Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
alows. 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.

Errors in Recorded
Birthweights
To the Editor:

Birthweight is a critical variable
inmany studies of infants. Data on
birthweight are frequently obtained
from patient records and are as-
sumed to be valid because of the
source of the information. During
the data-collection phase of a study
on morbidity patterns in Canadian
Indian and non-Indian children,1
we discovered that this assumption
was not correct. The study subjects
were children born to women at-
tending two family medical centers
in Southern Ontario.

Birthweight was recorded in pa-
tient records at the time of the in-
fant’s first visit, usually at ages two
to six weeks. In many instances,
birthweight obtained from records
at the medical center did not agree
with the birthweight from hospital
records. We report these discrep-
ancies to alert clinicians and re-
searchers to the possibility of er-
rors in birthweight.

Birthweight was not recorded on
the chart at the medical center for
134 percent (51 of 382) of the chil-
dren. For the remaining 331 chil-
dren, birthweight was recorded pri-
marily using metric units on hos-
pital charts and imperial units on
center records.

Recorded weights from the two
sources were equal for 63 children

(19 percent). Sixty-four percent
(213) of the weights were within
28 g (rounding error in the conver-
sion from metric to imperial units).

In 28 cases (8.5 percent), how-
ever, center birthweights exceeded
hospital birthweights by 29 to 570
g; for 18 infants this difference was
more than 114 g. For 27 children
(8.2 percent) hospital birthweights
were 35 to 1,074 g higher than cen-
ter birthweights; the difference was
over 114 g for 17 of these cases.

Birthweight recorded on the
child’s chart is frequently obtained
by asking the mother. Thus, three
explanations are possible for ob-
served differences in weights.
First, patient recall may be poor.
Second, the mother may be misin-
formed. Finally, there may be an
incorrect transformation from met-
ric to imperial units.

Patient recall may be the most
important source of error for the
cases in which hospital birth-
weights were more than 28 g over
center birthweights. The mother
may recall the discharge weight of
the child rather than the birth-
weight.

There were 35 cases with an ab-
solute difference in excess of 114 g
(4 0z) between center and hospital
birthweights. Physicians and re-
searchers using birthweight as a
baseline measurement in the as-
sessment of child growth are ad-
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vised to obtain the data from hospi-
tal records or discharge summaries

rather than rely on patient records.
Susan E. Evers, PhD

Southwest Middlesex Health
Centre

Mount Bridges

and

Martin Bass, MD, MSc
Department of Family Medicine
University of Western Ontario
London, Ontario
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Behavioral Science in Family
Practice
To the Editor:

In his August editorial, “Public
Perceptions of Psychosocial Prob-
lems and Roles of the Family Phy-
sician” (J Fam Pract 15:225, 1982),
Geyman calls for a “reassessment”
of current behavioral sciences
training in family practice residen-
cies. Specifically, he advocates
continuing “broad content” areas
while limiting training in skills such
as crisis intervention and brief
counseling. In support of this, he
cites articles which show that many
patients do not perceive the family
physician as a major resource for
treating psychosocial ills.

Reflecting on these studies,
Geyman then calls for a “more
limited” role for the family physi-
cian in dealing with some such
problems. While maintaining sensi-
tivity to psychosocial issues, he
argues, the family physician may
be less involved in the actual man-
agement of some of the problems.
A “more realistic” approach might
be for family physicians to work
Continued on page 461
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more closely with a psychologist or
social worker in selected cases.

As a family physician already
practicing closely with a family
therapist, | applaud the latter sug-
gestion. But | object to Geyman’s
argument, for it may be used to
downgrade the impact ofthe behav-
ioral sciences on our still-develop-
ing discipline.

Patients’ attitudes do not exist in
a vacuum. They emerge in re-
sponse to social forces, not the
least of which (when it comes to
medical care) being the physician’s
own attitude.

Traditionally, physicians have
rejected a psychosocial perspec-
tive, a fact which contemporary
family medicine is earnestly chal-
lenging through its concern with
the broader dimensions of illness
and illness behavior.

Because patients’ attitudes are
shaped by traditional medicine, one
would expect them to look else-
where for treatment for their psy-
chological problems. Most patients
today have been urged to seek out
specialist care for each problem.
But to use such attitudes as a basis
for re-examining the role of the be-
havioral sciences in family medi-
cine is circular reasoning. It as-
sumes that because such attitudes
exist, they somehow ought to exist
and cannot be changed.

Clearly, patients’ attitudes can
be molded. One might argue in-
stead, then, for further efforts by
family medicine to educate the
public about its field’s potential.

The family physician’s role may
not require *“sharper definition”’
now. This role appears to be in
considerable evolution; the field
simultaneously embraces older
family physicians and younger
ones, those who do surgery and
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those who do not, those who coun-
sel and those who do not, and so
on. Rather than curtail behavioral
science training, it might be wiser
to recognize what is in fact already
happening: Different schools are
developing programs that empha-
size different aspects of family
medicine. Some deal more with
psychosocial issues, some less. Let
young physicians choose the ap-
proach that most appeals to them.
The field will thus evolve. Geyman
seems to be pressing for premature
closure to a highly controversial
question: the role of behavioral in-
sight in the development of family
practice.
Michael L. Glenn, MD
Everett Family Practice, Everett,
and Department of Family and
Community Medicine
University of Massachusetts
Medical School
Worcester, Massachusetts

Educational Pelvic
Examination
To the Editor:

I, too, am a woman physician

and found Dr. Leonie Gordon’s let-
ter to the editor (Educational pelvic-
examination, letter. J Fam Pract
15:410, 1982) offensive. | totally
disagree with the objections she
raised to the article by Dr. Gabriel
Smilkstein, “The Educational Pel-
vic Examination” (J Fam Pract 13:
932, 1981).

Patient education is not inappro-
priate. Her concerns that patients
would be embarrassed and have
more anxiety than usual are un-
founded. Furthermore, her state-
ment that “the educational pelvic
examination is probably non-cost-
effective, time consuming, and in-
appropriate” is also unfounded.

A former resident at the Uni-
Continued on page 464
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versity of lowa Department of
Family Practice, Dr. Ronald Feld-
mann, conducted a research proj-
ect in his third year of residency to
address some of these issues. In
short, he found (1) no significant
difference in relaxation or comfort
level between the control and study
groups; (2) the educational pelvic
examination took about 1.25 min-
utes longer than the routine pelvic
examination; (3) physician-patient
communication was greater in the
study group as reflected by more
questions asked and answered dur-
ing the examination; and (4) most
women in the study group wanted
to use a hand-held mirror during fu-
ture examinations and all would
recommend it to a friend.
Ignorance is not bliss. Patient
education should be encouraged in
all aspects of medicine, including
the pelvic examination.
Ramona E. Johnson, MD
Western Medical Center
Family Practice Residency
Training Program
Santa Ana, California

Telephone Prescriptions
To the Editor:

In their article, *Patient Care
Telephone Calls Received in Fam-
ily Practice Offices,” Jackie McGee
Brown et al J Fam Pract 14:527,
1982) document once again the ex-
tensive use physicians make of the
telephone in handling drug pre-
scriptions. Research indicates that
from 7 to 11 percent of all prescrip-
tions to adults are issued via the
telephone. For children the range is
even higher, 10to 29 percent.1This
seems to be unique to North Amer-
ican medicine, as comparable fig-

ures from European centers are
much lower.

Although Brown et al did
mention which drugs were pre
scribed or renewed over the tee-
phone in their study, in a pgper
published in this journal in 198021
found evidence that the most com
mon telephone repeat prescriptions
were for psychotropic drugs. Ths
class of drugs represented 27 per-
cent of all telephone prescription
renewals, but only 14 percent o
office prescriptions. Furthermore,
the recipients of these prescriptions
were demographically distinct in
that they were more likely to befe
male patients, have more psycho-
social problems, and were viewed
by the prescribing physician ina
significantly more negative ligt
than a group of patients receiving
prescriptions in the office. Ths
raises serious questions about tre
desirability and appropriateness o
repeat telephone prescriptions. I
suggests that some of these ae
symptomatic of a compromised
physician-patient relationship.

Brown et al indicate in their
study that 80 percent of the clls
handled by the clinical phamacist
were for prescription repeats. They
mention that a follow-up office visit
was recommended in about ae
half of all medication-related calls,
but no mention is made of the lewel
of compliance with this request
Under these circumstances it
would seem to me that, in the inter-
ests of high-quality medical care,
the role of the clinical pharmacist in
handling telephone repeat prescrip-
tions must, at least, be clearly de-
fined and, at best, be very limited.

Thomas R. Freeman
Woodstock, Ontario
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