Now _
for rheumatoid
arthritis and
osteoarthritis

o TABLETS
Trilisate

(choline magnesium
trisalicylate}

A unique,
non-steroidal
antiarthritic of
choice by clinical
standards of
safety and
efficacy

Brief Summary of Prescribing Information

Indications: Relief of signs and symptoms of
rheumatoid arthritis, osteoarthritis, and other
arthritides, in both the acute flare and the long-
term management of the disease.

Contraindications: Hypersensitivity to
salicylates.

Precautions: As with other salicylates,
TRILISATE Tablets should be used with caution

in patients with chronic renal insufficiency, active
erosive gastritis, or peptic ulcer. Reports indicate
that when salicylates are given with steroids, the
butazones or alcohol, the risk of gastrointestinal
ulceration is increased. Caution should also be
exercised in patients requiring coumarin or indan-
dione anticoagulants, or heparin. As with any drug,
usual care should be exercised during pregnancy;
use prior to parturition is not recommended.
TRILISATE Tablets have not been studied in rheu-
matoid arthritis patients inthe Functional Class
IV, nor in children under 12 years of age.

Adverse Reactions: TRILISATE Tablets are
generally well tolerated at recommended dosage
ranges, particularly by the gastrointestinal sys-
tem. As with all salicylates, salicylism and/or sali-
cylate intoxication may occur with the use of large
doses or extended therapy. Tinnitus may be re-
garded as a therapeutic guide; should it develop,
dosage should be reduced.

Supplied: Bottles of 100 tablets.
Only on prescription.

Purdue Frederick

c Copyright 1978, The Purdue Frederick Company / Norwalk, CT 06856

100TABLETS

Trilisate.

(choline magnesium
trisalicylate

300 mg.'L

A8874 199077

Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
allows. Letters should be typed double-spaced,
should not exceed 400 words, and are subject
to abridgment and other editorial changes in
accordance with journal style.

Diagnostic Coding Systems

To the Editor;

| greatly appreciated reading
Filiatrault et al’s article in the
November issue of The Journal of
Family Practice (5:819, 1977) entitled
“Construction of an Automated
Health Problem Inventory.” We
have recently implemented a very
similar computer-assisted patient
data system here in Cedar Rapids. |
have three comments relating to
the article.

First, itis interesting to note that
the authors are using the H-ICDA-2
code for problem coding in the De-
partment of Family Practice at the
University of Minnesota. This is in
contradistinction to the Interna-
tional Classification of Health Prob-
lems in Primary Care, which is felt
by many to be the most appropriate
code available at the present time
for widespread use in family prac-
tice. In discussing their results, the
authors make brief reference to
Marsland, Wood, and Mayo’s
landmark study in Virginia (A data
bank for patient care, curriculum,
and research in family practice:
526,196 patient problems. J Fam
Pract 3:25, 1976). The lack of a
similar code between the two

studies is mentioned. This @ty
disallows any good corparisond
the two works and should fute
emphasize the need for dl dfisia
terested in family practice @
counter data to strive tonatsa
universal code. This must kee
gardless of our location inau
versity or a community hegd
setting.

Secondly, the authors rm
tioned the use of episode tyes
labeled “new  diagnoses” @
“follow-up diagnoses” (p 80),aul
emphasize the importance of “af
inition of terms” (p 821). Hves,
when they present their da
labeled “most frequently s
problems” (Table 4, p 83 al
Table 5, p 824), it is unclear ifte
“most frequent problems” at
most frequent new diagnosss ¢
most frequent problem eourtas
When chronic diseases (@tha
hypertension) are mixed withate
diseases (such as otitis nedid) it
impossible to interpret wichs
truly the most frequent rewdg
nosis. Alternatively, one arti
terpret how often a chronic pde
lem is being seen in folloa-p.

To improve this situation, vén
Cedar Rapids are using asnge(l
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farnew diagnoses and (C) for con-
tinued diagnoses on our encounter
fom Then with our quarterly
computer print-out (both for each
resident and for the total practice),
vewill receive a listing of the most
frequent new diagnoses (whether
they be acute problems or chronic
problens, first diagnosed) and a
lisig of the most frequent con-
tined diagnoses. This will prevent
tre repeated encounters for a
dronic problem, such as hyper-
tension, from appearing falsely ele-
vated on one master list. This sim-
e system separates out all new
diagnoses into one table of data.
Furthermore, in the table of most
frequent continued diagnoses, it of-
fers insight into how often each
diagnosis is being seen in follow-up
ower agiven period of time.

In future publications concern-
irgthe contact of family practice, |
believe we must make an effort to
take the simple yet sophisticated
sepof separating all new diagnoses
fromall follow-up diagnoses. This
will allow a more accurate picture
ofthe content of ambulatory family
medicire.

ICHPPC, and agree with him that
this disallows a precise comparison
between the two studies he men-
tioned.

Our reasons for using H-ICDA-2
were explained in the paper. Our
clinic was an integral part of the
University Hospital outpatient
clinics, and the information that we
generated had to be shared with
and used on the university’s com-
puters. It was pooled with a wide
variety of subspecialist data, and
the one code that suited everyone’s
purpose was H-ICDA-2.

I would also agree that the
ICHPPC code is more suitable for
primary care practices. | think
there is some danger, however, in
retrospectively comparing two
studies and drawing absolute con-
clusions from them. If one was
going to participate in a coopera-
tion prospective study, then the use
of similar coding systems and simi-
lar protocols is imperative.

Finally, with respect to coding,
Dr. Shank may or may not be
aware that in 1973, when this pro-
ject was designed, ICHPPC had not
yet developed into a universally
accepted primary care code.

The problem encounter data that
are displayed are total problems
encountered. That seems clear in
Table 1, but not clear in Tables 2, 3,
4, and 5. | apologize for that over-

J. Christopher Shank, Mght.

Director of Research

G Rapids Medical Education
Program

Family Practice Residency
Cedar Rapids, lowa

Tre preceding letter was referred
to . Filiatrault who responds as
follons:

I can understand Dr. Shank’s
frustration with the lack of similar-
ly between H-ICDA-2 and

| agree with Dr. Shank that any
good system should be able to dif-
ferentiate between new and old
problems, and as we indicate in the
paper, ours did do that. It was not
our intent to separate them for pur-
poses of this paper.

L. J. Filiatrault, MD

Family Medicine Clinic
Anoka, Minnesota
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Don’t be. Keystone View lets
you rely on more than the
standard limited wall chart.
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hyperphoria, fusion, color and
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minutes. With the use of one
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Find out more today. Send in
the coupon below or call
800/553-8993 toll free for
complete details.

Enlighten me!

Rush full details on the
Keystone Visual Screening.

Name
Firm

Street

1 City State Zip

>~

KEYSTONE VIEW !

DIVISION OF MAST DEVELOPMENT COMPANY |
2212 E. I2th Street, Davenport, lowa 52803"





