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Oftreatment for acute maxillary sinusitis may be war-
ranted when used in conjunction with topical decon-
gestants. Unfortunately, the study population in-
cluded only adult male patients who were not from a
family practice and who had variable symptoms and
treatment based on radiographic findings. Since no
studies have been done to show that antibiotics have
ay benefit in treating sinusitis, it is not surprising
thet 3 days is neither better nor worse than 10 days.
Thisstudy also provides no information on compari-
sntreatment of that subgroup of patients with typ-
id signs and symptoms of acute sinusitis. For physi-
daswho would treat patients with any suggestion of
sinusitis, the study may provide justification to ini-
tidly treat for 3 days and then provide longer treat-
nmentif this course fails. For physicians who try to be
noreselective in whom they treat, however, the use of
antibictics and length oftime still remains a question,
&does the use of decongestants.
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Clinical question. Is physical fitness related to mortal-
iy! If the answer is yes, can a change in fitness level
influence the risk of mortality?

: Background. Decreased physical fitness and physical activ-
lityhave both been associated with increased mortality.
Wle physical fitness can be measured objectively, phys-
idactivity is usually subjectively reported. Most previous
prospective studies of physical fitness and mortality have
wd a single baseline measure of fitness, then followed
| participants for mortality. Not accounting for confound-
| irg variables, such as smoking, or a change from the
j petient’s baseline fitness status could make such a study
difficult to interpret.

Population studied. Study participants were 9777 men
1"ho completed at least two preventive medicine exami-
retiors, including treadmill testing, at the Cooper Clinic
inDallas, Texas, from December 1970 through Decem-
ber 1989. Participants ranged in age from 20 to 82 years,
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were predominantly white, and from middle to upper
socioeconomic strata. All had achieved 85% of age-
predicted maximal heart rate (220 minus age) during
both treadmill tests. The group was further subdivided
into a healthy and unhealthy classification. Healthy men
(n=6819) had normal resting and exercising ECGs, and
no history of myocardial infarction, stroke, diabetes, or
hypertension. Unhealthy men (n=2958) had at least one
of the conditions, the most common being hypertension
(n=1733).

Study design and validity. Demographic and medical his-
tory information was collected by self-administered ques-
tionnaire. Participants underwent physical examination,
anthropometry, blood pressure measurement, and fasting
blood chemisty analyses. The exercise test tolerance, spe-
cifically treadmill test duration, was the measurement of
physical fitness because it has previously been shown to
have a high correlation with measured maximal oxygen
uptake. Based on treadmill time, participants were char-
acterized by fitness quintile, ie, consecutive 20th percen-
tiles. The unfit category was defined as the least fit quin-
tile, while “fit” referred to patients in the remaining four
quintiles. The mean interval between the two examina-
tions was 4.9 years (range 1 to 18 years), and the mean
follow-up time for mortality was 5.1 years (range 1 to 18
years). Five-year follow-up time is standard for survival
analysis. Follow-up and time between examinations were
similar for healthy and unhealthy groups, and the time
between examinations was factored into the analyses.
Mortality was determined by means of the National
Death Index. Official death certificates were also exam-
ined for determination of cardiovascular disease (CVD) as
the cause of death.

Outcomes measured. The primary outcome measured was
the all-cause, age-adjusted mortality rate calculated as
deaths per 10,000 man-years. Other variables included in
the multivariate analysis were baseline weight, resting
blood pressure, serum cholesterol, fasting blood glucose,
cigarette smoking, family history of heart disease, and
health status (healthy or unhealthy).

Results. There were 223 deaths during the study period.
Men who were unfit at both visits had the highest all-
cause mortality rate, men who were fit at both visits had
the lowest all-cause mortality rate, and men who changed
fitness status had intermediate rates. Similar results were
observed for the cardiovascular death rate. Within the “ fit
at both exams” group, a gradient of decreasing mortality
was seen as men moved into the most fit quintiles. Im-
proved physical fitness was associated with lower all-cause
and CVD death in both healthy and unhealthy men. For
each minute increased in treadmill time between the two
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examinations, a reduction in risk of 7.9% for all-cause
mortality among all men was found. When men within
specific age groups who had improved their fitness level
were compared with those who did not, an increase in
fitness among men 60 years and older was associated with
50% lower death rates. Among men in the 20 to 39 year
age range, a 70% reduction in the death rate was observed.

Does this mean that physical fitness is protective against
AIDS, accidents, and violent deaths, which are some of
the leading causes of death in this youngest age group?
Probably not. It is likely that men who are concerned with
their physical fitness are also less likely to engage in be-
haviors that would jeopardize their health, such as driving
under the influence of alcohol.

Recommendationsfor clinical practice. The results say
much for advising patients that it is never too late (or
too early) to increase physical activity. One should
keep in mind, though, that the study participants are
a fairly select group of well-to-do men, which may
limit the generalizability of the results. Also, although
the authors controlled for some possible confounding
variables (weight, smoking, blood pressure, serum
glucose and cholesterol) that are associated with phys-
ical fitness and mortality, they did not inquire about
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others such as alcohol or sexual habits. Because itf
likely that physically fit men would avoid risky hedth
behaviors in general, it is possible that the association
between mortality and fitness could be explained B
other variables not accounted for in the analysis.

Kendra Schwartz, M D, MSPH
Royal Oak, Michigan

Downloading the electronic version
ofJFP Journal Club

America Online: keyword SOFTWARE, search for
keyword “JFP” or “Ebell” . If that doesn’t work, sed
e-mail to screen name MARKEBELL.

CompuServe: GO MEDSIG, FP/OIVPrimary Careli-
brary; the file name is “JFPmmyy.HLP” , where mmis
the month and yy is the year.

Internet: an FTP-capable World Wide Web site is be-
ing developed, but has not been completed. Check
http:Avww.phypc.med.wayne.edu/fam/mhebell.htm
for further information later in 1995. If you havea
MIME capable e-mail reader, send an e-mail request to
mhebell@med.wayne.edu.
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