
Self-Assessment in Family Practice
Compiled and reviewed by Robert B. Taylor, MD, Director of Research, Department of 
Family and Community Medicine, Bowman Gray School of Medicine, Winston-Salem, 
North Carolina.

This section of The Journal is designed to present clinical problems which focus on patient manage­
ment, problem-solving, and other elements integral to family medicine. The intent of this section is 
aimed more at teaching and learning than self-assessment as an evaluation or scoring device. Rein­
forcement of major teaching points is therefore included through the further discussion and supple­
mental references which appear on the following pages. Critical comments relating to these self- 
assessment materials are invited and should be submitted as Letters to the Editor.

Directions: Each of the follow­
ing questions contains five 
possible answers. Select the 
one best answer (A, B, C, D, or 
E).

Mrs. L. F., aged 51 years, has 
visited your family practice office 
four times during the past three 
months with complaints o f head­
ache, low hack pain, and indiges­
tion. Today she reports early morn­
ing awakening and frequent ciying 
spells. She bursts into tears while 
describing her symptoms. She rec­
ognizes the presence o f depression, 
which she attributes to her “change 
of life.’’ The patient has normal 
menses and no hot flashes, and there 
have been no recent stressful life 
events.
1. Which of the following state­
ments is true?

A. Research studies have shown 
an increased prevalence of de­
pression around the menopausal 
years.
B. Persons, as they age, come 
for psychiatric treatment with 
increasing frequency.
C. Depression at the time of the 
menopause is distinguished by 
an absence of previous episodes.
D. Epidemiologic and clinical 
studies have failed to support the

validity of involutional melan­
cholia as a distinct diagnostic 
entity.
E. The prevalence of depression 
in men and women is approx­
imately equal.

2. Which of the following state­
ments regarding depression is un­
true?

A. Somatic pain, functional, 
and anxiety complaints have 
been found to increase in num­
ber just prior to the diagnosis of 
depression.
B. The somatic symptoms tend 
to decrease to normal frequency 
after one year’s treatment of de­
pression.
C. Persistence of somatic symp­
toms after one year’s treatment 
of depression may indicate that 
the depression will be chronic in 
nature.
D. Both spouses and children of 
depressed patients have in­
creased numbers of office visits 
and complaints.
E. There is no qualitative rela­
tionship between the complaints 
of depressed patients and those 
of their spouses and children.

3. All but which one of the follow­
ing are common symptoms of de­
pression?

A. Impaired recent memory
B. Sleep disturbance
C. Appetite disturbance
D. Anxiety
E. Hopelessness
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4. Drug therapy of Mrs. L. F. 
might be initiated with which of the 
following?

A. Chlordiazepoxide
B. Phenelzine
C. Amitriptyline
D. Tranylcypromine
E. Methylphenidate
Mrs. L. F. returns one week la­

ter, prior to her scheduled ap­
pointment. She describes how “ev­
erything is going wrong and no­
body cares.’’ To her, there seems 
no way out o f the problems. You as 
the physician are concerned about 
suicide.

5. You might logically do which 
of the following?

A. Discuss with the patient your 
concern regarding suicide.
B. Increase the patient’s dose of 
tricyclic antidepressant to 300 
mg daily, with sufficient medi­
cation for one month.
C. Switch the patient’s medica­
tion to lithium carbonate.
D. Advise the patient that she 
should contact the hospital 
emergency room if problems 
arise.
E. Arrange a repeat appoint­
ment for one month.

6. Which of the following groups 
are at the least risk of suicide?

A. Caucasians and Protestants
B. Blacks and Catholics
C. City dwellers
D. Unemployed persons
E. Physicians and nurses
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Answers and Discussion

1 -D. A review of epidemiologic and 
clinical studies has not supported 
the validity of involutional melan­
cholia as a diagnostic entity, thus 
justifying the decision to exclude 
involutional melancholia from the 
third edition of the Diagnostic and 
Statistical Manual o f Mental Dis­
orders.1-2 Women predominate in 
studies of depression prevalence.3 
Epidemiologic studies show no in­
crease in the prevalence of depres­
sion during the menopausal years 
and, in fact, there is a decreasing 
utilization of outpatient psychiatric 
services as patients age. Depres­
sion occurring at the time of the 
menopause does not present a dis­
tinct symptom picture nor is it 
characteristically associated with 
an absence of previous episodes.1
2. E. A longitudinal study of 154 
persons treated for depression over 
24 years of a private family practice 
revealed the following: somatic 
pain, functional, and anxiety com­
plaints increased in frequency just 
prior to the diagnosis of depression 
and decreased to normal after one 
year of therapy. Patients with per­
sistent somatic symptoms had an 
increased risk of developing chron­
ic depression.4

Both spouses and children of de­
pressed persons had more physi­
cian visits than did a control group 
of individuals who denied the pres­
ence of depression in spouse or 
parent. The spouses and children of 
depressed individuals reported 
pain, functional, and anxiety com­
plaints that were very similar qual­
itatively to those of the depressed 
patients.5
3. A. Sleep and appetite disturb­

ances are common manifestations 
of depression. Anxiety is often de­
scribed by depressed persons.6 
Hopelessness and despondency re­
ported by depressed patients may 
indicate suicidal thoughts. Im­
paired recent memory is more 
characteristic of organic brain dis­
orders such as Alzheimer’s dis­
ease. At times failing memory may 
present as depression, perhaps as 
an exaggerated response to the 
memory loss of old age.7
4. C. Anxiolytic agents may make 
depression worse. The monoamine 
oxidase (MAO) inhibitors, gener­
ally inferior to other forms of 
therapy in severe depression, are 
sometimes used when tricyclic 
antidepressant therapy is unsuc­
cessful. MAO inhibitors have 
complex interactions with other 
drugs and a high risk of toxicity; 
they are not indicated for initial 
therapy. Stimulants such as meth- 
ylphenidate may aggravate agitation 
and dysphoria, and are outmoded as 
therapy for depression.8
5. A. The family physician should 
confront Mrs. L. F. with his con­
cern regarding suicide. He needs to 
assess the intentionality and lethal­
ity of any self-destruction plans as 
well as minimize the accessibility 
to suicide means. A change in 
medication to lithium carbonate 
would be inappropriate, and provid­
ing a 30-day supply of high dosage 
antidepressants would be equivalent 
to giving the patient a loaded gun. If 
not admitted to the hospital, the pa­
tient would need close follow-up, 
with ready access to her personal 
physician if threatened with suicidal 
impulses. Other treatment principles

include decreasing social isolation, 
providing crisis intervention, and ar­
ranging appropriate consultation or 
referral.9
6.B. Blacks and Catholics commit 
suicide less often than Caucasians 
and Protestants. City dwellers and 
the unemployed are at greater risk 
than rural inhabitants and em­
ployed persons. Physicians and 
nurses, as well as lawyers, police­
men, and artists, are at greater 
suicide risk than persons with other 
occupations.10
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all family practice and other resi­
dents at this hospital.

T. Eugene Temple, Jr, MD 
Riverside Hospital 

Newport News, Virginia

A System of Newborn Physical Exam­
ination. John W. Scanlon, Thomas 
Nelson, Lawrence J . Grylack, Yo- 
lande F. Smith. University Park 
Press, Baltimore, 1979, 96pp.,$8.95 
(paper).

This small book aims to help be­
ginners learn the authors’ particular 
approach to physical examination 
of the newborn. It meets that mod­
est goal but offers little to help the 
reader reach further.

Using a systems oriented ap­
proach, the book outlines the organ­
ization and technique of the au­
thors’ method of examination. In 
passing, they comment upon com­
mon or interesting diagnostic impli­
cations of physical findings but gen­
erally do not provide guidance on 
differential diagnosis. Additional 
sections cover the assessment of 
gestational age and the examination 
of the newborn in the delivery 
room. A chapter devoted to behav­
ioral evaluation details the senior 
author’s own abbreviated assess­
ment scheme, but does not define 
normal scores. A final brief review 
of case histories and diagnostic 
considerations fails to fill the gap 
between technique of examina­
tion and process of diagnosis. The 
book’s single illustration leaves the 
reader needing thousands of addi­
tional words to make clear the 
techniques and manipulations de­
scribed by the authors. There are 
several helpful tables summarizing 
normal findings, including quanti­
tative data that would be difficult to 
locate elsewhere. References are

well selected but few.
Physical examination, like most 

skills, is usually not best learned 
from a book. Nothing about this 
book overcomes that problem. It 
could be a helpful part of a medical 
student’s initial orientation to new­
born examination. Most family

physicians in training and practice 
will, however, probably find little in 
it that is new, useful, or better pre­
sented than may be found else­
where.

William R. Phillips, MD, MPH 
University o f Washington 

Seattle

When excess earwax 
causes problems 
for your geriatric 

patients, recommend ...

DEBROX
Drops

DEBROX® Drops gently softens 
excess earwax for easy removal.
When Debrox comes in contact with 
impacted earwax, it forms a dense 
foam, which softens the 
with a chemomechanical cleansing, 
debriding action. Any remaining 
earwax may be removed by flushing 
with warm water, using a soft rubber 
bulb ear syringe. Avoid excessive 
pressure.
Debrox is convenient for both 
office and home use.
Whether used as a pretreatment 
procedure in your office or as a means 
for your patients to help lessen the buildup 
of earwax for themselves at home. Debrox 
has always been well accepted and is the 
leading recommended eardrop. Find out 
for yourself by writing for samples 
and literature.

Debrox Drops
... the one 
recommended 
most often.
Another patient benefit product from 

PHARMACEUTICAL DIVISION

M A R I O N
LABORATORIES, INC.

Debroxa ?
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