threatening. However, in actual salt depletion, appropriate replacement
is the treatment of choice. Any chloride deficit that may occur during
treatment is generally mild and usually does not require specific treat-
ment except in extraordinary circumstances as in liver or renal disease.
2. Hyperuricemia and Gout: Serum concentrations of uric acid in-
creased by an average of 1.0 mg/100 ml in patients treated with indapa-
mide. and frank gout may be precipitated in certain patients receiving
indapamide (see ADVERSE REACTIONS). Serum concentrations of uric
acid should therefore be monitored periodically during treatment. 3.
Renal Impairment: Renal function tests should be performed periodi-
cally during treatment with indapamide. 4. Impaired Hepatic Function:
Indapamide. like the thiazides, should be used with caution in patients
with impaired hepatic function or progressive liver disease, since minor
alterations of fluid and electrolyte balance may precipitate hepatic
coma. 5. Glucose Tolerance: Latent diabetes may become manifest and
insulin requirements in diabetic patients may be altered during thiazide
administration. Serum concentrations of glucose should be monitored
routinely during treatment with indapamide. 6. Calcium Excretion:
Calcium excretion is decreased by diuretics pharmacologically related
to indapamide. Indapamide may decrease serum PBI levels without
signs of thyroid disturbance. 7. Interaction With Systemic Lupus Ery-
thematosus: Thiazides have exacerbated or activated systemic lupus
erythematosus.

DRUG INTERACTIONS: 1. Other Antihypertensives: LOZOL (indapa-
mide) may add to or potentiate the action of other antihypertensive
drugs. 2. Lithium: See WARNINGS. 3. Post-Sympathectomy Patient:
The antihypertensive effect of the drug may be enhanced in the post-
sympathectomized patient. 4. Norepinephrine: Indapamide may de-
crease arterial responsiveness to norepinephrine, but this diminution is
not sufficient to preclude effectiveness of the pressor agent for thera-
peutic use. CARCINOGENESIS, MUTAGENESIS. IMPAIRMENT OF
FERTILITY: Both mouse and rat life-time carcinogenicity studies were
conducted. There was no significant difference in the incidence of
tumors between the indapamide-treated animals and the control
groups.

PREGNANCY TERATOGENIC EFFECTS: PREGNANCY CATEGORY B.
Diuretics are known to cross the placental barrier and appear in cord
blood. Because animal reproduction studies are not always predictive
of human response, this drug should be used during pregnancy only if
clearly needed.

NURSING MOTHERS: It is not known whether this drug is excreted in

human milk. If use of this drug is deemed essential, the patient should
stop nursing.

ADVERSE REACTIONS: Most adverse effects have been mild and tran-
sient. In long-term controlled clinical studies, equal to or greater than
5% cumulative adverse reactions are headache, dizziness, fatigue,
weakness, loss of energy, lethargy, tiredness, or malaise, muscle
cramps or spasm, or numbness of the extremities, nervousness, ten-
sion. anxiety, irritability, or agitation: and less than 5% cumulative
adverse reactions are lightheadedness, drowsiness, vertigo, insomnia,
depression, blurred vision, constipation, nausea, vomiting, diarrhea,
gastric irritation, abdominal pain or cramps, anorexia, orthostatic hy-
potension, premature ventricular contractions, irregular heart beat,
palpitations, frequency of urination, nocturia, polyuria, rash, hives,
pruritus, vasculitis, impotence or reduced libido, rhinorrhea. flushing,
hyperuricemia, hyperglycemia, hyponatremia, hypochloremia. in-
crease in serum urea nitrogen (BUN) or creatinine, glycosuria, weight
loss, dry mouth, tingling of extremities. Clinical hypokalemia occurred
in 3% and 7% of patients given indapamide 2.5 mg and 5.0 mg
respectively.

OVERDOSAGE: Symptoms include nausea, vomiting, weakness,
gastrointestinal disorders and disturbances of electrolyte balance. In
severe instances, hypotension and depressed respiration may be
observed. If this occurs, support of respiration and cardiac circulation
should be instituted. There is no specific antidote. An evacuation of the
stomach is recommended by emesis and gastric lavage after which the
electrolyte and fluid balance should be evaluated carefully.

HOW SUPPLIED: White, round film-coated tablets of 2.5 mg in bottles
of 100, 1.000. 2.500. and in unit-dose blister packs, boxes of 100
(10 x 10 strips).

CAUTION: Federal (U S A.) law prohibits dispensing without
prescription.

See product circular for full prescribing information.
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PATIENT SATISFACTION

To the Editor:

The article in your April issue by
Paula Cowan, “Patient Satisfaction
With an Office Visit forthe Common
Cold” (J Fam Pract 1987; 24:412-
413), raises a poignant question for
all of us in primary care.

The crux of the issue, | feel, is the
successful interaction of the expec-
tations, needs, and communication
skills ofboth the patient and the phy-
sician,1and not just the receipt of a
prescription.

| believe in my practice a large
number of people expect some writ-
ten prescription for their expense. |
find it surprising that 36 percent were
satisfied with reassurance only. Were
the patients fee-for service, capitation,
or gratis? Cowan’s article alludes to
the pressure we all feel to give the pa-
tient something. Unfortunately, in
my experience, many patients see the
drugs received as a rite of passage into
the world of recognition or confir-
mation oftheir illness. They also may
be expected to receive medication by
loved ones, employers, and other in-
terested peers.

Many people today are under
enormous external and internal pres-
sure not to be sick and to get better
at whatever the cost. Of course, the
physician is always placed in the role
of determining what is at stake, in
terms of behavioral issues.

What | feel health care providers
are faced with today is patient reed-
ucation on a grand scale. These cap-
tains may find themselves sailing
against the tide of old drug-prescrib-
ing habits.

Cowan’s research can serve to pro-
mote discussion about the difficult
process of simultaneously giving the
patient something appropriate, effec-
tive, and satisfying. In our system
most people feel satisfied if they get
something.

She unfortunately did not examine
the impact of all the items received
during the office transaction. It is im-
portant to point out that the physician
himself or herself is a drug. We are
always giving something: we are giv-
ing ourselves.

Eric J. Cassell2 also shows tre
power ofinformation as a therapeutic
tool. The something we are gwig
(implied agreement) may be educa-
tional, eg, what to look for ifthe vird
infection becomes bacterial; ar
agreeing to be available for any rew
problems provides engagement, ad
our input, counseling, points outad
helps patients with the conflict of gat-
ting better at any cost. The visit itself
may satisfy the patient by providing
an avenue for disclosure and insight,
thereby avoiding taking an unneces-
sary medication (about which bath
physician and patient may feel good).

There is so much happening at the
time of visit in both the open ad
hidden agenda. Cannot today’s Misit
for the common cold set the stage for
tomorrow’s consultation on hyper-
tension or marital discord, for
example?

Recently the question of patient
satisfaction and behavioral science
education was raised.3 The authors
concluded, “The findings that signif-
icant differences in patient satisfac-
tion exist on the ‘art ofcare’ scale ad
in the predicted direction certainly
points to the importance of the be-
havioral sciences for patient care and
overall residency education.”

Although Dr. Cowan’s sample is
small, her article contributes to that
fund ofinformation in family practice
skills that sets us apart from the
mainstream of medicine. Would the
same conclusions hold true for dl
systems of health care delivery in
cluding health maintenance organi-
zations? | hope we will see more re-
search in this direction.

Lawrence I. Silverberg, DO
West Friendship, Maryland
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