Letters to the Editor

FLUCONAZOLE THERAPY
FOR CANDIDURIA

To the Editor:

Asymptomatic candiduria is a com-
mon clinical occurrence among hospital-
ized patients. Management algorithms
have been proposed but precise treatment
criteria remain poorly defined.12 Flucon-
azole, an imidazole antifungal agent use-
ful in the treatment of candidiasis and
other systemic mycoses, has become
widely used and overused in the treat-
ment of asymptomatic candiduria, yet
precise indications for its use, as well as
details of dosage, duration, and posttreat-
ment follow-up, have not been clearly de-
fined.

The medical records of 100 patients
hospitalized at our university hospital
with funguria were retrospectively re-
viewed to determine the type and appro-
priateness ofantifungal therapy. Variables
analyzed included the presence of pyuria,
risk factors for candiduria, and antifungal
treatment. Antifungal therapy was con-
sidered unnecessary if pyuria was not
present and if the patient did not have
underlying urinary obstruction (mechan-
ical or functional) or a foreign body, was
not neutropenic or otherwise severely im-
[Ir;unosuppressed, and was not critically
ill.

Antifungal regimens including flu-
conazole (41 patients: 19 1V, 18 po, 4 IV
+ po), amphotericin B (14 patients: 9 by
bladder infusion, 5 1V), or both drugs (18
patients); 27 patients were untreated.
Pyuria was present in 70% of patients who
were treated for candiduria. Treatment
was often unnecessarily (26%) or incon-
sistently prescribed: variable dosages and
lengths of therapy for fluconazole were
employed, and urinary tract colonization
rather than true infection was commonly
treated (30%).

The isolation of Candida species
from a urine sample may represent con-
tamination, harmless colonization, or po-
tentially serious infection. For the major-
ity of patients with candiduria, especially
those with an indwelling bladder cathe-
ter, the finding of yeast in the urine rep-
resents urinary colonization rather than
true infection and can be dealt with by
nonpharmacologic interventions, eg, re-
moving the Foley catheter, discontinuing
antibiotics, achieving better glycemic

536

The Journal welcomes letters to the editor. Iffound suitable, they will be published as space allows. I err, r

be typed double-spaced, should not exceed 400 words, and are subject to abridgment and other editorial

m accordance with Journal style. All letters that reference a recently published Journal article are ¥, "¥s
original authors for their reply. 1f no reply is published, the authors have not responded bv date of n, kr o*
Send letters to Paul M. Fischer, MD, Editor, The Journal of Family Practice, 519 Pleasant Home RdSu'tT
Augusta, GA 30907-3500, or Fax (706) 855-1107. E-mail: jfampract@aol.com

control in diabetic patients, and decreas-
ing doses of immunosuppressives. As-
cending infection with Candida rarely
causes renal infection or disseminated dis-
ease in the absence ofdisturbance in urine
flow, and there are no consistent data to
document that antifungal therapy pre-
vents the development of invasive dis-
ease.35

To avoid overuse, for instances of
asymptomatic candiduria without pyuria,
we believe that fluconazole therapy
should be reserved for patients who are
found to have anatomic or mechanical
urinary tract abnormalities, or who are
neutropenic or otherwise severely immu-
nocompromised and critically ill.6 When
fluconazole is used for patients with nor-
mal renal function, we recommend a dose
of50 mg to 100 mg as asingle daily dose
given for 5 to 7 days. For patients with
associated pyuria or symptomatic infec-
tion, a course of 10 to 14 days appears
warranted. Drug treatment should be fol-
lowed by urine culture or urinalysis to
determine the effectiveness of antifungal
therapy. Additional studies are needed to
define the optimal agent, dosage, route,
and duration of treatment in the manage-
ment of candiduria.

Mary Castiglia, PharmD

School ofPharmacy

Melanie A. Fisher, MD

Raymond A. Smego, Jr, MD, MPH
Section of Infectious Diseases
Department of Medicine

Robert C. Byrd Health Sciences Center
West Virginia University
Morgantown, West Virginia
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Editor’'s Note: An abstract of the infor-
mation related above was presented attre
93rd general meeting of the American
Society of Microbiology, May 17-20
1993, in Atlanta, Georgia.

PROSTATE CANCER
SCREENING

To the Editor:

The Journal’s recent article on pros-
tate cancer screening (Cantor SB, Spumn
SJ, Volk RJ, et al. Prostate cancer screen-
ing: a decision analysis.J Fam Pract 199%;
41:33-41) questioned the benefit of
screening and curative treatment of pros-
tate cancer.

Prostate cancer is the most conmon
cancer in men. Annually, 150,000 nen
are diagnosed with the disease. PyEs
based on varying lengths of foloatp
have reported a 40% progression rate for
untreated prostate cancer, with an adi-
tional 38,000 men dying annually fram
this disease. Treatment of early caer
with surgery or radiation achieves a are
rate in excess of 90%.

Several studies have shown the poor
yield of bone scan, computed tomogra-
phy (CT) scan of the abdomen and peiis,
plain radiograph and CT scan of te
chest, cystoscopy, and staging lnth
node dissection as workup for prostate
cancer in patients with a PSA <10 ng/
mL. Other studies have reported thesig-
nificant (50% to 70%) cost advantage of
radiation therapy over radical prostatec
tomy. Cost for a curative course of radia-
tion therapy for prostate cancer is aout
$9,000 per patient.

Patients who would have progressive
cancer and are cured receive their non
ey’sworth! The rest of the money spertis
for the life-saving benefit for awout
25.000 to 30,000 men. This costs aoouk
$30,000 for each life saved. About
150.000 men have the peace of nird
with their cancer treated and will,,indl
probability, be cured.
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Prostate cancer screening by means
fprostate specific antigen or digital rec-
Jlexamination has no morbidity. The
,gof morbidity exists only after the di-
130K is made and treatment is admin-
teed Treatment morbidity has to be
\aged against the morbidity of pro-
{resive cancer. Given the various treat-
rat alternatives, the comparison of
nuotidty and cost should be performed
veach approach to determine the opti-
nammanagement. A benign neglect (no
greening, no treatment) approach does
riappear to be a very intellectual ap-
pah to a disease process that kills
8000 men every year and leads to mor-
lidtyin many more.

Administering no treatment would
ptaccomplish $1400 million in savings.
Te150,000 men diagnosed with pros-
decancer annually need monitoring of
icdisease. About 60,000 men will need
licive treatment for progressive can-
& diagnostic radiographs and bone
a5 hormones, radiation, surgery,
(Cedicatiors, and hospitalization. About
B men will need care for terminal
e, including management of cancer
amplications. At a conservative estimate
0f$50,000 per person for the final 6 to 12
rotts of care, the savings are far from
relizd not to mention the cost, pain,
amy, and suffering of the patient and
te family. A middle-of-the-road ap-
pachin medical care and cost contain-

natis achievable without “ throwing the
iibyout with the bath water.”

Gilbert Lawrence, MD, DMRT
Life Care Cancer Center
Stoneborn, Pennsylvania

lifepreceding letter was referred to Drs
Ktntor, Spann, Volk, Cardenas, and
mrren, who respond asfollows:

Wk agree with Dr Lawrence that the
[oddem of prostate cancer has tremen-
chsimpact on men’s lives and the health
fiesystem. However, we disagree with
ane of his facts. For example, not all
»n diagnosed with prostate cancer
“‘Wll, in all probability, be cured.” As
refereced in our article, prognosis is
dependent on stage of the disease. In ad-
dtion Lawrence gives little recognition
bthe strategy of watchful waiting for
tidy prostate tumors. A recently pub-
ded longitudinal study demonstrated
tt 65- to 75-year-old men with local-
taprostate cancer who received little or
iotreatment had a life expectancy equiv-
detto that of healthy men of the same
el

Lawrence has focused his response
on the economic savings that would oc-
cur if prostate cancer screening and treat-
ment were to become policy; however,
our analysis did not examine monetary
costs, and analyzed only the clinical ques-
tion of screening and treatment. Much of
the data that Lawrence cites regarding
economic costs and health benefits has
been synthesized in an analysis performed
by Krahn et al.2 This cost-effectiveness
analysis showed that the incremental
cost-effectiveness of screening 50-year-
old men with the digital rectal examina-
tion, prostate-specific antigen (PSA) test,
and transrectal ultrasound compared with
no screening was $729,000 per life-year
gained, an expensive proposition. If qual-
ity-of-life factors were included, no
screening would be the dominating strat-
egy, as it would both cost less and yield
greater health benefits compared with
screening.

Our decision-analytic model recog-
nizes the threat of prostate cancer but
explicitly incorporates the slow growth of
the disease and the morbidity of treat-
ment into the model. Like many decisions
in clinical medicine, our conclusions are
highly dependent on patient preferences
for potential outcomes.3 We conclude
that the decision of whether a 50-year-
old man undergoes annual prostate can-
cer screening with digital rectal exam and
serum PSA is an individualized decision
that should be made by the patient and
his physician, taking into account the pa-
tient’s preferences. We do not agree that
all men in this age group should be
screened independent oftheir preferences
for the potential outcome states resulting
from prostate cancer.

Scott B. Cantor, PhD
The University of Texas

Screening for prostate cancer. A decision
analytic view. JAMA 1994,;272:773—80.

3. Kassirer JP. Incorporating patients’ prefer-
ences into medical decisions [editorial]. N
Engl J Med 1994; 330:1895-6.

FPs AND EMERGENCY
MEDICINE

To the Editor:

As a diplomate of the American
Board of Family Practice (ABFP) and a
career emergency physician, | have been
actively involved in trying to improve the
recognition of family physicians who
practice emergency medicine. | was inter-
ested in the essay “Training the Com-
plete Physician for Rural America” 1and
the lessons that we can learn from Dr
Bomengen.

| agree with the implied need for
better training of family physicians prac-
ticing in rural areas in emergency care,
and the need for the medical community
to “resolve issues about the appropriate-
ness of training ... to provide quality
health care with compassion.” | wanted
to comment on this article and provide
some background information in the
hope that policymakers will respond to
the challenge presented by Bomengen.

There have been some published dis-
cussions about family physicians practic-
ing emergency medicine that seem di-
rectly relevant to this issue.2-6 Family
physicians provide the majority of emer-
gency care in rural areas and are essential
to staffing community and urban emer-
gency departments since there is a short-
age of residency-trained emergency
physicians. Bomengen describes the
problems that many of these physicians
face, due to allegations that they are not

M. D. Anderson Centdjualified. These allegations often come

Houston, Texas

Stephen J. Spann, MD
RobertJ. Volk, PhD
Melchor P. Cardenas, MD
Michael M. Warren, MD
The University of Texas
Medical Branch at Galveston
Galveston, Texas
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from specialists who are trying to protect
their own scope of practice. Leaders of a
new group, the American Academy of
Emergency Medicine (AAEM), have
used the media to question the compe-
tence of any physician practicing emer-
gency medicine who is not certified by the
American Board of Emergency Medicine
(ABEM). For example, the Christian
Broadcast Network (CBN) aired a pro-
gram entitled “ Emergency Rooms: Haz-
ardous to Your Health,” on May 23,
1994; a related news feature was broad-
cast by 60 Minutes on November 28,
1993.'

Organized emergency medicine has
aggressively promoted certification by the
ABEM as the “gold standard,” even
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though more than one half of the work-
force in emergency medicine does not
have access to this certification process.
Some family physicians who practice
emergency medicine have been able to
qualify for the ABEM certification exam
through the practice tract, but this path
was closed in 1988. Issues regarding
training and certification in emergency
care have become the exclusive domain of
the ABEM “specialist.” This has led to a
bias against non-ABEM-certified physi-
cians in public policy, media coverage,
and credentialing. For example, on Sep-
tember 8, 1994, an Associated Press arti-
cle entitled “Many Emergency Rooms
Stalled by Doctors with Inferior Train-
ing” questioned the qualifications of doc-
tors working in emergency departments,
while on the same day, USA Today pub-
lished an article suggesting that emer-
gency room patients would be better off
being treated by paramedics.

A family physician who is skilled in
emergency care is probably the most
“complete physician,” since physicians
who train specifically in emergency med-
icine do not usually practice primary care.
However, family practice and emergency
medicine have many similarities, and co-
operative training programs should be
developed.7 We are the only true gener-
alist specialties, since we see all patients
regardless of age or sex. Emergency med-
icine training has more emphasis on sub-
jects such as trauma and toxicology, but
family physicians need to be recognized
as competent providers of emergency
care. As Bomengen emphasized, we also
need to develop aspecial training path for
rural physicians in emergency care. In
Canada, family physicians can complete
an additional year of emergency medicine
training and become certified through a
separate pathway.8 There are a few family
medicine departments in the United
States that offer additional training in
emergency medicine, but they are not
widely recognized. For example, the Uni-
versity of Tennessee in Memphis has a
fellowship in rural emergency medicine/
family practice that offers an academic
credential, but it is not sanctioned by ei-
ther the ABFP or the ABEM.

The American Academy of Family
Physicians Board of Directors has recently
adopted a policy on the role of family
physicians in emergency medicine,9 but
Zubialde and McCarthyl are correct in
pointing out the obstacles hampering the
kind of cooperative effort that will be re-
quired to address these issues.1011 A spe-
cial conference should be convened, per-
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haps by a charitable foundation with a
commitment to health policy. As Bomen-
gen said, “ It’s time to put medical politics
aside and start doing what is best for our
patients. Physicians . . . must have the
training, qualifications and confidence to
meet any situation head on.” | hope that
the authors and other readers in leader-
ship positions will respond to this essay by
pursuing the goals that it describes.

W. Anthony Gerard, MD
Hershey, Pennsylvania
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MINOCYCLINE VS
TETRACYCLINE

To the Editor;

The article on *“Minocycline-In-
duced Hyperpigmentation” (Hung PH,
Caldwell JB, James WD, Minocycline-
induced hyperpigmentation. J Fam Pract
1995; 41:183-5) was interesting. It raises

a question in my mind about the wick
spread use of minocycline in treating are
in teenagers.

Since a growing number of teeregers
and middle-aged persons are barg
treated on a long-term basis with tis
medication, | wonder if the authors a
other practitioners have recommenda-
tions about using generic tetragdire
rather than minocycline. For petients
with either slightly discolored, pdle, a
“yellowish” dental enamel, should ve
possibly refocus our choice away fromrmi-
nocycline use? Finally, is this an additiorel
possible complication we need to dsos
with our patients who are on longterm
minocycline therapy?

James A. Shubin, MD
Sebastopol, California

The preceding letter was referred to Dr
Hung, who responds asfollows:

We appreciate the thoughtful pants
raised by Dr Shubin and hope to adequately
address these important questions. V¢
feel it is preferable to use tetracycline &a
first-line drug in the long-term treatrrent
of acne, reserving minocycline for cses
resistant to tetracycline. Slightly discol-
ored, pale, or yellowish dental erarrel &
not a contraindication to long-term trer-
apy with minocycline. However, the ce
velopment of blue-gray pigmentation a-
ter initiation of therapy is sufficient case
for discontinuation of the drug. As per-
manent hyperpigmentation of the teth
may occur in up to 5.6% of patients, ve
believe this potential risk should be dis-
cussed with the patient if not already ad-
dressed prior to initiation of therapy.

Ping-Hsin Hung, MD
Department of Primary Can
and Community Medicine
US Army Health Clink
Pentagon

ADVANCED OBSTETRICAL
TRAINING FOR FPs

To the Editor:

It was with great interest that | reed
the essay on advanced obstetrical training
for family physicians (Caudle MR, Clapp
M, Stockton P, NeutensJ. Advanced obstet-
rical trainingforfamily physicians: thefu-
ture hopefor rural obstetrical care. J Aimn
Pract 1995; 41:123-5). The shift aray
from obstetrics starts in the third year &
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Meal school. Students are herded
jagh urban hospitals, where it is
mirded into them daily by specialists that
des they can deliver all the hallowed in-
ditttincan, they have no business deliver-
s bebies. Many students at my medical
jtool had fewer than five deliveries in a
itvekrotation. As a first-year resident ina
rijartertiary hospital, | have encountered
nayhostile attitude by Ob-Gyn residents
jiostafftoward any family practice resident
(terding to practice obstetrics.

Having spent 9 months in a rural site
3nythird year of medical school, | also
gperienced the demands placed on fam-
wphysicians who practice obstetrics in
nd areas. | came to residency with a
niimto learn enough about obstetrics
opractice with some degree of confi-
dre in a rural area. | agree with the
wuthos that the reason FP  residents
ioose not to practice obstetrics is poor
ninirg It is time for the FP residency
iccreditation programs to mandate abso-
keminimums for the number of deliv-
tis primary obstetrical patients, and
laus of prenatal care that residents must
ias\e This would allow residents to feel
(ompetent in Ob-Gyn and to assist med-
dstudents in the selection of residency
pragans. The current residency selec-
timprocess is akin to purchasing a used
@ ie, let the buyer beware. Residencies
ijude the number of deliveries in their
hospital, but the actual numbers available
jtde delivered by residents are less.

\Why should residents have to spend
itanother year in fellowship to get ade-
qaeOb-Gyn training? The crisis in rural
dtetrics is secondary to the substandard
Mrirg family medicine residents are re-
living in our metropolitan teaching ar-
i This is yet another example of the
rective impact the * metrocentric” focus
fmedical training has had on our rural
aes

Thomas Faulhaber, MD
Minneapolis, Minnesota

Htpreceding letter was referred to Drs
Uudle, Stockton, and Neutens, who re-
fund asfollows:

W appreciate the comments of Dr
faulheber regarding our essay on “Ad-
'inood Obstetrical Training for Family
Physidars.” Although we agree with him
@many points, we continue to believe
Platanextra year of specialized training is
dsireble in - certain circumstances. For
hoe residents planning to practice in re-
rote rural areas, additional training in

obstetrical procedural skills, such as cesar-
ean sections, and in neonatology and an-
esthesiology need to be incorporated into
a fourth year. Those physicians practicing
in urban or rural areas with adequate ob-
stetrical backup can and should be taught
routine obstetrical care during the usual
3-year family practice program. Regard-
ing a fourth year of specialized training,
we believe this should be taught by a
combination of family medicine, general
Ob-Gyn, perinatology, and neonatal fac-
ulty.

t%/:onsidering how much money our so-
ciety spends on medical education, ter-
tiary medical centers incapable or unwill-
ing to train family practitioners should
examine their priorities. It is time to end
the hostile attitude frequently encoun-
tered by young doctors such as Dr
Faulhaber during his training. Regarding
residency program “quotas” of deliver-
ies, it is our understanding that there is
under consideration a plan to set a mini-
mum number of deliveries per resident
for family practice programs to remain ac-
credited. Although such minimum re-
quirements often serve as a two-edged
sword, it is hoped that such requirements
would empower residencies currently ex-
periencing difficulties with the needed le-
verage to improve their training pro-
grams. It is debatable whether a fourth
year of advanced procedural training
should be required of all family practice
residents. It is clear, however, that we
need more cooperation among various
specialties in the establishment of criteria
that will standardize advanced obstetrical
training, so that medical students can se-
lect a residency that provides the knowl-
edge and experience they need and desire.

Michael R. Caudle, MD

David Stockton, MD

James Neutens, PhD

Departments of Obstetrics & Gynecology
and Family Medicine

University of Tennessee

Graduate School of Medicine

Knoxville

FROM THE LAND OF MILK
AND HONEY

To the Editor:

As a reminder that not ever}' patient
with galactorrhea requires magnetic reso-
nance imaging or dopaminergic therapy
and as a contribution for the serious col-
lector of unusual causes of galactorrhea, |
offer the following capsule case report.

TreJournal of Family Practice, Vol. 41, No. 6(Dec), 1995

A 34-year-old woman of one of Isra-
el’s many subcultures was seen in consul-
tation for nonspontaneous galactorrhea.
She was otherwise well and her menses
were regular. It was apparent after the
first few questions that the galactorrhea
was ascribable to breast stimulation.

During the previous unusually dry
and prolonged summer months, her nip-
ples had become “terribly” dry and in-
tensely itchy. Only twice-daily hot show-
ers and frequent vigorous rubbing of the
nipples relieved the itching. She was not
an atopic individual, and on examination,
her nipples appeared normal; a faint diffi-
cult-to-identify but pleasant odor was
noted.

Further questioning disclosed that
because her subculture forbade the use of
anything synthetic, including scented
soaps or perfumes, she habitually sweet-
ened her body, including her nipples,
with honey.

I restrained myself from asking a se-
ries of questions that immediately sug-
gested themselves, advised her to stop the
hot showers, and urged her to switch
from honey to something equally tasty
and sweet but less sticky.

Whether the milk-and-honey phe-
nomenon is limited to the Holy Land or
is found elsewhere is a question for an
anthropologist. Meanwhile, physicians
may want to add a query about sweetened
nipples when evaluating patients with un-
explained galactorrhea.

Reuven Sobel, MD
Soroka Medical Center
Beer-Sheva, Israel

BUILDING A PRACTICE

To the Editor:

I would like to suggest the addition
of several items to Dr William Crump’s
excellent list of ways to build a young
practice:

. Become a school physician

. Supervise school nurse practitioners

. Volunteer to do sports physicals

. Provide free or reduced-cost immu-
nizations

. Find pediatricians who will refer all
but the most difficult cases to your
ongoing care.

Theodore H. Rights, MD
Hamilton Family Health Center
Hamilton, Missouri
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