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Before prescribing, please consult complete 
product information, a summary of which follows: 
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short-term relief of symptoms of anxiety; symptomatic 
relief of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunc­
tively in skeletal muscle spasm due to reflex spasm 
to local pathology; spasticity caused by upper motor 
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convulsive disorders (not for sole therapy).
The effectiveness of Valium (diazepam/Roche) in long­
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assessed by systematic clinical studies. The physician 
should periodically reassess the usefulness of the drug 
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dosage of standard anticonvulsant medication: abrupt 
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and excessive doses. Infrequently, milder withdrawal 
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several months. After extended therapy, gradually 
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habituation and dependence.

Usage in Pregnancy: Use of minor tranquil­
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always be avoided because of increased 
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gested in several studies. Consider 
possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy 
if they intend to or do become pregnant. 
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the Editor

The Journal welcomes Letters to the Editor; if 
found suitable, they w ill 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.

Medical Ethics Teaching
To the Editor:

I very much enjoyed Dr. Carson’s 
and Dr. Curry’s treatise, “Ethics 
Teaching on Ward Rounds” (Car- 
son RA, Curry R W  Jr: J  Fam Pract 
11:59, 1980).

What troubles me about their 
discussion is the legal vacuum in 
which the rounds were made.

In two of their three case his­
tories, the authors discuss making 
life and death decisions for men­
tally incompetent patients. On page 
60, they note that the prognosis 
decision “is a medical question 
best answered by a physician,” and 
that the life prolongation decision 
“is a personal question best an­
swered by the patient . . .  or by a 
responsible family member if the 
patient is incompetent.”

The accuracy of those state­
ments depends entirely upon in 
which of the 50 states the questions 
are asked.

I trust that all thanatology teach­
ing stresses that unfortunately the 
long arm of the law is the only au­
thority for determining if pulling 
the plug is sound medical practice 
or negligent homicide.1

The leading, published Ameri­
can court expressly endorsing the 
authors’ judgment is New Jersey in 
the famous decision, In the Matter

o f Karen Quinlan, in which that 
state’s highest court properly 
placed medical ethics where it 
rightly belongs—within the physi­
cian-patient-family relationship. As 
the Quinlan Court stated, to place 
such responsibility in the courts is a 
“gratuitous encroachment upon 
the medical profession’s field of 
competence.”

But in the leading contrary de­
cision, the highest court of Massa­
chusetts has demanded that only 
courts make grave treatment deci­
sions for incompetent patients. In 
Superintendent vs Saikewicz, that 
state in 1977 ruled that the court 
and not physicians must make such 
decisions, in that life and death de­
cisions “are not to be entrusted to 
any other group . . .  no matter how 
highly motivated or impressively 
constituted.”

The authors stress an “ethi- 
cist-attending physician team” for 
making such awesome judgments. 
But in at least Massachusetts and the 
District of Columbia where that ap­
proach is contrary to law, the hospi­
tal’s counsel and risk manager had 
better join the team.

My prejudice is completely in 
support of the authors’ reverence 
for the sacred physician-family re-
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PRO-BANTHTn E" (propantheline bromide) 
Tablets, 7)4 mg. and 15 mg.
INDICATION: Pro-BanthTne is e ffe c t iv e  as 
adjunctive th e ra p y  in th e  tre a tm e n t o f p e p tic  
ulcer.
CONTRAINDICATIONS: G lauco m a , o b s tru c ­
tive disease o f th e  g a s tro in te s tin a l tra c t, 
obstructive uropa thy, in te s tin a l a tony, se ve re  
ulcerative c o lit is  o r to x ic  m e g a co lo n , h ia ta l 
hernia associated w ith  re flu x  e so p h a g itis , 
unstable ca rd io va scu la r a d ju s tm e n t in acu te  
hemorrhage, o r m ya s th e n ia  g rav is .
WARNINGS: H eat p ro s tra tio n  can o c c u r w ith  
use of the d rug  in ho t w ea ther.

Diarrhea, e s p e c ia lly  in an ile o s to m y  o r 
colostomy pa tie n t, m ay in d ic a te  o b s tru c tio n , 
and this p o ss ib ility  sh o u ld  be  c o n s id e re d  
before adm in is te ring  Pro-BanthTne.

Pro-Banthme m ay p ro d u c e  d ro w s in e ss  o r 
blurred vision.

With overdosage, a c u ra re -lik e  a c tio n  m ay 
occur, i.e., n e u ro m u scu la r b lo cka d e  le ad in g  
to muscular w e akness and p o ss ib le  para lys is .

Use w ith ca u tio n  in p a tie n ts  w ith  s e ve re  
cardiac disease if an in c re a se  in hea rt ra te  is 
undesirable.

Safe use in p re g n a n cy  has no t been  es tab ­
lished. Use du rin g  p re g n a n cy  o n ly  w h en  th e  
benefits ou tw e igh  any  p o ss ib le  risk.

Uncontrolled data  d e r iv e d  fro m  m a rke tin g  
experience d o  no t s u g g e s t th a t s ig n if ic a n t 
quantities of Pro-BanthTne a re  s e c re te d  in 
breast milk.

Safety and e ffic a c y  in c h ild re n  have  no t 
been established.
PRECAUTIONS: V a ry ing  d e g re e s  o f u rin a ry  
hesitancy m ay be  e v id e n c e d  by p a tie n ts  
with prostatic h yp e rtro p h y . U rin a ry  re te n tio n  
may be avo ided  if such  p a tie n ts  a re  adv ised  
to micturate b e fo re  ta k in g  th e  m e d ica tio n .

Use w ith ca u tio n  in th e  e ld e r ly  and in all 
patients w ith  a u to n o m ic  neu ro p a th y , h ep a tic  
or renal disease, h y p e rth y ro id is m , co ro n a ry  
heart disease, c o n g e s tiv e  hea rt fa ilu re , ca rd ia c  
tachyarrhythm ias, o r h yp e rte n s io n .

Large doses sh o u ld  be  a vo id e d  o r th e  d rug  
discontinued in p a tie n ts  w ith  u lc e ra tiv e  co lit is .

ADVERSE R E A C T IO N S : Va ry ing  d e g re e s  of 
drying of sa liva ry  s e c re tio n s  m ay o c c u r  as 
well as decreased sw e a ting , b lu rre d  v is ion , 
mydriasis, cyc lo p le g ia , and in c rea sed  o cu la r 
tension. O ther re p o rte d  a d ve rse  re a c tio n s  
include u rina ry  h e s ita n cy  and re te n tio n , ta c h y ­
cardia, pa lp ita tions , loss o f th e  se n se  of 
taste, headache, ne rvousn ess , m enta l c o n ­
fusion, d row siness, w eakness, d izz iness , in ­
somnia, nausea, v o m itin g , c o n s tip a tio n , 
bloated fe e lin g , im p o te n ce , su p p re ss io n  of 
lactation, and a lle rg ic  re a c tio n s  o r d rug  id io ­
syncrasies in c lu d in g  ana phy lax is , u rtica r ia  
and other de rm a l m a n ifes ta tions .

OVERDOSAGE: The  s ym p to m s  of 
Pro-BanthTne o ve rd o sa g e  in c lu d e  C N S  d is ­
turbances, c irc u la to ry  chan ges , re s p ira to ry  
failure, para lysis and com a. S e e  co m p le te  
prescribing in fo rm a tio n  fo r  a p p ro p ria te  
treatment.

DOSAGE A N D  A D M IN IS T R A T IO N : T he  usual 
initial adult dose  o f P ro-BanthTne ta b le ts  is 
15 mg. taken 30  m in u te s  b e fo re  each m eal 
and30 mg. at b e d tim e  (a to ta l o f 75 m g. da ily). 
Subsequent dosa ge  a d ju s tm e n t sh o u ld  be 
made accord ing  to  th e  p a tie n t’s in d iv id u a l 
response and to le ra n ce .

The adm in is tra tio n  o f o n e  7)4-mg. ta b le t 
three tim es a day is c o n v e n ie n t fo r  pa tie n ts  
with mild m a n ife s ta tio n s  and fo r  g e r ia tr ic  
patients and fo r  th o s e  o f sm a ll s ta tu re .

Searle & Co.
San Juan, P u e rto  R ico  009 36

Address m ed ica l in q u ir ie s  to :
G.D. Searle & Co.
Medical C o m m un ica tions  D e p a rtm e n t 
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lation. But the student-physician 
must be acutely aware of the purely 
legal context in which medical 
ethics are learned and applied. 
Otherwise, the physician may find 
the local probate court judge 
breathing hotly down his/her white 
coat.

Douglas Savage 
Counselor at Law  
Springfield, Ohio

Reference

1. Savage D: After Q u in la n  and 
S a ik e w ic z : Death, life, and God commit­
tees. Crit Care Med 8(2):87, 1980

Hospital Practice of Family 
Physicians
To the Editor:

The article by Slabaugh, Ringie- 
wicz, and Babineau, “The Hospital 
Work of a Family Practice Group in 
a Medium Size Community in New 
England” (JFam Pract 11:287,1980), 
provides an interesting analysis of 
inpatient family practice care in a 
private practice community setting.

The percentage of consultation in 
their study of 13.7 percent of 997 
admissions reflects what I would 
expect in a community hospital 
primary care setting. The 57.9 per­
cent rate of consultation reported 
by Dr. Medley and myself in our 
review of a residency inpatient serv­
ice reflects the care of surgical pa­
tients by the family physician with 
consultations having been obtained 
for procedures such as myelograms 
and laminectomies.1 Also, our con­
sultation rate of 46.5 percent of 
medicine patients was largely due to 
procedural consultations for cardi­
ology, pulmonary, and gastroen­
terology service. Dr. Slabaugh’s 
data did not include surgical pa­

tients as these were transferred to 
primary management by appropri­
ate specialists, thus keeping their 
percentage of consultation figures 
at a lower level. Our pediatric con­
sultation rate of only 16.1 percent 
probably represents a figure reflec­
tive of the primary care type setting 
as these patients for the most part 
had diagnoses that did not require 
specialty procedural consultation.

Further distinction in the two 
studies is that ours was done within 
a teaching hospital and many of our 
consultations were often obtained 
for teaching purposes.

At this time, we unfortunately 
have no way of separating out our 
data for each medical condition for 
the ratio of ambulatory encounters 
per admission, but I do agree this is 
the most valid way of assessing an 
admission ratio.

Michael L. Halstead, MD, MAJ,
MC

Clinical Instructor, Department 
o f  Family Practice

Madigan Army Medical Center 
Tacoma, Washington

Reference
1. Medley ES, Halstead ML: A family 

practice residency inpatient service: A 
review of 631 admissions. J Fam Pract 
6:817, 1978

Management of Urinary Tract 
Infections
To the Editor:

As a 20-year general practice 
physician, I must take sharp excep­
tion to several concepts and state­
ments made by Dr. Jack Froom in 
his lead article of the September 
1980 Journal o f  Family Practice en­
titled, “The Spectrum of Urinary 
Tract Infections in Family Prac­
tice” (11:385,1980). He states “The

Continued on page 623
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SYNTHROID®
(Levothyroxine
FLINT

Sodium Tablets, USP)

SYNTHROID (levothyroxine sodium) Tablets serve as 
inecific replacement therapy lor reduced or absent thy- 
roid function ot any etiology
Contraindications
Ppigtive contraindications include acute myocardial infarc­
tion uncorrected adrenal insufficiency and thyrotoxicosis. 
(See WARNINGS)
Warnings ___ ___________ _____________________

Drugs with thyroid hormone activity, alone or to­
gether with other therapeutic agents, have been 
used for the treatment of obesity. In euthyroid 
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.

Patients with cardiovascular diseases warrant particular 
attention. In such cases, low initial dosage increased slowly 
bv small increments is indicated. Occasionally, the cardio­
vascular capacity of the patient is so compromised that the 
metabolic demands of the normal thyroid state cannot be 
met Clinical judgment will then dictate either a partial 
restoration of thyroid status or reduction in thyroid dosage.

Symptoms associated with diabetes mellitus, adrenal 
insufficiency (Addison's disease), hypopituitarism and 
diabetes insipidus may be diminished or obscured by 
hypothyroidism. SYNTHROID (levothyroxine sodium) 
therapy may aggravate the intensity of previously obscured 
symptoms and require appropriate adjustment of thera­
peutic measures directed at these concomitant disorders.

Thyroid replacement may potentiate the effects of anti­
coagulants. Such patients should have frequent 
prothrombin determinations to assess the need to reduce 
anticoagulant dosage.
Precautions
Overdosage with any thyroid drug may produce the signs 
and symptoms of thyrotoxicosis. With SYNTHROID (levo­
thyroxine sodium) Tablets, the relatively slow onset of 
action minimizes the risk of overdose but close observa­
tion in the weeks following institution of a dosage regimen 
is advised. Treatment of thyroid hyperactivity induced by 
oral medication is confined to interruption of therapy for a 
week, followed by reinstitution of daily therapy at an appro­
priately reduced dosage.

The 100 meg (0.1 mg) and 300 meg (0.3 mg) tablets 
of SYNTHROID (levothyroxine sodium) contain FD & C 
Yelbw No. 5 (tartrazine) which may cause allergic-type 
reactions (including bronchial asthma) in certain suscepti­
ble individuals. Although the overall incidence of FD & C 
Yellow No. 5 (tartrazine) sensitivity in the general popula­
tion is low, it is frequently seen in patients who also have 
aspirin hypersensitivity.
Adverse reactions
Adverse reactions are due to overdose and are those of 
induced hyperthyroidism.
Dosage and administration
A final adult dosage of 100 meg (0.1 mg) to 200 meg 
(0.2 mg) of SYNTHROID (levothyroxine sodium) Tablets 
daily will usually restore normal thyroid function.

The concomitant appearance of other diseases, espe­
cially cardiovascular diseases, usually dictates a replace­
ment regimen with initial doses smaller than 100 meg/day 
(0.1 mg). In otherwise healthy adults with relatively recent 
onset of hypothyroidism, full replacement dose of 150 
meg (0.15 mg) or 200 meg (0.2 mg) has been instituted 
immediately without untoward effect and with good thera­
peutic response. However, in view of the possible pres­
ence of subclinical disorders of the cardiovascular 
system or endocrinopathies, a more cautious approach is 
recommended.

In the elderly patient with long standing disease, 
evidence of myxedematous infiltration and symptomatic, 
functional or electrocardiographic evidence of cardiovas­
cular dysfunction, the starting dose may be as little as 25 
meg (0.025 mg) per day. Further incremental increases 
of 25 meg (0.025 mg) per day may be instituted at three 
to four week intervals depending on patient response. 
Conversely, otherwise healthy adults may be started at 
higher daily dosage and raised to the full replacement 
dosage in two to three weeks.

In infants and children, the following dose/kg schedule 
is recommended: 1-6 months, 10 pQ/kg; 6-12 months, 
8 jjQ/kg; 1-5 years, 6 ^g/kg; 5-10 years, 4 /ig/kg; 10-15 
years, 3 pg/kg; 15-20 years, 2.5 pg/kg.
How supplied
SYNTHROID (levothyroxine sodium) Tablets are supplied 
as scored, color-coded tablets in 6 concentrations: 
25 meg (0.025 mg)—orange.. .50 meg (0.05 m g)—white 
... 100 meg (0.1 mg) -  yellow... 150 meg (0.15 mg) -  blue 
... 200 meg (0.2 mg) -  pink... 300 meg (0.3 mg) -  green. 
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diagnosis requires the demonstra­
tion of more than 100,000 bacteria 
colonies per ml in a freshly voided 
specimen.” And also “Asympto­
matic bacteriuria need not be diag­
nosed or treated except in pregnant 
women.”

I do a culture screen on a mid­
stream urine from both male and 
female patients when proteinuria or 
pyuria are present regardless of 
symptomatology, and have found 
repeatedly more than 100,000 col­
ony count of Escherichia coli or 
other pathogenic organisms. I treat 
individuals who have minor dysuria 
with minimal pyuria and no protein­
uria with colony counts of less than
100,000 and often find after one 
week of treatment pronounced py­
uria as well as white blood cells and 
hyaline casts.

The most common cause of uri­
nary infection in female children 
is poor toilet technique. Children 
wipe from the anus forward over 
the perineum, thereby contaminat­
ing the introitus with entrance into 
the urethra with E coli organisms; 
women accomplish the same con­
tamination using pads for menses. 
The most common cause of cystitis 
in the adult female is undoubtedly 
intercourse because of scraping of 
bacteria off of the skin into the open­
ing of the urethra during thrusting. I 
certainly do not tell women to stop 
having intercourse since they would 
not follow such instructions any­
way. I advise them to urinate within 
15 minutes after intercourse to wash 
the organisms out of the urethra.

I have never found any evidence 
to indicate that voluntary avoidance 
of urination and the distention of the 
bladder is responsible for infection 
in any way. On the contrary, indi­
viduals who require frequent void­
ing during the day and awaken sev­

©Copyright 1980,1981 Travenol Laboratories, Inc. 
All rights reserved.
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eral times during the night are much 
more apt to have infection because 
of urethral stenosis. Contrary to Dr. 
Kunin’s statement, I feel that ure­
thral instrumentation is important 
for those individuals who have per­
sistent or recurring urinary infec­
tion; when it is found that the 
urethra is constricted to less than 25 
French caliber, dilatation on a bi­
monthly basis should be performed 
until the urethra remains dilated to 
more than 30 fr.

Every physician who sees pa­
tients for urinary infections should 
do a microscopic urinalysis, per­
form screening cultures of pyuria 
but not bacteriuria, and be able to 
do a diagnostic-therapeutic urethral 
dilatation when indicated.

There is no disagreement that 
“asymptomatic” bacterial endo­
carditis should be vigorously treated 
because of possible sequelae, and I 
feel that the kidneys are just as im­
portant for long-term health.

Richard Hopkins, MD 
Columbus, North Carolina

The preceding letter was referred 
to Dr. Froom, who responds as fo l­
lows:

I appreciate Dr. Hopkin’s careful 
reading of my article entitled “The 
Spectrum of Urinary Tract Infec­
tions in Family Practice” (J Fam 
Pract 11:385, 1980) and his thought­
ful comments. The criterion of
100,000 colonies of bacteria per ml 
of urine as a requirement for the 
diagnosis of urinary tract infection 
is based on observations by Kass 
that 95 percent of cases of clinical 
pyelonephritis had counts which 
exceeded that number. In his series 
most contaminated specimens grew

Continued on next page
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Continued from preceding page

out less than 10,000 colonies. These 
figures appear to have been widely 
adopted as criteria for the diagnosis 
of urinary tract infection. In an ar­
ticle published concurrently with 
mine, however, Dr. Stamm et al re­
port that infection may be present in 
women with the acute urethral syn­
drome with counts of less than 
100,000.'

I agree that fecal contamination 
of the vaginal introitus can contrib­
ute to urinary tract infection and 
that sexual intercourse may be 
an additional etiological factor. At 
least one study, however (Buckley 
et al, Ref. No. 22), failed to demon­
strate the therapeutic value of post- 
coital voiding. Dr. Hopkins may 
wish to refer to work by Lapides 
(Ref. No. 20) and Adatto (Ref.

No. 21) concerning evidence that 
over-distension of the urinary blad­
der and voluntary avoidance of 
urination are important pathogenic 
mechanisms. Studies quoted in my 
article failed to show any benefit or 
even a rational basis for urethral 
dilatations to prevent recurrent in­
fection. I would encourage Dr. 
Hopkins to furnish evidence to the 
contrary, either by personal re­
search or citations of research done 
by others. Likewise, after many 
therapeutic long-term trials, there is 
no evidence that the therapy of 
asymptomatic bacteriuria confers 
any benefit to the patient. It appears 
obvious to me, at least, that asymp­
tomatic bacterial endocarditis is 
not comparable with asymptomatic 
bacteriuria.

Ours is a difficult discipline com­
posed of a mixture of both art and

science. Having spent 21 years in 
private practice and ten years in an 
academic setting, I realize that sci­
entific information changes with 
time. Nevertheless, it is necessary 
to use the best data available at 
any given time. It is incumbent on 
physicians who use methods such 
as urethral dilatation, which can be 
both painful and expensive for our 
patients, to justify such therapy 
with information that is more than 
anecdotal.

Jack Froom, MD 
Professor o f  Family Medicine 

State University o f  New York at 
Stony Brook
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1 A recent survey of physicians shows 
•  more DEBROX®recommendations for 

in-home use than all other non-Rx brands 
combined! (Data available on request.)

2 Debrox Drops effectively soften exces- 
•  sive and impacted earwax.

3 Debrox cleanses ear with sustained 
•  microfoam without causing earwax to 

swell.

4 Debrox is safe. It is clinically effective 
• and chemically stable. (Contains car­

bamide peroxide 6.5% in specially prepared 
anhydrous glycerol.)

Another patient benefit product from
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