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A Message  
From the Editor

at Physician’s Weekly, we are proud to present 

this monograph featuring several features 

that are applicable to primary care. Created 

with the assistance of key opinion leaders 

and experts in their respective fields, these 

articles discuss challenges and opportunities 

in primary care and strategies to positively 

change current practices. In the upcoming 

months Physician’s Weekly will continue 

to feature topics that affect primary care 

physicians and those practicing in related 

aspects of medicine. Your feedback and 

opinions are welcome, email keithd@

physweekly.com. Thanks for reading!

sincerely,

Keith d’Oria 
Editorial Director, Physician’s Weekly
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The ACR update re-emphasizes the importance of aggressive 
treatment in early RA. In addition to better outcomes, early 
intensive treatment can help patients maintain physical 
function and quality of life.

I
n 2008, the american College of Rheumatology 

(aCR) issued guidelines for the use of non-

biologic and biologic treatments in rheumatoid 

arthritis (Ra). Much has changed in the years since 

the last recommendations, with the availability of new 

drugs and increased experience with the older agents. 

The aCR guideline update, which was published in 

Arthritis Care & Research, focuses on early treatment, 

special considerations for high-risk patients, and 

screening for tuberculosis.

The aCR update re-emphasizes the importance 

of aggressive treatment in early Ra. In addition to 

better outcomes, early intensive treatment can help 

patients maintain physical function and quality of life. 

prevention is critical because joint damage resulting 

from Ra is permanent once it occurs. It should be 

noted that the updated recommendations focus on 

common clinical scenarios. They should be used as a 

guide for clinicians with the clear understanding that 

the best treatment decisions can only be made by 

having collaborative dialogue with patients. For each 

patient, physicians must consider:

• The risks and benefits of treatment.

• Comorbidities and concomitant medications.

• patient preferences.

• practical economic considerations.

Rheumatoid Arthritis  
Treatment Recommendations

The goal of early Ra treatment is for remission 

or at least low disease activity. For patients who 

have been symptomatic for 6 months or less, the usual 

approach should be disease-modifying antirheumatic 

drug (dMaRd) monotherapy. If disease activity is 

moderate or high and patients have poor prognosis, 

combination dMaRd therapy can be tried. If disease 

activity is high in early Ra and the prognosis is poor, 

an anti-tumor necrosis factor (tNF) biologic agent can 

be used in combination with methotrexate or alone.

patients who show no response after 3 months on 

anti-tNF agents can be switched to another anti-tNF 

drug or to a non-tNF biologic therapy. Those who 

have taken a non-tNF biologic for 6 months but 

have had an inadequate response can be switched to a 

tNF or non-tNF biologic. patients with high disease 

activity who have failed tNF treatment because 

of serious adverse events should be switched to a 

non-tNF biologic. However, another anti-tNF agent 

or a non-tNF biologic can be used if the adverse event 

was not considered serious.

Importantly, the guideline update has revised treat-

ment recommendations on the use of biologics for 

patients with Ra at higher risk because of comorbid 

conditions, most notably hepatitis C, solid tumors 

or non-melanoma skin cancers, and congestive heart 

failure. It also revised recommendations on screening 

for latent tuberculosis infection, which should be done 

for all patients before starting biologic therapy. More 

detailed recommendations on these aspects of the 

guidelines—as well as recommendations for early Ra 

treatment—can be found here.  

For more information on this article, including the contributor’s 

financial disclosure information and reference, click here.

Jasvinder A. Singh, MBBS, MPH

Associate Professor of Medicine

 University of Alabama at Birmingham

Click here to view this article online.

Updated Guidelines for

RA Treatment
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A
bout 38% of people who suffer from migraine 

could benefit from preventive treatments, but 

less than one-third currently uses them. some 

analyses have shown that migraine attacks can be 

reduced by more than half with preventive therapies.

In 2000, the american academy of Neurology (aaN) 

published guidelines for migraine prevention. In the 

an issue of Neurology, the aaN and the american 

Headache society issued updated guidelines to 

account for new evidence. One set of guidelines was 

developed specifically for prescription products, while 

another was created for OtC drugs and comple-

mentary therapies. In each guideline, the safety and 

efficacy of pharmacologic therapies for migraine 

prevention was addressed. The reviews addressed the 

strength of evidence backing a given drug’s superiority 

relative to placebo.

Prescription Drugs for Migraine
among prescription medications, several β-blockers 

(metoprolol, propranolol, and timolol) and seizure 

drugs (divalproex sodium, sodium valproate, and 

topiramate) established “proven efficacy” for migraine 

prevention based on clinical research. One selective 

serotonin receptor agonist (frovatriptan) was also 

proven effective. It’s recommended that clinicians 

consider offering these medications to migraineurs to 

reduce the frequency and severity of attacks.

 topiramate was elevated to a Level a recommenda-

tion (indicating “proven efficacy”) on the strength 

of five randomized trials. Other drugs that had 

previously been used for migraine prevention were 

downgraded from higher recommendations in 2000 

because the current evidence failed to clearly support 

their efficacy.

OTCs & Complimentary 

Therapies for Migraine
petasites, also known as butterbur, were shown to 

be effective in preventing migraine. several NsaIds  

were found to be “probably effective,” including feno-

profen, ibuprofen, ketoprofen, naproxen and naproxen 

sodium, and subcutaneous histamine. Magnesium, 

MIG-99 (feverfew), and riboflavin were among the 

complementary treatments that were deemed “prob-

ably effective” for migraine prevention.

Botulinum Toxin-Based Drugs
The 2012 guidelines did not address the use of  

botulinum toxin-based drugs for migraine because 

these were covered in a separate aaN review 

published in 2008. That review indicated that 

botulinum toxin was “probably ineffective” for 

preventing episodic migraine. However, botulinum 

toxin has since been approved for preventing chronic 

migraine. The aaN is currently developing a guide-

line update that specifically addresses research and 

data on this treatment.

Important Considerations in 

Migraine Therapy
There are no absolutes when determining which 

patients are the ideal candidates for migraine therapies, 

but some common identifiers include frequent attacks, 

acute medication use beyond the recommended limits, 

or consistent use of acute therapies that fail to provide 

relief. Regular follow-up with patients is important 

to discuss changes in the pattern of migraine attacks 

and the efficacy of therapies being used. physicians 

and patients are encouraged to collaborate with each 

other when deciding on treatment options. The key 

is to consider efficacy, adverse events, and coexisting 

or comorbid conditions as well as personal consider-

ations. patients should be reminded that trial and error 

with therapies will often be necessary.  

Readings & Resources

Silberstein SD, Holland S, Freitag F, et al. Evidence-based guideline update — pharmacologic treatment for episodic migraine prevention in 

adults: report of the Quality Standards Subcommittee of the American Academy of Neurology and the American Headache Society. Neurology. 

2012;78:1337-1345. Available at: www.neurology.org/content/78/17/1337.full.pdf+html .

Holland S, Silberstein SD, Freitag F, et al. Evidence-based guideline update — NSAIDs and other complementary treatments for episodic 

migraine prevention in adults: report of the Quality Standards Subcommittee of the American Academy of Neurology and the American 
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Updated guidelines on migraine from the American 
Academy of Neurology address the safety and efficacy of 
pharmacologic therapies for migraine prevention, including 
prescription, OTC drugs, and complementary therapies.

Click here to view this article online.

Preventitive Treatment
for Migraine
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H
ypertriglyceridemia can substantially increase 

the likelihood of patients developing heart 

disease when compared with those who have 

normal triglyceride levels. While treatment strategies 

for this condition are well established, its causes differ 

from patient to patient, as do the risks they pose to 

each individual. Clinical practice guidelines from 

the endocrine society on hypertriglyceridemia were 

published in the Journal of Clinical Endocrinology 

and Metabolism (view and print guideline summary 

here). They recommend that more attention be paid 

to how personal history, physiology, and lifestyle 

interact to affect risk.

“In recent years, much of the focus surrounding 

lipids has concentrated on cholesterol,” explains Lars 

Berglund, Md, phd, who chaired the endocrine 

society task force that developed the most recent 

guidelines. “although there are evidence–based 

guidelines from respected medical associations that 

address lipids, data on the complex role of triglycerides 

in heart disease continue to accumulate. Considering 

this recent emergence of data on triglycerides, it was 

important to focus on a guideline that specifically 

discusses this component of heart disease care.”

Individualized Approach with 

Elevated Triglycerides
dr. Berglund stresses that clinicians should not view 

elevated fasting triglyceride levels as a standalone 

factor. “triglycerides should be looked at in the 

context of other risk factors for cardiovascular disease 

(CVd) and metabolic disease,” he says. “assessment 

should include the evaluation of secondary causes 

A New Guideline for Treating 

The Endocrine Society has released a clinical practice guideline 
on hypertriglyceridemia that stresses the importance of 
individualizing treatments based on patient factors.

Lars Berglund MD, PhD 

Professor of Medicine

Senior Associate Dean for Research

Director, Clinical and Translational Science 

Center

 University of California, Davis Health System

Hypertriglyceridemia

Click here to view this article online.
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of hyperlipidemia, including endocrine conditions 

and medications [table 1]. Central obesity, hyper-

tension, abnormalities of glucose metabolism, liver 

dysfunction, and family history of dyslipidemia and 

CVd should be assessed.” For example, patients  

with triglyceride levels in the moderate range—200 

mg/dl to 999 mg/ dl—may have changes in HdL 

and LdL cholesterol levels and properties, which 

are associated with cardiovascular risk, but insulin 

resistance and other factors should also be considered 

during patient management. patients with isolated 

hypertriglyceridemia (eg, familial type) are more 

likely to have larger particles, which are less likely to 

cause cardiovascular risk.

Fatty foods, smoking, and poor exercise also 

contribute to the risk for high triglyceride levels. 

“simple carbohydrates that can be broken down 

and absorbed quickly, such as sugar-sweetened 

beverages, white rice, and white bread, contribute to 

an increase in fat formation and triglyceride levels,” 

says dr. Berglund. While alcohol can increase HdL 

cholesterol levels, it can also lead to high triglyceride 

levels. Certain prescription medications (eg, bile 

acid sequestrants for high LdL) can also interact 

to raise blood triglyceride levels. “understanding 

the importance of specific risk factors requires that 

clinicians ascertain a full profile of each patient,” dr. 

Berglund adds.

Considering Treatment Options 

for Hypertriglyceridemia
defining the level of hypertriglyceridemia for indi-

vidual patients is crucial to determining the goal 

of treatment and should be based on fasting levels. 

The endocrine society guidelines define normal 

triglyceride levels as less than 150 mg/dl (table 2).  

Mild and moderate hypertriglyceridemia are catego-

rized by levels below 999 mg/dl, which are primarily 

associated with a risk for CVd. When levels rise 

above 1,000 mg/ dl, patients should be categorized as 

having severe and very severe hypertriglyceridemia. 

The risk for these individuals is associated more often 

with pancreatitis.

Because weight, diet, and exercise play particularly 

important roles in triglyceride levels, the endocrine 

society guideline recommends that initial treatment 

for mild-to-moderate hypertriglyceridemia be 

lifestyle therapy, consisting of dietary counseling, 

physical activity, and a weight reduction program  

for overweight and obese patients. “Overweight or 

obese patients may feel overwhelmed when asked 

to lose weight,” dr. Berglund says, “but clinicians 

should reassure them that even modest reductions 

in weight can have highly beneficial effects on their 

triglyceride levels.”

For patients at risk for triglyceride-induced pancre-

atitis and for whom lifestyle changes have been 

ineffective, the guideline recommends that fibrates 

be used as the first-line of drug treatment. although 

statins have some triglyceride-lowering effects, they 

are not overly effective in patients with very high 

levels, according to dr. Berglund. The guideline 

recommends that statins not be used as monotherapy 

for severe or very severe hypertriglyceridemia, but may 

be useful for moderate hypertriglyceridemia when 

indicated to modify cardiovascular risk. Fibrates, 

niacin, and n-3 fatty acids are recommended for use 

alone or in combination with statins in patients with 

moderate-to-severe triglyceride levels.

“The key take-home message for all clinicians 

is that patients with high triglyceride levels 

need to be evaluated for secondary causes on an 

individualized basis,” says dr. Berglund. “Only then 

can we determine the causes and direct our focus 

of treatment. The endocrine society guidelines can 

serve as a helpful aid for physicians as they manage 

patients from diagnosis to treatment.”  

Patients with high triglyceride levels 
need to be evaluated for secondary 
causes on an individualized basis.

                   — Lars Berglund MD, PhD

Berglund L, Brunzell J, Goldberg A, et al. Evaluation and treatment of hypertriglyceridemia: an Endocrine Society clinical practice guideline.  
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Prev Rehabil. 2010;17:204-210.

Mora S, Rifai N, Buring J, Ridker P. Fasting compared with nonfasting lipids and apolipoproteins for predicting incident cardiovascular 

events. Circulation. 2008;118:993-1001.
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The IDSA has released guidelines emphasizing rapid and 
appropriate therapy for treating diabetic foot infections. 
A multidisciplinary team should be utilized to assess and 
address various aspects of the problem.

Click here to view this article online.

Guidelines for Diagnosing & Treating 

Diabetic Foot 
Infections

A
s the incidence of diabetes has steadily 

increased over the last several decades 

throughout the united states, diabetic foot 

infections have also become increasingly common. 

as many as one in four people with diabetes will 

have a foot ulcer in their lifetime, and these wounds 

can easily become infected. If left unchecked, they 

can spread and may ultimately require amputation 

of the toe, foot, or part of the leg. Nearly 80% of 

all nontraumatic amputations occur in people with 

diabetes, 85% of which begin with a foot ulcer.

“Lower extremity amputation severely affects  

quality of life in people with diabetes because it 

reduces independence and mobility,” says Warren 

s. Joseph, dpM, FIdsa. “Furthermore, about 

50% of patients who have foot amputations die 

within 5 years, which ranks as a worse mortality 

rate than for most cancers.” However, about half of 

lower extremity amputations that are not caused by 

Warren S. Joseph, DPM, FIDSA

Consultant, Lower Extremity Infectious Diseases

 Roxborough Memorial Hospital

trauma can be prevented through proper care of foot 

infections. preventing amputations is vital. In most 

cases, these infections can be prevented or cured 

when properly managed.

Recommendations for  
Diabetic Foot Infections
In an issue of Clinical Infectious Diseases, the 

Infectious diseases society of america (Idsa) 

published a clinical practice guideline for diag-

nosing and treating diabetic foot infections. The 

guideline addresses 10 common questions with 

evidence based answers that experts have deter-

mined are most likely to help healthcare providers 

treating these infections. The guideline is a revision 

and update of Idsa’s 2004 recommendations for 

managing diabetic foot infections.

With regard to diagnosis, the guideline recommends 

that infections in foot wounds be defined clinically 

by the presence of inflammation or purulence, and 

then classified by severity (table 1). “The first step 

is to determine if the wound is infected,” says dr. 

Joseph, who was on the Idsa panel that created 

the guidelines. “an infection is likely if there are at 

visit www.physiciansweekly.com    1312
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least two of the following signs: redness, warmth, 

tenderness, pain, or swelling. after classifying the 

severity of the infection, the guideline then provides 

evidence-based strategies to optimize treatment.”

When foot sores are infected, imaging the foot is 

usually necessary to determine if the bone is infected. 

The guidelines recommend performing a culture 

of the wound to determine the bacteria causing the 

infection but stress the importance of appropriately 

obtaining those cultures. This information can be 

used to guide clinicians on whom antibiotics should 

be provided for treatment.

Addressing Antibiotic  
Use for Infection
The guideline emphasizes the importance of rapid and 

appropriate therapy for treating infected wounds on 

the feet. Therapy can include surgical debridement 

of dead tissue, appropriate antibiotic therapy, and 

removing pressure on the wound and improving blood 

flow to the infected area, when necessary. Importantly, 

many diabetic foot ulcers are not clinically infected 

and therefore should not be treated with antibiotics. 

people with clinical evidence of infection, however, 

require antibiotic therapy. Those with a severe infec-

tion should be hospitalized immediately.

“Many patients with foot infections initially receive 

only antibiotic therapy,” dr. Joseph says. “In many 

cases, providing antibiotics alone will be insufficient 

in the absence of proper wound care and surgical 

interventions. unfortunately, clinicians often over-

prescribe or inappropriately prescribe antibiotics for 

diabetic foot wounds. This approach is ineffective 

and can lead to antibiotic resistance.” Before consid-

ering antibiotic therapy, it is important to balance 

the clinical evidence of infection and its severity 

with other risks, such as risk factors for MRsa and 

pseudomonas infection (table 2). When antibiotics 

are necessary, they should be dis-continued when 

the infection is gone, even if the wound has not 

completely healed.

Involve Others in Care
since treating diabetic foot infections can be 

complicated, the guidelines recommend involving 

a multidisciplinary care team that can assess and 

address various aspects of the problem. “data  

have shown that many foot infections are treated 

improperly,” says dr. Joseph. “Getting assistance 

from other providers—including infectious disease 

specialists, podiatrists, surgeons, and orthope-

dists—can best address the complicated care of these 

infections.” For providers in rural areas, the guide-

lines note that telemedicine may facilitate consults 

with appropriate experts.

The Idsa guideline is intended to support decision-

making processes based on individual circum-

stances rather than take the place of a physician’s 

judgment, dr. Joseph says. “The guidelines will 

be revisited as more data emerge. potential perfor-

mance meas ures on outcomes of treatment and 

processes of management are also being explored. 

In the meantime, it’s hoped that free access to these 

recommendations will improve the diagnosis and 

treatment of diabetic foot infections and perhaps  

alleviate their burden over time.”  

Readings & Resources
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About 50% of patients who have foot  
amputations die within 5 years, which ranks as 

a worse mortality rate than for most cancers.

      — Warren S. Joseph, DPM, FIDSA
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A
ccording to recent reports from national and 

international research teams, approximately 

one-third of all cancers can be prevented by 

maintaining a healthy weight, eating a healthy diet,  

and exercising regularly. published studies have 

indicated that obesity plays a major role in cancer 

development through a number of biological mecha-

nisms. since the american Cancer society (aCs)  

last published guidelines on nutrition and physical 

activity for cancer prevention in 2006, there has been 

mounting evidence addressing the role of obesity 

in the development of cancer. While it is not a new 

concept that daily exercise is important to helping 

prevent cancer, what has emerged in the literature is 

that prolonged sitting time (eg, watching television or 

sitting at the computer) also appears to significantly 

increase risks.

Educate Patients  
on Cancer Prevention
In the CA: A Cancer Journal for Clinicians, the aCs 

published an update to the 2006 guidelines that focused 

on reducing cancer risk with healthy food choices 

and physical activity. “The new recommendations 

emphasize that any level of positive change in diet or 

exercise is a step in the right direction to encourage 

patients to achieve optimum weight and exercise levels,” 

says elisa V. Bandera, Md, phd, who was a coauthor of 

the guidelines. “The loss of only a few pounds for obese 

and overweight people is beneficial. small changes may 

lead to bigger ones and further encourage people to 

start changing their lifestyle for the better.”

dr. Bandera says that clinicians should educate patients 

about the health risks associated with being overweight 

Guidelines from the American Cancer Society are intended to 
empower patients to prevent cancer with proper nutrition and 
physical activity. Elisa V. Bandera, MD, PhD, discusses why a 
supportive social and physical environment is paramount.

Elisa V. Bandera, MD, PHD

Associate Professor of Epidemiology

 Cancer Institute of New Jersey

Click here to view this article online.
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and obese and provide them with the recommenda-

tions outlined in the guidelines (table 1). she believes 

the most important message to emphasize to patients is 

to achieve and maintain a healthy weight throughout 

life. “The evidence for doing this is compelling,” says 

dr. Bandera. “Clinicians need to be proactive about 

reinforcing recommendations for weight control at 

every patient visit.”

Exercise & Diet:  
A Daily Commitment
patients should also be advised to make it a priority to 

exercise and avoid sitting for prolonged periods every 

day. “If patients are starting a new exercise, it may be 

beneficial to have them begin with activities that engage 

different muscle groups,” dr. Bandera explains. Finding 

activities that increase strength, flexibility, balance, and 

cardiovascular health is important because patients may 

be less likely to become bored.

The aCs guidelines also note that it is important 

for both patients and physicians to understand 

the differences between moderate- and vigorous- 

intensity exercise (table 2). “The intensity of the 

exercise determines how quickly optimal levels 

are reached,” says dr. Bandera. she adds that the 

more patients engage in activities that they enjoy, 

the more likely it is that their exercise program will  

be sustainable.

Regarding diet, dr. Bandera says patients should 

be advised to choose mostly plant-based foods, 

including a variety of fruits and vegetables each 

day, and whole grain products instead of refined 

grains. “What patients eat is almost as important 

as how much they eat,” she notes. “portion sizes 

in the united states have become too large to help  

maintain a healthy weight. patients should be educated 

about proper portion sizes with concrete examples of 

just how big or small certain portions should be.” dr. 

Bandera adds that men and women should be coun-

seled appropriately on drinking alcohol in moderation.

Taking the Lead  
to Prevent Cancer

The aCs acknowledges that educated patients may 

wish to make healthy lifestyle choices but still face 

substantial social, economic, and cultural obstacles 

that hinder their efforts. “avoiding weight gain often 

goes beyond personal responsibility and capability to 

eat right and be physically active,” says dr. Bandera. 

“as such, environmental changes are needed for the 

aCs guidelines to be widely implemented at the 

community level. This includes increasing access 

to healthy foods in communities, worksites, and 

schools. It also means having safe, enjoyable, and 

accessible places to engage in physical activity in 

schools and worksites.”

Healthcare professionals have an opportunity to 

provide leadership and promote the aCs guideline 

recommendations, according to dr. Bandera. “The 

overriding goal is to help patients achieve and main-

tain a healthy body weight and become and remain 

physically active throughout life. Clinicians must 

seize every opportunity to educate patients on diet 

and activity facts regardless of whether they have a 

family history of cancer. patients must realize that 

the choices they make can have a significant impact 

on their chances of developing cancer.”  
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Any level of positive change in diet or 
exercise is a step in the right direction.

          — Elisa V. Bandera, MD, PhD

http://www.physiciansweekly.com/cancer-prevention-guidelines/

