
Treatment of
Staphylococcal Infections

Stephen D. Boren, MD
Clinton, Massachusetts

Resistant strains of Staphylococcus 
aureus have become a widespread 
problem.1 Originally very sensitive to 
penicillin,2 this organism rapidly de­
veloped resistance. At first the resis­
tant organisms were mainly noso­
comial, but recently have appeared in 
outpatient infections.3,4 Inappro­
priate antibiotics can result in death, 
prolonged illness,5 or increased costs 
to the patient.

Clinton Hospital, an 82-bed com­
munity hospital, serves six commu­
nities with a total population of ap­
proximately 35,000. Located in cen­
tral Massachusetts, the population is 
quite provincial, and most repeatedly 
return to this hospital for medical 
care. Therefore, this seemed an almost 
ideal study group.

Method

From September 1975 through De­
cember 1975, 100 consecutive cultures 
growing Staphylococcus aureus co- 
agulase positive at Clinton Hospital 
were replanted on Mueller Hinton 150 
mm agar (Scott) and disc tested for 
antibiotic sensitivity using the Kirby- 
Bauer method.6 The sites of the cul­
tures included abscesses, throats, 
wounds, conjunctivas, and urines.

Of the 100 cultures, 36 were from 
inpatients, while 64 were from the 
outpatient department (Primary Care 
Center).

Results

All staphylococci were sensitive to 
chloram phenicol, cephalosporin, 
methicillin, clindamycin, and strep-
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tomycin. Only eight were sensitive and 
nine indeterminate to penicillin. Two 
of the sensitive cultures were from 
inpatients (5.9 percent), and six from 
the outpatients (9.4 percent). Four of 
the indeterminate were from inpa­
tients (11.1 percent), and five from 
outpatients (7.8 percent). Ampicillin 
gave identical sensitivities.

Only twq cultures showed an or­
ganism not sensitive to erythromycin: 
one from an inpatient (3 percent), and 
one from an outpatient (1.6 percent). 
There were only four resistant cultures 
to tetracycline, with one indeter­
minate culture. One was from an 
inpatient (2.8 percent) and three of 
the resistant were from outpatients 
(4.7 percent). The indeterminate cul­
ture was from an outpatient (1.6 
percent).

Comment

The cost of antibiotics to the hos­
pital pharmacy was investigated. The 
pharmacist usually buys the generic 
drug at the lowest cost, rather than 
ordering different brands.

Ampicillin 250 mg (Polycillin) costs 
$15.33/100 capsules. Erythromycin 
250 mg (Erythrocin) costs $10/100 
tablets. Cephalexin 250 mg (Keflex) 
costs $31.50/100 capsules, while tetra­
cycline 250 mg (Achromycin) costs 
$4.50/100. Clindamycin 150 mg 
(Cleocin) costs $24.49/100 capsules.

Thus, ten days of q.i.d. ampicillin 
costs the pharmacy $6.13; erythro­
mycin costs $4; cephalexin $12.60; 
and tetracycline costs $1.80. Clind­
amycin t.i.d. for ten days would cost 
the pharmacy $7.35. Allowing for a 50 
percent markup, ampicillin treatment 
costs the patient $9.20, erythromycin 
$6, cephalexin $18.90, tetracycline 
$2.70, and clindamycin $ 11.03.

However, ampicillin is obviously a 
poor choice since only 17 percent of 
staphylococci will show any sensi­
tivity. Thus erythromycin at $6 per 
ten-day course and tetracycline at 
$2.70 per ten-day course combine 
effectiveness and price. Although both 
are bacteriostatic, the latter has more 
side effects7,8 and must not be taken9
with milk, milk products, or antacids. 
Erythromycin compliance can be im­
proved by ordering two tablets twice a 
day, rather than one tablet four times 
daily. Thus for in vitro sensitivity, 
cost, side effects, and patient com­
pliance, erythromycin can be the anti­
biotic of choice for most mild to 
moderate Staphylococcus aureus infec­
tions in Clinton, Massachusetts.

This study deals only with mild to 
moderately severe infections — not 
those which may threaten death or 
disability, and the data are applicable 
only to Clinton, Massachusetts. A sim­
ilar analysis of any localized popula­
tion can save patients money and 
reduce the duration of their illnesses.
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P-H Doctor's 
Tax Report

THE P-H DOCTOR'S TAX REPORT brings 
you ideas fo r reducing taxes and increasing 
wealth. It is recommended that you consult 
your own professional adviser before acting 
on these ideas.

An Attractive Tax Shelter:
Apartment Houses

Thanks to the Tax Reform Act, 
more and more professional people are 
finding that existing apartment houses 
offer an attractive tax and investment 
opportunity. And these apartments 
become even more attractive since a 
change in law makes it possible to 
make such investments with a mini­
mum outlay of cash — say as little as 15 
percent. Thanks to the FHA Section 
223 (f) Program, the FHA can insure 
existing apartment houses. Before 
223(f), the insurance was restricted to 
new ones.

As your accountant or tax counsel 
will explain, existing residential prop­
erty escapes almost all the crackdowns 
of the new Tax Law. Thus, the tradi­
tional tax advantages of owning in­
come-producing real estate are still 
available when you buy an apartment 
house. To illustrate the possibilities, 
the attorney-editors of Prentice-Hall 
Doctor’s Tax Report prepared this 
Question-and-Answer dialogue:

Q. Exactly what are the big tax 
advantages o f owning income-pro­
ducing real estate, such as an apart­
ment house?

A. The biggest tax advantage is the 
deduction you are allowed for depre­
ciation. Unlike others, this deduction 
does not involve any additional out- 
of-pocket expense. Even if the prop­
erty goes up in value, as many do, you 
get a deduction year after year for its 
entire useful life, say 35 years. And 
you get this deduction undiminished 
by any depreciation deduction taken 
by a previous owner.

Whatever income from the property 
is left after paying all expenses (also 
deductible) is protected from income 
tax up to the amount of your depre­
ciation deduction. In some cases, the 
deduction is big enough to shelter not 
only the cash you get, but also pay­
ments on mortgage principal (not de­
ductible) and some income from other 
sources.

Q. Won’t the fact that I  borrowed 
money to buy the property cut down 
on the amount o f depreciation I  can 
take ?

A. Not a penny. The deduction is 
not based on the cash you put in, but 
on the total cost of the building (your 
downpayment plus the mortgage 
amount).

The land is not depreciable. If you 
buy an apartment house for say 
$250,000 ($200,000 for the building, 
$50,000 for the land), you get depre­
ciation on $200,000, even though you 
put little or no cash into the 
deal.

Q. FHA-Insured Mortgages are 
non-recourse loans — the investor is 
not personally liable. Doesn’t the Tax 
Reform Act crack down on invest­
ments that use non-recourse financing?

A. Yes, it does. But the crackdown 
does not apply to investments in real 
estate, whether the investor acts alone 
or with others in a partnership. The 
general rule: You cannot deduct losses 
in excess of your investment at risk 
(the amount of cash you put in plus 
amounts for which you’re personally 
liable) in an investment set up as a 
partnership. In four specific areas — oil 
and gas, motion pictures, equipment 
leasing, and farming -  the same tough 
rule applies to individual investors as 
well.
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LOMOTIL
brand of diphenoxylate hydrochloride 
with atropine sulfate
IMPO RTANT IN FO R M A TIO N : This is a Schedule 
V substance by Federal law; diphenoxylate HCI is 
chemically related to meperidine. In case of over­
dosage or individual hypersensitivity, reactions 
similar to those after meperidine or morphine over­
dosage may occur; treatment is similar to that for 
meperidine or morphine intoxication (prolonged 
and careful monitoring). Respiratory depression 
may recur in spite of an initial response to Narcan® 
(naloxone HCI) or may be evidenced as late as 30 
hours after ingestion. LOMOTIL IS NOT AN IN­
NOCUOUS DRUG AND DOSAGE RECOMMENDA­
TIONS SHOULD BE STRICTLY ADHERED TO 
ESPECIALLY IN CHILDREN. THIS MEDICATION 
SHOULD BE KEPT OUT OF REACH OF CHILDREN. 
Indications: Lomotil is effective as adjunctive ther­
apy in the management of diarrhea. 
Contraindications: In children less than 2 years, 
due to the decreased safety margin in younger age 
groups, in patients who are jaundiced or hyper­
sensitive to diphenoxylate HCI or atropine, and in 
diarrhea associated with pseudomembranous en­
terocolitis occurring during, or up to several weeks 
following, treatment with antibiotics such as clin­
damycin (Cleocin®) or lincomycin (Lincocin®). 
Warnings: Use with special caution in young chil­
dren, because of variable response, and with ex­
treme caution in patients with cirrhosis and other 
advanced hepatic disease or abnormal liver func­
tion tests, because of possible hepatic coma. Di­
phenoxylate HCI may potentiate the action of bar­
biturates, tranquilizers and alcohol. In theory, the 
concurrent use with monoamine oxidase inhibitors 
could precipitate hypertensive crisis. In severe de­
hydration or electrolyte imbalance, withhold Lomotil 
until corrective therapy has been initiated.
Usage in pregnancy: Weigh the potential benefits 
against possible risks before using during preg­
nancy, lactation or in women of childbearing age. 
Diphenoxylate HCI and atropine are secreted in the 
breast milk of nursing mothers.
Precautions: Addiction (dependency) to diphenoxy­
late HCI is theoretically possible at high dosage. Do 
not exceed recommended dosages. Administer with 
caution to patients receiving addicting drugs or 
known to be addiction prone or having a history of 
drug abuse. The subtherapeutic amount of atropine 
is added to discourage deliberate overdosage; 
strictly observe contraindications, warnings and 
precautions for atropine; use with caution in chil­
dren since signs of atropinism may occur even with 
the recommended dosage. Use with care in patients 
with acute ulcerative colitis and discontinue use if 
abdominal distention or other symptoms develop. 
Adverse reactions: Atropine effects include dryness 
of skin and mucous membranes, flushing, hyper­
thermia, tachycardia and urinary retention. Other 
side effects with Lomotil include nausea, sedation, 
vomiting, swelling of the gums, abdominal discom­
fort, respiratory depression, numbness of the ex­
tremities, headache, dizziness, depression, malaise, 
drowsiness, coma, lethargy, anorexia, restlessness, 
euphoria, pruritus, angioneurotic edema, giant urti­
caria, paralytic ileus, and toxic megacolon.
Dosage and administration: Lomotil Is contraindi­
cated in children less than 2 years old. Use only 
Lomotil liquid for children 2 to 12 years old. For ages 
2 to 5 years, 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4 ml. 
(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times 
daily; adults, two tablets (5 mg.) t.i.d. to two tablets 
(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml., 
5 mg.) q.i.d. Maintenance dosage may be as low as 
one fourth of the initial dosage. Make downward 
dosage adjustment as soon as initial symptoms are 
controlled.
Overdosage: Keep the medication out of the reach 
of children since accidental overdosage may cause 
severe, even fatal, respiratory depression. Signs of 
overdosage include flushing, hyperthermia, tachy­
cardia, lethargy or coma, hypotonic reflexes, nys­
tagmus, pinpoint pupils and respiratory depres­
sion which may occur 12 to 30 hours after over­
dose. Evacuate stomach by lavage, establish a pat­
ent airway and, when necessary, assist respiration 
mechanically. A narcotic antagonist may be used in 
severe respiratory depression. Observation should 
extend over at least 48 hours.
Dosage forms: Tablets, 2.5 mg. of diphenoxylate 
HCI with 0.025 mg. of atropine sulfate. Liquid, 2.5 
mg. of diphenoxylate HCI and 0.025 mg. of atropine 
sulfate per 5 ml. A plastic dropper calibrated in in­
crements of 1/2 ml. (total capacity, 2 ml.) accom­
panies each 2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to:
G. D. Searle & Co.
Medical Communications Department 
Box 5110
Chicago, Illinois 60680 653
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I'lllvicill 1 l l
griseofulvin [ultramicrosize], USP

(specially processed) 12S m g* ta b le ts

Clinical Considerations: INDICATIONS FULVICIN P/G Tablets are indicated 
for the treatment of ringworm infections of the skin. hair, and nails, namely: 
tinea corporis, tinea pedis, tinea cruris, tinea barbae, tinea capitis, tinea 
unguium (onychomycosis) when caused by one or more of the following genera 
of fungi: Trichophyton rubrum. Trichophyton tonsurans. Trichophyton menta- 
grophyles. Trichophyton interdigitalis. Trichophyton verrucosum. Trichophyton 
megnim. Trichophyton gallmae. Trichophyton craterilorm. Trichophyton sulph- 
ureum. Trichophyton schoenleim. Microsporum audouini. Microsporum cams. 
Microsporum gypseum. and Epidermophyton floccosum. Note: Prior to 
therapy, the type of fungi responsible for the infection should be identified. The 
use o f this drug is not justified in minor or trivial infections which will respond to 
topical agents alone. Griseofulvin is not effective in the following: Bacterial 
infections. Candidiasis (Moniliasis). Histoplasmosis. Actinomycosis. Sporo­
trichosis. Chromoblastomycosis. Coccidioidomycosis. North American Bias 
tomycosis, Cryptococcosis (Torulosis). Tinea versicolor, and Nocardiosis. 
CONTRAINDICATIONS This drug is contraindicated in patients with porphyria, 
hepatocellular failure, and in individuals with a history of hypersensitivity to 
griseofulvin WARNINGS Prophylactic Usage: Safety and efficacy of griseofulvin 
for prophylaxis of fungal infections have not been established. Animal 
Toxicology: Chronic feeding of griseofulvin. at levels ranging from 0.5-2.5°o of 
the diet, resulted in the development of liver tumors in several strains of mice, 
particularly in males. Smaller particle sizes result in an enhanced effect. Lower 
oral dosage levels have not been tested. Subcutaneous administration of 
relatively small doses of griseofulvin once a week during the first three weeks of 
life has also been reported to induce hepatomata in mice. Although studies in 
other animal species have not yielded evidence of tumorogemcity, these studies 
were not of adequate design to  form a basis for conclusions in this regard. In 
subacute toxicity studies, orally administered griseofulvin produced hepato­
cellular necrosis in mice, but this has not been seen in other species. 
Disturbances in porphyrin metabolism have been reported in griseofulvin 
treated laboratory animals. Griseofulvin has been reported to have a 
colchicine-like effect on mitosis and cocarcinogenicity with methylcholanthrene 
in cutaneous tumor induction in laboratory animals. Usage in Pregnancy: The 
safety of this drug during pregnancy has not been established. Animal 
Reproduction Studies: It has been reported in the literature that griseofulvin 
was found to be embryotoxic and teratogenic on oral administration to pregnant 
rats. Pups with abnormalities have been reported in the litters of a few bitches 
treated with griseofulvin. Additional animal reproduction studies are in 
progress. Suppression of spermatogenesis has been reported to occur in rats, 
but investigation in man failed to confirm this. PRECAUTIONS Patients on 
prolonged therapy with any potent medication should be under close 
observation. Periodic monitoring of organ system function, including renal, 
hepatic, and hematopoietic, should be done. Since griseofulvin is derived from 
species of penicillin, the possibility of cross sensitivity with penicillin exists: 
however, known penicillin - sensitive patients have been treated without 
difficulty. Since a photosensitivity reaction is occasionally associated with 
griseofulvin therapy, patients should be warned to avoid exposure to intense 
natural or artificia l sunlight. Should a photosensitivity reaction occur, lupus 
erythematosus may be aggravated. Griseofulvin decreases the activity of 
warfarin-type anticoagulants so that patients receiving these drugs concomi­
tantly may require dosage adjustment of the anticoagulant during and after 
griseofulvin therapy. Barbiturates usually depress griseofulvin activity, and 
concomitant administration may require a dosage adjustment of the antifungal 
agent. ADVERSE REACTIONS When adverse reactions occur, they are most 
commonly of the hypersensitivity type, such as skin rashes, urticaria, and rarely, 
angioneurotic edema, and may necessitate withdrawal of therapy and 
appropriate countermeasures. Paresthesias of the hands and feet have been 
reported rarely after extended therapy. Other side effects reported occasionally 
are oral thrush, nausea, vomiting, epigastric distress, diarrhea, headache, 
fatigue, dizziness, insomnia, mental confusion, and impairment of performance 
of routine activities. Proteinuria and leukopenia have been reported rarely. 
Administration of the drug should be discontinued if granulocytopenia occurs. 
When rare, serious reactions occur with griseofulvin. they are usually associated 
with high dosages, long periods of therapy, or both.
10705231 JANUARY 1977
For more complete details, consult package insert or Schering literature 
available from your Schering Representative or Professional Services Depart­
ment, Schering Corporation, Kenilworth, New Jersey 07033.
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Real estate — and real estate alone 
— is specifically exempted from these 
provisions. So even though you are not 
personally liable on the mortgage, you 
are still entitled to a full tax writeoff 
from your real estate investment.

Q. Was there any crackdown at all 
on residential real estate?

A. Yes, but a minor one. It’s the 
provision that deals with recapture. 
How it works: any stepped-up depre­
ciation you take that exceeds straight- 
line depreciation is recaptured if and 
when you sell the property. In other 
words, it is taxed as ordinary income 
instead of as capital gain. You are 
allowed to deduct depreciation on 
existing apartment houses at 125 per­
cent of the straight-line rate.

Q. This sounds like an attractive 
deal. How does FHA Section 223(f) 
Program you mentioned earlier help 
me to get financing?

A. Under this program, the FHA 
insures mortgages on existing apart­
ment houses. The mortgages can be as 
high as 85 percent of appraised value. 
In other word, downpayments can be 
as little as 15 percent. Both big and 
small apartment houses are eligible: as 
big as you want and as few as eight 
units. The mortgage can run up to 35 
years. The top interest rate is set by 
the FHA (it is nine percent currently).

Without FHA insurance, lenders 
would not be willing to make loans 
with downpayments as low as 15 
percent. As a matter of fact, the law 
would not permit them to do so.

Q. Suppose I  want to reduce my 
downpayment below 15 percent. Does 
FHA permit me to place a second 
(uninsured) mortgage on the property, 
and if so, are there any limitations on 
the second mortgage ?

A. This program (unlike other FHA 
programs) lets the investor get a 
second mortgage of 7% percent. This 
cuts the investor’s downpayment to 
IV2 percent. However, this second 
mortgage must be an interest-only 
mortgage, with the principal not pay­
able until the maturity date of the

FHA-insured first mortgage.
Q. How is it possible to get a 

second mortgage on such liberal 
terms?

A. The seller will often give it to 
you. He gets 92% percent of the 
purchase price in cash (85 percent 
from the first mortgage proceeds and 
l xh  percent from your downpayment). 
And on top of that, he gets interest 
payments each and every year for the 
life of the mortgage. All in all, a good 
deal for sellers who often must take 
back a much larger second on sales 
financed conventionally (that is, with­
out FHA insurance.).

Prentice-Hall reports that already 
millions of dollars worth of property 
have been financed under Section 
223(f). The reason is clear. It provides 
the financing that is the key to suc­
cessful investment in real estate. It is 
an opportunity which suggests an early 
meeting with your accountant and 
attorney.

IRAs More Valuable Than Ever in 
1977

Individual Retirement Accounts 
(IRAs) have been around since 1975. 
They allow physicians who are not 
covered by qualified corporate pension 
plans, Keogh plans, etc, to provide for 
their future. You can contribute up to 
the lesser of $1,500 or 15 percent of 
earned income to an IRA, and take a

Continued on page 1192


