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To the Editor:
Our fee-for-service health care sys­

tem has produced the most advanced, 
the most technical, and the most ex­
pensive health care system in the 
world. For all its success, this indem­
nity-insurance-based system is not 
serving well those 35 million unin­
sured, those 65 million inadequately 
insured, or those insured but strug­
gling to pay family plan premiums in 
excess of $4,000. Health maintenance 
organizations (HMOs) may not be the 
answer to this multifaceted problem, 
but the HMO movement is a classic 
example of American ingenuity trying 
to develop a product to meet a need.

In the June issue of this journal, 
G. Gayle Stephens, MD, wrote “An 
Opposing View” regarding the HMO 
gatekeeper role of family physicians.1 
Dr Stephens admits that there are dif­
ferent HMOs and that traditional in­
demnity insurance is not perfect, but 
he then goes on to challenge the virtue 
and ethics of family physicians who 
function as HM O primary care physi­
cians (gatekeepers). Dr Stephens’ 
comments regarding HM O care were 
so negative that I feel I must share our 
positive feelings regarding the HMO 
concept of managed health care.

We are three residency-trained, 
board-certified family physicians pro­
viding a broad gamut of family health 
services in a town of 8500. Accepting 
the concept that managed health care 
should be better than unmanaged 
health care, we contracted with an in­
dependent practice association (IPA) 
HMO in 1985 and now are involved 
with 3 IPA/HM Os including one with 
M edicare-eligible individuals. We 
have a total of 1750 enrollees. These 
plans provide 100% coverage for all 
approved services. The only additional 
patient expense is a $25 co-payment

for emergency department visits and 
outpatient counseling services. Enroll­
ees receive significant premium re­
duction. The average worker saves 
$1500 on an annual family plan, and a 
Medicare-eligible couple saves $800 
as compared with M edicare/Plan 65. 
Despite the significant reduction in 
premium dollars collected, these plans 
have always had money available to 
pay for all services needed, yet still 
reimburse our family physicians at a 
rate of over 125% of fee-for-service. 
Because of additional administrative 
duties, potential financial loss, and our 
ongoing effort at public education re­
garding managed health care, we feel 
that the 125% reimbursement is a rea­
sonable and necessary goal.

Dr Stephens complained about his 
HMO patients requesting unnec­
essary referrals to dermatologists, chi­
ropractors, etc. When we receive a 
request for what we feel is an inappro­
priate referral, we explain to the pa­
tient that we contract with their 
health insurance company to provide 
those services for which we are 
trained. We further explain that as 
family physicians we are trained to 
provide the service in question, but 
that if we identify the need for a ser­
vice for which we are not trained or do 
not have the necessary equipment, 
then we will immediately arrange for 
appropriate referral.

The HMO economic incentive to 
physicians is not to withhold services, 
but to truly promote and maintain 
health. It is hard to envision any physi­
cian withholding needed services. 
HMOs are designed to reward the 
physician who is readily available to 
his or her patients and who effectively 
promotes health through education, 
lifestyle management, appropriate 
health screening, and timely use of 
specialty care.

Managed health care will not sat­
isfy every patient or every physician. 
However, we have found the IPA/

HM O program to be an excellent op­
tion for physicians who are committed 
to being always available for their pa­
tients to provide continuous, compre­
hensive, and cost-effective care while 
at the same time providing an attrac­
tive insurance option for those pa­
tients who really do want a physician 
who specializes in them.

Larry R. Anderson, MD 
Sumner County Family Care Center 

Wellington, Kansas
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The preceding letter was referred to 
Dr Stephens, who replies as follows:

I applaud Dr Anderson’s happy ex­
perience with HMOs and regret very 
much giving him the impression that I 
was “challenging the virtue and ethics 
of family physicians who function as 
. . .  gatekeepers.” I apologize to him 
for not making it clear that I was de­
scribing ethical flaws in the gatekeep­
ing role as it has evolved recently in 
many HMOs.

I imagine that Dr Anderson is an 
exemplary family physician who can 
make almost any system work for the 
benefit of his patients. Also, I suspect 
that he learned his practice ideals and 
habits in a non-HMO system of care, 
and that his HMOs reap benefits from 
seeds they did not sow. It remains to 
be seen whether or not HMOs can 
facilitate and perpetuate his virtues 
and skills in future generations of 
gatekeeping physicians.

Since Dr Anderson did not refute 
directly the main points of my argu­
ment, I will let them stand without 
further claim or defense.

G. Gayle Stephens, MD 
Birmingham, Alabama
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GONOCOCCAL
ENDOCARDITIS

To the Editor:
Dr Olsen-Noll et a l1 have provided 

an interesting addition to the growing 
number of case reports involving en­
docarditis caused by Neisseria gonor- 
rhoeae. Their patient demonstrated 
many of the features of the patients 
described in our review of this sub­
ject.2 Several interesting observations 
concerning this infection not dis­
cussed in their report are worth noting.

In only a minority of all reported 
cases (10 of 34 patients in our review) 
was there a history of recent genital 
infection. This clue to diagnosis is of­
ten unavailable. Fortunately, blood 
cultures have been uniformly positive, 
except in patients with isolated pul­
monic valve involvement. Prolonged 
incubation may be required, however. 
Finally, in spite of the increasing 
worldwide incidence of urogenital in­
fections caused by penicillinase-pro­
ducing N  gonorrhoeae, to date endo­
carditis caused by this organism has 
not been reported.

John V. Jurica, MD 
Kankakee Family Medicine 

Kankakee, Illinois
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F U T U R E  P R IM A R Y  C A R E : A  
M E R G E R  OR N O T ?

To the Editor:
In re sp o n se  to  th e  q u es tio n , 

“Should there be a single primary 
care discipline for the 21st century?” I 
would answer a resounding “YES.” 
And the name of that discipline 
should be family medicine. There is a 
reason why family medicine is one of 
the fastest growing medical disci­
plines in the world: it has been judged 
the most appropriate primary care 
specialty to meet the needs of all fam­
ily members.

Perkoff1 suggests that the literature 
does not offer any “. . .  convincing evi­
dence that supports any one primary 
care specialty over any other.” This 
statement is not exactly true. The 
studies referenced by Perkoff indicate 
that family physicians have as good 
results as the other specialists with 
whom they were compared. I could 
not find any studies showing that 
other specialists could do family prac­
tice as well as residency-trained fam­
ily physicians.2

PerkofFs position on the talent of 
our family medicine residents and fac­
ulty is one I found to be both provin­
cial and arrogant. I challenge his 
statement that residents in other spe­
cialties do better physical examina­
tions than family medicine residents, 
or that they are any more capable in 
making medical decisions. In addi­
tion, it is well known today that family 
medicine faculty have respected tal­
ents that extend beyond the realm of 
“social and behavioral aspects of pa­
tient care.” 3

The argument that there should be 
a single primary care discipline to 
avoid political hassles and improve fi­
nancial rewards is comforting, but 
from my perspective, not entirely rele­
vant. The reason for our discipline’s 
existence must be based primarily on 
our teaching, research, and service 
contributions. In all three areas we 
have demonstrated we have some­
thing special to offer. 3~5

Perkoff and Colwill6 call family 
physicians generalists. I do not accept 
this label. I feel that the residency- 
trained family physician is a specialist 
in primary care. We are the “decath­
lon” athletes of medicine. We have 
specific areas of expertise that we 
combine to allow us to function as ex­
perts in our decathlon (primary care). 
It is possible that in a breakdown of 
our various “events” there may be 
specialists in single “events” who can 
outperform us. Few, however, will be 
found who can compete with us in our 
decathlon.

For most of the world, primary care 
and family medicine (general prac­
tice) are becoming synonymous. In 
the United States let us continue to 
advance the academic discipline of

family medicine within the eclectic 
environment of our nonsystem of pri­
mary health care. If family medicine 
is the best at what it does, it will perse­
vere.

Gabriel Smilkstein, MD 
Department o f Family Practice 

University o f Louisville 
Louisville, Kentucky
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To the Editor:
I enjoyed reading in your August 

1989 issue of the Journal the articles 
bringing up, again, the possible future 
merging of internal medicine and pe­
diatrics into family practice (Should 
there be a merger to a single primary 
care for the 21st century? Perkoff GT: 
An affirmative view. Scherger JE: An 
opposing view. J  Fam Pract 1989; 
29:185-190).

There are several statements made 
by Dr Perkoff that I don’t believe are 
true or can be substantiated. He states 
that “pediatricians are trained to pro­
vide more detailed and often higher 
quality child care over a wider range 
of patient problems, especially for se­
riously ill children.” I assume he 
thinks that they are more highly 
trained than a family physician. I also 
noted that he did not substantiate that 
statement by any documentation; nor 
did he document his statement “Even 
the best of today’s residents lack the 
sophistication in detailed physical 
examination, reasoning about diagno­
sis, and breadth of clinical acumen 
that characterized their earlier col­
leagues.” I’m not sure how “early” his
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colleagues are that he is talking about, 
but he goes on to indicate that were 
family practice residents trained in 
specialty clinics, as are internists, they 
would be better diagnosticians.

In this four-page article he ad­
dresses a very important part of fam­
ily medicine obstetrics in just one 
paragraph. In spite of increasing li­
ability issues in that area of family 
practice, family physicians continue 
to perform obstetrical procedures, and 
indeed, many family practice pro­
grams are able to offer a high quality 
of obstetrics training.

He fails also to discuss trauma care, 
surgical procedures, orthopedics, and 
other areas in which family physicians 
are adequately trained and in which 
the pediatrician and internal medicine 
physician currently and in the future 
will not be trained.

I c e r ta in ly  a g re e  w ith  Dr. 
S cherger’s reply indicating  (and 
documenting) that “Numerous stud­
ies have documented that family phy­
sicians and internists have markedly 
different practice styles with the same 
patient problems.”

The differences in the three needed 
specialties are not only identifiable 
and practical but also philosophical, 
and the concept of merger of the three 
into one specialty indicates a lack of 
understanding of the specialties, par­
ticularly family practice.

E. J. Chaney, MD 
Family Practice Residency Program 

S t Joseph Medical Center 
Wichita, Kansas

The preceding letters were referred to 
Dr Perkoff, who responds as follows: 

Drs Smilkstein and Chaney both 
raise important points, which demon­
strate that this subject indeed was an 
appropriate topic for a Controversies 
section of the Journal. I agree with 
much of what they have said, believe 
they have interpreted some of what I 
said otherwise than I had intended, 
and continue to disagree with others 
of their remaining comments.

I share Dr Smilkstein’s contention 
that “the” primary care specialty is 
family practice, but I do not believe it 
(or any other discipline of medicine) is 
so well developed that it can avoid

searching for ways to strengthen itself. 
My belief is that one of the ways it can 
s tr e n g th e n  i ts e lf  is by ad d in g  
strengths from other primary care dis­
ciplines. Further, the critical mass of 
prim ary physicians so developed 
would have a profound impact upon 
the organization and practice of medi­
cine and upon medical education.

Both Drs Smilkstein and Chaney 
interpreted what I said as indicating a 
belief in the superiority of “the spe­
cialties.” This is expressly not the 
case. It stands to reason, however, that 
medicine and pediatrics residents who 
spend more time in the care of hospi­
talized patients, to use just one exam­
ple, would be more experienced in 
hospital care than residents who spend 
less time. And if they are more experi­
enced, they will likely provide more 
expert hospital care, just as we believe 
family practice residents provide 
more expert ambulatory care, in part 
because they spend more time train­
ing to do it.

Family practice does provide a dif­
ferent and, we believe, a better style of 
practice than do the other specialties, 
but I fail to see how improved training 
would dilute that style. I am talking 
about adding strength to family prac­
tice, not subverting it to some other 
specialty. Certainly the broad training 
that, as Dr Chaney points out, is re­
ceived by family physicians in such 
areas as orthopedics, minor surgery, 
ambulatory medical care, and other 
areas, represents strengths already ex­
isting in family practice and would be 
retained in any new specialty. I did 
emphasize that a combined specialty 
would resemble family practice more 
than either of the other two partici­
pants in a new primary care discipline.

Both my critics have taken um­
brage at my contention that today’s 
residents lack skill in detailed history 
taking and physical diagnosis com­
pared with the colleagues from former 
times (I suppose by that term we all 
mean “when I was trained”). Dr 
Smilkstein also infers that I demean 
family practice faculty when I con­
tend that internists and pediatricians 
might do a better job of supervising 
training in subspecialty aspects of 
medicine of use to family physicians.

In fact, I speak here from personal 
experience with medical students and 
residents in family practice and other 
specialties whom I have encountered 
in the course of over 40 years in aca­
demic medicine, both in institutions in 
which I have worked as a faculty per­
son and in many others where I have 
been a visiting professor. Today’s resi­
dents in general are less adept at his­
tory taking and physical diagnosis 
than former residents were. I cannot 
document this statement with hard ev­
idence. Nevertheless, family practice 
residents have less opportunity to 
learn these skills than do others, and it 
is reasonable to suggest that they are 
even less adept at doing them. Like­
wise, faculty who supervise the teach­
ing of these skills more frequently are 
more likely to be better at this task as 
well. This is what faculty from these 
other disciplines have to offer us, not 
an overall superiority. I fail to see ei­
ther arrogance or provincialism in 
such a view.

Other specific points deserve com­
ment. I stated in my article that the 
question of obstetrics in family prac­
tice was an open one, but that surely 
rural family physicians would have to 
continue to deliver babies. Space did 
not permit detailed discussion of this 
complex issue, but Dr Chaney must 
know that family physicians, espe­
cially rural physicians, are quitting 
obstetrics in alarming numbers, and 
that this problem needs more detailed 
attention than is possible in an overall 
policy debate about specialties. He 
and I would not likely disagree about 
this issue except in detail.

Finally, Dr Smilkstein takes Dr 
Colwill and me to task for calling fam­
ily physicians generalists. Here we 
have a semantic argument. Family 
physicians do general medicine. They 
say so, and they are justifiably proud 
of it. But they call it a specialty. To the 
extent that they do general medicine 
in a “special” way, such a term is rea­
sonable. But I personally like Dr 
Smilkstein’s other term better— fam­
ily physicians are “experts” in general 
medicine.

In the last analysis, we should do 
what is best for patients. It seems silly 
to me for three groups to be squab-
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bling over patients and what is best for 
them. We should be working together 
to prepare the best possible physician 
for those patients.

Gerald T. Perkoff, MD 
Curators Professor 

Department o f  Family and 
Community Medicine

University o f Missouri— Columbia

DIAGNOSIS OF INFECTIOUS 
MONONUCLEOSIS

To the Editor:
I am baffled by Dr Howard 

R abinow itz’s assertion (Infectious 
mononucleosis presenting as Ray­
naud’s phenomenon. J  Fam Pract 
1989; 29:311-315) that his patient 
satisfied hematologic criteria for the 
diagnosis of infectious mononucleosis. 
As Dr Rabinowitz himself says, 
Hoagland’s diagnostic criteria require 
the presence of a relative and absolute 
lymphocytosis together with the pres­
ence of more than 20% lymphocyte 
atypia.

The highest lymphocyte count 
given in Dr Rabinowitz’s otherwise in­
teresting case report is 48% of 
9.3 X 109/L  and lymphocyte atypia is 
only 12%— some considerable way 
short of full compliance with hemato­
logic diagnostic criteria as I under­
stand them. I agree that the benign 
course of his patient’s illness speaks 
for itself, but I cannot share Dr 
Rabinowitz’s confidence that his pa­
tient had the “typical hematological 
changes” of infectious mononucleosis.

James McSherry, MB ChB 
Student Health Service 

Queens University 
Kingston, Canada

The preceding letter was referred to 
Dr Rabinowitz, who responds as fo l­
lows:

Dr McSherry questions the inter­
pretation of the hematologic findings 
of my patient with infectious mono­
nucleosis, who presented with Ray­
naud’s phenomenon. As reported, this 
patient had a total “white blood cell 
count of 9.3 X 109/L  (9300 m m -3), 
with 0.48 (48%) lymphocytes and 0.12

(12%) atypical lymphocytes.” This 
represents a relative total lymphocyto­
sis of 0.60 (60%), and an absolute total 
lymphocytosis of 5.6 X 109/L  (5600 
mm—3). While controversy exists re­
garding the percentage of atypical 
lymphocytes necessary to meet the 
criteria for infectious mononucleosis, 
the wide range of atypical lymphocy­
tosis in this illness is well recognized, 
with some cases having only a few and 
others a predominance. Many refer­
ences1-2 either do not list a specific 
percentage or consider an elevated 
level to consist of more than 0.10 
( 10%), which my patient had.

Therefore, in addition to the typical 
clinical picture and serologic re­
sponse, it seems to me that this patient 
also manifested the three central he­
matologic manifestations of infectious 
mononucleosis, a relative and absolute 
lymphocytosis, and an elevated per­
centage of atypical lymphocytes.

Howard K. Rabinowitz, MD 
Department o f  Family Medicine 

Jefferson Medical College 
Philadelphia

References
1. Kieff E: Infectious mononucleosis. In 

Wyngaarden JB, Smith L H  (eds): Cecil 
Textbook of Medicine. Philadelphia, WB 
Saunders, 1988, pp 1786-1788

2. Schooley RT, Dolin R: Epstein-Barr virus 
(infectious mononucleosis). In Mandell GL, 
Douglas RG, Bennett JE (eds): Principles 
and Practice of Infectious Diseases. New 
York, John Wiley & Sons, 1985, pp 971 -982

OBSTETRICS IN FAMILY 
PRACTICE

To the Editor:
I am writing in response to the arti­

cle in the August issue of The Journal 
o f  Family Practice (1989; 29:179- 
184) entitled “Obstetric Privileges for 
F am ily  P h y sic ian s: A N a tio n a l 
Study,” by Gordon Schmittling, MS, 
and Carole Tsou, MD.

The data collected by Gordon 
Schmittling and Dr Tsou relating to 
the mid-Atlantic area of this country 
are consistent with our recent experi­
ence and data that were collected re­
garding obstetrical practice in Penn­
sylvania. What we learned from our

1987 data is that less than 10% of our 
family physicians are still doing ob­
stetrics. W hat was particularly inter­
esting in our study was that one half of 
these same physicians indicated that 
they were going to be giving up ob­
stetrical practice over the next 3 
years. A few months ago when we 
checked with the major medical liabil­
ity insurance carrier here in Pennsyl­
vania, we learned that only 5% of the 
family physicians insured in their 
company were covered to include ob­
stetrical practice.

This matter creates a serious di­
lemma in many ways for family prac­
tice. It continues to raise the question 
as to obstetrics as an essential ingredi­
ent of family practice. W hat should 
we be teaching our residents? What 
are the essential curriculum issues for 
all residents? Do we want all residents 
graduating from our programs to be 
able to do at least “normal,” uncom­
plicated obstetrics? If so, why?

Recently, the Residency Require­
ments Committee (RRC) reaffirmed 
its position that obstetrics is indeed an 
integral part of the family practice 
curriculum. Even family physicians 
who no longer do obstetrics thought 
that obstetrics should remain as part 
of the curriculum.

In the Lancaster program we have 
determined three levels of compe­
tency skills so that the obstetrics 
curriculum is relevant to the needs 
and expectations of our graduates and 
their practice situation. Level I com­
petency skills include competency in 
prenatal care, with labor and delivery 
experience, which gives the resident a 
good understanding and experience 
with routine obstetrics. Level I also 
includes skill in the management of 
common gynecologic problems, resus­
citation of newborns, and even first 
assisting in a cesarean section. The lat­
ter is a common expectation in many 
community practices. Level II in­
cludes all of Level I, plus competency 
in labor and delivery. Level III is com­
petency in high-risk obstetrics to in­
clude cesarean section capability.

We believe this model has worked 
well for the Lancaster program, and 
as a Residency Assistance Program 
(RAP) consultant, I have witnessed
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(trimethobenzamide HG1)
Indications: Tigan is indicated for the control of nausea and 
vomiting.
Contraindications: The injectable form of Tigan in children, the sup­
positories in premature or newborn infants, and use in patients with 
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sive encephalopathy leading to coma, convulsions and death. 
Usage In  Pregnancy: Trimethobenzamide hydrochloride was studied 
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percentage of embryonic resorptions or stillborn pups in rats admin­
istered 20 mg and 100 mg/kg and increased resorptions in rabbits 
receiving 100 mg/kg. In each study these adverse effects were 
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known. Since there is no adequate experience in pregnant or lactat- 
ing women who have received this drug, safety in pregnancy or in 
nursing mothers has not been established.
Precautions: During the course of acute febrile illness, encepha- 
litides, gastroenteritis, dehydration and electrolyte imbalance, 
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avoided since it may result in cerebral edema.
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to overdosage of other drugs.
Adverse Reactions: There have been reports of hypersensitivity re­
actions and Parkinson-like symptoms. There have been instances of 
hypotension reported following parenteral administration to surgical 
patients. There have been reports of blood dyscrasias, blurring of 
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similar variations of these levels of 
competency skills in many programs 
throughout the country.

The Pennsylvania study would sug­
gest that the problem boils down to 
economics. The problem is economics 
of time, energy, and money. Lifestyle 
issues, plus medical liability costs and 
competition for physicians’ time in the 
office, hospital, and home, are all 
contributing to the problem. Unless 
the system includes adequate eco­
nomic incentives to compensate for 
these impingements, we will not see a 
resolution of the problem.

Nikitas J. Zervanos, MD 
Lancaster General Hospital 

Lancaster, Pennsylvania

BALINT GROUPS

To the Editor:
Drs Pomeroy1, Schwenk2, and oth­

ers interested in Balint groups might 
be interested in hearing about the for­
mation of the Balint working group of 
the Society of Teachers of Family 
Medicine (STFM).

We are endeavoring to promote 
Balint training in the United States by 
training more group leaders, network­
ing interested group participants, pub­
lishing a newsletter, and creating edu­
cational opportunities at regional and 
national STFM meetings. We are 
developing a relationship with the In­
ternational Balint Federation. Finally, 
we are exploring the possibility of 
“Balint group by teleconference.”

If anyone desires more information 
about our activities please write or 
call: Bob Dozor, MD, Medical Direc­
tor’s Office, Community Hospital, 
3325 Chanate Road, Santa Rosa, CA 
95404. (707) 576-4062.

Bob Dozor, MD 
Frank Dornfest, MD 

STFM  Balint Working Group 
Santa Rosa, California
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OBSTETRICS IN FAMILY 
PRACTICE
To the Editor:

The recent article on obstetric privi­
leges for family physicians almost cer­
tainly overestimates the current per­
centage of AAFP active members 
performing obstetrical deliveries.1 
The study was performed a year ago 
and is not reflective of current obstet­
ric practice in at least three states.

A recent survey of the approxi­
mately 1400 active members of the 
Florida Academy revealed a total of 
25 members who were still engaged in 
obstetrics. Eight of these were in the 
military, three were faculty members 
in family practice residencies, and 
only 14 were in private practice.

A c c o rd in g  to  Dr. N ik ita s  J. 
Zervanos (personal communication), 
a survey of family physicians in Penn­
sylvania performed by the Research 
Division of the Department of Family 
Medicine at Jefferson College showed 
that only 9.8% of Pennsylvania Acad­
emy members were performing ob­
stetrical deliveries and one half of 
them were planning on discontinuing 
this service in the next 3 years.

Dr James G. Jones, President of the 
AAFP, recently reported that in North 
Carolina the number of family physi­
cians providing obstetrics dropped 
from 500 to 50 in a 2-year period be­
cause of the cost of malpractice insur­
ance.2

It is difficult to reconcile these data 
with those collected by Mr Schmitt- 
ling and Dr Tsou. However, it seems 
obvious that family physicians are dis­
continuing obstetrics, and data that 
are 1 year old are already out of date. 
It seems appropriate not to utilize this 
figure of 28.7% as an accurate per­
centage of AAFP active members still 
performing obstetrical deliveries in
1989.

William L. Stewart, MD 
Department o f Community and 

Family Medicine 
University o f Florida 

Gainesville
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O B S T E T R IC  P R IV IL E G E S  IN  
F A M IL Y  P R A C T IC E

To the Editor:
I appreciated the recent article by 

Schmittling and Tsou regarding ob­
stetric privileges for family physicians 
(Schmittling G, Tsou C: Obstetric 
privileges for fam ily physicians: A 
national study. J  Fam Prac 1989; 
29:179-184). Unfortunately, the syn­
opsis of the article provided in the ta­
ble of contents of the magazine was 
somewhat misleading. This synopsis 
alleged that 90% of the survey popula­
tion had obstetrical privileges when in 
fact the article said no such thing.

Although the survey results are in­
teresting, it is unclear that the stan­
dardized normal Z test is the most 
appropriate statistic for analysis of the 
data in the survey. Use of this test 
required many comparisons between 
proportions, which casts doubt on the 
significance of the differences be­
tween some of the comparisons. If the 
point of the comparison is merely to 
prove that there are regional differ­
ences, then use of a chi-squared statis­
tic to compare all of the regions simul­
taneously is adequate and does not 
require multiple comparisons.

William Renfroe, MD 
Department o f Family and 

Community Medicine
Bowman Gray School o f Medicine 

Wake Forest University 
Winston-Salem, North Carolina

M IC R O C O M P U T E R ­
G E N E R A T E D  R E M IN D E R S

To the Editor:
The article in the September 1989 

issue of the Journal entitled “Micro­
computer-Generated Reminders: Im­
proving the Compliance of Primary 
Care Physicians With Mammography 
Screening Guidelines” (Chambers 
CV, Balaban DJ, Carlson BL, et al: J  
Fam Pract 1989; 29:273-280) caught 
my attention because for the past 4 
years I have been using computers for 
patient medical records in my office. 
This program was developed in my of­
fice and proved so successful that we 
have been marketing it as The 
S -O -A -P  Patient Medical Record

System. We have been offering this 
program to medical schools and teach­
ing institutions, free of charge, for use 
in their institutions either for keeping 
medical records on their patients or as 
a teaching modality for their resi­
dents. We have approximately 25 
medical schools that are using it.

This medical record system will 
send out reminders not only for mam­
mograms, which I do routinely, but 
also for Papanicolaou smears, immu­
nizations, screenings, birthday cards, 
etc. All this is built into the medical 
record system. In addition, it gives us 
the capability of sending notices to pa­
tients about drugs, drug recalls, drug 
warnings, etc. Patient lists are gener­
ated by the S -O -A -P  Data Search 
Program, and the patient mailing la­
bels are also printed by the S -O -A -P  
System. Besides these capabilities, 
S -O -A -P  automatically flags patient 
charts for drug interactions, side ef­
fects, allergic reactions, and so on.

Further information on this option 
is available by writing to: Dr Sherman 
A. Hope, Medical Director, Patient 
Medical Records, Inc, 901 Thaoka 
Rd, Brownfield, TX 79316 (telephone 
806-637-2556).

Sherman A. Hope, MD 
Patient Medical Records, Inc 

Brownfield, Texas

G E N O G R A M  A N D  F A M IL Y  
D Y N A M IC S

To the Editor:
Erstling and Devlin’s article made 

some important points relevant to 
good physician-patient communica­
tion (Erstling SS, Devlin J: The sin­
gle-session family interview. J  Fam 
Pract 1989;28:556-560). I was disap­
pointed, however, in the lack of inclu­
sion of the use of the genogram. This 
was especially missed in the “explora­
tion” section of the article, where re­
sources and family dynamics were dis­
cussed.

The utility of the genogram has 
been discussed in other articles. The 
point worth emphasizing here is that a 
genogram is a concise way to obtain 
many of the data that the authors 
state as important in the interview, in­
cluding the total number of family

members and previous episodes in the 
family that may bear on the current 
clinical situation, such as deaths, simi­
lar illnesses, and so on. The genogram 
also frequently serves as a visual cue 
to gather information from family 
members otherwise overlooked. These 
data, obtainable from a genogram, 
can be gathered quickly and well 
within the context of a single-session 
interview.

Joseph A. Troncale, MD 
The Reading Hospital 

and Medical Center 
Reading, Pennsylvania

The preceding letter was referred to 
Drs Erstling and Devlin, who respond 
as follows:

We agree that the genogram is an 
effective method for recording and 
clarifying family dynamics. In fact, 
we incorporate it regularly in the fam­
ily interviewing conferences that are 
scheduled monthly in the residency 
program where we teach. The geno­
gram can be an invaluable tool in the 
single-session interview, provided the 
interviewer is adept in using one and 
can apply it in a focused way to inter­
view goals.

Susan S. Erstling, PhD 
Jo Devlin 

Shadyside Hospital 
Pittsburgh, Pennsylvania

C O R R E C T IO N
In the article “Endometrial 

Sampling: Analysis of 310 Proce­
dures Performed by Family Physi­
cians,” by Rosenthal, Perrapato, 
Doemland, et al ( /  Fam Pract 
1989; 29:249-256), the author 
found errors on Tables 1 and 2 af­
ter publication.

In Table 1, page 250, in the col­
umn headed 40-49, No.(%), the 
first entry should read 74(70).

In Table 2 on page 251, under 
the column heading Noncontra­
ceptive Hormone Use, No.(%), the 
second entry should read 7(19). 
Under the column heading Other, 
No.(%), the first entry should read 
2(5).
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