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The CDC’s new 
report on the 
growing danger 
of antibiotic  
resistant  
organisms is the 
subject of this 
month’s  
audiocast,  
“Combatting 
drug resistance:  
What you 
can do”  
at jfponline.com

An instructive tale about “hamburgers” 
As coach of a youth team, I used to take the 
kids to a hamburger stand after each game. 
The owner always greeted me warmly. “Hey 
doc, how many burgers today?” 

“Eleven,” I said one day.
The owner looked distressed. “Hmm. I 

might not have that many.”
“I have 11 hungry kids,” I interjected. 

They’ll be disappointed if they don’t each 
get a burger. This was our last game, you  
know.” 

“I’ll check again,” he replied. Soon he 
returned with 11 burgers. “Got lucky. Sorry 
about the scare.”

“No problem. That’s why I come here. I 
always get what I want.”

The next day a player’s mom called to 
say her son had diarrhea and was vomiting. 
“Could it be food poisoning?“ she asked.

I told her I would find out. 
I called the hamburger stand owner and 

told him that one of the kids was sick, and 
asked if the burgers could be responsible. To 
my surprise, he said Yes. 

“Remember, I didn’t think I had enough 
burgers, then came back with 11?” he said, 
without a hint of distress. “Well, I only had 
10 that I knew were good. The 11th burger 
had been sitting around for a few hours. I 
thought it might be bad, but decided to take 
the chance.”

“You what?” I asked, incredulous.
“You know I always try to keep my cus-

tomers happy. What’s the fuss? Only one kid 
got sick, and all he got was a little diarrhea.”

Needless to say, I was flabbergasted. 
How much irresponsibility did he think was 
acceptable in the name of satisfaction?

Whenever I tell this story, the response 
is usually an incredulous look and a recom-
mendation that the owner of the hamburger 
stand be boiled in oil. 

Then I tell the truth: This incident never 
happened. It’s a parable I like to tell residents 
when we discuss the unnecessary use of an-
tibiotics. You see, if you replace the word 
“hamburger” with “antibiotic,” and replace 
“stand owner” with “family doctor,” the story 
is virtually the same. 

When we give patients unnecessary 
antibiotics just to keep them happy, we are 

doing exactly what the owner did. Same 
principle, and same consequences. So why 
do most doctors think the hamburger story 
is ghastly, yet continue to prescribe unnec-
essary antibiotics?

Studies indicate that nearly 50% of anti-
biotics are unnecessary,1,2 but some patients 
are happier when we prescribe them. Yet 
antibiotics have a number needed to harm 
(NNH) of about 10, if we define harm as anti-
biotic-associated diarrhea3—about the same 
NNH as in the hamburger story. (That’s with-
out counting the growing threat of antibiotic-
resistant organisms, the topic of a new CDC 
report4 and this month’s audiocast.) 

So the next time you’re tempted to pre-
scribe an unnecessary antibiotic to keep a 
patient happy, hand the patient a copy of this 
story instead. 

T. Grant Phillips, MD 
Washington, Pa
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Readers weigh in  
on venous ulcer treatment
In “What is the best initial treatment for ve-
nous stasis ulcers?” (Clinical Inquiries. J Fam 
Pract. 2013;62:433-434), Dr. Poynter et al 
seemed to say that various kinds of compres-
sion stockings are suitable. What about going 
back to the Unna boot?

I have had great success treating ve-
nous stasis ulcers with the Unna boot. This 
calamine-infused gauze dressing, which can 
easily be applied in a primary care setting, 
has been replaced by wound treatments that 
are much more expensive—and may be less 
effective.  Cost matters, and all things being 
equal, it’s time to promote the Unna boot 
once more.

Charles Mayer, MD, MPH 
Seattle, Wash
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Compression 
alone has a 
poor long-term 
outcome for the 
healing of  
ulceration.

As a family physician certified by the Ameri-
can Board of Venous and Lymphatic Disease, 
I would like to point out a couple of things. 

First, while the authors discussed com-
pression, they did not define what that meant. 
This is important, as many physicians prescribe 
TED hose for venous stasis ulcers, although it 
does not provide enough compression.

Secondly, fixing the underlying prob-
lem should be considered part of the initial 
treatment. Studies show that a combination of 
compression and intervention is the best way 
to ensure long-term healing of venous stasis ul-
cers.1,2 I would recommend that such patients 
be referred to a phlebologist for evaluation. 
Compression alone has a poor long-term out-
come for the healing of ulceration.

Lornell E. Hansen II, MD, FAAFP 
Sioux Falls, SD 
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Author response: 
My coauthors and I appre-
ciate the comments of  Drs. 
Mayer and Hansen. Regard-
ing the cost effectiveness and 
utility of the Unna boot, we 
would point out that the focus 
of our Clinical Inquiry was 
on the initial management of 
venous stasis ulcers and how 
best to promote healing. 

Little data exist on Unna 
boot application alone. But 
it is likely that many of the 
compression therapy modal-
ity studies in the Cochrane 
meta-analysis included in 
our review featured Unna 
boot dressings as part of 
some form of multilayer 
compression therapy being 
evaluated.1  

As Dr. Hansen observes, compression, 
the standard compression classes, and the 
minimal benefits of low pressure levels pro-
vided by the classic TED hose and OTC sup-
port hose should have been addressed. This 
information was not included in our review 
due to space limitations. This subject de-
serves a dedicated article, as there is a great 
deal of confusion about terminology and 
types of dressings.

Both the 2009 Cochrane meta-analysis1 
and a 2012 update2 found that adding a com-
ponent of elastic compression therapy results 
in faster ulcer healing compared with inelas-
tic compression therapy alone. Venous ulcers 
treated with 4-layer bandages heal faster, on 
average, than those treated with short stretch 
bandages, and  regular use of compression 
stockings lowers the risk of recurrence.3  Cor-
recting underlying venous incompetency is-
sues is certainly a consideration, particularly 
for ulcers that initially heal but later recur. 

Mark Andrews, MD 
Winston-Salem, NC
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