%
audwteets

nCediees i ledwrel Tey

(o

a ROBS LABORATORIES

COLUMBUS. OHIO 43216
Division of Abbott Laboratories, usa

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.

Community Medicine in
Family Practice
To the Editor:

Having been both a family
medicine educator and a practicing
family physician, I well appreciated
the article “Community Medicine
in the Training of Family Physi-
cians” in the May issue of The
Journal (Donsky J, Massad R. J
Fain Pract 8:965, 1979). Their con-
ceptualization of this as yet unde-
fined area was exhaustive and pro-
found from both an educational and
clinical standpoint.

However, 1 am not at all sure
that bringing about changes in so-
cial institutions falls within the
jurisdiction of a family physician’s
professional activities. In a demo-
cratic society, allocation of re-
sources and setting of priorities
properly falls in the realm of politi-
cal decision making, an area where
physicians should be advocates as
ordinary citizens, but not as
spokesmen endowed with any
pre-eminent powers.

I am further concerned that by
intimating that political advocacy
at this level may be part of a physi-
cian’s day-to-day practice that
Donsky and Massad further aggra-

vate the already present danger of
overextension of the territory of
family medicine. 1 do agree that
knowledge of community struc-
ture, the means of assessing com-
munity problems and resources,
and the means of bringing about
change should be a part of the cur-
riculum in family and community
medicine. In this way, interfaces
can be defined, interdisciplinary
cooperation facilitated, and appro-
priate referrals made and eval-
uated. The same may be said about
ophthalmology or neurosurgery;
the family physician must learn
something about them for the same
reasons as stated above, though
few will include these highly spe-
cialized areas in their practices to
any significant degree.

At this stage in our development
as a legitimate specialty/discipline,
it is critical that family medicine
not promote itself unrealistically as
being all things to all people. Rea-
sonable boundaries and limits of
the territory must be set.

Jonathan F. Feinberg, MD

San Mateo, California
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Endoscopy in Family Practice
To the Editor:

It is with great interest that I
read the recent article by Dr. David
M. Woodliff, “The Role of Upper
Gastrointestinal  Endoscopy in
Primary Care” (3 Fam Pract 8:715,
1979), which details the first-year
endoscopic experience of a family
physician in Michigan. | express
admiration at the incentive and de-
termination which he displays in at-
tempting to make endoscopy
readily available to his rural prac-
tice. However, | wonder if this is
really in the best interests of his
patients since he only completed a
two-week preceptorship in endos-
copy. It may be true that the
fundamental skills of passing an
endoscope and recognition of
major anatomic landmarks could
probably be acquired in an inten-
sive two-week course. However,
the endoscopist’s interpretation of
both obvious and not-so-obvious
endoscopic features can be the key
to many diagnoses, and | would
seriously doubt this skill could be
developed in a two-week training
program.

If 1 remember my Michigan
geography correctly, the town of
Hastings is within 100 miles of sev-
eral cities where fully trained
endoscopists are available. It is not
at all uncommon here in Missouri
for patients to travel up to 200 miles
to be evaluated for endoscopy.

Although mere numbers may not
reflect clinical competence, the
minimum criteria recommended by
the American Society for Gastroin-
testinal Endoscopy in the pam-
phlet, “Guidelines for Training in
EndOSCOpy”(Sherlock P [ed], Bos-
ton, American Society Gastro- in-
testinal 1978,

Endoscopy, July

unpublished) is that any would-be
endoscopist should complete &
least 50 supervised endoscopies
prior to starting on his own. It
would seem to me medicolegally
that any physician, rural or urban,
who is to perform elective endos-
copy would at least meet these re-
guirements.

One last question which Dr.
Woodliff did not address is how the
practice of endoscopy affected his
malpractice insurance rates, if a
all. 1 am sure your readers will fird
these questions thought provoking.

J. C. O’Laughlin, DO
Fellow in Gastroenterology
Department of Medicine
University of Missouri

Columbia
The preceding letter was re-
ferred to Dr. Woodliff who re-

sponds as follows:

This letter is certainly of some
interest to me because it is really
the first negative response to what |
was trying to demonstrate in ny
article. 1 am well aware of the
minimum requirements of the
American Society for Gastrointes-
tinal Endoscopy since 1 am a
member of its Michigan Chapter. |
also readily admit that a two-week
intensive course is not sufficient to
fully prepare me for all of the subtle
findings associated with upper gas-
trointestinal pathology.

However, | do feel that in-depth
supplemental study and continued
practice with this procedure based

Continued on next page
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on an excellent preceptorship can
provide an acceptable framework.
Because of my desire to demon-
strate what can be done, | felt that
it was my obligation to allow my
work to be scrutinized publically in
ajournal of national reputation and
circulation.

I did not make any claims in my
article that anyone can do this pro-
cedure nor did I pretend that I was
asgood as a fully trained gastroen-
terologist. As a matter of fact, |
specifically stated that I limit the
examination to diagnosis, biopsies,
and retrieval of foreign bodies.
More specific diagnosis, further
treatment, or more involved proce-
dures are referred to a fully trained
specialist in a city 35 to 40 miles
away.

My main contention is neverthe-
less that certain useful procedures
such as upper gastrointestinal
endoscopy can be performed in less
medically sophisticated settings
with excellent results. This as-
sumes that the physician is consci-
entious, gets special training, and
knows his limits. It is also impor-
tant to point out that this service
can be provided on a local level not
only for the patients and referring
physician’s convenience, but at a
considerable cost savings.

| think that it is intersting to note
that I have not only been supported
in this endeavor by the gastroen-
terologists who conducted the pre-
ceptorship at the University of
Wisconsin, but also by the gas-
troenterologists in my local 100
mile area and all of the physicians
on the staff of my local hospital.

Finally, to answer Dr.
OlLaughlin’s last question regard-
ing malpractice insurance, | have
not had to pay any more than I
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would as an active family physi-

cian. 1 am in the same class as any

physician performing such proce-

dures as surgical assists or routine
labor and deliveries.

David M. Woodliff, MD

Hastings, Michigan

Pelvic Surgery and Chronic
Pain
To the Editor:

Dr. Brennan and his colleagues
deserve credit for an excellent ar-
ticle, “A Study of Hysterectomy in
a Family Practice” (3 Fam Pract
8:723, 1979). | could carry their
findings just one step further as a
result of our experience at Rancho
Los Amigos, Problem Back Serv-
ice.

Many of our multioperated back
pain patients, those with 5to 15 op-
erations, started their search for
surgical solutions to emotional
problems with pelvic surgery. Very
often it would be a piecemeal ap-
proach: an ovary, or tube and o-
vary, then a partial hysterectomy,
perhaps exploration for adhesions,
then total hysterectomy. This
piecemeal approach suggests that
indications were equivocal at best.

The pelvis empty, the patient
still complaining of pain obtains her
first laminectomy, then another,
then fusion, then rhizotomy. The
elusive pain either persists or shifts
elsewhere. Perhaps an operation
every year or two is the only way
they can validate a pain career.

J. Blair Pace, MD
Residency Director
Santa Ana-Tustin
Community Hospital
Santa Ana, California
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If You Suspect a
Hearing LoOss,
Doctor. . .
Please. .. Don’t
Wait

Evt-an infants as young
a hearing loss can be
helped... ifthey receive

But the key is detec-
tion .

Please don’t wait for
time to confirm your sus-
picions. Refer your pa-
tient immediately to an
otolaryngologist, otol-
ogist or audiologist. As
the child matures, an
ophthalmological exam

may also be indicated.

The National Technical
Institute for the Deaf, a
part of Rochester Insti-
tute of Technology, pre-
pares nearly 1,000 deaf
college students annu-
ally for successful tech-
nical careers. Over the
past decade some im-
portant facts have been
discovered about the
detection and treatment
of hearing disorders.

W e’'d be pleased to
share them with you, just
for the asking.

W rite:

National Technical

P Institute for the Deaf
Rochester Institute
of Technology
Room 200A
One Lomb Memorial Drive
Rochester, NY 14623



