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We believe that the stroke was re-
sponsible for the pain relief, which
brought improvement in his mood dis-
orders. To the best of our knowledge,
there is no reported similar case. The
underlying mechanism whereby relief
of pain occurs after a stroke is not
clear; we suppose that the stroke was
accompanied by damage to pain cen-
ters or pathways so that the input of
the patient’s pain signals could not be
interpreted by the brain.

Majed Odeh, MD

Harry Bassan, MD

Arie Oliven, MD

Bnai Zion-Medical Center
Technion Faculty of Medicine
Haifa, Israel

OBSTETRICS IN FAMILY
PRACTICE

To the Editor:

This letter is in response to the let-
ter to the editor by Thomas J. Ruane
in the July 1989 issue of the Journal
(Obstetrics infamily practice, J Fam
Pract 1989;29:16). | was so glad to see
his letter because I, also, have been a
bit worried that the practices of aca-
demic family medicine are gradually
falling into the trap that has occurred
in many other specialties, in which a
reality gap develops between commu-
nity practice and academic practice.

I believe this is what Dr Ruane is
suggesting in his letter. Like him, |
believe that in most areas of the
United States, family physicians will
not be doing obstetrics and will not be
doing much hospital practice. | know
right now you can show me lots of
figures proving me wrong, just as Gen-
eral Motors showed proof in the 1960s
and 1970s that big automobiles would
always be the most wanted car in
America.

My hope is that our leaders in aca-
demic medicine can really look seri-
ously at these issues while leaving our
considerable egos aside. The other is-
sue needing much more serious eval-
uation (besides obstetrics and hospital
practice) is the possible merging of
family practice and internal medicine.
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| feel very sad when one of our most
respected founders and leaders, Dr
Nicholas Pisacano, says in the AAFP
Reporter (June 1989): “I'm telling
you that we will not merge the two
specialties as long as | can breathe.”
The world changes so rapidly that
even if Dr Pisacano believes it is not a
good idea for family practice and in-
ternal medicine to merge today, how
can he be so sure about 1 year or 5
years from now? Open ai]d continuing
dialogue seems to be a much healthier
and humane approach.

William D. Manahan, MD
Mankato, Minnesota

GATEKEEPER ISSUES

To the Editor:

I believe that neither of the authors
in the gatekeeper controversy (Can
thefamily physician avoid conflict in
the gatekeeper role? Ellsbury KE: An
affirmative view. Stephens GG: An
opposing view. J Fam Pract 1989;
28:698-704) focuses clearly enough
on the key issue in gatekeeping,
namely, how to manage patients who
demand unnecessary care. Anyone in
active family practice can agree that
many such patients exist, even in rela-
tively unsophisticated rural areas. We
have all seen people who “need” a der-
matologist for mild acne, who “need”
a plastic surgeon for wart removal,
who “need” an MRI scan to investi-
gate tension headaches.

In health insurance milieus, where
premium costs are really shared
across a wide network of players, such
behavior is antisocial. It is also
fraught with potential self-injury.
Family physicians should no more as-
sist patients in obtaining unnecessary
care than they should assist drug ad-
dicts in obtaining drugs or assist
healthy patients in obtaining disabil-
ity benefits. Whether we like it or not,
we have social obligations as physi-
cians as well as duties to individual
patients. Usually these responsibilities
are comfortably mixed, and we are
able to benefit our patient and our so-
ciety simultaneously. But encounters

certainly do occur that place us in an
uncomfortable ethical dilemma.

The dominant insurance plans of
the 1970s and early 1980s, indemnity
plans, made it easy for us to ignore our
social responsibility. Since no one else
was trying to constrict unnecessary
care, why should we? Unfortunately,
our passive attitude did much to cre-
ate our public image as triage officers
rather than competent treating physi-
cians. Furthermore, many of us en-
gaged in antisocial behavior ourselves
by milking the indemnity plans with
unnecessary diagnostics from which
we profited.

Dr Stephens suggests we develop a
cadre of “technocrats” who would ex-
tricate the family physician from any
difficulty in the physician-patient
relationship. In this scheme, rather
than confront a patient who demands
unnecessary care, the physician would
triage the patient to a third party who
would make the real decision as to
medical necessity. Besides being im-
practical, the suggestion further di-
minishes the family physician’s stat-
ure. It suggests to patients that the
family physician is not really capable
of managing healthcare on his own,
but needs consultation even in reach-
ing management decisions, let alone in
carrying out appropriate treatment.

Trust is fundamental to the physi-
cian-patient dyad. In most cases, it
takes years to develop. Many physi-
cians and patients struggle for the first
few years of their relationship to-
gether, as they come to mutually un-
derstand one another. Many health
maintenance organizations take pa-
tients who previously did not have a
relationship with a primary physician,
and arbitrarily create one. It is under-
standable that some of these relation-
ships prove difficult for both parties
for months or even several years. Our
current popular style of group family
practice makes the problem even
worse, in that patients often rotate
from physician to physician and never
really develop much trust. Nonethe-
less, my belief—and my experience—
is that patients do develop this trust
over time and are well satisfied having
their healthcare “managed.” | also be-
lieve that they personally, and society
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in general, benefit from management.

Daniel C. Lyons, MD
Hamburg Family Practice Center
Hamburg, Pennsylvania

The preceding letter was referred
to Dr Stephens, who responds asfol-
lows:

Dr Lyons’ main points are that fam-
ily physicians have a social, ie, ethical,
obligation to manage (control, reduce,
eliminate) unnecessary medical care;
that this can be achieved by means of
a trusting physician-patient relation-
ship; and that not doing it diminishes
the family physician’s stature. In mak-
ing these assertions, he also acknowl-
edges my position that “uncomfort-
able ethical dilemma(s)” characterize
the exercise of such power.

What is not made clear by Dr Lyons
is when or how society selected family
physicians upon whom to impose spe-
cial obligations to monitor and regen-
erate the health-seeking behavior of
citizens with respect to its appropri-
ateness and necessity. Surely such
control, whether by persuasion, ad-
ministrative power, or economic re-
straint, belongs, at a minimum, to the
entire medical profession rather than
a minority subset. Family physicians,
by and large, did not create the condi-
tions that seem to make such control
desirable. Little is gained by family
physicians wearing hair shirts to atone
for the excesses, extravagances, and
exploitations of medical care, past and
present. There are plenty of guilt feel-
ings to go around.

| argued that health maintenance
organizations (HMOs), at their best,
do not operate from a morally superior
position, because they participate in
structures of power and money that
are narrowly self-interested, anony-
mous, secretive, and antidemocratic.
A moral physician might work in
them ethically, but not without con-
flict and risk of unknown dimensions.
On the other hand, equally moral phy-
sicians might refuse to work in HMOs
on ethical grounds, even as a protest
against their ethical ambiguity.

All physicians have an obligation to
work for equity, justice, fairness, and
high levels of professional competence

for all citizens. They do this mainly by
participating in political processes
that establish health policies having
these characteristics more than by ex-
ercising any form of social control
over their patients.

I am not so optimistic as Dr Lyons
that family physicians always (or usu-
ally) know what is medically neces-
sary or that they are fully capable of
managing the entire medical care of
patients on a contractual basis. Medi-
cal necessity is a moving front that
depends, in large part, on state-of-the-
art developments in subspecialties in
medical schools and large hospitals.

I am quite willing to exercise my
best judgment about what patients
need, even to try to persuade them to
accept my judgment, but I am not
willing to deny them access to other
physicians’ judgment when they think
they need it or just want it.

Enough “technocrats” to ration
medical service are already in place.
Medical administrators are the fastest
growing group in the healthcare in-
dustry. Let them come out of hiding
and go public with their policies and
decisions about what patients need
and what services their contracts pro-
vide. | prefer the role of patient advo-
cate to HM O watchdog.

A. Gayle Stephens, MD
Birmingham, Alabama

FAM ILY FUNCTION, STRESS,

AND INFLUENZA

To the Editor:

| found the recent report of family
functioning and stress as predictors of
influenza B infectionl well designed
and intriguing but also deserving com-
ment. Although | believe that family
functioning and stress are biologically
plausible predisposing factors for viral
illnesses, | am not sure that the con-
clusions of the study are warranted for
two reasons.

First is the matter of confounding.
The authors state: “Several potential
confounders were anticipated such as
socioeconomic status, family size, and
initial serology levels....” They pre-
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sumably performed a stratified or
multivariate analysis to show that in
fact none were confounding variables.
However, not mentioned were factors
such as day care (well known to be a
strong risk for infectious diseases),
school, crowding, and age. Because
some of the individual crude associa-
tions reported are modest (eg, from
Table 4 the odds ratio for dysfunc-
tional compared with balanced fam-
ilies is 1.82, approximate 95% confi-
dence interval 1.02-3.02) control of
all possible confounders is essential to
the conclusions.

The second point is a more funda-
mental problem with the analysis. The
use of the chi-squared statistic for
association is incorrect because ob-
servations are not independent—an
assumption underlying the statistic.2
In his text Mattson states that “viola-
tion of the requirement of indepen-
dence of data in a chi-squared analysis
is one of the most frequent errors in
statistical analysis.” Family members
are clearly dependent, which is easily
seen from the fact that younger chil-
dren were assigned the mother’s
FACES score. Therefore, the occur-
rence of disease in one family member
cannot be treated as independent of
the others. Family membership must
be taken into account so as to have a
measure of its effect as well as family
functioning on the risk of disease.
Only then can the conclusion be
drawn that it is the effect of family
functioning and not family member-
ship (which are very different) that is
responsible for the increased suscep-
tibility to influenza B.

I would conclude that the results
are only suggestive based on the fact
that potential confounders were not
considered and the analysis failed to
take into account the effect of family
membership.

Mark Grant, MD, MPH
Chicago, Illinois
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The preceding letter was referred
to Drs Clover and Abell, who respond
asfollows:

Dr Grant raises several questions
pertinent to our study.l Dr Grant’s
first concern regards confounding.
Obviously, it is very difficult to control
for all potential confounders. How-
ever, the variables he raised were ad-
dressed in our study. First, all the chil-
dren were either in day care or school
programs, as mentioned in our meth-
ods section. This inclusion criteria not
only made our study groups “equal”
but allowed for a high rate of exposure
to influenza. Age and pre-season serol-
ogy were controlled for in our analysis.
Finally, crowding is difficult to ad-
dress, but family size, socioeconomic
status, and occupation were addressed
in our analysis.

Dr Grant’s observation concerning
the lack of independence is well
placed. By assigning the young chil-
dren the FACES score of their mother,
we clearly made the family function-
ing for the children dependent upon
the mother. Our outcome variable—
the occurrence of influenza—is in our
opinion an independent measure.

One way to look at the data in light
of the lack of independence of the
family functioning variable is to ana-
lyze each family as a unit, reducing
our sample size to 58 families. When
we did this analysis, the trends were
still evident, with the incidence of in-
fluenza increasing respectively from
disengaged to moderately cohesive to
enmeshed families; given this reduced
sample size, the P value resulting
from the chi-square statistic was
greater than our alpha of .05. Thus,
we cannot rule out random fluctuation
as the cause of the manifested
incidences, although the actual esti-
mates are as hypothesized.

Second, we looked at secondary at-
tack rates (defined as a second family
member acquiring influenza disease
within 7 days after onset of symptoms
in the index case) within the house-
hold, since it could be argued that
once influenza was introduced into the
household, other family members
would be at increased risk of develop-
ing influenza as compared with the
families to whom influenza had not
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been introduced. By comparing the
secondary attack rates with the rates
of new index cases in the family, we
found the risk was higher for someone
developing influenza from the outside
than from within the family. Having
reviewed the secondary attack rates in
our data, we feel that it is appropriate
to treat the occurrence of disease in
each individual as independent of
other family members. Longini et al2
have recently suggested a technique
that precisely adjusts for potential dif-
ferences in the incidence of influenza
between the community and the fam-
ily. We plan to analyze our future data
using this approach.

Scientific inference includes ruling
out systematic and random threats to
both internal and external validity. We
believe our analysis provided a sound
basis for ruling out potential con-
founding. If we use the family as the
unit of analysis, we have less confi-
dence in ruling out random variation
as the source of the reported relative
risks; yet, we infer that randomness is
not responsible for these results. Thus,
we propose that our estimates for the
absolute and relative incidence of in-
fluenza stand as published.

We appreciate Dr Grant’s critique
of our work. We believe that there is
much yet to learn about the incidence
of influenza in the community and the
family. We believe that the technique
proposed by Longini et al2 may well
provide physicians a needed tool to
more adequately evaluate the factors
determinant of the spread of influ-
enza.

Richard D. Clover, MD

Troy Abell, PhD

Department of Family Medicine
University of Oklahoma
Oklahoma City
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FAMILY PRACTICE
OBSTETRICS IN
CONNECTICUT

To the Editor:

Numerous authors have com-
mented over the past several years on
the experience in individual states
with declining participation in obstet-
rics by family physicians.12 This has
prompted descriptions of the family
physician delivering babies as an “en-
dangered species.” 3

Traditionally, the Northeast has
been a region with the lowest partici-
pation in obstetrics. A 1977 national
survey showed enormous regional
variation in the proportion of family
physicians practicing obstetrics, rang-
ing from a high of 61%o in the North
Central region of the country to a low
of 6% in the Northeast.4

How ironic, then, that one can now
look to the state of Connecticut and
find reason for optimism. Over the
past 5 years the number of Connecti-
cut family physicians practicing ob-
stetrics has increased 350%0! The ma-
jority are in private practice; the rest
are on the faculty of two of the three
family practice residency programs in
the state. While the absolute numbers
remain relatively small (a total of 28
practitioners at present), the trend is
undeniable and runs directly counter
to that seen in other states.

What factors underlie this increase?
Malpractice insurance costs have sta-
bilized. Total malpractice premiums
per year declined when all the major
carriers switched from occurrence
coverage to claims-made coverage in
1986. Family physician representation
on a recent ad hoc committee looking
at obstetric malpractice premiums
helped secure a lower risk category for
family physicians when compared
with their obstetrical colleagues. An-
nual premiums for a family physician
choosing to include obstetrics remain
within reach, generally on the order of
$3000 to $4000 in excess of premiums
for those excluding obstetrics. In addi-
tion, there has recently been a remark-
able turn downward in the number of
medical malpractice cases in the state
of Connecticut. The Connecticut Law
Tribune recently reported a 30% de-
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crease in the number of lawsuits filed
from 540 in 1985-1986 to 377 in
1987-1988.

The second factor, which may ex-
plain the trend toward an increase in
family practice obstetrics, is the out-
pouring of graduates from the state’s
family practice residency programs.
Previous authors have reported that
obstetrics is typically practiced by
younger family physicians.

Whatever the explanation for the
above, the numbers look encouraging
and suggest that reports of the virtual
extinction of family practice obstet-
rics are premature. Increased faculty
involvement in several of the state’s
residency programs should provide
appropriate role models to encourage
additional graduating family physi-
cians to consider obstetrics as they en-
ter practice.

The fact that patients in the state of
Connecticut will continue to have a
choice in prenatal care among mid-
wives, family physicians, and obstetri-
cians is good news for them, their fam-
ilies, and for the discipline of family
medicine as well.

John H. Cordis, MD
University of Connecticut
School o fMedicine
Hartford
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