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Most family practice programs 
depend heavily on the grant 
mechanism for funding support. This 
is particularly true in university 
programs where it is not unusual for 
more than half of the funding to be 
dependent on this means. A large 
amount of a program director’s time 
and effort must be devoted to the 
pursuit of grants — particularly since it 
is true that many are culled but few 
are chosen. It might be useful, then, 
for those of us who expend such 
efforts to share what we have learned.

My own introduction to the grant 
writing circus is probably similar to 
that of many other program directors. 
After 17 years in private solo practice, 
I entered the academic world in 1967 
by becoming chairman of a newly 
established department in a new 
medical school. The term “grants” had 
no personal meaning to me other than 
as the name of a convenient local 
five-and-ten-cent store. I did gradually 
become aware that the institution had 
a grants office and that some people 
were able to obtain additional funding 
through grants. I thereupon wrote a 
proposal and submitted it to a private 
foundation. I was most pleased to have 
it accepted and to receive a check for 
$21,000. I took the check to my dean 
with great pride in my accom
plishment but, alas, was met 
with a barrage of questions. “Has it 
gone through the Grants Office?” 
“Does it have University approval?” 
“What about the overhead?” etc, etc.

Since then I have learned much 
about the grant writing process -  
usually through the same educational 
process -  that of making mistakes.

Requests fo r  re p rin ts  shou ld  be addressed to  
Dr. T hom as L. Leam an, D ep a rtm e n t o f  
Family and C o m m u n ity  M edic ine , Th e  M il- 
ton S. H ershey M edica l C enter, The P ennsyl
vania S ta te  U n ive rs ity , H ershey, Pa 17033

Gradually it has been possible for us to 
develop a series of steps and basic 
principles which have proven helpful 
to us in our pursuit of grants. While 
these simple steps may be obvious to 
many, they were certainly not to me, 
and I hope that enumerating them will 
be of some value to others.

Rules:

1. First, determine the overall goals 
of the organization and the specific 
programmatic objectives required to 
meet them. Then examine the 
objectives to see which might contain 
fundable ideas. Not all worthy aims 
contain fundable ideas and it may even 
be necessary to modify some of the 
program objectives to meet the goals 
of the funding agency. Great care must 
be taken to see that any modifications 
are still within the overall organ
izational goals and that faculty 
effort does not become so dispersed as 
to be ineffectual.

Determination of goals and objec
tives should precede the search for 
funding mechanisms and specific re
sources. It is always tempting to re
verse the procedure and attempt to 
find or design a program to meet the 
funding that is available.

2. The next step after identifying a 
need is combing the grass, beating the 
bushes, and shaking the trees to flush 
out all possible grant sources. An 
institutional grant office can be a good 
resource. It is helpful to talk with 
others in the field about possible state, 
federal, and private funding sources. It 
is valuable to establish personal con
tact with central and regional federal 
offices to get information about new 
grant opportunities at the earliest pos
sible moment. Waiting for “RE
QUESTS FOR PROPOSALS” to ap

pear on one’s desk is most frustrating 
because they frequently turn up with
in a few days of the deadline.

3. Establish personal contact with 
the representatives of the granting 
agency. The purpose of this is to gain 
help in understanding the require
ments, regulations, purposes, and 
method of review — not to try to 
obtain favorable review.

4. In planning and preparing a 
proposal seek all available help. Brain
storming sessions including everyone 
involved, consultation with persons in 
the granting office or experts in the 
field, and library search for all related 
literature are all helpful means.,

5. After locating a granting source 
and receiving the necessary instruc
tions there is usually a very short time 
fuse. If this is the case identify imme
diately which pieces of data will be 
most time-consuming to collect. For 
example, letters of endorsement may 
be useful and may require several 
weeks to collect.

6. The obvious next step is the 
collection of all available data. This 
should include background materials, 
history, tables, references, support 
data, and cost estimates. It usually also 
will include documentation of previ
ous efforts by the organization of a 
related nature.

7. The difficult part of actually 
writing the proposal is the next step 
after collecting the ideas of many 
people and most of the data. It is 
possible for various persons to write 
drafts of sections of a large proposal 
but it has been our experience that, in 
the final stage, one person needs to 
edit and rewrite to provide cohesion.

In the writing of the proposal clari
ty is more important than style, and 
brevity is important but all related 
information must be included. Often 
the latter can be handled through 
appropriate footnotes and appendices. 
All possible documentation should be 
added, with as much indexing and 
cross-referencing as possible, for the 
convenience of the reviewers.

8. In writing a proposal it is helpful 
to try to understand the reviewers’ 
needs. What goals are they attempting 
to meet? Who are the reviewers likely 
to be? Can they understand what you 
have written if they have no previous 
knowledge of your operation or your 
field? Can they grasp the excitement 
and significance of your new ideas? 
Have you given them adequate reason
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to believe what you have written? Is 
your work readable enough to keep 
them awake?

9. Use positive statements. Such 
realistic words as “would” and 
“should” or “hopefully” or “try” 
should be replaced with such euphe
misms as “will,” “shall,” and “abso
lutely.”

Attention to such basic rules as 
proper punctuation, spelling, syntax, 
and grammar are helpful in portraying 
an image of an investigator or educator 
with a good personal sense of organiza
tion and management.

10. Aesthetics are also important. 
Margins, spacing, underlining, type 
style, copy methods, and organization 
all add much to the overall appear
ance. Regulations will frequently be 
very specific as to margins and spacing; 
if necessary for a more attractive 
presentation, they might be better 
ignored.

11. Having submitted a proposal 
within the allotted time span (usually

within one hour of the ultimate dead
line) it is not sufficient to relax and 
await results. It is wisest to continue 
to maintain periodic contact with the 
granting agency to see if additional 
information might be needed or 
whether there has been any change in 
the rules. ( I have had the unforget
table experience of finding a founda
tion to have changed its basic policy 
between the time of an encouraging 
site visit and the submission of the 
final redraft.)

12. If your project should be rejec
ted, disapproved, or not funded, it is 
very useful to find out why. It may be 
because you were in the wrong con
gressional district, but it might also be 
because of some fault in the way you 
designed your proposal. Granting 
agencies, perhaps assisted by the new 
sunshine laws, are quite willing to 
provide feedback information.

13. Do not expect 100 percent 
positive results. A batting average of 
.300 in the grantsmanship game will

please the chief. A rating of .300 to 
.400 may even make the chief smile. If 
you average more than .400, summon 
the chief and smile on him.

14. Do not take the process of 
grantsmanship too seriously — remem
ber that every day in the practice of 
medicine you make decisions which 
are far more important on a long-term 
basis than the decisions that are made 
about your grants.

To me, grant writing has become 
one of the most stimulating aspects of 
my role as a department chairman. It 
combines opportunities for creativity 
and inventiveness with the excitement 
of gambling for high stakes. As a 
personal indicator to me of the change 
in impact of the word “grant” during 
the past decade, I find it has now 
become a trigger word. When I find 
m yself dozing through a non
stimulating sermon and the preacher 
says, “Grant us, O Lord,” I snap to 
attention, pen-in-hand and ready for 
pursuit.
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identity problems may require surgery 
for sexual reversal. However such radi
cal irreversible procedures should al
ways be preceded by pharmacotherapy 
with sex hormones to determine 
whether a satisfactory adjustment will 
be made to a sex reversal.

Sexual dysfunction can occur se
condary to another disease, such as 
myocardial infarction, hypertension, 
diabetes, benign prostatic hyper
trophy, parkinsonism, and a host of 
others. Therapy of the basic disease if 
successful will improve the sexual ad
justment but even if the basic disease 
is untreatable some sexual counselling 
is useful. Many drugs used for the 
treatment of medical conditions have 
side effects that impair sexual func
tioning (Money and Yankowitz 1967, 
Mann 1968, Story 1974). For ex
ample, guanethidine impairs erectile 
potency and ejaculatory ability in 
men. Similar effects have been noted 
from thioridazine and other pheno- 
thiazine and, in fact, all agents that 
have sympathetic blocking actions. 
But all agents that produce nonspecific 
dysphoric toxic effects can be ex
pected to reduce sexual desire and 
impair sexual performance.

Aphrodisiacs

Throughout history there has been 
a search for aphrodisiacs, drugs pur
ported to enhance sexual activity. 
When demand exceeds supply, entre
preneurs will attempt to meet the 
demand by hook or crook. Nor sur
prisingly, most aphrodisiacs have been 
obvious placebos, including substances 
such as powdered rhinoceros horn and 
ginseng root.

One of the best known pharmaco
logically active aphrodisiacs is can- 
tharides or Spanish fly. It is prepared 
from a species of beetle, which is dried 
and powdered and then may be taken 
orally. Components ultimately reach 
the urinary tract and produce irrita
tion, particularly of the urethra. It has 
rubefacient vesicant properties when 
applied to the skin. Although its use 
has been widespread, its efficacy is 
questionable, it is hazardous, and 
deaths have occurred from its use

(Sollmann 1936, Goodman and Gil
man 1975).

Yohimbine, an alkaloid obtained 
from West Africa, has complex 
pharmacologic actions including adren
ergic and serotonergic blocking effects. 
There are no controlled studies con
firming its long reputation as an in
gredient in nux vomica where it has 
been promoted as an aphrodisiac. 
Again there are no controlled studies; 
however, there might be some ra
tionale for its use. Strychnine has a 
disinhibiting action on the spinal cord, 
which could indeed result in enhanced 
sexual performance. However, to date, 
it has been used in humans in homeo
pathic doses and effects are due solely 
to suggestion. More research is needed 
before it could be safely prescribed to 
man (McGaugh 1973). Other analeptic 
drugs have been noted to result in 
convulsions, which often are accom
panied by erection and ejaculation. 
Obviously subconvulsive preparations 
would have to be used, even though 
convulsive-type brain activity has re
cently been measured in the human 
electroencephalogram during sexual 
orgasm.

The actions of representative drugs 
on sexual behavior, for which there is 
some information in the literature, 
even though very scanty, will now be 
considered.

Effects o f Drugs on Sexual Function

Opioids
The opioids in general have been 

found to depress sexual functioning. 
Such drugs as morphine, heroin, and 
methadone almost universally produce 
a depression in sexual activity. How
ever, under special circumstances they 
may enhance certain aspects of sexual 
activity. For example, in India opium 
has been used as a means of prolonging 
erection and delaying orgasm. Many of 
the opioids have been noted to reduce 
testosterone levels. This may have a 
deleterious effect upon sexual activity 
as well as sexual anatomy (Mendelson 
et al 1974a). There is some contro
versy over whether tolerance develops 
to the sexually depressing effects of 
opioids.

Sedative-Hypnotic Drugs
Shakespeare in Macbeth noted that 

alcohol “provokes the desire but takes 
away the performance.” Other seda
tive agents, such as the barbiturates, 
the benzodiazepines, and mepro
bamate, can depress the sexual reflex 
while at the same time their central 
disinhibiting actions, so useful in treat
ing anxiety, may allow the individual 
to take sexual actions he would other
wise suppress. There is ample evidence 
in animals that alcohol impairs sexual 
reflexes (Beach 1967, Merari et al 
1973). Alcoholics are frequently impo
tent and the anxiety from such impo- 
tency often leads to a vicious cycle of 
drinking to reduce the anxiety.

Many of the sedative-hypnotic 
drugs in the low-dose excitement stage 
have a paradoxical effect that could 
conceivably stimulate sexual perfor
mance (Winters 1975). There are anec
dotal reports among street users of 
drugs that methaqualone (quaalude) 
has sexually arousing effects, but these 
reports are unconfirmed and implausi
ble.

Centrally Acting Sympathomimetics
Cocaine and amphetamine effects 

are discussed in another portion of this 
book. There is considerable con
troversy as to whether either class 
produces facilitation of sexual per
formance in man. Residents of the 
Haight-Ashbury district in San Fran
cisco gave high grades to both amphet
amine and cocaine as aphrodisiacs, but 
needless to say these were uncon
trolled reports (Gay and Sheppard 
1973). There is no question that both 
of these families of drugs relieve fati
gue, and by this action can facilitate 
sexual performance. One might guess 
that other central stimulants, such as 
caffeine, might have similar effects. 
The brightening of mood produced by 
these drugs may have a secondary 
facilitating action on sexual perfor
mance.

Tobacco
Smoking cigarettes and other tobac

co products has a wide variety of 
effects on physiologic functioning and 
health, which may influence sexual 
performance. The chronic health
impairing properties of cigarette 
smoking will surely reduce sexual ac
tivity. Individuals suffering from can- 
C o n tin u e d  on page 1003
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cer, emphysema, or heart disease will 
obviously have impaired sexual re
sponses. The main pharmacologic 
acute effects developing from smoking 
can be attributed to nicotine, with 
perhaps a small effect from carbon 
monoxide. The sexual reflexes cer
tainly involve nicotinic synapses as 
well as postganglionic adrenergic end
ings, which can both be stimulated or 
depressed by nicotine. When heavy 
smokers stop smoking there are fre
quent reports of increased well-being 
due to improved respiratory function, 
increased appetite, diminished suscep
tibility to infection, and often in
creased sexual responsiveness. Heavy 
smokers will precede and follow sexual 
activity with smoking. One of the 
appeals to teen-agers to stop smoking 
is that smoking impairs sexual ability. 
However, there is, as yet, no valid 
evidence for such claims.

LSD-Like Drugs
Many of the hallucinogens resem

bling LSD (lysergic acid diethylamide), 
such as psilocybin, dimethyltrypt- 
amine, and mescaline have been used 
as aphrodisiacs, but their use is not 
entirely rational. There have been con
flicting reports about the sexual ef
fects of LSD. In some users it may be 
aphrodisiac and in others the opposite 
(Gay and Sheppard 1973). Since the 
use of LSD as a street drug has 
declined and its use in research has 
become practically nonexistent, it will 
be difficult to determine what sexual 
effects has, if any. Since it appears 
that 5-hydroxytryptamine (serotonin, 
5HT) does play some role in sexual 
functioning and since LSD both 
mimics and blocks 5HT there is a 
theoretical basis for its action (Chase 
and Murphy 1973). In one animal 
study LSD was reported to enhance 
sexual activity (Bignami 1966).

Cannabis (Marihuana and Hashish)
There is no question that mari

huana is the drug that has the widest 
reputation for improving sexual per
formance (Gay and Sheppard 1973, 
Klein 1972). Opinion surveys indicate 
that most marihuana users report that 
it improves sexual performance and 
enjoyment (Robbins and Tanck 1973, 
Koff 1974). Both sexes report that 
marihuana seems to improve orgasmic

experience, and some women claim 
that they never had an orgasm until 
they started using marihuana (Lewis 
1970). Again, as with other drugs, 
objective studies of the effects of 
marihuana are lacking. Marihuana has 
a street reputation for enhancing sex
ual activity (Gay and Sheppard 1973), 
so it is hard to find a naive subject to 
test it on. There are several reports 
that marihuana use lowers testosterone 
(Kolodny et al 1974), whereas Men- 
delson (1974b) failed to find an effect 
on serum testosterone. Marihuana is 
still an illegal drug. The practicing 
physician could not legally advocate 
its use for sexual dysfunction, even if 
the evidence for its effectiveness were 
better.

Am yl Nitrite
Amyl nitrite is a vasodilator used to 

alleviate the pain of angina pectoris. 
Its use as an aphrodisiac is not listed in 
the standard textbooks of pharma
cology. In recent years it has achieved 
popular use for this purpose. It sup
posedly potentiates the orgasm or pro
duces an orgasm in individuals unable 
to have one without it (Hollister 1975, 
Everett 1972). These reports have not 
been verified in controlled studies. The 
drug produces marked tachycardia and 
may be dangerous because of its 
ability to produce orthostatic hypo
tension.

Local Anesthetics
Local anesthetics such as cocaine 

and procaine and its congeners have 
been applied to the genital region in 
creams or ointments with the aim of 
reducing sensation and therefore pro
longing the preorgasmic phase of sex
ual activity. Again, although there 
appears to be some rationale to this 
theory, controlled studies have not 
been done.

Hormones
It has long been known that the sex 

hormone testosterone is necessary for 
adequate sexual functioning in the 
male. It is perhaps less well-known 
that androgens of adrenal origin are 
also necessary for adequate sexual 
functioning in the female. Castration 
in the male results in marked diminu

tion in serum testosterone levels and in 
sexual excitability, and causes atrophy 
of the penis. Nevertheless castrated 
male animals and humans do have 
some sexual functioning and may be 
able to produce an erection. Again, it 
is likely that the adrenal adrogens play 
an important role in such behavior. 
The use of testicular extracts to en
hance sexual performance dates back 
to 1889 when Brown-Sequard re
ported his self-experiment (McGrady 
1968). Modern endocrinologists feel 
that his injections were probably 
pharmacologically ineffective but had 
a strong placebo effect. Another fa
mous (or infamous) dispenser of reju
venation through testicular extracts 
was Voronoff (see McGrady 1968) 
whose “monkey glands” preparation 
became very popular and was certainly 
a placebo.

A great deal of well-controlled 
work in animals shows that testos
terone regulates not only gonadal 
functioning but also influences the 
brain (Carter 1974). The androgens 
have virilizing and anabolic effects. 
Even in individuals with emaciating 
illness they may produce weight gain 
and renewed interest in sex.

There is also evidence that estro
gens may be useful in enhancing sexual 
activity in castrated or postmeno
pausal women (Jarvik and Brecher 
1975).

Anaphrodisiacs
The use of drugs to depress sexual 

functioning may have some applic
ability when sexual behavior is impos
sible or undesirable. Saltpeter (potas
sium nitrate) has had the reputation 
for hundreds of years of depressing 
sexual desire and was added to the 
diets of schoolboys, prisoners, sailors, 
and other institutional inmates. How
ever, there is no evidence that it had 
any effect whatsoever upon libido. It 
does produce diuresis, and contrary 
perhaps to the expected effect, in 
some individuals a full bladder has a 
sexually stimulating effect.

Many of the antipsychotic drugs 
appear to produce decreased libido as 
a side effect. They have been tried in 
sexual criminals as an alternative to 
surgery or incarceration. Thioridazine 
has a greater reputation for producing

C o n tin u e d  on page 1006
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impotence, due to inhibition of ejacu
lation, than do the other antipsychotic 
drugs.

The estrogens have been used as 
anaphrodisiacs. Competition occurs 
with the endogenous androgens, per
haps through an effect upon the hypo
thalamus and pituitary. Feminization 
is perhaps the most distressing side 
effect, although nausea and vomiting 
may occur.

The antiandrogenic drug, cypro- 
terone, is very effective an antago
nizing the actions of testosterone. It 
has demasculinizing and libido- 
reducing effects. It has been used 
therapeutically to treat sex offenders 
with some success and a great deal of 
controversy (Cooper et al 1972). How
ever, it does not suppress sexual activ
ity of adult male rats (Bloch and 
Davidson 1967).

The Role of IMeurotransmitters

Increasing knowledge about the 
roles of neurotfansmitters is also 
throwing some light on their action in 
sexual functioning. The automatic ner
vous system controls the activity of 
the sexual organs, including secretion, 
tumescence, and ejaculation and or
gasm. Ganglionic blocking agents with 
their antinicotinic actions have long 
been known to produce impotence. 
Muscarinic blocking agents may impair 
secretions and prostatic functioning. 
Nicotine in low doses may facilitate 
sexual behavior and inhibit it in high 
doses (Soulairac and Soulairac 1975).

Dopamine seems to be a basic 
facilitator of sexual function though it 
inhibits lordosis in female rats. On the 
other hand, 5HT inhibits sexual activ
ity, especially when an increase in 
brain serotonin is induced (Gessa and 
Tagliomonte 1974, Everett 1975). 
Based on these observations a number 
of substances have been suggested 
as sexual facilitators; these include 
levodopa, p arachlorophenylalanine
(PCPA), apomorphine, and mono
amine oxidase inhibitors. Dopamine 
blocking agents, such as pimozide, 
have been shown to be sexual inhibi
tors. However, Whalen et al (1975) 
have cautioned investigators not to 
draw hasty conclusions about the role 
of neurotransmitters in sexual behav
ior.

Prostaglandins, first discovered in 
semen, have been found to have an 
amazing variety of effect upon diverse 
organ systems. Although they have 
important roles in reproductive physi
ology, there is as yet no evidence that 
they directly influence sexual behav
ior. Various other polypeptides, such 
as fragments of adrenocorticotrophic 
hormone (ACTH) and posterior pitui
tary hormones, may be potentially 
useful in the treatment of sexual 
dysfunction, but much more research 
needs to be done before these sub
stances will be ready for clinical use.
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or biomedical stresses. Best said by 
A.R. Mitchell in Psychological Medi
cine in Family Practice (Baltimore, 
Williams and Wilkins, 1971), “The 
psychosomatic approach is an attempt 
to see whole persons and to under
stand them in terms of this whole
ness.”

This concept is exemplified in a 
category of pain symptoms unmen
tioned in the article: psychophysio- 
logical reactions. This group (tension 
headache, low back pain, spastic 
colon, and temporomandibular joint 
syndrome, for example) contains the 
bulk of painful syndromes with pre
dominate psychosocial influence seen 
in primary care. It subsumes, in my 
opinion, all of the cases of “psycho
genic pain” described in the article as 
“hysterical neurosis” and “unresolved 
grief reaction” and most of those 
under “a need to suffer” and “depres
sion.” Contrary to the article, of these 
patients, most are reassured by evalua
tion that indicates no serious disease. 
When combined, then, with the indica
tions of psychosocial stresses, the more 
severe or protracted pain syndromes 
can be alleviated by behavioral modifi
cation counseling.

Plato said, “For this is the greatest 
error of the day that physicians sep
arate the soul from the body.” I am 
strongly supportive of the broad edu
cation for family physicians that this 
article reflects in The Journal o f Fam
ily Practice. If the readers can con
tinue to translate the specialists’ per
spective, comprehensive care will con
tinue to develop in our domain.

Richard M. Baker, MD 
Division o f Family Medicine 

University o f California 
San Diego

Drs. Zisook and DeVaul responded to 
the above letter as follows:

To the Editor:
We, too, are concerned with the 

holistic approach to patient care. We 
feel our paper is consistent with this
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approach as we have outlined some of 
the ways that psychological events 
interact with biological predispositions 
to produce symptomatic behavior. Our 
treatment recommendations are aimed 
at dealing with psychological, medical, 
and social interactions and warn 
against placing too great an emphasis 
on any one of these parameters. We 
have not tried to arbitrarily demarcate 
the boundaries of the psyche or the 
soma as this tends to obfuscate rather 
than clarify the clinical issues.

While claiming to take a more 
holistic approach to patient evaluation 
and care, Dr. Baker is, in actuality, 
suggesting a rather narrow view of 
symptom formation and treatment 
strategies. He attempts to subsume a 
large heterogeneous group of patients 
under the umbrella of “psychophysio- 
logic reactions.” But this category 
does not represent the variety of 
psychogenic-pain patients we discuss. 
The DSM-II defines psychophysiologic 
disorders as “characterized by physical 
symptoms that are caused by emo
tional factors and involve a single 
organ system, usually under auto
nomic nervous innervation.”1 For the 
most part, our categories do not in
clude the autonomic nervous system 
but rather consist of pain complaints 
where there is no evidence of peri
pheral end organ involvement. Some 
of the examples Dr. Baker sites as 
psychophysiologic reactions (for ex
ample, spastic colon) are what Engel2 
calls somatopsychic-psychosomatic be
cause of the role of organic factors in 
the primary predisposition and of 
psychological factors in the course. We 
agree with Dr. Engel that these are 
organic disorders and should not be 
classified as purely psychogenic. The 
category we have conceptualized as 
representing psychogenic pain does 
not have this primary organic compo
nent.

Dr. Baker suggests that most pa
tients with psychogenic pain are re
assured by evaluation that indicates no 
serious disease. While we agree that a 
comprehensive medical work-up is al
most always indicated with an initial 
diagnostic work-up, we are not im
pressed that many psychogenic pain 
patients are reassured by negative find
ings. Unfortunately, they tend to seek 
further, more dramatic evaluatory pro-
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Indications:
K-LOR is indicated in the treatment and 
prevention of hypokalemia and hypo
chloremic alkalosis where the severity 
of the condition does not warrant paren 
teral therapy. Conditions or factors which 
may give rise to potassium deficiency 
include diarrhea and vomiting, de
creased potassium intake, increased re
nal excretion of potassium which may 
occur in acidosis, diuresis, adrenocorti
cal hyperactivity, or the administration 
of exogenous adrenocortical steroids, 
injection of potassium-free fluids, and 
increased glucose uptake such as oc
curs in insulin-treated diabetic acidosis.

Potassium chloride may be particular
ly useful to help prevent the hypokalemia 
which may be induced by the adminis
tration of most diuretic agents.

Contraindications
Potassium chloride is contraindicated in 
the presence of severe renal impair
ment with oliguria or azotemia, untreated 
Addison’s disease, adynamia episodica 
hereditaria, acute dehydration, heat 
cramps, and hyperkalemia from any 
cause.

Potassium chloride should not be em
ployed in patients receiving potassium
sparing agents such as aldosterone an
tagonists and triamterene.

Precautions
With normal kidney function, potassium 
intoxication from oral administration is 
not likely to occur, since renal excretion 
of the ion increases in response to a 
rise in the concentration of body potas
sium. Nevertheless, potassium supple
ments must be administered with cau
tion, since the dietary or daily amount is 
not accurately known. Frequent checks 
of the patient’s clinical status and peri
odic ECG and/or serum potassium lev
els should be done. High serum concen
trations of potassium ion may result in 
death through cardiac depression, ar
rhythmia, or arrest. The drug should be 
used with caution in the presence of car
diac disease and systemic acidosis.

Adverse Reactions
Side effects include abdominal discom
fort, nausea, vomiting and diarrhea.

In the presence of renal dysfunction 
it may be possible to induce hyperkale
mia by oral administration of potassium 
salts. The symptoms and signs of potas
sium intoxication include paresthesias 
of the extremities, weakness and heavi
ness of the legs, flaccid paralysis, list
lessness, mental confusion, fall in blood 
pressure, cardiac arrhythmias and heart 
block. Electrocardiographic abnormali
ties such as disappearance of the P 
wave, widening and slurring of the QRS 
complex, changes of the S-T 
segment and tall peaked T 
waves may be noted with hy
perkalemia. 7033,82
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cedures, often evasive and potentially 
harmful, and implore the physician to 
treat the pain complaints with medical 
or surgical interventions. Because of 
the nature of the pain complaints, 
these interventions are bound to fail. 
It is the physician’s task to take an 
extensive psychosocial history, rather 
than continue in the acute medical 
model, and help the patient face the 
emotional issues involved.

Dr. Baker suggests that protracted 
pain syndromes can be treated by 
reassurance and behavioral modi
fication counseling. We are not sure 
what this means in individual cases. 
Certainly a patient who has a pain 
complaint secondary to unresolved 
grief requires different management 
strategies than the patient with pain as 
a symptom of depression or psychosis. 
Psychophysiologic pain, in turn, re
quires a far different approach. Our 
paper outlines specific management 
approaches for the various categories 
of patient types presenting with 
psychogenic pain. Each category re
quires relatively specific treatment 
interventions.

In summary, we share Dr. Baker’s 
concern about holistic comprehensive 
patient care, but we fail to see how his 
comments contribute to such an 
approach.

Sidney Zisook, MD 
Richard A. DeVaul, MD 

Department o f Psychiatry 
University o f Texas 

Houston
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Book R eview s

Physical Examination of the Spine and 
Extremities. Stanley Hoppenfeld, 
Appleton-Century-Crofts, New York, 
1976, 276 pp„ $16.50.

In these days of high technology 
investigation in medicine, more errors 
in diagnosis are made by failure to 
examine the patient properly than 
from any other single cause. Any book 
that stresses the importance of clinical 
physical examination is, therefore, a 
welcome addition to the library of any 
family physician. This book is no 
exception, and the relationship it dem
onstrates between anatomical con
struction and physical ability is clearly 
stressed and very valuable. The book is 
amply illustrated by the frequent use 
of line diagrams which demon
strate both anatomical structures and 
methods of locating and examining 
their function. Its stated object is to 
“serve as a functional guidebook 
through which clinicians and students 
can rapidly assimilate the basic know
ledge essential to physical examination 
of the spine and extremities.”

The book does have some weak
nesses and inaccuracies which it is 
hoped might be improved in sub
sequent editions. From its title one 
could assume that the examination of 
the spine would be dealt with first. 
However, the first subject is the exam
ination of the shoulder. There are two 
sections dealing with the examination 
of the spine; the first, relating to the 
neck, appears in the middle of the 
book and the important area of exam
ination of the lumbar spine is relegated 
to the last pages. While the approach

T H E  J O U R N A L

to the examination of any particular 
area is logical and laid out carefully, 
the arrangement of the whole subject 
matter seems to lack this process. On 
numerous occasions throughout the 
text, there seem to be discrepancies 
between the text itself and the cap
tions under the many illustrations. For 
example, on page 7 where the text 
suggests that the patient should be 
asked to flex and extend his shoulder 
several times, the caption under the 
appropriate illustration suggests that 
palpation of the acromioclavicular ar
ticulation is easier if the patient ro
tates his arm. This single example 
could be multiplied on many pages of 
the book.

There are also some surprising omis
sions. In the otherwise excellent chap
ter on the examination of the 
shoulder, it is surprising to note that 
there is no reference to the “painful 
arc syndrome” associated with inflam
mation or injury of the supraspinatus 
tendon. However, apart from these 
minor reservations, this book would 
provide a useful source of information 
for the practicing physician, and in 
particular for those who are engaged in 
the training of residents in family 
practice programs.

Robin O. Catlin, MD 
University o f Massachusetts 

Worcester
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Obesity: Its Pathogenesis and Manage
ment. Trevor Silverstone. Publishing 
Sciences Group, Inc., Acton, Massa
chusetts, 1975, 240 pp., $15.00.

Obesity is our most widespread 
nutritional disease; this book cites its 
incidence in US adults at 30 percent. 
Even though the conclusions of these 
authors confirm that there is no route 
to weight loss other than decreased 
calories and increased exercise, it is 
always worthwhile for practitioners to 
be well informed about common prob
lems.

Despite the fact that much of the 
research and morbidity data cited is 
European, summarizes research on 
rats, and insufficiently emphasizes the 
importance of exercise, there is still 
much of interest for American physi
cians. In a chapter entitled “The Ex
perimental Psychology of Obesity,” 
Orland and Susan Wooley, both from 
the Department of Psychiatry at the 
University of Cincinnati Medical 
School, review experimental data (71 
references) on satiety and the dif
ference in eating habits between the 
fat and the lean. For example, given 
bad-tasting ice cream and good-tasting 
ice cream, overweight persons ate 
more of both. The placement of high 
calorie desserts in either first or last 
position in a cafeteria display influ
enced obese persons more than thin 
ones. “The saliency of external food- 
related cues” is the psychologic jargon 
for this type of experiment.

The most important statements in 
A. N. Howard’s chapter on the dietary 
treatment of obesity are the cold facts 
of the numbers game: maximum
weight loss, assuming a requirement of 
2,500 kcal per day, can be no more 
than 2 kg (4.4 lbs.) per week. The 
impressive weight losses during the 
first weeks of dieting represent diuresis 
of water, not melting of ugly fat. 
Howard supplies references to confirm 
that weight loss varies only with cal
oric deficit, and it makes no difference 
whether the ingested calories include a 
high proportion of carbohydrates, fat,

or protein. He does feel current evi
dence suggests that the provision of 15 
gm protein and 30-45 gm of carbohy
drate (200-350 kcal) per day achieves 
the best sparing of nitrogen and thus of 
muscle loss during weight loss. He is 
not too proud or professionally chau
vinistic to admit that the record of 
what he terms “commercial slimming 
clubs” is “considerably more success
ful than that usually achieved” in 
outpatient treatment.

Henry Jordon, presently at the Uni
versity of Pennsylvania, advocates a 
behavioral approach to the modifi
cation of eating habits in the obese. 
However, it seems that the overall 
results in getting overweight patients 
to lose have not changed much in the 
past 15 years or so. It should be noted 
with disquietude that when Stunkard, 
who preceded Jordon at the University 
of Pennsylvania, reviewed the effec
tiveness of dietary programs he found 
that attrition rates from dietary pro
grams ranged from 20 to 80 percent, 
while only 25 percent of those who 
stayed in therapy lost as much as 20 
pounds, and only five percent as much 
as 40 pounds.

Reading this makes it easier to 
approve of the innate wisdom of thin 
persons who refuse desserts and drink 
diet drinks only; obesity once estab
lished is likely to be incurable despite 
remissions.

The long-term results after weight 
loss are even worse. Of 27 patients 
who lost more than 25 pounds (one 
lost 138!), only five were able to hold 
their weight loss for 14 years and 19 
of the 27 were back to within ten 
percent of their starting weight when 
reviewed 15 years later — truly a 
discouraging prospect for the dieter or 
diet advocate.

Perhaps the most important chapter 
to conscientious family practitioners is 
the last one, by editor Silverstone, a 
London psychiatrist. After review of 
the existing literature and some clini
cal research of his own he concludes, 
unlike many recent American advisors, 
that “anorectic drugs can be used with 
benefit to help obese patients, but 
they should neither be the sole nor the
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Brief Summary of Prescribing Information 
Elase® Ointment
(fibrinolysin and desoxyribonuclease, 
combined [bovine] ointment)
Description. Elase Ointment is a combination of 
two lytic enzymes, fibrinolysin and desoxy
ribonuclease, supplied in an ointment base of liquid 
petrolatum and polyethylene. The fibrinolysin com
ponent is derived from bovine plasma and the 
desoxyribonuclease is isolated in a purified form 
from bovine pancreas. The fibrinolysin used in the 
combination is activated by chloroform.
Action. Combination of these two enzymes is 
based on the observation that purulent exudates 
consist largely of fibrinous material and nucleopro- 
tein. Desoxyribonuclease attacks the desoxy
ribonucleic acid (DNA) and fibrinolysin attacks 
principally fibrin of blood clots and fibrinous exu
dates.

The activity of desoxyribonuclease is limited 
p r in c ip a l ly  to  th e  p ro d u c t io n  of large 
polynucleotides, which are less likely to be ab
sorbed than the more diffusible protein fractions 
liberated by certain enzyme preparations obtained 
from bacteria. The fibrinolytic action of the enzymes 
in Elase Ointment is directed mainly against 
denatured proteins, such as those found in 
devitalized tissue, while protein elements of living 
cells remain relatively unaffected.

Elase Ointment is a combination of active 
enzymes. This is an important consideration in 
treating patients suffering from lesions resulting 
from impaired circulation.

The enzymatic action of Elase helps to produce 
clean surfaces and thus supports healing in a 
variety of exudative lesions.
Indications. Elase Ointment is indicated for topi
cal use as a debriding agent in a variety of inflam
matory and infected lesions. These include: (1 ) 
general surgical wounds; (2) ulcerative lesions- 
trophic, decubitus, stasis, arteriosclerotic; (3) sec
ond- and third-degree burns; (4) circumcision and 
episiotomy. Elase is used intravaginally in: ( 1 ) cer
v ic itis-benign, postpartum, and postconization, 
and (2) vaginitis.
Precautions. The usual precautions against 
allergic reactions should be observed, particularly 
in persons with a history of sensitivity to materials 
of bovine origin or to mercury compounds. 
Adverse Reactions. Side effects attributable to 
the enzymes have not been a problem at the dose 
and for the indications recommended herein. With 
higher concentrations, side effects have been 
minimal, consisting of local hyperemia.

Chills and fever attributable to antigenic action of 
profibrinolysin activators of bacterial origin are not 
a problem with Elase.
Dosage and Administration. Because the condi
tions for which Elase Ointment is helpful vary con
siderably in severity, dosage must be adjusted to 
the individual case; however, the following general 
recommendations can be made.

Successful use of enzymatic debridement de
pends on several factors: (1) dense, dry eschar, if 
present, should be removed surgically before 
enzymatic debridement is attempted; (2) the 
enzyme must be in constant contact with the 
substrate; (3) accumulated necrotic debris must be 
periodically removed; (4) the enzyme must be 
replenished at least once daily; and (5) secondary 
closure or skin grafting must be employed as soon 
as possible after optimal debridement has been at
tained. It is further essential that wound-dressing 
techniques be performed carefully under aseptic 
conditions and that appropriate systemically acting 
antibiotics be administered concomitantly if, in the 
opinion of the physician, they are indicated.

General Topical Uses: Local application should 
be repeated at intervals for as long as enzyme ac
tion is desired. After application, Elase Ointment 
becomes rapidly and progressively less active and 
is probably exhausted for practical purposes at the 
end of 24 hours.

Intravaginal Use: In mild to moderate vaginitis 
and cervicitis, 5 ml of Elase Ointment should be 
deposited deep in the vagina once nightly at bed
time for approximately five applications, or until the 
entire contents of one 30-g tube has been used. 
The patient should be checked by her physician to 
determine possible need for further therapy. In more 
severe cervicitis and vaginitis, some physicians 
prefer to initiate therapy with an application of 
Elase (fibrinolysin and desoxyribonuclease, com
bined [bovine]) in solution. See Elase package in
sert.
How Supplied. NDC 0071-1121-53 Elase Oint
ment, 30-g. The 30-g tube contains 30 units of 
fibrinolysin and 20,000 units of desoxyribonuclease 
with 0.12 mg thimerosal (mercury derivative) in a 
special ointment base of liquid petrolatum and 
polyethylene. For gynecologic use, six disposable 
vaginal applicators (V-ApplicatorTM) as a separate 
package are available for this tube when required 
to facilitate administration of the proper dose.

NDC 0071-1121-52 Elase Ointment, 10-g. The 10- 
g tube contains 10 units of fibrinolysin and 6,666 
u n its  of d e so xyrib o n u c le a se  w ith  0.04 mg 
thimerosal (mercury derivative) in a special oint
ment base of liquid petrolatum and polyethylene.

This product also contains sodium chloride and 
sucrose as incidental ingredients. MD
PD-JA-1850-1 -P (3-77)
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initial treatment.” This category of 
therapeutic agents is presently in dis
favor. The BNDD rules regarding their 
prescription have recently been made 
more stringent and the prescribing 
directions emphasize that they are to 
be used for short-term periods only. 
Yet in 1973 Dr. Louis Lasagna, the 
University of Rochester’s pragmatic 
clinical pharmacologist, found a whop
ping 78 percent of US physicians 
prescribing anorectic drugs and one 
quarter of those who did extended 
their prescriptions beyond three 
months.

Practitioners concerned with pro
viding medical management for over
weight patients should, after a close 
reading of this book, be helped to 
make informed therapeutic decisions.

Bernadine Z. Paulshock, MD 
Wilmington Medical Center 

Wilmington, Delaware

Interpretation of Diagnostic Tests: A 
Handbook Synopsis of Laboratory 
Medicine (2nd Edition). Jacques Wal- 
lach. Little, Brown, Boston, 1974, 529 
pp„ $7.95.

This book is presented in four 
parts, Part I: Normal Values; Part II: 
Specific Laboratory Examination; Part 
III: Diseases of Organ Systems; Part 
IV: Effect of Drugs on Laboratory 
Test Values. The purpose of the book 
as stated by the author is: “to help the 
physician achieve the least amount of: 
(1) duplication of tests; (2) waste of 
patient’s money; (3) overtaxing of 
laboratory facilities and personnel; and 
(4) loss of physician’s time.”

Reviewing this book is somewhat 
like reviewing the dictionary as it is 
not something that one sits down and
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reads from cover to cover. I used it in 
relation to my practice with specific 
problems as they arose but was dis
appointed in the amount of help it 
offered. However, I did find that the 
section on normal values and altera
tion of laboratory tests by drugs more 
useful than other sections.

Paul L. Bower, MD 
Harbor General Hospital 

Torrance, California

Family Structure and Effective Health 
Behavior: The Energized Family. Lois 
Pratt. Houghton Mifflin Company, 
Boston, 1976, 230 pp., $6.95.

As the title suggests, this book is 
relevant to family practice. It presents 
valid reasons why the family is the 
unit of health care. It further describes 
a research project which demonstrates 
clearly the increased effectiveness of 
the energized family in promoting 
their own health. An energized family 
(a new term to me) is one in which the 
members interact a great deal, both 
within the family and with outside 
groups, generating ideas and learning 
to cope with the pressures and 
demands of contemporary society.

The book is divided into three 
parts: part one (four chapters)
describes the inadequate health func
tioning of the traditional family and 
presents the problems in the structure 
of the medical care system and the 
deficiencies in its services; part two 
(four chapters) presents the results of 
the research project which docu
mented the better personal health 
practices of the energized family and 
its increased proficiency in utilizing 
professional health services; part three 
(two chapters) examines the family 
and medical care as two social systems 
and suggests changes which would 
result in more effective health be
havior.
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DRIXORAL
brand of dexbrompheniramine maleate, NF 
and d-isoephedrine sulfate 
Sustained-Action Tablets
C linical C on sid eration s:  
In d ication s: DRIXORAL Sus
tained-Action Tablets are indicated for 
the relief of symptoms of upper respi
ratory mucosal congestion in seasonal 
and perennial nasal allergies, acute 
rhinitis, rhinosinusitis and eustachian 
tube blockage. Contraindications: 
DRIXORAL should not be given to 
children under 12 years of age. 
DRIXORAL should not be adminis
tered to pregnant women or nursing 
mothers, until the safety of this prepa
ration for use during gestation and 
lactation is established. DRIXORAL 
is contraindicated in patients with 
severe hypertension and coronary 
artery disease. W arnings: As in the 
case of other preparations containing 
central nervous system-acting drugs, 
patients receiving DRIXORAL should 
be cautioned about possible additive 
effects with alcohol and other central 
nervous system depressants, such as 
hypnotics, sedatives and tranquilizers. 
Patients receiving DRIXORAL should 
also be cautioned against hazardous 
occupations requiring complete 
mental alertness, such as operating 
machinery or driving a motor vehicle. 
P recau tion s: Preparations contain
ing isoephedrine should be used 
cautiously in patients with the follow
ing conditions, hypertension; coronary 
artery disease or any other cardio
vascular disease; glaucoma; prostatic 
hypertrophy; hyperthyroidism; dia
betes. A d verse R eaction s: The 
physician should be alert to the possi
bility of any of the adverse reactions 
which have been observed with sym
pathomimetic and antihistaminic 
drugs. These include: drowsiness; 
confusion; restlessness; nausea; 
vomiting; drug rash; vertigo; palpita
tion; anorexia; dizziness; dysuria due 
to vesicle sphincter spasm; headache; 
insomnia; anxiety; tension; weakness; 
tachycardia; angina; sweating; blood 
pressure elevation; mydriasis; gastric 
distress; abdominal cramps; central 
nervous system stimulation; circu
latory collapse.
015 AUGUST 1973

For m ore co m p lete  d eta ils , 
co n su lt  p ack age in sert or 
S ch erin g  literature available  
from  your S ch erin g  R epre
sen ta tiv e  or P ro fessio n a l 
S erv ice s  D epartm en t, Schering 
C orporation , K enilw orth,
N ew  J er sey  0 7 0 3 3 . sls so?
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Many of the suggestions offered for 
improving health care are precisely 
what we family physicians have been 
advocating, promoting, and then de
veloping and teaching for over a 
decade. In spite of this, only one 
paragraph in the entire book (page 
173) presents outdated information 
about family practice, concluding,

“This specialty is not yet well-estab
lished, however, and it has not 
achieved full acceptance from other 
specialists such as pediatricians and 
internists.”

The readership suggested by the 
author in the preface is limited: “This 
book can be a useful supplement for 
courses in sociology of the family, 
medical sociology, and courses offered 
in departments of health education, 
health administration, maternal and

child health, and within schools of 
public health.” I believe the audience 
should be expanded to include all of 
us in the family practice movement, if 
only to alert us to publicize more 
widely what we do and teach in order 
that families, regardless of structure or 
function, will know where to obtain 
effective health care.

Leland B. Blanchard, MD 
San Jose, California

Basic and Clinical Immunology. HH
Fudenberg, DP Stites, JL Caldwell, JV 
Wells (eds.). Lange Medical Publica
tions, Los Altos, California, 1976, 653 
pp„ $12.50.

The editors of this new book on 
immunology state in their preface that 
this field has been “marked by rapid 
advances in all medical and techno
logical fields pertaining to it so that 
now this branch of medical science 
clearly ranks as a specialty discipline.” 
I would echo this and in reviewing this 
book I find it difficult to criticize its 
content. It is well written, thorough, 
and is a great compendium of informa
tion about immunology. This highly 
complex and important subject has 
taken on added importance over the 
past several years because of our in
creasing knowledge about transplanta
tion, tumor therapy, and the control 
of infectious diseases. The final section 
is an organ-system-by-organ-system 
approach to the significance of im
munology in those fields.

This book should be useful for 
medical students in the first two years 
of medical school. It will be useful also 
for those who go into the “special 
discipline” of immunology, for this 
book clearly summarizes the field to 
date. However, it probably will be 
used little by the family physician, 
family pediatrician, or general inter
nist, despite the fact that it is an 
excellent reference book for all of 
these clinicians. The contributors can 
be justly proud of their achievement 
and this book will gain wide accep
tance in the scientific community.

Robert M. Reece, MD
Boston, Massachusetts

THE RALEIGH HILLS FOUNDATION SYMPOSIUM 
ON THE MANAGEMENT OF ALCOHOLISM, 

SMOKING AND OBESITY:
A 3-day conference co-sponsored by the 

University of California at Irvine
An o u ts ta n d in g  oppo rtun ity  to s tudy  the  em erg en ce  of b eh av io r m o d ifica
tion  a s  a  trea tm e n t m odality  in th e se  su b s ta n c e  a b u se  p rob lem s. CME 
cred it: 1.2 u n its .

THE PROGRAM:

Jack M endelson , M.D. "B iological A spects of A lcoholism "
Director, Alcohol and  Drug Abuse Research Center, McLean Hospital.
Professor of Psychiatry, H arvard Medical School.
N ancy M ello, Ph.D. "B ehavioral A spects of A lcoholism "
Associate Director, Alcohol an d  Drug Abuse Research Center, McLean Hospital. 
Associate Professor of Psychology, H arvard Medical School.
D avid E ngstrom , Ph.D . "B ehav io ral T reatm ent A pproaches to O besity"
Director, Behavior Therapy and  R esearch Institute.
Director, Psychological Services, Raleigh Hills Hospital.
Barry A aronson, Ph.D. "M ulti-m odal T reatm ent of C ig are tte  Sm oking"
Associate Director, Behavior Therapy an d  Research Institute.
Psychological Consultant, Student Health Service, U.C. Irvine.
Robert E. Schm itz, M.D. "D etoxification U sing Alcohol"
C orporate Medical Director, Raleigh Hills Hospital.
Director of Medical Services, Raleigh Hills Hospital.
Marc A. Schuckit, M.D. "The G en e tic s  of A lcoholism "
Director, Alcoholism an d  Drug Abuse Institute.
Associate Professor, D epartm ent of Psychiatry, University of Washington.
C h a rle s  S. Lieber, M.D. "H epatic, G astro in te s tin a l a n d

M etabolic C om plications of A lcoholism "
Chief, Section of Liver D isease and  Nutrition, VA Hospital, Bronx, N.Y.
Professor of Medicine an d  Pathology, Mt. Sinai School of Medicine.
G. Terence W ilson, Ph.D. "Alcohol U se an d  A buse an d  S exual Behavior" 
Fellow, C enter for A dvanced Studies in the Behavioral Sciences, Stanford University. 
Associate Professor, Alcoholism Behavior Research Laboratory, Rutgers.
D ouglas C ha lm ers , Ph.D. "A lcoholism  in  A do lescen ts a n d  Youths"
Professor, School of Social Science, U.C. Irvine.
Member, O range County Alcoholism Advisory Board.
Robert S. Stone, M.D. "Instruction  on A lcoholism  in  M edical Schools"
Dean, School of Medicine, University of Oregon.
AMA Advisory Council on U ndergraduate Medical Education.

WORKSHOPS: 4 h o u rs  e a c h
B io feed b ack  D em o n stra tio n , R e lax a tio n  T rain ing , S ex u a l D ysfunctions 
DATES: A u g u s t 4, 5, 6; 8:30 a .m . to 12:30 p .m . d a ily  
LOCATION: T he N ew p o rte r Inn , N ew p o rt B each , C a lifo rn ia  
ENROLLMENT FEE: $100.00, in c lu d e s  12 h o u rs  of le c tu re s , 12 h o u rs  of w ork 
sh o p s , or co m b in a tio n . H ourly  s c h e d u le  w ill b e  r e tu rn e d  w ith  co n firm a tio n  
of re se rv a tio n . D eadline: July 4, 1977.

S e n d  c h e c k  w ith  n a m e  a n d  a d d re s s  to: RALEIGH HILLS FOUNDATION 
SYMPOSIUM, 881 DOVER DR., NEWPORT BEACH, CALIFORNIA 92863
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