
HIGHLIGHTS FROM MEDICAL GRAND ROUNDS 

by itself was not toxic, but that may have inhibited or al-
tered these patients' ability to metabolize the large 
amount of ingested L-tryptophan. 

L-tryptophan is metabolized via either the 5-hydroxy-
tryptamine or the kynurenine pathway; both depend on 
vitamin B6, or pyridoxal phosphate, as a cofactor. It has 
been theorized that an abnormality in the kynurenine 
pathway may be responsible for the syndrome, but the 
specific abnormality has not yet been identified. 

Investigations have also raised questions about 
whether the syndrome has an immunologic pathogene-
sis. For example, in humans, IgE production and 
eosinophilia are controlled by two predominant cy-
tokines, interleukin-4 (IL-4) and interleukin-5 (IL-5), 
respectively. T helper cells that have been triggered by 
various antigens may produce two cytokines. IL-5 activ-
ity in particular leads to eosinophil differentiation and 
proliferation in the bone marrow and to eosinophilia. 
Since individuals with idiopathic hypereosinophilic syn-
drome have lower than expected levels of IL-5 produced 
by their T cells, it appears that additional non-IL-5 de-
pendent mechanisms may account for eosinophilia in 
some situations. We do not know yet how eosinophila is 
regulated in the eosinophilia-myalgia syndrome. 

MANAGEMENT 

The primary treatment is to make certain the patient 
stops ingesting L-tryptophan and, in cases of mild illness, 
to follow the patient closely. In severe, aggressive dis-
ease, high-dose (60 mg/d) prednisone therapy is recom-
mended for several weeks. Cytotoxic drugs such as hy-
droxyurea and cyclophosphamide may have a role in the 
treatment of patients who have progressive neurologic 
manifestations. 
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SMOKING CESSATION: STRATEGIES 
THAT WORK 

Physicians tend to perceive smoking cessation as an 
unreachable target; yet, most patients who smoke will 
eventually quit in response to repeated, persistent sup-
port and encouragement from a physician. 

When patients visit physicians, they are concerned 
about their health, and therefore receptive to sugges-
tions that will improve or maintain it. A group of 
Minnesota physicians (Doctors Helping Smokers) has 
acted on this phenomenon and had remarkable success. 
Furthermore, they have been able to translate their 
smoking cessation success rate into decreased use of 
health care services and lower health care costs. 

The Doctors Helping Smokers program is distin-
guished by persistence. Many clinicians, unconvinced of 
their influence on patients who smoke, neglect to follow 
through after telling patients that smoking is dangerous 
and they should quit. Yet, simple, brief, one-time physi-
cian's advice to quit smoking produces long-term (1 year 
or more) quit rates of 3% to 9%. Adding specificity to the 
message and providing follow-up can result in quit rates of 
10% to 27%. The Minnesota program recognizes the need 
for this continued support and encouragement, but also 
appreciates the time limitations of day-to-day practice. 

The program works as follows: All patients are 
screened for smoking status. At every encounter with a 
smoking patient, after addressing the primary problem, 
the doctor says, "I want you to stop smoking," and fol-
lows that with "Are you ready to stop now?" and "When 
will you be ready to stop? On what day?" 

Patients are urged to,name a stop date, and the physi-
cian then asks if they would like help to stop smoking. 
Patients who say yes are referred to smoking cessation pro-
grams. With or without a referral, patients are told that a 
nurse will call 3 to 7 days after the stop date to check on 
their progress and find out whether they need help. Care-
ful records are kept of the patients' responses, and follow-
up continues at least every 3 months. 

PHYSICIANS HAVE MORE INFLUENCE 

The Minnesota program has shown that a physician's 
recommendation to quit has an impact on the patient, 
particularly when it is repeated on several occasions, and 
when information about health dangers is related 
directly to the patient from the physician. 

Most patients who smoke know about the associated 
dangers; but the effect of hearing about them from child-
ren, spouses, friends, and the media pales in comparison 
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to the physician's reminders that, because they smoke, 
they risk heart disease, cancer, and chronic obstructive 
lung disease. Patients who thoroughly understand the 
health hazards and who perceive themselves at higher 
risk (for example, those who have a family history of 
cancer, heart disease, or lung disease) are among those 
more likely to quit. 

Repeated warnings about impaired quality of life add 
to the impact. For example, smoking increases the likeli-
hood of shortness of breath, prematurely wrinkled skin, 
upper respiratory infections and lost work days, impaired 
sexual performance, frostbite, and automobile accidents. 
The danger of house fires should not be overlooked. Fi-
nally, smoking lowers one's self esteem because the in-
dividual is controlled by the addiction. 

HOW TO BE EFFECTIVE 

For a smoking cessation program to be effective, the 
physician needs to be familiar with the physiologic process 
of quitting smoking, and with quit strategies that work. 

Virtually every smoker who quits will experience with-
drawal symptoms. The notable exceptions are some who 
quit following bypass surgery or a myocardial infarction. 
Withdrawal is brief. Symptoms generally peak 2 to 3 days 
after quitting and are gone 10 to 14 days later. After that, 
cravings for cigarettes are related to previous linkages, or 
associations, with situations, emotions, and people, but 
not to a craving for nicotine. These cravings tend to be in-
tense but brief, rarely lasting for more than 30 seconds. 

Withdrawal symptoms vary from patient to patient, 
and may include headaches, lightheadedness, changes in 
bowel habits, nausea, diarrhea, chest pain, cough, sore 
throat (often, a smoker is unaware of a chronic sore 
throat because of the anesthetizing effects of smoking), 
increased irritability, decreased frustration tolerance, 
anxiety, difficulty concentrating, emotional lability, in-
creased appetite, and sleep disturbances. Acute depres-
sion is also possible and seems to be relatively more com-
mon among women than men. 

The value of group support cannot be overestimated. 
Many people need it, along with physician support and 
encouragement, to achieve success. The average success 
rate of stop-smoking programs ranges from 20% to 30%. 
The best ones offer patients not only company, but also an 
opportunity to learn coping skills, relaxation and other 
techniques they will need to achieve smoking cessation. 
Hypnosis may help, but it is no panacea. 

One helpful strategy is to give the patient a stop-
smoking checklist in which "assignments" are separated 
into manageable units of time—preparing to quit, the 

first 2 weeks, after 2 weeks, and after 2 months. For ex-
ample, when preparing to quit, the patient would be as-
signed to pick a quit date and mark it on the calendar, 
and would change to a less desirable brand of cigarettes. 

Persistence and encouragement from the physician 
are essential to success. Smoking is a powerful addiction. 
If the patient "slips," it is best not to be judgmental or 
pessimistic, but instead to encourage the individual to 
learn from the experience, pick a new quit date, and get 
it right the next time. 
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MESENTERIC ISCHEMIA: A 
NEGLECTED DIAGNOSIS 

As the population ages, we can anticipate an in-
creased number of patients with hemodynamically sig-
nificant atherosclerotic occlusive disease. Our under-
standing of the features of visceral ischemia syndromes, 
the liberal early use of diagnostic arteriography, and 
prompt therapeutic intervention will improve both sur-
vival and quality of life. 

Early diagnosis is not the general rule in mesenteric 
ischemia, partly because accurate, noninvasive diagnos-
tic measures have not been applied to the mesenteric 
circulation. Mesenteric arteriography is the most accu-
rate, and essentially the only useful, study for the diag-
nosis of mesenteric ischemia; but, because it is invasive, 
it is often obtained only after a period of observation. 

CHRONIC MESENTERIC ISCHEMIA 

Chronic mesenteric ischemia is nearly always caused 
by atherosclerosis involving the proximal visceral arteries. 
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