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I n recent years much has been written about the evolv-
ing nature of family medicine as it seeks to come of
aginatime ofgreat societal demands and shrinking fiscal
resources.1 The paradigm shift2in the world of medicine
(anay from exclusive focus on subspecialty medicine and
toward a biopsychosocial understanding of the patient as
awhole person) that created the specialty has given way
to other paradigm shifts. One current trend emphasizes
academic rigor, scholarly productivity, and the develop-
ment of scientifically sound research directions. Reflecting
acompletely different emphasis, another paradigm shift
hes occurred toward “gatekeeper economics.” These de-
velopments pose formidable challenges to family physi-
cians, and the changing face of family medicine has pro-
found implications for behavioral scientists as well.

At issue is what role behavioral scientists will play in
helping to shape the future of family medicine. Interdis-
ciplinary integration has been a much-sought-after but
elusive goal for both behavioral scientists and family phy-
sicians over the last 15 years.3Too often, despite the best
intentions of all concerned, the behavioral scientist has
been relegated to the role of helpful handmaiden. If this
role persists unchallenged into the maturational phase of
family medicine, there is little hope of ever achieving
the integration of physician and nonphysician that was
inherent in the earliest visions of the specialty.4 In consid-
ering both the dangers and possibilities that await behav-
ioral science in the future, two arenas reflecting the above-
mentioned paradigm shifts must be addressed forcefully.

Nature of Research: Is Scholarly Rigor Only of One
lype? Family medicine’s recent quest for academic legit-
imecy,5while a much-needed, essential step in the life-
oyde development of the specialty, is also subject to po-
tential distortions from the viewpoint ofbehavioral science
faculty. The behavioral scientist, usually with a strong
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background in research design and methodology, suddenly
may become at risk for fulfilling in unquestioning or me-
chanical fashion the research fantasy ofa department (in
a sense becoming a department’s research justification).
New behavioral science faculty may be recruited only for
their impressive research vitae, for the grants they can
bring to the department, with insufficient attention paid
to their long-term commitment and overall understanding
ofthe field of family medicine. Such a role for behavioral
scientists can easily isolate them from the broader training
functions and vision that form the core ofany department.
Thus there is a potential tendency to see behavioral sci-
entists as a means to an end, in this case the production
ofdata and publications, instead of part ofan interwoven,
collaborative context.

For their part, behavioral scientists must also be pre-
pared to rethink their traditional research methods and
previous research interests. In the early years of family
medicine, it quickly became apparent that behavioral sci-
ence clinical skills could not be arbitrarily transplanted
into family medicine soil or grafted in their original form
onto family medicine residents. Similarly, behavioral sci-
entists must not ignore the chance to explore and exper-
iment with innovative research approaches and questions
that capture the essence oftheir adoptive specialty, simply
out of a desire to satisfy the research expectations of the
medical community at large. It is possible that the quan-
titative-agrarian methodology may have its limitations
when applied to family medicine.6 The research questions
considered fascinating by health psychology professionals
may be only tangential to family medicine’s most pressing
concerns. Thus, pressures to chum out research in bulk
must be avoided; instead, behavioral scientists should work
closely with family physicians to develop a strong theo-
retical context and methodological foundation that can
inform family medicine as a truly unique forum for sci-
entific inquiry.7

Clinical Teaching: Techniques in the Context of Self-under-
standing and Caring. In terms ofclinical teaching, family
medicine originated as a specialty characterized by a
committed focus on the patient as a whole person existing
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transformationally in the context of family, community,
and culture.89Now, however, there are multiple pressures
emerging from the gatekeeper role in the health care sys-
tem to practice high-volume, compartmentalized medi-
cine. A potential consequence of the bottom-line approach
to the practice of medicine is the pressure for the behav-
ioral scientist to provide quick fixes for, ifnot the patient’s
problems, at least the physician anxiety engendered by the
patient’s problems,10to be able to boil down complex the-
ory into a few palatable tricks or stratagems, and to be
willing to serve up cookbook-like responses to common
patient problems. Ifthe physician-patient relationship re-
ceives attention, it is increasingly in the context of learning
to utilize interpersonal skills to avoid malpractice suits.1l

In the enthusiastic rush toward claiming its rightful
place among other medical specialties, there is the danger
that family medicine will leave behind its concern for the
phenomenological experience of the patient2and the es-
sential vulnerability of the physician.13 It is critical that
the behavioral scientist, as clinical teacher, not be suborned
by this trend. Rather, the teaching function of the behav-
ioral scientist must continue to be helping residents learn
how to assume empathetically some of the patient’s suf-
ferings and concerns,4to distinguish between the voice
ofmedicine and the voice ofthe real world,15and to probe
their own life histories, which inevitably color interactions
with patients.16

Although it is infinitely easier, because it dovetails so
conveniently with contemporary high-technology, sub-
specialized approaches to medical education, an exclusive
focus on transmitting simply the technology ofbehavioral
science must be avoided. In providing physicians with
skills, it is also the behavioral scientists’ responsibility to
help physicians understand the context in which those
skills must be exercised, the unstated anxieties, implicit
meanings, and subjective interpretations that exist when-
ever a physician and patient come together in an I-Thou
encounter.17 Potentially rich and useful techniques such
as the genogram or the Family APGAR remain only tech-
niques when isolated from a larger context of understand-
ing and compassion.18

SUMMARY

For family medicine to maintain the unique creativity and
risk taking that were present at its inception, behavioral
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scientists must be allowed to play, and be willing to assure,
an essential role in the ongoing process of defining te
field of family medicine, formulating its assumptions and
asserting its future direction both in terms of academic
research and clinical teaching. As co-creators and co-in-
spirers, behavioral scientists have the rare challenge of
synthesizing their perspectives and values with those of
the physicians with whom they work. It is to be hoped
that through this interactive process, the practice of farily
medicine will continue to be an experience of real healing
and wholeness for both patients and physicians.
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Manual of Pediatric Emergencies.
Joseph R. Zanga (ed). Churchill Liv-
ingstore, New York, 1986 (printed
1987), 511 pp., $38.50 (paper).

This manual will be useful as a ref-
erence book for family physicians,
pediatricians, and emergency physi-
dans who treat children. Its succinct
outline format presupposes some fa-
miliarity with the topics discussed;
thus, it may not be sufficient as a pri-
mary reference for medical students.

The book covers a comprehensive
list of topics selected from “a review
ofthe author’s experience in [an] in-
ner-City pediatric emergency depart-
ment,” plus some topics pertinent to
rural practice. Each topic istreated in
outline form under the following
headings: definition, history, clinical
presentation, “keys to diagnosis” (in-
cludingtests to order, and differential
diagnosis), emergency department
(D) management, post-ED care and
followrup, common complications,
and suggested readings.

These short bibliographies form an
important expansion on the limited
tet. There are virutally no illustra-
tiors, which might have enhanced the
descriptions of certain procedures.
Many chapters do include algorithms
and tables, which often provide de-
taled reference material augmenting
tresuccinctly outlined text.

Thebest chapters, such as those on
poisoning, shock, or asthma, are those
that emphasize the steps to diagnosis
ad give detailed information on
management of the problem. Not all
chapters are of this quality. Several
chapters suffer from vacuous gener-
dity or virtual omission of recom-
mendations for diagnosis or manage-
ment of the problem.

Most of the authors of individual
chapters practice in “acute care set-
tings”; their bias toward accomplish-
ngeverything in the emergency de-
partment is manifest. Most chapters
incluce very little information about

‘post-ED care.” For example, when
deeligwith minor bums, the authors
recommend referral to an “outpatient
bum clinic” for follow-up. Several
chapters do contain recommenda-
!]i_msforcrisis intervention with fam-
ilies

lugeneral, this book will be valu-

able as a reference in the emergency
situation, especially for serious or un-
common problems, but will not fol-
low the primary care physician into
his or her office for prevention or fol-
low-up of emergencies.

Louise Acheson, MD, MS
Case Western Reserve University
Cleveland, Ohio

Case Presentations in Clinical Geri-
atric Medicine. G. S. Rai, P. J. Mur-
phy, G. Wright. Butterworths, Stone-
ham, Massachusetts, 1987, 136 pp.,
$21.95 (paper).

Case Presentations in Clinical Ge-
riatric Medicine endeavors to illus-
trate the unique aspects of geriatric
medicine through case presentations.
The manual is divided into two sec-
tions: the first consists of 60 cases with
questions; the second, answers to the
questions and discussions ofthe cases.
As such, the book is stimulating and
fun, as readers have the opportunity
to analyze the cases and compare
their differential diagnoses and man-
agement plans with those of the au-
thors.

The authors acknowledge that the
5 X 8-in, 6.5-0z book is not a com-
prehensive guide to geriatrics. They
intend it for trainees, physicians
treating elderly patients, and physi-
cians preparing for examinations.
Trainees should be aware that some
of the patient management sugges-
tions are controversial, as globally ac-
knowledged in the preface rather than
in the individual case discussions.
Advanced readers should be aware
that the cursory discussions serve to
identify some gaps in knowledge with
references for further reading.

The unillustrated text is easy to
read, with lists for laboratory values
lending a spacious feel to the pages.
The index is satisfactory. The refer-
ences for further reading are current,
but have a tendency to rely on British
literature.

While the cases are fun, the poten-
tial buyer should be aware of some
minor annoyances. The book is writ-
ten in British English. Hence, drug
names (Frumil, diclofenac), mea-
surements (one stone), and social set-
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tings (Part Il accommodation) may
be unfamiliar. Laboratory values are
reported in Sl units, with normal
ranges rarely included. There are a
few editing lapses in which discus-
sions include diagnoses not relevant
to the case or in which abnormal lab-
oratory studies are not discussed. Fi-
nally, a number of cases only serve to
illustrate that diseases more com-
monly associated with younger pa-
tients (asthma, Crohn’s disease) may
first manifest themselves in the aged.

Gary N. Fox, MD

The Reading Hospital and
Medical Center

Reading, Pennsylvania

Soft Tissue Rheumatic Pain: Recog-
nition, Management, Prevention (2nd
Edition). Robert P. Sheon, Roland W.
Moskowitz, Victor M. Goldberg. Lea
(6 Febiger, Philadelphia, 1987, 332
pp., $42.50.

Don’t let this book’s title deceive
you; it may sound specialized and
esoteric, but it isabout the complaints
heard in examining rooms every day:
low back pain, tendonitis, bursitis, fi-
brositis, shin splints, and so on.
Drawing from several specialties and
disciplines, the authors meld the in-
formation into one complete, thor-
ough reference. Though quite clini-
cally oriented and practical, it is also
scholarly and intellectually based,
emphasizing firm knowledge ofanat-
omy and physiology, intensive ex-
amination, and precise diagnosis as
the keys to successful treatment.

| had intended to skim, but found
myselfreading in detail, wishing | had
found such a resource years ago. One
point appears repeatedly: the key to
successful treatment is accurate di-
agnosis. The section on cervical spine
syndromes was disjointed, but many
others (rotator cuff disorders, frozen
shoulder, and tennis elbow, for in-
stance) are excellent. The chapter on
low back pain is outstanding; it is up
to date, using concepts from the
Volvo study and other recent Euro-
pean work, and provides a compre-
hensive management approach. It is
supported by 233 references dating
from 1934 to 1986.

There are many well-planned, clear
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illustrations, both drawings and pho-
tographs. The index is very helpful,
including such entries as Dawbarn’s
sign, xiphoiditis, and writer’s cramp.
The binding is durable and profes-
sional in appearance.

I recommend this book for all fam-
ily physicians and residents who treat
aches and pains; it cries to be carried
right into the examination room for
physician reference and for patient
education.

Robert H. Rozendal, MD
Bremerton, Washington

Emergency Pediatrics: A Guide to
Ambulatory Care (2nd Edition).
Roger M. Barkin (ed), Peter Rosen
(Assoc Ed). C. V. Mosby Company,
St. Louis, 1986, 690 pp., $38.50
(paper).

This book serves as a resource for
quick reference to a wide variety of
information needed for caring for
emergencies in infants and children.
Problems are discussed both from the
standpoint of presenting complaints
and diagnoses. For the presenting
complaints for which the diagnosis
may not be clear, the emphasis is on
initial stabilization and differential
diagnosis, using a tabular format to
guide the reader to the appropriate
diagnosis-specific chapters for more
detailed information.

Specific sections deal with neonatal
emergencies, advanced cardiac life
support, fluid and electrolyte balance,
environmental emergencies, poison-
ing, and trauma. An excellent appen-
dix includes instructions for parents,
instructions for performing nine
common emergency procedures, and
a formulary.

The book is organized so as to be
readily accessible in an emergency
situation. Tables, highlighting, and
flow charts all help in rapid decision
making. It is not (nor is it meant to
be) comprehensive in its coverage of
the topics.

An acceptable way of handling
problems acutely is presented, with-
out room for discussion of alterna-
tives, controversies, or long-term fol-
low-up. Itiswritten in a setting where
a variety of specialists are readily
available and thus advises specialty

referral for problems many in family
practice would manage primerily,
Nonetheless, the information oo
tained is adequate to carry manage-
ment through the initial critical pe-
riod.

This book would be very useful to
the practicing family physician o
resident in the emergency room st
ting. Its terseness, however, woud
limit its use as a textbook for medical
students.

Fred Heidrich, MD, MPH
Seattle, Washington

Rhythm Quizlets: Self-Assessment.
Henry J. L. Marriott. Lea & Febiger,
Philadelphia, 1987, 189 pp., $1650
(paper).

Rhythm Quizlets: Self-Assessment,
the latest of Dr. Marriott’s texs
should prove to be as valuable ad
widely used as his previous publica
tions. This book will be useful for
practicing family physicians, resicents
in training, medical students, ad
coronary care nurses.

The text is subdivided into three
sections demonstrating rhythm o
conduction disturbances of increasing
complexity. The first section contairs
problems for the beginner’s asess
ment, and the last section consists of
advanced and intricate tracings re
quiring considerable knowledge ad
skill to avoid pitfalls and traps. The
book’s format lends itself to sfin
struction, with tracings printed onthe
left-hand page and interpretations on
the right so they can be kept out of
sight while studying the arrhythmia.

The illustrative tracings are clearly
reproduced and readable. The com
ments on each tracing include diag-
noses, which are confined to the a-
rhythmias, the blocks, and the main
diagnostic features of each as well s
special points, which include thers
tionale for the diagnosis, notes about
the mechanism, or a warning about
a hidden trap. Comment is occasion-
ally, but not routinely, provided o
treatment, particularly where theres
a risk of misguided therapy, orifthere
seems to be some other good reason
to do so.

Medical students in their clerkship
years and other health profession®

will find this book useful as an irtro
continued on

THE JOURNAL OF FAMILY PRACTICE, VOL. 26, NO. 51911



fenoprofen calcium

Brief Summary.

Consult the package literature for prescribing information.
Indications and Usage: Nalfon® (fenoprofen calcium, Dista) is indicated
for relief of signs and symptoms of rheumatoid arthritis and osteoarthritis
duringlj acute flares and in long-term management.

Nalfon 200 is indicated for relief of mild to moderate pain.

Controlled trials are currently in progress to establish the safety and

efficacy of Nalfon in children.
Contraindications: Patients who have shown hypersensitivity to Nalfon,
those with a history of significantly impaired renal function, or those in
whom aspirin and other nonsteroidal anti-inflammatory drugs induce the
%mptpms of asthma, rhinitis, or urticaria. .

arnings: Use cautiously in patients with upper gastrointestinal tract
disease (see Adverse Reactions). Gastrointestinal bleeding, sometimes
severe (with fatalities having been reported), may occur as with other
nonsteroidal anti-inflammatory drugs.

Patients with an active peptic ulcer should be on vigorous antiulcer
treatment and be closely supervised for signs of ulcer perforation or severe
gastrointestinal bleeding. o .

Genitourinary tract problems most frequently reported in patients taking

Nalfon have been dysuria, cystitis, hematuria, interstitial nephritis, and the
nephrotic syndrome. This syndrome may be preceded by fever, rash, arthral-
gia. oliguria, and azotemia and may progress to anuria. There may also be
substantial proteinuria, and, on renal biopsy, electron microscopy has shown
foot process fusion and T-lymphocyte infiltration in the renal interstitium.
Early recognition of the syndrome and withdrawal of the drug have been
followed by rapid recovery. Administration of steroids andthe use of dialysis
have also been included in the treatment. Because this syndrome with some
of these characteristics has also been reportedwith other nonsteroidal anti-
inflammatory drugs, it is recommended that patients who have had these
reactions with other such drugs not be treated with Nalfon. In patients with
possibly compromised renal function, periodic renal function examinations
should be done.
Precautions: Since Nalfon is eliminated primarily by the kidneys, patients
with possibly compromised renal function (such as the e\der\y¥ should be
closely monitored; a lower daily dosage should be anticipated to avoid
excessive drug accumulation. Nalfon should be discontinued if any signifi-
cant liver abnormalities occur.

As with other nonsteroidal anti-inflammatory drugs, borderline eleva-
tions of one or more liver tests may occur in up to 15% of patients. These
abnormalities may progress, may remain essentially unchanged, or may be
transient with continued therapy. The SGPT (ALT) test is probably the most
sensitive indicator of liver dysfunction. Meaningful (three times the upFer
limit of normal) elevations of SGPT or SGOT (AST) occurred in controlled
clinical trials in less than 1% of patients. A patient with symptoms and/or
signs suggesting liver dysfunction, or in whom an abnormal liver test has
occurred, should be evaluated for evidence of the development of more
severe hepatic reaction while on therapy with Nalfon. Severe hepatic
reactions, including jaundice and cases of fatal hepatitis, have been reported
with Nalfon as with other nonsteroidal anti-inflammatory drugs. Although
such reactions are rare, if abnormal liver tests persist or worsen, if clinical
signs and symptoms consistent with liver disease develop, or if systemic
manifestations occur (eg, eosinophilia, rash, etc), Nalfon should be
discontinued.

Administration to pregnant patients and nursing mothers is not
recommended.

In patients recewvmg Nalfon and a steroid concomitantly, any reduction in
steroid dosage should be gradual to avoid the possible complications of
sudden steroid withdrawal.

Patients with initial low hemoglobin values who are receiving long-term
therapy should have a hemoglobin determination at reasonable intervals.

Peripheral edema has been observed in some patients. Use with caution
in patients with compromised cardiac function or hypertension. The pos-
sibility of renal involvement should be considered.

Eye examinations are recommended if visual disturbances occur.

Patients with impaired hearing should have periodic tests of auditory
function during chronic therapy.

Nalfon decreases platelet aggregation and may prolong bleeding time.

Laboratory Test Interactions— Amerlex-M kit assay values of total and
free triiodothyronine in patients receiving Nalfon have been reported as
falsely elevated on the basis of a chemical cross-reaction that directly
interferes with the assay. Thyroid-stimulating hormone, total thyroxine, and
thyrotropin-releasing hormone response are not affected
Adverse Reactions: The adverse reactions reported below were compiled
during clinical trials of 3,391 arthritic patients, including 188 observed for at
least 52 weeks of continuous therapy. During short-term studies for analge-
sia. the incidence of adverse reactions was markedly lower than in longer-
term studies.

Incidence Greater Than 1%

Probable Causal Relationship—D/gesf/Ve System: The most common ad-
verse reactions were gastrointestinal and involved 14% of patients; in
descending order of freguency, they included dyspei)swa,* constipation,*
nausea,* vomiting,* abdominal pain, anorexia, occult blood in the stool,
diarrhea, flatulence, dry mouth. Nervous System: headache* and som-
nolence* occurred in 15% of patients; dizziness,* tremor, confusion, and
insomnia were noted less frequently. Skin andAppendages: pruritus,* rash,
increased sweating, urticaria. Special Senses: tinnitus, blurred vision,
decreased hearing. Cardiovascular: palpitations,* tachycardia. Mis-
cellaneous: nervousness,* asthenia,* dyspnea, fatigue, malaise.
Incidence Less Than 1%

Probable Causal Relationship—DIgesf/Ve System: gastritis, peptic ulcer
with or without perforation, and/or gastrointestinal hemorrﬁage Geni-
tourinary Tract: dysuria, cystitis, hematuria, oliguria, azotemia, anuria,
interstitial nephritis, nephrosis, papillary necrosis. Hematologic: purpura,
bruising, hemorrhage, thrombocytopenia, hemolytic anemia, aplastic ane-
mia, agranulocytosis, pancytopenia. Miscellaneous: peripheral edema,
anaphylaxis.

Incidence Less Than 1%

Causal Relationship Unknown— Skin and Appendages: Stevens-Johnson
syndrome, angioneurotic edema, exfoliative dermatitis, alopecia. Digestive
System: aphthous ulcerations of buccal mucosa, metallic taste, pan-
creatitis. Cardiovascular: atrial fibrillation, pulmonary edema, electrocar-
diographic changes, supraventricular tachycardia. Nervous System:
depression, disorientation, seizures, trigeminal neuralgia. Special Senses:
buming tongue, diplopia, optic neuritis. Miscellaneous: personality change,
ISmphadenopath , mastodynia, fever.

osage and Administration: Rheumatoid Arthritis and Osteoarthritis-

su?gested dosage: 300 to 600 mé:] tid. or %i‘d‘

Mild to Moderate Pain— Nalfon 200 g. 4-5 h , as needed.

Do not exceed 3,200 mg per day.

*Incidence 3% to 9%. (020687)
PV 1026

Additional information available to the profession on request.

Dista Products Company
Division of Eli Lilly and Company

j_pnisTA I f
Indianapolis, Indiana 46285

588

BOOK REVIEWS

continued from page 586

duction to arrhythmias; however,
there is very little reference to basic
anatomy and physiology. For others,
it will serve as an office reference or
as a source for review by those with
more sophisticated knowledge and
clinical experience.

Robert E. McArtor, MD, MPH
Northeastern Ohio Universities
College ofMedicine
Rootstown, Ohio

Handbook of Skin Clues of Systemic
Diseases. Paul H. Jacobs, Todd S.
Anhalt. Lea & Febiger, Philadelphia,
1987, 123 pp., $9.95 (paper).

The authors of this manual list 20
cutaneous clues to systemic disease.
Each clue is followed by a list of dif-
ferential diagnoses to be considered.
On a facing page are listed common
manifestations or specific laboratory
procedures to consider for each di-
agnosis.

The manual is designed for quick
recovery of information for each der-
matologic clue presented.

This manual was easy to use, suc-
cinct, and useful in focusing quickly
upon a differential diagnosis of a
given dermatologic problem. The in-
dexing of the text was extremely well
done, making the manual more valu-
able.

This manual would complement
other reference dermatology texts and
would be useful to all primary care
physicians. The handbook was clev-
erly constructed and could be used ef-
fectively to recognize many systemic
diseases from their dermatologic pre-
sentation.

Fran S. Larsen, MD
Ventura County Medical Center
Ventura, California

Cope’s Early Diagnosis of the Acute
Abdomen (17th Edition). William
Silen. Oxford University Press, New
York, 1987, 290 pp., $24.95, $14.95
(paper).

This 17th edition of Cope’ Early
Diagnosis ofthe Acute Abdomen fully
updates a classical medical textbook.
The author has gone to great lengths
to preserve Dr. Cope’s original con-

cept of surgical diagnosis being made
through a complete history and phys-
ical examination. This tedbolk
published in paperback form, isr-
atively inexpensive and yet filleduith
important observations that havea
plication for the family physician,

It is well organized, extremely
readable, and has supplemental
roentgenogram and ultrasound stud-
ies that relate to the clinical presen-
tations. Woven throughout isthe e
curring theme that not all “aute
abdomens” require operation, ad
that this important decision is usually
made on clinical grounds rather than
on laboratory investigation.

This book certainly is a mainstay
of surgical diagnosis for medical st-
dents. As its title indicates, it stresses
to the student the need for early, bt
correct, surgical diagnosis. Also
great appeal to the practicing physi-
cian and resident, this classical text-
book should be part of everyonel
medical library.

David A. Driggers, MD
Family Practice Residency Program
Casper, Wyoming

Obstetrics and Gynecology (8th K+
tion). William J. Ledger, Russelll
Laws, Jr., John H. Mattox, J. Robot
Willson, Elsie Reid Carrington @k.
C. V. Moshy Company, St. Loui,
1987, 754pp., $39.95.

This very readable reference tex-
book, composed of 49 chapters, at
dresses energetically the wide rang!
oftopics in obstetrics and gyrecdlagy
It is written especially for medial
students, residents in family practice
and obstetrics and gynecology, fanily
physicians, and others who seeka
comprehensive text of basic princi-
ples. The text is concisely writtenaid
provides the reader with only essential
information. Helpful references de
listed at the end of each chapter b
direct the reader to additional mate-
rial. The illustrations are of 1#
quality, are numerous, and supper,
the text very well. Chapters not din
found in similar textbooks include
pediatric gynecology, psychologyat
life changes, sexual response, a
sexual assault.

Some of the chapters are a hits*
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perficial, a risk in writing such a com-
prehensive text. The section on family
planning, for example, devotes only
afewpages to oral contraceptives, and
for those who plan to first-assist at
surgery, there is little detailed infor-
metion on surgical technique. For
those commonly used procedures,
such as episiotomy and forceps-as-
sisted delivery, however, it is excel-
lert

The editors have succeeded in their
gd: to provide a reference text for
specialists other than obstetricians-
gynecologists that broadly and eco-
nomically encompasses the field. The
information is presented succinctly
ad in sufficient detail to meet the
needs of most family physicians and
resicents.

Lee A. Norman, MD
Swedish Hospital Medical Center
Seattle, Washington

Cffice Management of Sports Injuries
ad Athletic Problems. Morris B.
Mellion fed). Hanley & Belfus, Phil-
adkelphia, 1988, 320pp., $39.95.

Incontrast to other recent texts on
sports medicine, this book is written
for the office-based physician who
caes for athletes of all types, com-
petitive or recreational. As the editor
correctly states, the vast majority of
spots medicine is practiced in the
physician’s office. This text concerns
iteelf with not only the school-age
athlete, but devotes considerable at-
tention to the beyond-college-age pa-
tient who is involved in recreational
ahletics.

Entire chapters are devoted to such
diverse topics as the physically active
diabetic, the athletic woman, and
sports nutrition. Approximately one
third of the book is concerned with
spedificinjuries and the diagnosis and
treatment thereof. The chapter on the
dficmanagement of knee injuries is
excellent.

This book is unique in that a great
dd ofinformation is imparted to the
reeckr. Such diverse topics as the
treatment of plantar warts, athletic
Pseudonephritis, and the most ef-
edive drugs in exercised-induced
asthma are included; however, this

°°k does not discuss in great depth

such subjects as fracture treatment or
surgical management of injuries.

The printing and quality of the il-
lustrations all make this book very
easy to read. This book should be in
every family physician’s library, es-
pecially if he or she is taking care of
athletes of any type or age.

Arnold N. Krause, MD
Cheyenne, Wyoming

Common Diagnostic Tests: Use and
Interpretation. Harold C. Sox, Jr.
(ed). American College ofPhysicians,
Philadelphia, 1987, 380 pp., $23.50
(paper).

This paperback textbook presents
many common medical tests in a
cost-effective aspect. An example is
the author’s discussion of throat cul-
tures and rapid tests for diagnosis of
group A streptococcal pharyngitis. In
this section, the recurring problem of
when to culture, when not to culture,
and the benefits of presumptive treat-
ment are discussed. This topic is ex-
tremely relevant to the family physi-
cian, and although the book discusses
in detail the sensitivity and specificity
of several different tests, the author’s
ultimate recommendations to the
family physician are outstanding.

The many different topics are ex-
tremely well organized; however, with
an emphasis on statistics and num-
bers, the readability of the textbook
is, at times, somewhat difficult. Nev-
ertheless, if the reader critically ana-
lyzes the information presented, it
is certainly loaded with clinical
“pearls.” Scattered throughout the
text are appropriate tables and figures
that present a great amount of detail.

This book would appeal to the
practicing family physician who has
an interest in cost-effective care as
well as to a resident or other health
care student who needs a ready re-
source on the benefits of certain com-
mon diagnostic tests. It would also be
an excellent reference for any physi-
cian asking why he or she is ordering
given tests and what true value will
result from them.

David A. Driggers, MD
Family Practice Residency Program
Casper, Wyoming
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days, were reported to include 514 pregnant patients.
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continued from page 498

oride prescribing for breast-fed infants
should begin early on, and we gen-
erally initiate fluoride at the first fol-
low-up visit. Our questionnaire,
however, did not specify atime frame
and only asked “Do you prescribe
fluoride supplements for breast-fed
infants?” That only 54 percent of
family physicians said “yes” indicates
a need for greater educational efforts
in this area.

Fluoridated water consumed after
weaning may be sufficient to “de-
crease the prevalence of caries in per-
mant teeth.” We arejust as interested,
however, in providing caries protec-
tion to the primary teeth, as caries in
these teeth are responsible for signif-
icant morbidity as well.

Since infants who are fed only
ready-to-feed formula get virtually no
fluoride whether they live in a fluor-
idated community or not, we supple-
ment these infants in the same man-
ner we supplement breast-fed infants.

Itis true that not all military family
physicians practice in a setting that
fosters preventive health care. But
shouldn’t all board-certified family
physicians be aware of proper pre-
scribing practices?

We maintain that the safety ofpre-
natal fluoride supplementation has
been established. The Food and Drug
Administration concurs with this. We
agree that further studies on efficacy
are needed and hope that this kind of
constructive dialogue will stimulate
such research. In the meantime we
feel there may be sufficient evidence
of efficacy to merit consideration of
supplementation in the informed pa-
tient.

John C. Rigilano

Captain, USAFMC

Edward M. Friedler

Major, MC,

Larry J. Ehemann

Colonel, USAFMC

Department ofFamily Practice
Uniformed Services

University ofthe Health Sciences
Bethesda, Maryland

PAP SMEAR SCREENING

To the Editor:

Screening for disease is integral
our ability to predict and prevert
problems in predisposed individuals,
This may well become the ultimete
challenge to physicians as we nege
toward the close of the century ada
dawning ofa new era in medicine.

I congratulate Hamblin et d
(Hamblin JE, Brock CD, LitchfieldL,
Dias J: Papanicolau smear adequacy.
Effect of different techniques in &
cificfertility states. J Fam Pract 198l
20:257-260) for their excellent sioy
on gynecologic cytology screening,
specifically the collection of ecto-ad
endocervical cells. The research d&
sign was organized, quite easy
comprehend, and a logical follonup
ofa 1981 study that appeared inths
journal.l

One error did appear in the atide
related to the authors’ definition of
test sensitivity, which is the nurber
of true-positive tests divided by te
true positives plus the false negatives
(not false positives).2 Decreasing tre
number of false-negative Pap srears
does increase the sensitivity ofthe Pp
smear, which was the authors’ pu-
pose in researching the topic. Thark
you for printing these valuable find-
ings.

Chris Pederson, MD
Health Appraisal Qiric
City ofFaith Medical
and Research Gater
Tulsa, Oklahoma
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letters to the editor

nicotine chewing gum
and smoking cessation

Tothe Editor:

Allen F. Shaughnessy, Robert E.
Davis, and C. Eugene Reeder have
provided valuable information in
their article, “Nicotine Chewing
Gum: Effectiveness and the Influence
of Patient Education in a Family
Practice” (JFam Pract 1987; 25:266-
209). They have demonstrated that
family physicians must do much
morethan just provide a prescription
whenthey wish to help their smoking
patients quit smoking. In my practice
during the first year after nicotine
resin became available in this coun-
try, | found that the additional ther-
apeutic component needed was re-
peated office follow-up visits, initially
on a monthly basis.1 By treating
smoking cessation as a desirable be-
havioral modification, and by estab-
lishing a follow-up program similar
tothe one I used for weight reduction
by obese patients, | was able to assist
37 percent of 35 patients (40 percent
of 15 men and 35 percent of 20
women) to remain free of cigarette
smoking for one year.

These results compare more favor-
ably with the results obtained in
smoking withdrawal clinics in this
country and elsewhere than do the
results obtained by Shaughnessy et al.
Return visits to the office give patients
the opportunity to discuss side effects,
to ventilate their irritations occa-
sioned by giving up the pleasures that
previously accompanied their smok-
ing, and to receive support in their
effortsto quit smoking from the phy-
sician and his office staff. In my prac-
tice a prescription for each month’s
supply of nicotine chewing gum was
given only at the end of such visits in
the same way in which dieters re-
ceived diuretics, appetite suppres-
sants, and behavior modification
gaalsonly on regular follow-up visits.
Forboth types of patients, when three
orfour monthly visits had been com-
pleted successfully, return visits could
then be spread out to six, eight, or 12
weeks. Return office visits can be
scheduled easily in the family practice
setting and should be offered to pa-
tients who wish to stop smoking but

do not wish or are unable to enter a
formal smoking withdrawal clinic.

I would encourage Shaughnessy et
al to conduct a follow-up study, on a
scale as large as their present study,
in which family physicians would
monitor the progress of one study
group with return office visits regu-
larly scheduled, prescribing enough
nicotine resin each time to last only
until the next visit. | believe such a
study would show a significant differ-
ence between the percentage of the
study group and the control groups
who would stop smoking.

Duane A. Lawrence, MD
Virginia Beach, Virginia

Reference

1. Lawrence DA: An initial experience with
Nicorette and smoking behavior in a family
practice. Virginia Fam Phys 1986; 36:23

COMMUNITY-BASED FAMILY
PRACTICE RESIDENCY
AND HMO

To the Editor:
Asacommunity-based program af-
filiated with the University of North
Carolina, we read with interest the
article “Impact ofan HMO on a Uni-
versity-Based Family Practice Pro-
gram.” 1 Greensboro, unlike Chapel
Hill, is not primarily a college com-
munity. Our residency program con-
sists of 16 residents and four faculty.
In May of 1985 we also decided to
participate in the Blue Cross/Blue
Shield Personal Care Plan. Although
our experiences somewhat differ from
that of Chapel Hill, the impact of our
participation in this HMO on our
residency program has been similar.
At the onset of participation we
limited our enrollment to 1,500 pa-
tients. We sought enough patients to
provide an educational experience in
prepaid care, but not so many as to
be viewed as competitors by the pri-
vate physician community, many of
whom serve as voluntary teachers for
our residency program. This restric-
tion moderated the growth in Per-
sonal Care Plan (PCP) patients, and
during our first year of participation,
total patient visits increased 9 percent.
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Currently, all visits to our center are
23 percent greater than at the time of
enrollment, and we are capitated at
1,233 PCP patients. PCP patients ac-
count for most of our 50 percent in-
crease in new patient visits in fiscal
1986, and during the first six months
of fiscal 1987, new visits grew by an-
other 50 percent.

The 23 percent increase in patient
numbers has stressed workloads for
office, clinical, and physician staff. In
addition to improving our office ef-
ficiency, we have found that we need
one full-time equivalent (FTE) to
work on PCP claims. This, in effect,
leaves us understaffed by 1 to 15
FTE. Similar to the experience at
Chapel Hill, we have seen increasing
demands for laboratory (particularly
in-house), x-ray, and health mainte-
nance examinations that include Pa-
panicolaou smears. In the past six
months referrals of PCP patients have
exceeded predicted levels by 10 to 20
percent. Physician schedules generally
are filled several weeks in advance,
and we have encountered problems
in seeing acute work-in visits. This
load has been assigned to faculty and
all levels of residents. Every physician
is seeing a proportional increase in
patients with the change being some-
what greater for faculty. Generally,
our residents are scheduled for more
patients than we feel is educationally
ideal.

In reviewing our experience, our
faculty feels that exposure to a health
maintenance organization teaches
valuable lessons about dealing with

ERRATUM

In Dr DeGruy’s reply to Drs.
Replogle and Eicke (Replogle WH,
Eicke FJ: Somatization disorder,
letter, DeGruy F, reply. J Fam
Pract 1988; 26:250, 252, 334), the
word not was inadvertently omit-
ted. The second sentence of the
third paragraph, p 334, should
read: “These data were intention-
ally not subjected to the sort ofin-
terpretation that statistical testing
would allow.” The editor regrets
this error.
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prepaid care. Residents are seeing a
new patient population from a higher
socioeconomic level. These patients
have a different health agenda, which
places more emphasis on preventive
screening than our traditional practice
population. Our practice has bene-
fited by having to make critical im-
provements in efficiency to adapt to
a greater workload. A final important

benefit has been a marked improve-
ment in clinical revenues at a time
when residency funding steadily faces
more challenges.

Karl B. Fields, MD

Dennis A. Taylor, MA
Thomas A Cable, MD
Family Practice Center
Greensboro, North Carolina
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SCREENING FLEXIBLE
SIGMOIDOSCOPY

To the Editor:

I wish to refer to the articles by Ds
Rodney and Frame (Rodney WU
Screening flexible sigmoidoscopy: Is
it worthwhile? An affirmative viex
Frame PS: An opposing view. J Fam
Pract 1987; 25:601-607). | am in
clined to agree with all of Dr. Rod-
ney’s assertions. Based on a relatively
small series of screening flexible sg
moidoscopies in our practice, which
is part of a residency training pro-
gram, | feel primary care physicians
need to adopt a more persuasive rde,
ifnot an aggressive role, in promoting
the existing screening tools available.

Academic procrastination, d-
lemma, and debate are likely to con
tinue for years to come. At the real-
istic level, the physician is committed
to primary and secondary prevention.
Primary prevention methods require
extensive research. Reliance therefore
is mainly on secondary methods of
prevention. The physician and te
unsuspecting patient have no other
choice! Hence, Dr. Frame’s assertion
that there is little evidence to show
that a significant proportion of
asymptomatic people will comply
with screening flexible sigmoidoscopy
is only partially true. What role phy-
sician attitude plays in this noncom-
pliance is a serious question.

Routine screening according to D.
Frame would place severe time de
mands on the physician. Iftheir prac-
tices are so busy, then they need to
refer their patients for screening to
physicians who are willing to do sig-
moidoscopies. Training physician &
sistants and nurse practitioners isa
dilemma, or question, that will raise
even greater problems. Under the
guise of further data wanted, a good
segment of the population remains
unscreened and may indeed proceed
on to develop serious disease at great

continued on page
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continued from page 614

cost to the community. It is similar
to being “penny-wise and pound-
foolish.”

J. R. Varma, MD
Medical College of Georgia
Augusta

The preceding letter was referred to
Drs. Rodney and Frame, who respond
asfollows:

I would like to underline the very
real risks for family practice asso-
ciated with the “academic procras-
tination and debate” mentioned by
Dr. Varma. Flexible sigmoidoscopy
is only the beginning. This endoscopic
skill, which allows early diagnosis for
colorectal cancer, is also the gateway
to more accurate diagnosis of many
other conditions. There will be ad-
ditional benefits for those who con-
tinue to advance their procedural
skills, including those not limited to
flexible sigmoidoscopy.I's

Furthermore, many university
training programs in family practice
continue to wither away in regard to
various procedural skills. Medical
students frequently cannot find a
comprehensive family physician even
in the Department of Family Practice.
Here at University of California, Ir-
vine, family physicians continue to
lack for hospital privileges in electro-
cardiogram interpretation. The sur-
geons have withdrawn from the
teaching of first assisting at surgery.
Professional prejudice continues to
exist, and it is no wonder that some
family medicine leaders now seem
receptive to the idea that family prac-
tice in the future will be a blend of
ambulatory internal medicine and
pediatrics.

Skills in procedures such as flexible
sigmoidoscopy allow for opportuni-
ties in clinical research whereby fam-
ily physicians can both demonstrate
their technical ability and provide
cost-effective patient outcomes. This
is exactly the type of clinical research
ideally suited to networking by front-
line family physicians everywhere. To
me, the dilemma is the continuing
need for clinical research by practic-
ing family physicians. Epidemiologi-
cally based skepticism can only per-
petuate “analysis paralysis.” Family

physicians cannot prosper if influen-
tial academic family physicians con
tinue to describe an increasingly nar-
row future for family practice. Weae
a specialty of breadth. The Renais-
sance is at hand for those who kegp
the faith.6

Wm. MacMillan Rodney, MND
University of California Irvine
Medical Center

Orange
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In response to the letter by D

Varma, | wish to make it quite dear
that | do not wish to discourage phy-
sicians who desire to do screening
flexible sigmoidoscopy. My point is
that there are not yet enough datato
make screening flexible sigmoidos-
copy a “state of the art” recommen-
dation that should be done by all pri-
mary care physicians. Indeed, I woud
note that Dr. Varma does not present
any evidence to contradict any oftre
data | presented in Table 1; rather, his
disagreement seems to be based m
personal opinion to which he is et
titled.

I continue to feel very strongly tret

recommendations for health mainte-
nance and screening as well as not
other areas of medicine need to ke
based on scientific evidence raher
than personal opinion and poalitics.

Paul S. Frame, MD
Tri-County Familf

Medicine Program
Dansville, New Yak
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