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For the Patient’'s Good. The Resto-
ration of Beneficence in Health Care.
Edmund D. Pellegrino, David C.
Thomasma. Oxford University Press,
New York, 1988, 240 pp, $29.95.
ISBN 0-19-504319-7.

Edmund Pellegrino is well known
within family medicine as a friendly
critic of the discipline. Those turning
to this his latest book, written with
David Thomasma, expecting to find
more of the same will find instead
Pellegrino the philosopher: a formi-
dable exponent of rigorous philo-
sophical argument. In this book, a
companion to their 1981 volume A
Philosophical Basis ofMedical Prac-
tice, Pellegrino and Thomasma pre-
sent a new theoretical basis for med-
ical ethics, replacing autonomy and
paternalism with a model of benefi-
cence-in-trust.

Readers unfamiliar with philo-
sophical exposition will find the first
four chapters slow going. The authors
begin with careful definitions of
terms; present and critique the cur-
rent models of autonomy and pater-
nalism; and propose their new model
of beneficence. Briefly, beneficence
is described with six major features
(fundamental philosophical charac-
teristics) and four axioms. The four
axioms will be most readily under-
stood by physicians: (1) both physi-
cian and patient must be free to make
informed decisions and to act fully as
moral agents; (2) physicians have the
greater responsibility in the relation-
ship because ofthe inherent inequal-
ity ofinformation and power between
themselves and those who are ill; (3)
physicians must be persons of per-
sonal moral integrity; and (4) physi-
cians must respect and comprehend
moralambiguity yetnotabandon the
search for what is right and good in
each decision. A short chapter entitled
“Why Good Rather Than Rights”
moves from a historical view of the
metaphysical substratum to theories
of relational good and a reexamina-
tion ofautonomy. The fourth chapter
presents beneficence-in-trust as a
further development of the fiduciary
model, and concludes with abriefex-
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ample of the model as used by the
New Jersey State Supreme Court in
arecent case. These first four chapters
presuppose familiarity with a specific
method of exposition and analysis
and a working knowledge of philo-
sophical history that many physician
readers may not possess.

The next five chapters ofthe book
comprise a section exploring the im -
plications of beneficence for physi-
cians and patients. Physician readers
will find the two chapters entitled
“The Good Patient” and “The Good
Physician” insightful and provoca-
tive. The latter chapteris particularly
wide ranging in scope, tracing themes
ofvirtue, rights, and duties from Plato
and Aristotle through such contem-
porary philosophers in medical ethics
as Maclntyre and Jonsen. Practical
knowledge of historical schools of
philosophy and of the protagonists
participating in current ethical de-
bates will help here, but these chapters
have much to offer the uninitiated as
well.

Practicing physicians will find the
third and final section of the book
mostinteresting, dealing directly as it
does with familiar clinical dilemmas:
making decisions under uncertainty,
making decisions for incompetent
patients, and the physician as gate-
keeper. The chapter on gatekeeping
is especially fitting in today’s medical
environment, and its clarity and
insightfulness are exceptional. The
penultimate chapter brings the be-
neficence-in-trust model to bear on
current paradigmatic cases in medical
ethics (eg, Quinlan, Saikewicz) with
powerful effect. The final chapter
brilliantly summarizes the authors’
arguments by proposing a “medical
oath forthe post-Hippocratic era,” in
effect rewriting the Hippocratic oath
of commitment as if beneficence
rather than older models were used.

For the Patients Good will chal-
lenge readers at all levels ofknowledge
in medical ethics. It is not likely to be
easy reading for anyone, butitamply
repays careful study for those seri-
ously interested in current funda-
mental debates in medical ethics. It

isa book that one can return to time
and again for fresh and revealing in-
sights as one’sown experience in eth-
ical dilemmas matures.

Alfred O. Berg, MD, MPH
University of Washington
Seattle

Neonatology: Basic Management,
On-Call Problems, Diseases, Drugs
88/89. Tricia L. Gomella (ed), M.
Douglas Cunningham (assoc ed), Fa-
bian G. Eyal, Welton O Neal (con-
sulting eds). Appleton & Lange, Nor-
walk, Connecticut, 1988, 428 pp,,
$19.95 (spiral). ISB N 0-8385-1280-1.

A nurse calls to say that a newborn
has just vomited bright red blood. A
resident asks how to evaluate a 24-
hour-old infant who has not yet uri-
nated. The laboratory calls to inform
you ofan infant with a serum sodium
of 127 mmol/L (mEq). Ifyou are hes-
itant about how to react to these
problems, this pocket-sized, spiral-
bound manual provides answers to 25
such situations, presented in just this
clinical format, and arranged alpha-
betically according to the “on-call
problem.” Concise discussions list the
essential additional information that
should be sought, the likely differen-
tial diagnosis, and a plan for initial
management.

A companion section takes a sys-
tem-oriented approach, and in out-
line form, aided by charts, tables, and
algorhythms, gives an overview of
such entities as cardiac abnormalities,
drug withdrawal, infectious diseases,
surgical problems, and others. Con-
tent includes pathophysiology, risk
factors, clinical findings, expected
laboratory findings, and management
with some comments on prognosis.

Other clinically useful sections
cover the techniques involved in a
variety ofspecial procedures, ranging
from heelstick to extracorporeal
membrane oxygenation, and the
commonly used medications with
neonatal dosages and comments on
application and side effects. There is
also a list of the potential effects of
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various drugs with lactation. An ap-
pendix provides some useful reference
charts, tables, and normograms.

The basics of newborn care are
covered in the first section, titled
“Basic Procedures,” which includes
delivery room management, nutri-
tion, fluids, respiratory care, and
physical examination. Taken in its
entirety, this small, concise manual is
quite comprehensive in its coverage
ofthe essential information required
to provide care to the sick neonate. It
is the product of multiple authors,
edited to maintain a uniformity of
format, and presented in a manner to
facilitate easy retrieval ofinform ation.
It can be recommended to any cli-
nician actively engaged in newborn
care, and is particularly suited to serve
asan immediate guide to the solution
ofunanticipated or unfamiliar prob-
lems.

Leland J. Davis, MD
University of California,
San Francisco

Essentials of Clinical Nutrition.
ElaineB. Feldman, F. A. Davis Com-
pany, Philadelphia, 1988, 605 pp.,
$35 (paper). ISBN 8036-3431-5.

In this trade paperback, the latest
volume of the Essentials ofMedical
Education series edited by David T.
Lowenthal, the author intends to
cover “a certain minimum body of
nutritional knowledge, or compe-
tence” that is necessary for the phy-
sician. The author provides at least
these essentials and a good bit more.
The organization of the volume is
standard for a nutritional text and in-
cludes basic principles of nutrition,
nutrition throughout the life cycle,
modalities of nutritional support,
malnutrition, and nutritional aspects
of disease. The table of contents of
this book would serve nicely as an
outline for a curriculum in clinical
nutrition for medical students, family
practice residents, or practicing family
physicians.

The book is well organized and

clearly written. Most of the chapters
are quite interesting, and most ofthe
graphs, tables, and illustrations are
clear and concise. The section on ba-
sic principles of nutrition probably
contains more biochemistry and de-
tail than is essential for physician ed-
ucation as well as several figures that
are difficult to interpret. Although
specific references are not provided
for the data presented in this book,
the information is for the most part
up to date and reflects mainstream
ideas in clinical nutrition. There is
relatively little discussion of some of
the more controversial aspects of
clinical nutrition, butthat may be ap-
propriate for a volume intended to
deal with essentials. This book would
probably be most useful to physicians
at any stage of training or practice
who would like a relatively brief
overview of clinical nutrition.

Ronald Arlo Kahn, MD
University ofArkansasfor
Medical Sciences

Little Rock

Families and Health (Volume 10,
Family Studies Text Series). William

J. Doherty, Thomas L. Campbell.
Sage Publications, Newbury Park,
California, 1988, 160 pp., $19.95,

$9.95 (paper). ISBN 0-8039-2993-5.

The meaning and significance of
the wordfamily in family practice re-
mains unclear in 1988, nearly 20
years after the specialty’s formation.
This book, a gem in both value and
clarity, makes an important contri-
bution to relating health and illness
to family structure and function. The
authors, experienced practitioners
and educators in family system med-
icine, have written an intensely ref-
erenced, authoritative basic science
textbook that describes why caring for
the family for the benefit of the pa-
tientisnotonly desirable but essential
for excellent health care. The authors
wisely avoid the question of whether
family-centered medical care is the
foundation ofan entire specialty, but
the book’s richness of detail and
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comprehensive scope provide a strong
foundation for both research and
clinical practice in family practice.

The book is organized according to
a family health and illness cycle pro-
posed by the authors. This cycle rep-
resents the spectrum of family-cen-
tered medical care from prevention
to rehabilitation or death. The cycle
generates a structure of five chapters
reviewing the relationship of family
structure and function to health pro-
motion, vulnerability and disease on-
set, illness assessment, acute response
to illness, and chronic illness. The
book provides little in the way ofspe-
cific clinical techniques for assessing
and intervening in the family; a text
addressing clinical strategies and skills
is sorely needed for family physicans.
This book provides the basic science
foundation foracomprehensive clin-
ical approach.

In summary, this is a well-written,
readable, and authoritative approach
to relationships between families,
health, and illness. | would recom-
mend it as a primer for researchers,
and a reference for family physicians
atall levels oftraining and experience.

Thomas Schwenk, M D
University ofMichigan
Medical School

Ann Arbor

Allergic Diseases from Infancy to
Adulthood (2nd Edition). C. Warren
Bierman, David S. Perlman. W. B.
Saunders Company, Philadelphia,
1988, 824 pp., $95.00. ISBN 0-7216-
1513-9.

This textbook on allergic diseases
was “first conceived and developed
for physicians who provide primary
patient care.” This area of medicine
is certainly relevant to the family
physician, and the authors presentthe
wide range of allergic diseases in an
extremely readable format.

The book presents basic immu-
nologic pathophysiology and then
deals with specific allergic diseases,
their evaluation and treatment. There
are over 120 extremely well-done il-
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lustrations which add to the read-
ability of this in-depth textbook.

This book is not a short reference
to allergic diseases. Although itis ap-
propriate for use by the primary care
physician, its in-depth discussion and
824 pages make it atextbook best uti-
lized in libraries or by the physician
with a large allergy practice. | would
certainly recommend it to the pri-
mary care physician who wants an in-
depth yet practical resource book in
his library.

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

Interpreting the Medical Literature:
Practical Epidemiology for Clinicians
(2nd Edition). Stephen H. Gehlbach.
Macmillan Publishing Company,
New York, 1988, 218 pp., $21.95 (pa-
per). ISBN 0-02-341270-4.

Keeping up with new develop-
ments in the health care literature re-
lating to the etiology, diagnosis, treat-
ment, and prognosis of medical
conditions isa daunting task for most
clinicians. The increasingly sophisti-
cated and at times arcane method-
ologic language found in journal ar-
ticles often makes it difficult for
readers to understand clinical and
epidemiological research findings.
Interpreting the Medical Literature:
Practical Epidemiologyfor Clinicians,
by Dr. Stephen H. Gehlbach, is an
important and welcome text that
greatly helps to demystify the episte-
mology and praxis of biomedical re-
search.

This concise, well-written, and
highly entertaining paperback builds
upon the success of the first edition
(1982). Lucid descriptions are pro-
vided of key methodologic concepts
(eg, reliability, validity, sampling,
bias, statistical significance, confi-
dence intervals, sensitivity, specificity,
predictive value, risk, and causality),
and published findings from a variety
ofrelevant recent and classic medical
studies help to emphasize the major
points. Liberal use is made of illus-
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trative figures and tables. In the sec-
ond edition, two new chapters have
been added that effectively cover (1)
commonly used statistical tests for
categorical data, continuous data,
correlation, and regression analysis;
and (2) case-series studies, editorials
or letters, and reviews (including
metaanalysis).

In terms of recommendations for
a future third edition of this marvel-
ous text, this reviewer would like to
see more discussion of such topics as
the likelihood ratio, exploratory data
analysis techniques, and ethnographic
or qualitative research. Readers may
also be interested in a review ofother
books and articles on the subject of
“interpreting the medical literature”
(eg, see the excellent McMaster Clin-
ical Epidemiology Rounds series in
the Canadian Medical Association
Journal). Finally, a chapter on cri-
tiquing articles relating to the cost ef-
fectiveness and quality of medical
care would be most useful given the
growing number ofpublished studies
on these subjects.

Interpreting the Medical Literature
can be profitably studied by medical
students in undergraduate courses or
clerkships, by residents and fellows in
journal clubs and research practi-
cums, and by experienced clinicians
who wish to review the fundamental
concepts ofclinical epidemiology and
keep up with the rapidly changing
world of medical practice.

Robert C. Like, M D
University ofMedicine and
Dentistry ofNew Jersey
New Brunswick

Putting Prevention into Practice:
Problem Solving in Clinical Preven-
tion. Richard K. Riegelman, Gail J.
Povar (eds). Little, Brown & Com-
pany, Boston, 1988, 407pp., $18 (pa-
per). ISBN 0-316-745219-7.

Official recommendations abound
in the field of preventive medicine.
The Canadian Task Force, US Task
Force, and American Cancer Society
are just a few examples of organiza-

tions with experts and opinions that
rarely agree. The family physician is
left with the difficult task ofdeciding
whom to believe.

Physicians hoping to find the “right
answer” to this problem will not find
itin this book. The authors’ goalisto
help the reader think through the
problems ofclinical preventive med-
icine. The reader will indeed develop
agood understanding ofthe complex
issues involved in this field. The phy-
sician will also begin to appreciate
why no “right answer” exists for
many public health problems.

The book is well organized and
very readable. The first five chapters
provide basic background informa-
tion needed to understand and ana-
lyze the problems presented in the re-
mainder ofthe book. Fourteen topics
in primary, secondary, and tertiary
prevention are then presented as
sample problems. Subjects include
current controversies such as choles-
terol screening and osteoporosis pre-
vention. Also intriguing are chapters
on problems receiving less publicity
such as varicella prevention and child
restraints.

Each of these 14 chapters begins
with a clinical case followed by a re-
view ofthe data available on the par-
ticular problem. A series of study
questions, with answers in the back,
guide the reader from data analysis to
the development of recommenda-
tions. Despite multiple authors, this
format is remarkably uniform.

A teacher’'sguide in pamphlet form
isiincluded with the book. The pam-
phlet contains suggestions for using
the book for teaching students and
physicians, sample test questions, and
an annotated bibliography for sug-
gested additional reading. The book
can also be used as the text for a self-
study course for 54 hours of AMA
approved category 1 CME credit.

Although the authors state the
book is “written by and for clini-
cians,” the family physician with a
busy clinical practice will probably
not find it helpful. Family physician
educators, however, or clinicians with
a particular interest in preventive

continued on page 364
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medicine should enjoy this book and
find it quite thought provoking.

Diane J. Madlon-Kay, MD
Minneapolis, Minnesota

The Only EKG Book You W ill Ever
Need. (2nd Edition). Malcolm Thaler.
J.B. Lippincott Co, Philadelphia,
1988; 270 pp., $19.95 (paper). ISBN
0-397-50773-9.

As the author points out, there are
anumberofelectrocardiogram (ECG)
texts currently available. Most family
physicians have at least one or pos-
sibly more ECG texts in their library
for reference purposes. Some texts are
extremely brief, giving only the basic
information regarding the interpre-
tation of electrocardiograms, and
others go into great detail regarding
every facet ofelectrocardiography in-
cluding extensive information on
vector propagation. The author ofthis
text has attempted to present a course
in electrocardiography that keeps in-
formation simple and uncomplicated.
The graphics he has chosen that com-
plement the text are extremely well
done. The book begins with the basics
ofelectrocardiography, progresses to-
ward recognition ofcardiac hypertro-
phy and arrhythmias, and moves on
to conduction blocks and myocardial
infarction, ending with a very helpful
summary chapter that reviews an 11-
step method ofreading electrocardio-
grams. Included in the text are clinical
histories of the electrocardiograms
presented.

A special section entitled “Finish-
ing Touches” reviews electrocardio-
graphic changes present in a number
of special clinical situations including
electrolyte disturbances, pulmonary
and central nervous system disorders,
and the athletic heart. | found this text
to be easily read, understood, and it
would be an excellent reference for
medical students, family practice res-
idents, and the practicing family phy-
sician.

Fran Larsen, MD
Ventura, California
continued on page 368
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ventricular fibrillation after receiving intravenous verapamil. While this has not been reported with oral
verapamil, it should be considered a potential risk (see Contraindications). Treatment is usually
D.C.-cardioversion. Atrioventricular Block: The effect of verapamil on AV conduction and the SA
node may cause asymptomatic 1st degree AV block and transient bradycardia. Higher degrees of AV
block, while infrequent (0.8%), may require a reduction in dosage or, in rare instances, discontinua-
tion of verapamil HCI. Patients with Hypertrophic Cardiomyopathy (IHSS): Although verapamil has
been used in the therapy of patients with IHSS, severe cardiovascular decompensation and death
have been noted in this patient population.

PRECAUTIONS: Impaired Hepatic or Renal Function: Verapamil is highly metabolized by the liver
with about 70% of an administered dose excreted as metabolites in the urine. In patients with impaired
hepatic function the dose should be cutto 30% of the usual dose and the patient closely monitored.
In patients with impaired renal function verapamil should be administered cautiously and the patients
monitored for abnormal prolongation of the PR interval or other signs of excessive pharmacological
effects (see Overdose). Use in Patients with Attenuated (Decreased) Neuromuscular Transmission:
Verapamil decreases neuromuscular transmission and may prolong recovery from neuromuscular
blocking agents. In patients with attenuated neuromuscular transmission lower doses of verapamil
may be warranted.

Drug Interactions: Beta Blockers: Concomitant use of ISOPTIN and oral beta-adrenergic blocking
agents may result in additive negative effects on heart rate, atrioventricular conduction, and/or car-
diac contractility. Excessive bradycardia and AV block, has been reported. The combination should be
used only with caution and close monitoring. Digitalis: Clinical use of verapamil in digitalized patients
has shown the combination to be well tolerated. However, chronic verapamil treatment increases
serum diaoxin levels by 50% to 75% during the first week of therapy and this can result in digitalis
toxicity. Upon discontinuation of ISOPTIN (verapamil HCI), the patientshould be reassessed to avoid
underdigitalization. Antihypertensive Agents: Verapamil admini d concomitantly with oral antihy-
pertensive agents (e.qg., vasodilators, angiotensin-converting enzyme inhibitors, diuretics, alpha and
beta adrenergic blockers) will usually have an additive effect on lowering blood pressure. Patients
receiving these combinations should be appropriately monitored. Antianllythmic Agents: Disopyramide:
Disopyramide should not be administered within 48 hours before or 24 hours after verapamil admin-
istration . Flecainide: Concomitant administration of flecainide and verapamil may have additive nega-
tive effects on myocardial contractility, AV conduction, and repolarization. Quinidine: In patients with
hypertrophic cardiomyopathy (IHSS), concomitant use of verapamil and quinidine may result in sig-
nificant hypotension. Other: Nitrates: The pharmacologic profile of verapamil and nitrates as well as
clinical experience suggest beneficial interactions. Cimetidine: Variable results on clearance have been
obtained in acute studies of healthy volunteers; clearance of verapamil was either reduced or
unchanged. Lithium: Pharmacokinetic (lowering of serum lithium levels) and pharmacodynamic
(increased sensitivity to the effects of lithium) interactions between oral verapamil and lithium have
been reported. Carbamazepine: Verapamil therapy may increase carbamazepine concentrations and
produce related side effects during combined therapy. Rifampin: Therapy with rifampin may mark-
edly reduce oral verapamil bioavailability. Phenobarbital: Phenobarbital therapy may increase verapamil
clearance. Cyclosporin: Verapamil therapy may increase serum levels o f cyclosporin. Anesthetic
Agents: Verapamil may potentiate the activity of neuromuscular blocking agents and inhalation anes-
thetics. Carcinogenesis, Mutagenesis, Impairment of Fertility: There was no evidence of a carcino-
genic potential of verapamil administered to rats for two years. Verapamil was not mutagenic in the
Ames test. Studies in female rats did not show impaired fertility. Effects on male fertility have not been
determined. Pregnancy (Category C): There are no adequate and well-controlled studies in pregnant
women. ISOPTIN crosses the placental barrier and can be detected in umbilical vein blood at delivery.
This drug should be used during pregnancy, labor, and delivery, only if clearly needed. Nursing
Mothers: ISOPTIN is excreted in human milk, therefore, nursing should be discontinued while
verapamil is administered. Pediatric Use: Safety and efficacy of ISOPTIN in children below the age of
18 years have not been established.

ADVERSE REACTIONS: Constipation 7.3%, dizziness 3.3%, nausea 2.7%, hypotension 2.5%, head-
ache 2.2%, edema 1.9%, CHF/pulmonary edema 1.8%, fatigue 1.7%, dyspnea 1.4%, bradycardia
1.4%, 2°and 3° AV block 0.8%, rash 1.2%, flushing 0.6% and elevated liver enzymes (see WARN-
ING). The following reactions, reported in less than 1.0% of patients, occurred under conditions (open
trials, marketing experience) where a causal relationship is uncertain; they are mentioned to alert the
physician to apossible relationship: angina pectoris, atrioventricular dissociation, arthralgia and rash,
blurred vision, cerebrovascular accident, chest pain, claudication, confusion, diarrhea, dry mouth,
ecchymosis or bruising, equilibrium disorders, erythema multiforme, exanthema, gastrointestinal dis-
tress, gingival hyperplasia, gynecomastia, hair loss, hyperkeratosis, impotence, increased urination,
insomnia, macules, muscle cramps, myocardial infarction, palpitations, paresthesia, psychotic symp-
toms, purpura (vasculitis), shakiness, somnolence, spotty menstruation, Steven-Johnson syndrome,
sweating, syncope, urticaria.

Treatment of Acute Cardiovascular Adverse Reactions: Whenever severe hypotension or complete
AV block occur following oral administration of verapamil, the appropriate emergency measures should
be applied immediately, e.g., intravenously administered isoproterenol HCI, levarterenol bitartrate,
atropine (all in the usual doses), or calcium gluconate (10% solution). If further supportis necessary,
inotropic agents (dopamine or dobutamine) may be administered. Actual treatment and dosage should
depend on the severity and the clinical situation and the judgment and experience of the treating
physician.

OVERDOSAGE: Treatment of overdosage should be supportive. Beta-adrenergic stimulation or paren-
teral administration of calcium solutions may increase calcium ion flux across the slow channel, and
have been used effectively in treatment of deliberate overdosaae with verapamil. Clinically significant
hypotensive reactions or fixed high degree AV block should be treated with vasopressor agents or
cardiac pacing, respectively. Asystole should be handled by the usual measures including cardiopul-
monary resuscitation. 2628BS-11/87
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Stories of Sickness. Howard Brody.
Yale University Press, New Haven,
Connecticut, 1987, 310 pp., $25 50
ISBN 0-300-03977-8.

This provocative book is difficult
to review in the space available. It
touches on many different aspects of
medicine including sociology, philos-
ophy, literature, and ethics, and while
it often produces flashes of recogni-
tion, it also frequently provokes re-
buttal and irritation. The theme ofthe
book is that we can best care for our
patients by listening to the unique
stories of their lives and illnesses.
Brody develops a framework that in-
cludes the sick role and the effect of
iliness on life plans and self-respect as
a means for understanding these sto-
ries. He then illustrates his arguments
with several classic stories from lit-
erature. Finally, he offers his model
as a general approach to medical eth-
ics, suggesting that attention to the
narrative aspects of an ethical di-
lemma will fostera fuller appreciation
ofthe events.

| had a number of problems with
the book. Too much ground is cov-
ered too superficially, with an abun-
dance of distracting footnotes. If in-
deed patients’ stories are unique, then
fitting them into such a prescriptive
framework seems at least paradoxical.
It would have been helpful to illus-
trate the argument with stories ofreal
patients ratherthan synopses ofworks
of literature. Finally, his narrative
theory of medical ethics is uncon-
vincing as a useful tool in resolving
ethical dilemmas.

| encourage those interested in
being challenged by the ideas dis-
cussed in this book to read it for
themselves. For those seeking a more
practical, comprehensive, and less
prescriptive view ofthe role of stories
in medical practice, | recommend
The Illness Narratives by Arthur
Kleinman.

Peter Franks, MD
Jacob W. Holler Family
Medicine Center
Rochester, New York



