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ELDER ABUSE

To the Editor:
The Family Practice Grand Rounds

in the June issue of The Journal on
elder abuse (Trilling JS, Greenblatt L,
Shephard C: Elder abuse and utili-
zation of support services for elderly
patients. J Fam Pract 1987; 24:581-
587) was stimulating. Unfortunately
elder abuse is a common problem,
estimated to occur with 10 percent of
the elderly population.11 was pleased
to see the family genogram (Figure 1)
used to help explain two overwhelm-
ing aspects of elderly abuse. First is
delay in diagnosis and treatment, and
second is patient and family denial.

Perhaps further family genogram
analysis in light of family systems
theory would help illuminate this

tragedy.23 For brevity, let's concen-
trate upon the key players; the abused
and the abuser (a conflictual relation-
ship represented by the wavy diagonal
line). Mr. B. (the presumed abuser)
has lost his father. These circum-
stances often shed light. Does he
blame his mother? If so, does he direct
this blame toward his mother-in-law
(herself widowed)? Also, Mr B.'s fam-
ily experience concerning abuse
would be significant information.
Was he abused? Was there abuse in
his family?

Turning to the abused, Mrs. C,
does she have a family experience of
abuse prior to Mr. B.? Lastly, Mrs. C.
is a widow. Has she successfully com-
pleted her grieving process?4 If not,
does she experience residual guilt and
blame herself for her husband's death,

name: Mrs. C

O Male
(J) female

D O Marriage

£3 Dealh

C ~) Line encloses members of one household

******** Conflictual relationship

D O Dominant partner (in this cased)

(")-*- Identified patient

DYNAMIC CHANGES

1. Retired-1970
2. Multiple episodes of

troumo-1980-1986
3 Entire family moved to

smaller home-1980

Figure 1. Family genogram. From Trilling JS, Greenblatt L, Shephard C: Elder abuse
and utilization of support services for elderly patients. J Fam Pract 1987; 27:581-587
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PEDICULICIDAL/OVICIDAL ACTIVITIES: In vitro data indicate
that permethrin has pediculicidal and ovicidal activity against Pedic-
ulus humanus var. capitis. The high cure rate (97-99%) of Nix in
patients with head lice demonstrated at 14 days following a single
application is attributable to a combination of its pediculicidal and
ovicidal activities and its residual persistence on the hair which may
also prevent reinfestation.

INDICATIONS AND USAGE: Nix is indicated for the single-appli-
cation treatment of infestation with Pedicu/us humanusvar. capitis
(the head louse) and its nits (eggs). Retreatment for recurrences is
required in less than 1%of patients since the ovicidal activity may be
supplemented by residual persistence in the hair. If live lice are
observed after at least seven days following the initial application, a
second application can be given.

CONTRAINDICATIONS: Nix is contraindicated in patients with
known hypersensitivity to any of its components, to any synthetic
pyrethroid or pyrethrin, or to chrysanthemums.
WARNING: If hypersensitivity to Nix occurs, discontinue use.
PRECAUTIONS:

General: Head lice infestation is often accompanied by pruritus,
erythema, and edema. Treatment with Nix may temporarily exacer-
bate these conditions.

Information for Patients: Patients with head lice should be
advised that itching, redness, or swelling of the scalp may occur
after application of Nix. If irritation persists, they should consult their
physician. Nix is not irritating to the eyes; however, patients should
be advised to avoid contact with eyes during application and to flush
with water immediately if Nix gets in the eyes. In order to prevent
accidental ingestion by children, the remaining contents of Nix
should be discarded after use.

Combing of nits following treatment with Nix is not necessary for
effective treatment. However, patients may do so for cosmetic or
other reasons. The nits are easily combed from the hair treated with
Nix after drying.

Carcinogenesis, Mutagenesis, Impairment of Fertility: Six car-
cinogen icity bioassays were evaluated with permethrin, three each
in rats and mice. No tumorigenicity was seen in the rat studies.
However, species-specific increases in pulmonary adenomas, a
common benign tumor of mice of high spontaneous background
incidence, were seen in the three mouse studies. In one of these
studies there was an increased incidence of pulmonary alveolar-cell
carcinomas and benign liver adenomas only in female mice when
permethrin was given in their food at a concentration of 5000 ppm.
Mutagenicity assays, which give useful correlative data for inter-
preting results from carcinogenicity bioassays in rodents, were
negative. Permethrin showed no evidence of mutagenic potential in
a battery of in vitro and in vivo genetic toxicity studies.

Permethrin did not have any adverse effect on reproductive func-
tion at a dose of 180 mg/kg/day orally in a three-generation rat
study.

Pregnancy: Teratogenic Effects: Pregnancy Category B: Repro-
duction studies have been performed in mice, rats, and rabbits
(200-400 mg/kg/day orally) and have revealed no evidence of
impaired fertility or harm to the fetus due to permethrin. There are,
however, no adequate and well-controlled studies in pregnant
women. Because animal reproduction studies are not always pre-
dictive of human response, this drug should be used during preg-
nancy only if clearly needed.

Nursing Mothers: It is not known whether this drug is excreted in
human milk. Because many drugs are excreted in human milk and
because of the evidence for tumorigenic potential of permethrin in
animal studies, consideration should be given to discontinuing nurs-
ing temporarily or withholding the drug while the mother is nursing.

Pediatric Use: Nix is safe and effective in children two years of
age and older. Safety and effectiveness in children less than two
years of age have not been established.

ADVERSE REACTIONS: The most frequent adverse reaction to
Nix is pruritus. This is usually a consequence of head lice infestation
itself, but may be temporarily aggravated following treatment with
Nix. 5.9% of patients in clinical studies experienced mild temporary
itching; 3.4% experienced mild transient burning/stinging, tingling,
numbness, or scalp discomfort; and 2.1% experienced mild tran-
sient erythema, edema, or rash of the scalp.
DOSAGE AND ADMINISTRATION:

Adults and Children: Nix is intended for use after the hair has
been washed with shampoo, rinsed with water and towel dried.
Apply a sufficient volume of Nix to saturate the hair and scalp. Nix
should remain on the hair for 10 minutes before being rinsed off
with water. A single treatment is sufficient to eliminate head lice
infestation. Combing of nits is not required for therapeutic efficacy,
but may be done for cosmetic or other reasons.
SHAKE WELL BEFORE USING.

HOW SUPPLIED: Nix (Permethrin) 1% (wt./wt.) Creme Rinse is
supplied in plastic squeeze bottles that contain 2 f I. oz. weighing 56
g. (NDC-0081 -0780-81)
Store at 15°-25°C |59°-77°F).

1 DiNapoli J, Austin R, Englender S, et al: Eradication of lice with a
single treatment (unpublished data, 1987). 2 Taplin D, Meinking
T, CastilleroP, etal: Permethrin 1% creme rinse for the treatment of
pedicutus humanus var capitis infestation. Pediatr Dermatol 1986;
3,4:344-348. 3 Davies J, Dedhia H, Morgade C, et al: Lindane
poisonings. Arch Dermatol 1983; 119:142-144.

Copr. © 1987 Burroughs Wellcome Co. All rights reserved.
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thus feeling deserving of the son-in-
law's abuse?

Analysis by means of family sys-
tems theory can expand upon the
family genogram approach and help
to further explain the basis of this se-
rious problem. As Trilling points out,
the denial is often the result of fear,
ignorance, and apathy or helplessness.
Understanding the family dynamics
can often, as Trilling so aptly states,
lead to "a determination of its etiol-
ogy" and "help the abuser as well as
the abused in establishing the best
possible course of posthospital
therapy."

Barry M. Kerzin, MD
Department of Family Medicine

University of Washington
Seattle
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TREATMENT OF PRURITUS

To the Editor:
With regard to the article by Rich-

ard Rubenstein (Pruritus: A new look
at an old problem. J Fam Pract 1987;
24:625-629), he mentions in passing
the use of "scalding hot water."

This means of treatment is more
effective than Dr. Rubenstein ac-
knowledges and will give relief from
the itching for 4 to 24 hours. Because
it is somewhat painful, it is limited to
use with older children and adults and
when the itching is confined to rea-
sonably limited areas of the body.

To do the treatment properly, the
patient is told to take a small towel
and hold it under the hot water tap.

The water must be hot enough that
when the patient wrings out the towel,
it is found to be distinctly uncom-
fortable. The patient is told to then
rapidly fold the towel three or four
thicknesses and apply it to the itching
area. Again, the sensation should be
one of distinct discomfort for ap-
proximately 10 seconds. If the dis-
comfort persists longer than that, the
towel should be removed immedi-
ately to prevent scalding. The towel
should then be left on for a total of
approximately one minute.

Immediately thereafter the area will
be both pain free and itch free for a
period of some number of hours. 1
have not found that treatment has any
particular effect on whatever patho-
logical process caused the irritation.

It would be nice to do a well-con-
trolled double-blind study on this
treatment, but I suspect that such a
study would pose methodologic dif-
ficulties. Physicians and patients may
wish to give this an empiric tryout pe-
riod.

John W. Beasley, MD
Department of Family Practice

University of Wisconsin
Medical School

Madison

CASE MANAGEMENT AND
GATEKEEPING

To the Editor:
I take issue with several points

raised by Dr. Essman in his letter
concerning gatekeepers in primary
care (Essman TM: Gatekeepers in
primary care, letter. J Fam Pract
1987; 24:574). Case manager is not
just a sanitized synonym for gate-
keeper: the terms describe related but
different and equally important roles.

Ideally a case manager is a gener-
alist who can provide primary care
and who can coordinate, interpret,
and advise on necessary secondary
and tertiary care as an advocate for a
patient and his family. To do this

continued on page 440
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"without regard to any costs to soci-
ety" or for costs to the patient would
be neither responsible nor in the best
interests of the patient or the society.

To be a gatekeeper, whether in a
strictly denned sense or in a broad
conceptual framework, means to
provide cost-effective fiscally respon-
sible care, without sacrificing quality.
This is compatible with the physi-
cian's obligation "to do all [he] can
for [his] patient" (within an individ-
ualized context) but not "without re-
gard to any costs to society."

That more tests, more medications,
more referrals, more hospitalizations
often do not translate into better care
and may, in fact, have exactly the op-
posite outcome has been well dem-
onstrated.1"5 I agree with Dr. Essman
that "it is important to teach residents
cost-effective medical treatment." We
will only confuse them more, and fail,
if we teach them one standard and
expect them to perform at another.

Michael A. Krall, MD
Department of Primary Care

Kaiser-Permanente Salem Medical
Office

Salem, Oregon
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DIAGNOSIS OF ECTOPIC
PREGNANCY

To the Editor:
I enjoyed reading Dr. Andolsek's

article on ectopic pregnancy from the
family physician's point of view: di-
agnosing ectopic pregnancy before it
ruptures (Andolsek KM: Ectopic
pregnancy: 'Classic' vs common pre-
sentation. JFam Pract 1987; 24:481-
485). Understandably, it is a critical
diagnosis to make as early as possible.
Her case reports were most instruc-
tive.

In at least two places in the article,
however, she refers to urine preg-
nancy tests as unsuitable for diagnos-
tic use in ectopic pregnancy, since
they are "less sensitive" than serum
pregnancy tests. I would point out
that there are now available in the of-
fice laboratory some very sensitive
urine tests for pregnancy, including
the ecotopic variety.1

Although qualitative by design,
many enzyme-linked immunosorbent
assays (ELISA) employ monoclonal
antibody specific for the beta-subunit
of the human chorionic gonadotropin
(hCG) molecule. In ectopic preg-
nancy, as in normal gestation, hCG
is present in both urine and serum,
albeit in lower concentrations and at
times demonstrating a high beta-hCG
subunit-whole hCG unit ratio. Sen-
sitivity of the test is the crucial ele-
ment in testing, not urine vs serum
substrate. Newer ELISA tests are rou-
tinely sensitive to 50 mlU/mL or less
of hCG. (One test claims a sensitivity
down to 20 mlU/mL.2) This concen-
tration is consistent with common
estimates of the level of hCG at one
week following implantation.

Such technology has been taken
beyond theoretical considerations. In
a simple but convincing study, Buck
and colleagues3 correctly diagnosed
30 of 30 cases of ectopic pregnancy
with four commercially available
ELISA urine tests in an ambulatory
setting. Concomitantly, they avoided
falsely diagnosing any of 16 nonpreg-

continued on page 522
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BRIEF SUMMARY

DESCRIPTION: LOZOL (indapamide) is an oral anlihypertensive/

diuretic

INDICATIONS AND USAGE: LOZOL is indicated for the treatment of
hypertension, alone or in combination with other antihypertensive
drugs.

" LOZOL is also indicated for the treatment of salt and fluid retention
associated with congestive heart failure.
Usage in Pregnancy: (see PRECAUTIONS).

Contraindications: Anuria, hypersensitivity to indapamide or other
sulfonamide-derived drugs.

WARNINGS: Hypokalemia occurs commonly with diuretics, and elec-
trolyte monitoring is essential. In general, diuretics should not be given
concomitantly with lithium.

PRECAUTIONS: GENERAL: 1. Hypokalemia and Other Fluid and Elec-
trolyte Imbalances: Periodic determinations of serum electrolytes
should be performed at appropriate intervals. In addition, patients
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Renal Impairment. Renal function tests should be performed periodi-
cally during treatment with indapamide. 4. Impaired Hepatic Function:
Indapamide, like the thiazides, should be used with caution in patients
with impaired hepatic function or progressive liver disease, since minor
alterations of fluid and electrolyte balance may precipitate hepatic
coma. 5. Glucose Tolerance: Latent diabetes may become manifest and
insulin requirements in diabetic patients may be altered during thiazide
administration. Serum concentrations of glucose should be monitored
routinely during treatment with indapamide. 6. Calcium Excretion:
Calcium excretion is decreased by diuretics pharmacologically related
to indapamide Indapamide may decrease serum PBI levels without
signs of thyroid disturbance. 7. Interaction With Systemic Lupus Ery-
thematosus: Thiazides have exacerbated or activated systemic lupus
erythematosus.

DRUG INTERACTIONS: 1. Other Antihypertensives: LOZOL (indapa-
mide) may add to or potentiate the action of other antihypertensive
drugs. 2. Lithium: See WARNINGS. 3. Post-Sympathectomy Patient:
The antihypertensive effect of the drug may be enhanced in the post-
sympathectomized patient. 4. Norepinephrine: Indapamide may de-
crease arterial responsiveness to norepinephrine. but this diminution is
not sufficient to preclude effectiveness of the pressor agent for thera-
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Diuretics are known to cross the placental barrier and appear in cord
blood. Because animal reproduction studies are not always predictive
of human response, this drug should be used during pregnancy only if
clearly needed.

NURSING MOTHERS: It is not known whether this drug is excreted in
human milk. If use of this drug is deemed essential, the patient should
stop nursing.

ADVERSE REACTIONS: Most adverse effects have been mild and tran-
sient. In long-term controlled clinical studies, equal to or greater than
5% cumulative adverse reactions are headache, dizziness, fatigue,
weakness, loss of energy, lethargy, tiredness, or malaise, muscle
cramps or spasm, or numbness of the extremities, nervousness, ten-
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palpitations, frequency of urination, noctuna, polyuria. rash, hives,
pruritus, vasculitis. impotence or reduced libido, rhinorrhea, flushing.
hyperuricemia, hyperglycemia. hyponatremia, hypochloremia, in-
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OVERD0SAGE: Symptoms include nausea, vomiting, weakness,
gastrointestinal disorders and disturbances of electrolyte balance. In
severe instances, hypotension and depressed respiration may be
observed. If this occurs, support of respiration and cardiac circulation
should be instituted. There is no specific antidote. An evacuation of the
stomach is recommended by emesis and gastric lavage after which the
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HOW SUPPLIED: White, round film-coated tablets of 2.5 mg in bottles
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nant women presenting with similar
complaints serving as controls.

Thus, we have come (rapidly) a
long way from the earlier days of
"slide" urine pregnancy tests, the
sensitivities of which only began in
the range of 1,000 to 2,000 mlU/mL.
Office physicians are no longer bound
so tightly to hospital or reference lab-
oratories with their technical equip-
ment. Furthermore, although an ul-
timately sensitive radioimmunoassay
test may be needful in some cases (eg,
to quantitate falling hCG titers in a
treated molar pregnancy or when
clinical judgment supervenes in a
doubtful case), we have arrived at a
point at which we may usually diag-
nose ectopic pregnancy at the bedside
with readily available office laboratory
technology.

James L. Fletcher, Jr., MD
Department of Family Medicine

Medical College of Georgia
Augusta
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The preceding letter was referred to
Dr. Andolsek, who responds as fol-
lows:
To the Editor:

Dr. Fletcher reminds us that opti-
mal laboratory use requires knowl-
edge of available options. The phy-
sician needs to take into account the
abilities of the individual performing
the test, the sensitivity and specificity
of the test, the cost, patient accept-
ability, and the likelihood the result
will be believed by the physician.

Dr. Fletcher points out that family
physicians no longer need to be tied
to hospitals or reference laborato-
ries—a point with which I whole-
heartedly agree. Either the more sen-
sitive urine tests he describes, or a
sensitive serum pregnancy test, such
as the ICON which we use, are avail-
able for the office. Urine substrate vs
serum are theoretically comparable.
However, by using the serum preg-
nancy test we avoid the practical dis-
tinction of needing a relatively con-
centrated sample (or needing to con-
firm with a concurrent specific gravity
determination) or the obfuscation of
a poorly obtained clean catch speci-
men, urinary cloudiness, or protein-
uria. The cost to us for either test is
virtually identical—approximately
$2.50 per test. However, start-up costs
to convert to using the newer urine
tests would be $200 to $300.

Finally, most of our physicians re-
tain an emotional distrust of the urine
pregnancy test. If the test were nega-
tive, most would order the serum
pregnancy test "just to make sure."
As sensitive urinary tests become
more widespread, remain stabile on
the market, and less costly, I suspect
they will gain wider physician accep-
tance.

Kathryn M. Andolsek, MD
Duke- Watts Family Medicine

Program
Durham, North Carolina

PATIENTS' EXPECTATIONS
AND FAMILY CONFERENCES

To the Editor:
First, we would like to thank Dr.

Thomas Schwenk for drawing atten-
tion to our work in his guest editorial
in the May issue of The Journal of
Family Practice {Caring about and
caring for the psychosocial needs of
patients. J Fam Pract 1987; 24:461-
463). While we agree with many of
his comments regarding emphasis on
the therapeutic aspects of the physi-

continued on page 524
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cian-patient relationship, we feel that
he fails to acknowledge several im-
portant conclusions supported in the
Hansen et al study.' For example, one
of the psychosocial skills that patients
definitely do want is a physician who
allows them time to discuss psycho-
social problems, especially when the
patient perceives that talking about
such things is helpful. In Dr.
Schwenk's zeal to restrict the scope of
behavioral sciences skills training in
the family practice, he appears to ig-
nore what our data say regarding what
patients want from family physicians,
namely, listening skills, the ability to
provide some advice and treatment
for psychosocial problems and to re-
fer, if necessary, for these problems.

We also feel that Dr. Schwenk
places the wrong emphasis on the
findings from the Kushner et al study2

regarding patients' interest in family
conferences. Dr. Schwenk writes that
this study "described patients' desire
for family physicians to convene
family conferences related to specific
psychosocial problems." While it is
true that we looked at patients' desire
for family conferences for "psycho-
social problems," we also examined
their desire for family conferences for
"medical problems." While our pa-
tients did indicate a high degree of in-
terest in family conferences for serious
behavioral problems, they expressed
even more desire for family confer-
ences in cases of serious medical ill-
ness. In this research we have taken
pains to draw the distinction between
family therapy and a family confer-
ence with the physician. In no way do
we mean to imply, nor do we feel our
data imply, that patients want "treat-
ment" for their psychosocial prob-
lems in the family conferences with
their physician. Rather, we view the
family conference more as a logical
outgrowth of Schwenk's "therapeutic
aspects of the physician-patient rela-
tionship." Specific mental health
skills," we agree, fall more legiti-
mately within the purview of mental
health professionals. We feel that the

family conference is an ideal way for
the physician to provide "concern,
support, explanations, advice, sug-
gestions, and 'professional hand-
holding,' " as suggested by Schwenk.

Careful reading of these two studies
and the others referenced in Dr.
Schwenk's editorial indeed tell us as
much about what patients want (and
thus what family physicians should be
prepared to provide) as what patients
do not want.

Daniel L. Meyer, PhD
James A. Bobula, PhD
Kenneth Kushner, PhD

John P. Hansen, MD, MSPH
Department of Family Medicine

and Practice
University of Wisconsin

Medical School
Madison
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SPORTS MEDICINE
CURRICULUM AND
REHABILITATION EXERCISES

To the Editor:
The American Academy of Family

Physicians has endorsed core curric-
ulum guidelines on sports and rec-
reational medicine for family practice
residents. As facilitator of the sports
medicine component at our Family
Practice Residency Program, I have
become aware that residents appear
to receive minimal exposure to re-
habilitation and exercise as a part of
a treatment program. Rarely do res-
idents suggest rehabilitating an in-
jured area following an acute injury.

To confirm this perception, I
worked with our chief resident, who

continued on page 526
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TABLE 1. ANKLE REHABILITATION EXERCISES

After an ankle sprain the joint remains weak and prone to repeat injury for the following
six months. Simple exercises that take no more than than 30 minutes a day can
significantly lessen this risk.

1. Alphabet exercises: Hold your foot in the air and write the alphabet twice. This
duplicates every motion the ankle makes.

2. Paint can exercises: Move a paint can or similar object weighing 10 Ib across a tile
floor to the left and then back to the right. By pivoting at the ankle you strengthen it
for both inversion and eversion (turning under and turning out).

3. Isometrics: Step down on a tennis ball with the ball of the foot and hold for 10
seconds. Repeat 10 times. Lift up your toes against a table or unmovable object and
hold for 10 seconds. Repeat 10 times.

4. Cord exercises: Use surgical tubing, an inner tube, or bungi cords to loop around
your anterior foot. While holding resistance with the cord, stretch your foot inward,
outward, and in all possible motions.

5. Balance: Your sense of balance is often altered by a previous ankle injury. Many
athletes recover more quickly by practicing standing on a balance board, skate
board, or simply the side of their feet until this exercise is not difficult.

surveyed her peers asking the ques-
tion, "Do you prescribe specific re-
habilitative exercise for patients after
an acute injury of the ankle, knee, or
shoulder?" Of our 18 residents, only
six (two in each residency year) re-
sponded that they prescribe such ex-
ercises; this number was not increased
by completion of an orthopedics
elective. This is disappointing, as re-
habilitation is one of the seven ex-
pected skills in the sports medicine
core curriculum.

Based on these results, a simple set
of rehabilitation exercises was devel-
oped for the ankle, shoulder, knee,
and neck. These were then placed in
a centrally located area. Through
conferences and direct feedback from
the above survey, residents were made
aware that specific patient instruction
material for these injuries was avail-
able. Currently, these specific exer-
cises are in their third reprinting.
Sample exercises for rehabilitation of
the ankle are detailed in Table 1; ex-

ercises developed for rehabilitation of
the shoulder, knee, and neck are
available on request from the au-
thors.*

We are encouraged that, by pro-
viding information to the residents
about these rehabilitation exercises,
the residents will be more aware of
the exercises and will feel at ease giv-
ing at least printed information to
their patients. Perhaps in the future
an assessment of their comfort with
giving more specific instructions to
patients recovering from acute inju-
ries will be possible.

Karl B. Fields, MB
Donna R. Gates, MD

Family Practice Center
Moses H. Cone Memorial Hospital

Greensboro, North Carolina

" Family Practice Center, Moses H. Cone Memorial
Hospital, 1125 N. Church Street, Greensboro, NC
27401-1007.
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