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It would be important to undertake a similar questionnaire of
married people to establish these facts. If McEwan and his
colleagues are unable to do this, the next best choice would be
the family planning because their patients are drawn from all the
relevant groups—premarital, marital and extramarital.

Yours faithfully,

R Thompson (Mrs), Hamilton.

Drug interaction between warfarin and enoxacin
Sir,—The new fluoroquinolone antibiotic, enoxacin, has been
shown to have a wide spectrum of activity against both gram
positive and negative bacteria including Pseudomonas aeruginosa.
It penetrates most body tissues and secretions giving
concentrations above the MIC'’s for most bacteria [1].

In clinical trials using enoxacin in the treatment of lower
respiratory tract infections, marked elevations of serum
theophylline levels were noted in patients concommitantly taking
theophylline medications for bronchial disease [2]. Enoxacin has
been postulated to reduce the clearance of theophylline by
inhibition of hepatic enzymes [3]. It is therefore possible that
enoxacin may interact with other drugs that undergo extensive
hepatic metabolism such as warfarin.

Recently it has been reported that chronic enoxacin dosing does
not significantly affect the prothrombin times produced after a
single dose (25 mg) of warfarin (4.

This study aims to determine the effect of a 7 day course of
enoxacin 400 mg bid on the prothrombin time ratio in a single
patient taking warfarin 3 mg once daily. Extensive haematological
screen and liver function tests were performed before commencing
the study, with a 23 year 65 kg male. Blood samples were taken
daily prior to warfarin dosing, and the prothrombin time ratio
was determined using a standard method. The results of the study
are shown in Figure 1.
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Figure 1.—Prothrombin time over 7 days in a patient taking enoxacin
400 mg twice daily and warfarin 3 mg once daily.

These results should be viewed with caution considering they
are based on a single case report, however they are in apparent
agreement with previous work using a different method [4). There
does not appear to be any alteration to the prothrombin time ratio
during a short course of enoxacin, indicating that the combination
may be clinically compatible.

Yours faithfully,

A D McLeod, Pharmacy Department,
Wellington Hospital.
C Burgess, Department of Medicine,

Wellington School of Medicine,
Wellington.
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Chronic back pain
Sir,—In the journal (NZ Med J 1888; 101: 96) you report on the
two year study by Mayer et al of chronic postsurgical back pain
patients (1], While the results of that study were excellent, they
bear little relationship to the back pain problem in New Zealand
for several reasons.
a) Postsurgical and especially postmultiple surgery back
problems are quite uncommon in New Zealand whereas the
failed back surgery patient is of major concern in North
America. The truth is that few back pains reach surgical
intervention in this country.
The three weeks “functional restoration program” that was the
subject of study included “repeated functional assessments”
which in part required the use of Cybex machinery having a
value of hundreds of thousands of dollars (US). There is little
chance that funding agencies in New Zealand would be
prepared to pay for these expensive assessments. Note that
the three weeks program cost in a range from US3$5000 to
US$9000. The sort of capital investment required for that
program could not be justified for the relatively small numbers
of patients in this country for whom it could be a preferred
management program.
Perhaps you should have reported the publication of two papers
that identify a superior approach to the management of low back
pain syndrome [2,3. The second paper from those authors reports
on a study conducted about the same time in Dallas, which
compared three approaches to lumbar syndrome management.
The three approaches are: back school, self traction in flexion
(Back Trac) and McKenzie evaluation and treatment. The study
was a multicentre, prospective randomised crossover clinical trial
conducted by H Vaharanta, T Videman and V Mooney. The
principle results were: (1) The McKenzie system achieved a 97%
success rate compared to 50% for Back Trac and 38% for back
school. (2) The patients that failed to respond to Back Trac or
back school were all successfully treated by the McKenzie method.
(3) The McKenzie method was signficantly more likely to help
patients with a more complicated clinical picture.(Those with a
list (acute scoliosis) or with symptoms referred to the lower limb).
(4) The McKenzie treatment was the best tolerated treatment of
the three groups. In fact no patient was made worse by the
McKenzie treatment.

The patients included in this study were typical of the low back
pain patients seen by every general medical practitioner and
physiotherapist in New Zealand. The McKenzie approach is used
by a large number of physiotherapists in New Zealand whose
services are generally highly regarded by referring medical
practitioners. These two papers are important contributions to
the New Zealand context and support physiotherapists continued
contribution to care for the patient with low back pain/sciatica.
I urge all involved with management of low back pain/sciatica
to acquire a copy for reference.
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Yours faithfully,
Mark Laslett, Physiotherapist,

Auckland 4.
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Resistance of urinary tract isolates of Escherichia coli
to trimethoprim, cotrimoxazole and ampicillin
Sir,~ Almost a year ago we published in this journal (1] the
results of a study looking at the susceptibility of urinary tract
isolates of Escherichia (E) coli to cotrimoxazole, trimethoprim,
sulphonamide and ampicillin over an 11-year period. Ampicillin
resistance was high at the beginning of the survey period and
contimied to rise. A trend was developing for increasing resistance
to trimethoprim and cotrimoxazole and we cautioned that this
observation was paralleling the experience in England [2-4] and
Finland (5. We indicated, however, that trimethoprim and
cotrimoxazole had retained their competitive position among the
antimicrobial agents in popular use for the treatment of urinary
tract infections in spite of heavy prescribing.

We have continued to follow the trend.

During 1986 and 1987 we have looked at the isolates of E coli



