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Medicine for Sport. David F. 
Apple, Jr, John D. Cantwell. Year 
Book Medical Publishers, Chicago, 
1979, 241 pp., $19.95.

Apple and Cantwell have at­
tempted a sports medicine mono­
graph for team physicians, trainees, 
health educators, and athletes. In 
trying to reach a diverse audience, 
the authors have failed to meet the 
needs of either health care profes­
sionals or participants in athletics.

Much of the language of the 
book is in medicalese that most 
athletes and many trainers would 
have difficulty comprehending; 
however, it is as a reference book 
for physicians that the monograph 
most clearly misses the mark. The 
material fails the reader in a 
number of categories such as: (1) 
the introduction of new informa­
tion, (2) the organization of sports 
medicine data into a format that 
would be useful to the practicing 
physician, and (3) the treatment of 
a few subjects in depth so that the 
book might be considered a defini­
tive reference for certain problems 
in sports medicine.

Furthermore, the authors must 
be criticized for producing a docu­
ment that does not address impor­
tant questions that are being raised 
by physicians concerned with the 
care of athletes. What is a thorough 
medical history and physical exam­
ination for the athlete? What are 
the absolute and relative contrain­
dications to sports participation for

contact and endurance sports. 
What is the work-up required when 
evaluating a child with a heart 
murmur? Should all midde-aged or 
older individuals be stress tested if 
they wish to participate in endurance 
sports? What are the components of 
an exercise prescription; is it based 
on “target heart rate” alone? What 
evidence is there that warm-up be­
fore endurance exercise reduces fre­
quency of musculo-tendon injury? Is 
there a place for standard blood test 
and urinalysis in the routine evalua­
tion of a healthy young athlete? How 
does a diabetic prepare for sports 
events that will require major physi­
cal effort? How does a diabetic rees­
tablish homeostasis after competi­
tion? What are the specific func­
tional and laboratory tests that a 
physician should apply when 
evaluating an athlete for return to full 
participation in a sport? These and 
other questions remain unanswered 
after reading Medicine fo r  Sport.

It is obvious that the authors 
have a large backlog of experience 
in sports medicine. This is most 
evident in their discussion of stress 
testing and orthopedic problems; 
however, I question their sensitiv­
ity to the problems that face the 
family physician who must facilitate 
a patient’s decision to engage in 
sports activities. In a discussion on 
“Endurance,” it is noted that “pa-

Continued on page 742
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Continued from  page 732

tients with heart disease should con­
fine rigorous activity to medically 
supervised classes. . . .’’The family 
physician needs to know what is 
meant by “heart disease,” and the 
patient needs a definition of “medi­
cally supervised” class.

In the section “Testing the 
Athlete,” curiosity is piqued by a 
note that the Cybex isokinetic 
equipment can measure the ratio of 
the quadracepts to the hamstring. 
Yet, the reader is left wondering if 
there is a proper ratio between 
these two muscle groups.

In a monograph dedicated to 
highlighting “useful” sports medi­
cine intervention, the section on 
general medical problems is an 
enigma. For example, an item on 
tracheo-bronchitis and pneumonia 
includes a comment that these prob­
lems “ . . . are infrequently found in 
the athlete.” Exercise induced 
asthma is discussed without describ­
ing the clinical manifestations for its 
diagnosis. Viral hepatitis, an inter­
esting but infrequent invader of the 
locker room, is discussed; while the 
clinical management of one of the 
most common infectious problems 
of young adults, infectious mononu­
cleosis, is barely mentioned. Renal 
failure due to an overdose of alcohol, 
heroin, or drugs finds a place in the 
text, but the authors do not indicate 
how to do a follow-up evaluation of 
an athlete with primary albuminuria.

The imbalance in the text is most 
poignant in the incomplete de­
scription of the discussion and 
management of head injuries. As 
one of the major causes of death in 
contact sports, this problem de­
serves careful treatment in any 
general sports medicine text. What 
is the natural history of an acute

742

subdural hemorrhage, a sub­
arachnoid hemorrhage, or a cere­
bral contusion? What parameters 
must be tracked by the physician 
charged with the care of the athlete 
with an acute head injury?

Medicine fo r  Sport is an effort to 
collate and share knowledge by two 
experienced physicians in sports 
medicine who have included in 
their text many useful references; 
however, Medicine fo r  Sport ap­
pears to have some serious flaws in 
organization and content. It is not 
recommended for the student or 
practitioner of family medicine.

Gabriel Smilkstein, MD 
University o f  Washington 

Seattle, Washington

Pediatric Diagnosis: Interpretation 
of Symptoms and Signs in Different 
Age Periods (3rd Edition). Morris 
Green. W. B. Saunders Company, 
Philadelphia, 1980, 658pp., $25.00.

This text was written to fulfill a 
need not met by “ . . .encyclopedic 
textbooks of pediatrics, synopses, 
handbooks, or the monographs on 
specific diseases, organ systems, 
and age periods.” Since children 
present with problems charac­
terized by signs or symptoms, or 
for health maintenance, this text 
can serve as a useful problem 
oriented guide to pediatrics. The 
author focuses on the differential 
diagnoses of problems by dividing 
the book into two parts. The first 
section deals with techniques use­
ful for performing the pediatric his­
tory and examination, with prob­
lems for each organ system. Inter­
viewing skills and examination 
techniques are presented with the

Continued on page 766
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skill of an experienced clinician and 
seasoned with practical advice for 
the beginner.

Part 2 emphasizes general signs 
and symptoms that do not fit nicely 
into any organ system. The more 
common problems, such as fever 
and abdominal pain, are covered, 
along with some of the more un­
usual ones, such as dysphagia, 
sleep disorder, noisy breathing, 
and unusual body or urine odors.

Since the focus of the book is on 
the differential diagnosis of prob­
lems, little or no information on 
evaluation and therapy is pre­
sented. Although these limitations 
allow the author to cover a vast 
subject area within a minimum of 
space, each section seems incom­
plete, and needs to be coupled with 
a more traditional text for a full un­
derstanding. However, the differ­
ential diagnosis of each problem is 
so thoroughly covered that most 
health care providers will be hard- 
pressed to discover a significant 
ommission. Whereas the first sec­
tion of the book presents informa­
tion valuable to the novice, the 
second part will stimulate the 
experienced clinician.

Important references are in­
cluded in the body of the text under 
the appropriate problem; this sys­
tem allows the reader to easily pur­
sue a particular topic. Although the 
appendix contains a few growth 
charts that are readily available 
from other sources, the index more 
than makes up for this deficiency. 
It alone comprises 60 pages of key 
terms that allow immediate loca­
tion of almost any problem in the 
text.

Given the limitations of a book 
that focuses on the differential 
diagnosis and excludes treatment,

Pediatric Diagnosis is a useful and 
extremely relevant text to add to a 
working library.

James E. Crutcher, Mb 
University o f California, Davis 

Sacramento, California

ICHPPC-2: International Classifica­
tion of Health Problems in Primary 
Care (2nd Edition). World Organiza­
tion o f National Colleges, Acad­
emies and Academic Associations of 
General Practitioners /Family Phy­
sicians (WONCA). Oxford Univer­
sity Press, New York, 1979, 146 pp., 
$16.95 (cloth) $7.95 (paper).

The publication of ICHPPC-2 is 
a landmark event since it estab­
lishes official World Health Organ­
ization recognition of a classifica­
tion designed by and for primary 
care physicians. It has practical 
significance beyond its modest size 
of 362 rubrics since it is closely 
aligned with ICD-9. Its simplicity 
allows it to be readily mastered by 
relatively untrained staff in a phy­
sician’s office, and the modest price 
makes it an offer that cannot be 
turned down.

In countries with a fee-for- 
service system where diagnostic 
coding is necessary for third party 
reimbursement it may be necessary 
to make some changes in the arbi­
trarily selected ICHPPC-2 codes 
for a given ICD-9 rubric.

For example, the ICHPPC-2 
code selected for “Syphilis All 
Sites and Stages” is 090-. This par­
ticular code in ICD-9 refers to 
“Congenital Syphilis” and a better 
choice in ambulatory care would be 
“Early Syphilis, Symptomatic,” 
which has been assigned code 091

Continued on page 779

THE JO URNAL OF FAM ILY PRACTICE, VOL. 12, NO. 4, 1981



Choloxirr
(Dextrothyroxine Sodium Tablets, NF) 
FLINT
dirations This is not an innocuous drug. Strict attention should be paid 
the indications and contraindications.
chOLOXIN (dextrothyroxine sodium) is used for the reduction of elevated 

J2 n  cholesterol (low density lipoproteins) in euthyroid patients with no 
Lw n  evidence of organic heart disease.

it has not been established whether the drug-induced lowering of serum 
rhn Bsterol or lipid levels has a detrimental, beneficial, or no effect on the 
mnrhiditv or mortality due to atherosclerosis or coronary heart disease. 
Several years will be required before current investigations will yield an 
answer to this question.
contraindications: The administration of CHOLOXIN (dextrothyroxine so­
dium) to euthyroid patients with one or more of the following conditions is
contraindicated:
1 Known organic heart disease, including angina pectoris: history of myo­

cardial infarction: cardiac arrhythmia or tachycardia, either active or in 
oatients with demonstrated propensity for arrhythmias; rheumatic heart 
disease; history of congestive heart failure; and decompensated or border­
line compensated cardiac status.

2 Hypertensive states (other than mild, labile systolic hypertension)
J  Advanced liver or kidney disease
4 Pregnancy
5. Nursing mothers
6. History of iodism
Warnings

Drugs with thyroid hormone activity, alone or together with other ther­
apeutic agents, have been used for the treatment of obesity. In euthy­
roid patients, doses within the range of daily hormonal requirements 
are ineffective for weight reduction. Larger doses may produce serious 
or even life-threatening manifestations of toxicity, particularly when 
given in association with sympathomimetic amines such as those 
used for their anorectic effects.

CHOLOXIN (dextrothyroxine sodium) may potentiate the effects of anticoag­
ulants on prothrombin time; the dosage of anticoagulants should be reduced 
uptoone-third upon initiation of CHOLOXIN (dextrothyroxine sodium) therapy 
and readjusted on the basis of prothrombin time. The prothrombin time 
should be observed at least weekly during the first few weeks of treatment, 
thereafter as frequently as necessary.

Consider withdrawal of the drug two weeks prior to surgery if the use of 
anticoagulants during surgery is contemplated. Withdrawal prior to surgery 
is also advisable since the possibility of precipitating cardiac arrhythmias 
during surgery is greatest in patients treated with thyroid hormones.

CHOLOXIN (dextrothyroxine sodium) may increase blood sugar levels in 
diabetic patients, requiring an upward adjustment of antidiabetic drug dos­
age and subsequent readjustment if the drug is later withdrawn.
Precautions: If signs or symptoms of iodism develop during CHOLOXIN 
(dextrothyroxine sodium) therapy, the drug should be discontinued.

A few children with familial hypercholesterolemia have been treated with 
CHOLOXIN (dextrothyroxine sodium) for periods of one year or longer with 
no adverse effects on growth; it is recommended that the drug be continued 
only if a significant serum cholesterol-lowering effect is observed.

The 2 mg and 6 mg tablets of CHOLOXIN (dextrothyroxine sodium) contain 
FD & C Yellow No. 5 (tartrazine) which may cause allergic-type reactions 
(including bronchial asthma) in certain susceptible individuals. Although the 
overall incidence of FD & C Yellow No. 5 (tartrazine) sensitivity in the 
general population is low, it is frequently seen in patients who also have 
aspirin hypersensitivity.
Adverse Reactions: The side effects attributed to dextrothyroxine sodium 
therapy are, for the most part, due to increased metabolism, and may be 
minimized by following the recommended dosage schedule.

In the absence of known organic heart disease, some cardiac changes 
may be precipitated during dextrothyroxine sodium therapy. In addition to 
angina pectoris, arrhythmia consisting of extrasystoles, ectopic beats, or 
supraventricular tachycardia, ECG evidence of ischemic myocardial changes 
and increase in heart size have been observed. Myocardial infarctions, both 
fatal and non-fatal, have occurred, but these are not unexpected in untreated 
patients in the age groups studied. It is not known whether any of these 
infarcts were drug related.

Changes in clinical status that may be related to the metabolic action of 
the drug include the development of insomnia, nervousness, palpitations, 
tremors, loss of weight, lid lag, sweating, flushing, hyperthermia, hair loss, 
diuresis, and menstrual irregularities. Gastrointestinal complaints during 
therapy have included dyspepsia, nausea and vomiting, constipation, diar­
rhea, and decrease in appetite.

Other side effects reported to be associated with CHOLOXIN (dextrothy­
roxine sodium) therapy include the development of headache, changes in 
libido (increase or decrease), hoarseness, tinnitus, dizziness, peripheral 
edema, malaise, tiredness, visual disturbances, psychic changes, pares­
thesia, muscle pain, and various bizarre subjective complaints. Skin rashes, 
including a few which appeared to be due to iodism, and itching have been 
attributed to dextrothyroxine sodium by some investigators. Gallstones 
have been discovered in occasional dextrothyroxine-treated patients and 
cholestatic jaundice has occurred in one patient, although its relationship 
to CHOLOXIN (dextrothyroxine sodium) therapy was not established.

In several instances, the previously existing conditions of the patient 
appeared to continue or progress during the administration of CHOLOXIN 
(dextrothyroxine sodium); a worsening of peripheral vascular disease, sen- 
sorium, exophthalmos and retinopathy have been reported.
Dosage and Administration: For adult euthyroid hypercholesterolemic pa­
tients, the recommended maintenance dose of CHOLOXIN (dextrothyroxine 
sodium) is 4 to 8 mg per day. The initial daily dose should be 1 to 2 mg to 
be increased in 1 to 2 mg increments at intervals of not less than one 
month to a maximal level of 4 to 8 mg daily, if that dosage level is indicated 
to effect the desired lowering of serum cholesterol.

For pediatric hypercholesterolemic patients, the recommended mainte­
nance dose of CHOLOXIN (dextrothyroxine sodium) is approximately 0.1 mg 
(100 meg) per kilogram. The initial daily dosage should be approximately 
0.05 mg (50 meg) per kilogram to be increased in up to 0.05 mg (50 meg) 
per kilogram increments at monthly intervals. The recommended maximal 
dose is 4 mg daily, if that dosage is indicated to effect the desired lowering 
of serum cholesterol.

If new signs or symptoms of cardiac disease develop during the treat­
ment period, the drug should be withdrawn.
How Supplied: CHOLOXIN (dextrothyroxine sodium) is supplied in prescrip­
tion packages of scored 1 ,2 , 4 and 6 mg tablets.
References:
1 Data on file at Flint Laboratories.

FLINT LABORATORIES
DIVISION Of TRAVENOl LABORATORIES. INC

Deerfield, Illinois 60015

8-19-3-605AA August 1979 
©Copyright 1980 Travenol Laboratories, Inc. 
All rights reserved.

Continued from page 766

in ICD-9. In the majority of cases 
however, the ICHPPC-2 code will 
be acceptable uncritically to third 
party payers.

The text is well laid out but a 
slightly larger typesetting would 
be appreciated by this reviewer. 
Anyone involved in ambulatory 
medical care will find this classifica­
tion a welcome, useful, and appro­
priate tool for practice management 
and research.

Ronald Schneeweiss, MD 
University of Washington 

Seattle, Washington

Basic Biostatistics in Medicine and 
Epidemiology. Alfred A. Rimm, Ar­
thur J. Hartz, John H. Kalbfleisch, 
Alfred J. Anderson, Raymond G. 
Hoffman. Appleton-Century-Crofts, 
New York, 1980, 353 pp., $16.50 
(paper).

The family physician must criti­
cally evaluate new medical infor­
mation and integrate it into the 
everyday care of patients. A fun­
damental understanding of biosta­
tistics is essential to this intelligent 
translation of the results of 
medical and epidemiologic re­
search into practice. This book 
helps the physician gain that un­
derstanding and acquire the matur­
ity of judgment that is as important 
in evaluating the research paper as 
it is in evaluating the acutely ill pa­
tient.

The authors develop concepts 
keyed to the design, reading, and 
evaluation of scientific studies: 
sampling methods, descriptive sta­
tistics, the normal distribution, and 
hypothesis testing. Statistical tech­
niques—both parametric and non- 
parametric—that are commonly
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used in medical studies are clearly 
described, mathematically summar­
ized, and illustrated by relevant 
examples. For each topic discussed, 
actual examples of published studies 
are cited. The appendix provides a 
helpful collection of tables, including 
all the material needed to use each of 
the techniques presented in the text. 
The authors show skill in using fig­
ures and tables and in avoiding 
mathematical notation. The empha­
sis is on the clear and concrete un­
derstanding of a few central concepts 
rather than upon the derivation of 
statistical formulae.

Ample discussion is devoted to 
experimental design, preparation of 
study protocols, questionnaire de­
sign, and sources of routinely col­
lected statistical data. The cor­
nerstones of epidemiologic methods 
are covered with discussion of rates, 
ratios, standardization techniques, 
and measures of strength of associa­
tion. Correlation, regression, and 
survival curve methods are de­
scribed in brief but helpful terms.

The book is designed to be used 
as a course text in concert with lec­
tures and discussions. In this set­
ting the instructor can fill in the 
gaps in content and the unevenness 
of style that result from the book’s 
multi-author approach to such an 
expansive topic. This book reads 
well enough to satisfy the solitary 
student and summarizes the statis­
tical methods clearly enough to 
serve later as a reference cook­
book. In-depth study of statistics, 
experimental design, or epidemiol­
ogy would require supplemental 
texts, but this basic presentation 
can serve as a core in mastering the 
fundamentals of the critical, quan­
titative study of medical research.

William R. Phillips, MD, MPH 
University of Washington 

Seattle, Washington
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