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.

Pediatric Training in
Family Practice
To the Editor:

| wish to both commend and
criticize the study by Poole (Poole
SR: Pediatric behavioral science in
family practice. J Fam Pract 16:
365, 1983) regarding pediatric cur-
riculum development for family
practice. His work is an excellent
example of the type of curriculum
development that must take place
for the continuing clinical develop-
ment of our specialty. He has ad-
dressed in a rigorous fashion such
issues of curriculum development
as teaching formats, instructor
roles, and evaluation.

Despite the overall excellence of
this work, | wish to note a serious
deficiency in the way in which deci-
sions were made regarding the inten-
sity, or level of capability, at which
pediatric problems were taught. As
is true of nearly all family practice
curriculum development to this
point, the providers of this care
(in this case, practicing family
physicians) were the sole source of
advice as to how expert a family
physician needed to be to manage
certain pediatric problems. As we
have clearly shown in our recently

published pilot study (Schwenk TL,
Clark CH, Jones GR, et al: Defin-
ing a behavioral science curricu-
lumfor family physicians: What do
patients think? J Fam Pract 15:339,
1982), many patients have a much
different notion of their expecta-
tions of our expertise than we have
of ourselves. In particular, many
pediatric behavioral problems, in-
cluding discipline problems, school
problems, temper tantrums, and
toilet training, are felt to be clearly
outside the typical role definitions
of a family physician, and patients
in our study requested referral in a
majority of these cases. The cur-
riculum developed by Poole, on the
other hand, places a strong empha-
sis on competency in these prob-
lems, and expects that the family
practice resident will develop “de-
finitive” capabilities in these areas.
Our study, which has recently been
expanded and replicated to include
a diversity of demographic and
socioeconomic populations, would
suggest that this is a waste of criti-
cal educational time resources.

I would not suggest that we al-
ways fill only the most limited role
as defined by our patients, but
would note that we need to negoti-
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ate our roles carefully with that

group most responsible for our

existence and our continued suc-
cess—our patients.

Thomas L. Schwenk, MD

Chief, Division of Family Practice

The University of Utah

Salt Lake City, Utah

The Biopsychosocial Model
in Medical Education
To the Editor:

As a “mutant” in family prac-
tice, and an avid reader of Dr.
George Engel’s writings, | shared
Dr. Smilkstein’s concerns' upon
reading Dr. Engel's New England
Journal of Medicine paper “The
Biopsychosocial Model and Medi-
cal Education—Who Are to Be the
Teachers?” 2 | agree that he ap-
peared to assign to psychiatrists the
responsibility of teaching the bio-
psychosocial model to the rest of
the medical profession.

Dr. Engel’s clarification3is wel-
come, though sadly he fails to ac-
knowledge a role for family medi-
cine in bringing the biopsycho-
social model to medical students
and residents. While he appears to
recognize that we have embraced
the model he has advocated so ef-
fectively, he seems not to see that
family medicine has become the
first “mutant” specialty (derived
from general practice), or that it
can now demonstrate the model, in
teaching and in practice, in most
medical schools.

Many medical students are for-
tunate enough to have role models
in several specialties who demon-
strate a biopsychosocial approach
to their patients. Nevertheless, the
Department of Family Practice is
where the approach is most fre-
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quently taught and modeled by all
(or most) of the faculty and resi-
dents. For this reason, the next
generation should see the more
common inclusion of family medi-
cine experience as a recommended
part of residency training in other
medical specialties.

I share Dr. Engel’s abhorrence
of the politicizing of the biopsycho-
social model of medical care. It
is too important a concept to be
consigned to one faction of the pro-
fession for its investigation and
development. It would become less
political, however, if Dr. Engel and
those psychiatrists who will con-
tinue his efforts could acknowl-
edge, welcome, and encourage the
past, present, and potential contri-
butions of family medicine to the
integration of the biopsychosocial
model into medical education and
care.

David Ouchterlony, MD
Decatur Family Practice
Residency Program
Decatur, lllinois
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Systematic Program
Evaluation
To the Editor:

Several issues of the Journal of
Family Practice and other readings
have stimulated the following com-
ment: There is a need to under-
stand the position of program eval-
uation in the broad spectrum of

LETTERS TO THE EDITOR

research skills and philosophies.
This letter is an effort to clarify that
position. It is useful, when attempt-
ing to understand the place of eval-
uation in the general body of re-
search, to draw some well-defined
boundaries. These boundaries over-
lap and may appear indistinct, but
a clear definition of boundaries is
an aid toward understanding, not
necessarily a complete statement
of reality. However, an imprecise
model is usually better than no
model at all.

Pure research can be viewed as
those research activities that (2
lead to the capacity for broad gen-
eralization (that is, conclusions
apply to all populations across in-
definite periods of time), (2) lead
toward the development of funda-
mental physical, biological, social,
or educational laws, and (3) lead to
conclusions and implications ad-
dressed to all humanity. Examples
abound in the physical and biologi-
cal sciences: genetics evolution,
relativity, the laws of thermo-
dynamics.

Applied research consists of
those activities that (1) lead to find-
ings that can be generalized across
time but are not expected to apply
to all populations, (2) may lead
to fundamental laws but only as a
by-product, not as a primary intent,
and (3) lead to conclusions and im-
plications addressed to a restricted
audience, for example, a specific
ethnic group and its teachers, the
physically handicapped, or slow
learners and their teachers. Exam-
ples of applied research abound,
some of which have been cited
above. Others include research into
innovative methods of child care
and investigation of new methods
of medical treatment.

Program evaluation consists of
those activities that (1) lead to re-
Continued on page 584
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crease in blood pressure was noted. Recovery was uneventful

Should overdosage lead to hypotension, support of the cardiovascular system
is of first importance. Restoration of blood pressure and normalization of heart
rate may be accomplished by keeping the patient in the supine position. If this
measure is inadequate, shock should first be treated with volume expanders. If
necessary, vasopressors should then be used. Renal function should be monitored
and supported as needed. Laboratory data indicate MINIPRESS is not dialysable
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TOXICOLOGY: Testicular changes, necrosis and atrophy have occurred at 25 mg/
kg/day (60 times the usual maximum recommended dose of 20 mg per day in hu-
mans) in long term (one year or more) studies in rats and dogs No testicular
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ages of 100 (10 x 10's); and 5 mg (blue and white #438) capsules in bottles of
250, 500 and unit dose institutional packages of 100 (10 x 10's).
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suits applicable only to the particu-
lar population studied at the par-
ticular time it is studied, (2) will not
lead to fundamental laws except by
an unwarranted extension of infer-
ence far beyond the data, and (3)
lead to conclusions and implica-
tions addressed to a small group (or
one person) of decision makers.
Their decision is relevant only to
the restricted population. Evalua-
tion of clinic efficiency is an appro-
priate example.

The implications of this concep-
tual framework are simple and di-
rect: there is nothing wrong with
how we have been going about pure
and applied research. A great deal
more of both needs to be done. The
model, however, does lead to the
conclusion that program evaluation
should be viewed as a system to aid
decision making, not as a series of
small applied research projects.
Evaluations should be viewed as a
worthwhile subject matter deserv-
ing of our best and most talented—
not as second-rate research projects.

Quentin D. Clarkson, PhD
Biostatistician

Department of Family Practice
The Oregon Health Sciences
University

Portland, Oregon

Vasectomy, Atherosclerosis,
and Autoimmune Disease
To the Editor:

“Vasectomy” by Brownlee and
Tibbels (Brownlee JH, Tihbels CK:
Vasectomy. J Fam Pract 16:379,
1983) was a fine review article.
However, mention was not made of
the important, though still un-
proven, theory that vasectomy may
induce atherosclerosis and auto-
immune disease.

Alexander and colleagues have

demonstrated that antisperm ati-
bodies form in both men ad
monkeys after vasectomy,lvess:
tomized monkeys show a geder
frequency of atherosclerosis ten
matched controls,23and nonhyper-
tensive vasectomized men udy
40 years of age show an inoreese
in retinal arteriolar changes wm
compared with matched controls1
Although their data were lirited
Walker et al5 showed that withte
passage of time, vasectomized nan
have higher rates of hospitalization
for arthritis and connective tise
disorders than do nonvasectomized
men.

At present, the vasectomy-
atherosclerosis-autoimmune dsese
relationship in man remains una-
tain. Long-term observational cia
of vasectomized men have notyd
been published. In addition, te
relative risk of vasectomy innn
who have hypertension or hyper-
lipidemia, who smoke, are s
tary or overweight, or who ae
prone to occupational or fanily
stress is unknown. Nevertheless,
I recommend that presterilization
counseling include a discussion ¢
these possible risks.

Pick Kellerman, MD
Plainville, Karsss
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