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INDICATIONS: Acute and long term treatment of signs and symptoms of rheumatoid arthritis and
osteoarthritis.

CONTRAINDICATIONS: Hypersensitivity to ANSAID, or if aspirin or any other nonsteroidal anti-
inflammatory agent induces asthma, urticaria or other allergic type reactions. Fatal asthmatic
reactions have been reported in such patients.

WARNINGS: Gastrointestinal effects: Risk of Gl ulcerations, bleeding and perforation with nonsteroi-
dal anti-inflammatory therapy: Serious Gl toxicity can occur at any time, with or without warning
symptoms, during chronic treatment. The occurrence is about 1% after 3-6 months, 2-4% after a year
Patients should be informed of signs and symptoms of serious G toxicity and what to do if it occurs No
subset of patients not at risk has been identified. Prior history of serious Gl events and other risk factors of
peptic ulcer disease, e g., alcoholism, smoking, etc., have been associated with increased risk. The elderly
and debilitated tolerate ulceration and bleeding less well. Higher doses probably carry a greater risk.
Gl ulcg\r";aggn and bleeding can occur without warning symptoms and chronically treated patients should

PRECAUTIONS: Patients with impaired renal or hepatic function: Use ANSAID and similar agents
cautiously. Pharmacokinetics have not been studied in patients with decreased liver function.

Renal Effects: Rats develop renal papillary necrosis at dosages equivalent to human therapeutic levels
as do monkeys given 20-40 times the human dose. In clinical studies of ANSAID, kidney function tests
were done monthly and renal effects were similar to those seen with other nonsteroidal anti-inflammatory
drugs. A second form of renal toxicity has been seenin patients with prerenal conditions that reduce renal
blood flow or blood volume. A y drug may cause d reduction
in prostaglandin formation and precipitate overt renal decompensation. Patients at greatest risk are those
with impaired renal or hepatic function, heart failure, those taking diuretics or the elderly Drug
discontinuation usually leads to recovery. Patients at high risk on chronic treatment should have renal
function monitored if they have signs or symptoms that may be consistent with mild azotemia, eg,
malaise, fatigue, loss of appetite. Occasionally BUN and serum creatinine may be elevated without signs
or symptoms. Flurbiprofen is excreted by the kidneys and pharmacokinetics are changed by renal failure
so patients with renal failure should be monitored and may require a reduction of dosage to avoid
accumulation of flurbiprofen metabolites.

Liver tests: Borderline elevations of liver function tests may occur in up to 15% of patients, and may
progress, remain unchanged or disappear with continued treatment. Patients with signs and/or symptoms
orwith an abnormal liverfunction test should be evaluated further.

Anemia: Patients treated long term who have initial hemoglobin values under 10 g/dL, should have
periodic hemoglobin values.

Fluid retention and edema: Fluid retention and edema have beenreported so use ANSAID with caution
in patients with conditions such as cardiac decompensation or hypertension.

Vision Changes: Blurred and/or diminished vision has been reported. Patients with eye complaints
should have periodic ophthalmologic exams.

Effect on platelets and coagulation: Platelet aggregation is inhibited and bleeding time prolonged'
patients who may be adversely affected should be carefully observed.

Lnforfmalion for patients: Physicians and patients may wish to discuss potential risks and likelv
enefits.

Drug Interactions: anticoagulants: Bleeding parameters are affected, clinical bleeding has been
reported. Aspirin: Flurbiprofen levels were 50% lower. Concurrent use is not recommended. Beta-
adrenergic Blockers: Pharmacokinetics and heart rate reduction are not affected, hypotensive
effect of propranolol but not atenolol was attenuated. cimetidine, Ranitidine: Cimetidine causes a 13%
increase in area under the flurbiprofen serum concentration curve. piuretics: Patients receiving
furosemide or thiazides should be closely observed to make sure the desired effect is obtained.

Carcinogenesis, mutagenesis, impairment of fertility: No evidence.

Teratogenic effects: Pregnancy category B: No effect in animals. Not recommended for use in
pregnancy.

Labor and delivery, nursing mothers, pediatric use: Use s not recommended.

ADVERSE REACTIONS: 9.4% of 4123 patients dropped out of studies because of an adr. incidence
>1%: Gastrointestinal: Dyspepsia* diarrhea* abdominal pain* nausea* constipation, Gl bleeding
flatulence, elevated liver enzymes and vomiting. centralnervous system: Headache* "stimulation” (eg.’
anxiety, insomnia, reflexes increased, tremor) and “inhibition” (e.g, amnesia, asthenia, somnolence]
malaise and depression). Respiratory Rhlnms Dermatologic: Rash. Specialsenses: Dizziness, tinnitus
and changes in vision. Genitourinary: Signs and symptoms suggesting a urinary tract infection* sody
asawhole: Edema?wu etabolic/nutritional: Body weight changes

+Reactionin 3to 7% of patients.

Incidence < 1% (Causalrelationship probable): Gastrointestinal Pepuc ulcerd\sease(SeeWammgs)
gastritis, bloody diarrhea, stomatitis, disease, and hepatitis,
non-cholestatic jaundice. central nervous system: Ataxia, cerebrovascular ischemia, confuslon
paresthesia and twitching. Hematologic: Decrease in hemoglobin and hematocrit, iron deflclency
anemia, and hemolytic anemia and aplastic
anemia. (See Precautions) Respiratory: Asthma and epistaxis. Dermatologic: Angioedema, urticaria,
eczema and pruritus; photosensitivity, toxic epidermal necrolysis and exfoliative dermatitis. special
senses: Conjunctivitis and parosmia. Genitourinary: Hematuria and impairment of renal function,
interstitial nephritis. Body as a whole: Anaphylactic reactions, chills, fever. M etabolic/Nutritionai
Hyperuricemia. c ardiovascular: Heartfailure, hypertension, vascular disease and vasodilatation.

Incidence < 1% (Causal relationship unknown): Gastrointestinal: Periodontal abscess, appetite
changes, cholecystitis and dry mouth. cns: Convulsion, meningitis, hypertonia, cerebrovascular
accident, emotional lability and Hematologic Respira-
tory: Bronchitis, laryngitis, dyspnea, pulmonary embolism, pulmonary infarct, hyperventilation. perma-
tologic: Alopecia, nail disorder, herpes, dry skin and sweating. special senses: Ear disease, corneal
opacity, glaucoma, retrobulbar neuritis, change in taste, transient hearing loss, retinal hemorrhage.
Genitourinary: Menstrual disturbances, vaginal and ulenne hemorrhage, vulvovaginitis, prostate dis-
ease. Metabolic/nutritional: ca ias, angina pectoris and myocar-
dial infarction. M usculoskeletal: Myasthenia.

DOSAGE AND ADMINISTRATION: 200 to 300 mg daily, administered bid, tid or gid. (Most experience in
rheumatoid arthritis has been with tid or qid dosage). Dose should be tailored to severity of symptoms and
patient response.

Store at controlled room temperature (15-30°C).
Federal law prohibits dispensing without a prescription.
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LETTERS TO THE EDITOR

The Journal welcomes Letters to the Editor. If found suitable, they will be published as space
allows. Letters should be typed double-spaced, should not exceed 400 words, and are subject to
abridgment and other editorial changes in accordance with Journal style.

PROSTAGLANDIN AND
INDUCTION OF LABOR

0 the Editor:
Clarification is needed for those
wishing to use prostaglandin £2in a
clinical or research setting as de-
scribed by Smoith et al (Smith MA,
Swan L, Caruthers BS, Heaton C:
Outpatient use of prostaglandin gel
for ripening of the cervix and induc-
tion of labor. J Fam Pract 1990; 30:
656-664). W hatwasthe usualdose of
prostaglandin administered? It ap-
pearsthats-m L syringescontaining 2
mogofprostaglandin were used. How
gver, in the “recipe” described
(“grinding awhole 20-mg suppository
and moixing it with 100 m L of
sodium carboxymethylcellulose 2%
gel), the concentration ofprostaglan-
din would only be about 0.2 mgi/m
ortmgls-mlL syringe.

Both dosage levels may be safe,
butforcomparisons with other stud-
je s, itis essentialthatthis inform ation
be clearly stated.

John V. Jurica, MD
Kankakee Family Medicine
Kankakee, Illinois

The preceding letter was referred to
Dr Smith and colleagues, who re-
spond asfollows:

A clarification was requested on
the preparation of the prostaglandin
E2gelused in ourstudy. While it is

ted thatthe dose pergel
L, the description ofthe

correctly sta
was2mglsim

gel preparation should have stated
thattwo whole 200-mg suppositories
are moixed with 100 m L of sodium
carboxymethylcellulose 2% gel The
authors also appreciate and endorse

the Commentary by D Steven Eis-
inger that accompanied our paper,
and his cautionary note to physicians
regarding the nonapproved status of
prostaglandin gel for cervical ripen-
ing. Patients should be so informed

and furtherstudies should be encour
aged so that the safety and efficacy
forboth inpatientand outpatientuse
can be determined.

Mindy Smith, MD, Ms
Barbara Caruthers, MD

Lynn Swan, MD

Caryl Heaton, BD
Department of Family Pradice
University of Mcigan

Medical Grter

Ann Ator

To the Editor:

The seriesreported by Smith etal

0n tpatientuse ofprostaglandin gel
in lhe une issue ofthe Journalwasof
great interest.IHowever, D Eising-
gr's commentary moerits a response.
He makes the appropriate point that
additional larger studies of prosta-
glandin gel for ripening the cemnix

need to beconducted, and he goeson
to suggesthbreaststimulation andlam-
inaria as “nonpharmacologic” alter
natives in the interim . He further
comments that “safety, although al
Ways an issue, appears to be good"
and suggests that breast stimulation
canbeapplied by the patientathome,
A search of AM ANET using key
words “nipple stimulation” revealed
15 articles, fourofwhich detailed
fious orpotentially serious problems
woith nipple stimulation. One of the
articles described a case ofplacental
abruption,2 and the other three arti
cles described hyperstimulation.35
illetalfound that hyperstimulation

was present in 45% of patients and
noted that 21% of these had signifi-
cant fetal bradycardia. His group
concluded that “there is a relatively

high incidence ofexaggerated uterine
activity in response to the breast
stim ulation stress test and close sur-
veillance ofmotherand fetusarewar
ranted during antepartum nipple stim-
ulation." 5

These would cast

studies some
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doubton safety ofbreaststimulation
performed at home in an attempt to
fipen the cervix, although undoubt-
edly couples have been doing it for
centuries before the issue ofthe un-
fpecerviceverarose. Laminaria, al
though nonpharmacologic, are cer-
tainly not what our patients would
describe as noninvasive.

Onthe basis ofthe case series of
Smithetal,aswellasotherreportsin
the literature, prostaglandin gel in-
stilled ina hospital setting with mon-
itorimng forperhaps Lhourafterappl-
cationcertainly seem s an appropriate
choice forthe physician who is won-
dering whatto do untiltrials comopar-
ing the various methods can be car-
ried out.

Owen Panner, Jr., MD
Alturas, California
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AMNIOTOMY AND DURATION
OF LABOR

To the Editor:

Inhis study on ammniotom y, 1 D1
Franksstatesthatthere hasbeenonly
onepreviousrandom ized trial2exam -
ining the effectofammniotomy on the
length of labor. W etrich,3 however,
conducted a randomized study in
which he compared amniotomy with
noamaniotomy during labor at 6-cm
dilatation.  Patients whose mem-
braneswere ruptured hada60-minute

average shortening oftheirrem aining
first stage oflabor. D rFranksshowed
a 155-minute shortening, buthe mea-
sured from random ization to deliv-
gry, and the amniotomy was done
garlier (3-to 6-cm dilatation).

Areas of further study might in-
clude the effectofammniotomy before
J-cm dilatation both in laborand not
in lTabor. Also, in D rFranks' study it
would be helpfulto know whetherthe
membranes were ruptured in the ac-
tive or latent phase of labor. This
information could be determined ret-
rospectively by examining the Frei-
dmanlaborcurves.

John W. Ely, MD
Columbia, Missouri
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The preceding letter was referred to
Dr Franks, who responds asfollows:
lam gratefulto DrEly forpointing
out an additional randomized study
examining the effectofamniotomy on
labor. The omission resulted from my
gnclosure in the time capsule im -
posed by comoputerized literature
searches., Regarding his additional
points:ammniotomy hasbeenfound to
be more efficacious than oxytocin in
laborinductionl;and we areunable to
gxamine the modifying effect of the
phase of laboron amniotomy since
we donotconstructlaborcurves.

Peter Franks, MD

The Family Medicine Center
University of Rochester
New York
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continued on page 240
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USE OF DRUG LISTS

To the Editor:

The enclosed form (Figures 1 and
2) has been developed to meet a se-
vere problem (heretofore notencoun-
tered) by this ex-academic, ex-m ulti-
specialty group, ex-HM O, board-
certified fam ily physician, now in the
jungle offee-for-service medicine.

Upon my husband's vretirement
from Rush Medical School we
sought semiretirementin a ruralpar-
actice thathad lostits young National
Health Service physician and no
longerwas able to survive financially
woith only a family nurse practitioner.

We are on the edge of two rural
counties with respective hospitals
more than 30 mileseachway,and yet
a third county hospital (university
affiliated) is in asmallcity 35 miles in
a third direction. A large retired ur-
banand retired m ilitary population is
seftling here. The VA hospitals, 200
miles away, add to the confusion.

Wohile | was associated with the
health maintenance organization, |
had control of referrals and shared
charts. Here , itisnotunusualto have
apatientcome to ourlittle clinic w ith
abag holding 20 to 30 bottles ofmed-
icines. There are no multispecialty
groups, and a family physician m ust
juggle the prescribing prejudices of
five or six secondary and tertiary
physicians who have referred among
gach otherwith no “managing physi-
cian.” To retain my sanity, | made
drug lists forthese patients.

A drug list has surprised some of
the invasive cardiologists, theum atol-
0gists, and gastroenterologists by
making clearthe prescribing c¢onflicts
that abound. It has saved me from
trying to contradict the “important
specialists.” Several have been re-
lieved to see that there is a family
physician who willmanage the whole
patient.

A lot of dangerous and unneces-
sary drugs have been stopped by the
physician who long ago initiated the
therapy by telling the patient, “This
drug isneverto be stopped.” No col-
leagues have been offended.

l'would expect thatother primary
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Rx Date
Boctr  NAHE Stengh  (cenart) NAVE HOW TO TAKE WHAT FOR? CAUTIONS

(Non-Prescription)
DRUGSTORE ITEMS

ALCOHOLIC
BEVERAGES

Figure 2. Medications List— back.
continued on page 38
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care physicians would also find this
approach useful in their practices.

Charlotte Levine, MD
Penslow Medical Center
Holly Ridge, NC

FAMILY FOLDERS

To the Editor:

Concerning the article “Is It
Worthwhile to File by Family Fold-
ers in Family Practice?” (Farley ES:
An affirmative view. Schneeweiss R:
An opposing view. J Earn Pract 1990;
30:697-703) by Farley and Schnee-
weiss, | have written to you about
this before, and | will say it again: |
have been teaching family medicine
residents for nearly 20 years, and ev-
ery single physician who has prac-
ticed with me for periods of 2 to 6
weeks has been both intrigued and
sometimes even excited by our fam-
ily filing system. Some who have
gone on to group practices have
changed the filing systems there, and
their colleagues have agreed that it is
superior to file by family. Forgetting
all the philosophical and pedagogical
arguments, family physicians should
file by family for several important
reasons:

It is simpler.

It is faster.

It is cheaper.

It is more convenient.

It takes less space.

There are over 5000 patients in this
solo practice and there is no way |
shall ever again file by individual pa-
tient. Unless someone has personally
worked with both systems, he should
restrain his comments, intellectual-
ism and logic notwithstanding.

There is a rejoinder: It is difficult to
file by family in an institutional set-
ting. The true efficacy of the system
manifests itself best in small group or
solo practices. We tried (heroically)
in Harvard's family medicine pro-

328

gram some 20 years ago, but it was
too cumbersome in spite of a rela-
tively small group (five family physi-
cians) and adequate secretarial help.

As for Dr Schneeweiss’s com-
ments about the Society of the
Teachers of Family Medicine Rec-
ords Committee and family medicine
textbooks not recommending filing
by family, a good portion of these
physicians are institutionally based
and their preferences are thus institu-
tional. | believe it is imperative that
we teach residents the organizational
strength of filing by family. That is
very difficult to do in a teaching hos-
pital, where filing by individuals is
more efficacious.

A dilemma.

Eugene Guazzo, MD
Maryland Infirmary
Chaptico, Maryland

The preceding letter was referred to
Dr Schneeweiss, who responds as
follows:

| appreciate the comments made
by Dr Guazzo and am impressed with
his conviction that for him as a solo
practitioner filing by family folders is
the only way to file his patients’ rec-
ords. | do wonder whether his asser-
tion that family filing is simpler,
faster, cheaper, more convenient,
and takes less space would hold up to
close scrutiny.

As one who has indeed used both
systems extensively, I woulcl be hard
pressed to back up the above asser-
tions with facts. It may be that it is
impossible to prove them, and physi-
cian satisfaction is the only measure
ofthe value of family filing—but even
that has not yet been studied. Cer-
tainly there are no published articles
that | am aware of that support the
idea that family filing is simpler,
faster, cheaper, more convenient,
and takes less time. | would encour-
age those of my colleagues who have
the interest in the topic to demon-
strate those assertions to be true.

We should be willing to subject all

our cherished beliefs to the test of
objective study and live with the re-
sults. | agree with Dr Guazzo thatin
the residency the difficulties of setting
up filing by families is compounded
and may be impractical. That ws
certainly our experience at the Uhi-
versity of Washington.

I would be less sanguine than Or
Guazzo about discounting the &-
sence of any mention about family
filing by the STFM Records Commit-
tee. We have to ask why it is that te
idea of filing by families has not yet
captured the imagination and com
mitment of our colleagues.

A dilemma indeed.

Ronald Schneeweiss, MD
Department o f Family Medicine
University o f Washington

Secttle

To the Editor:

I was horrified to learn of the lage
number of family practice residencies
that do not file charts in family fold-
ers. Of course, | realize that many
physicians do not use genograms ona
regular basis (unfortunately), but hav-
ing all household charts in a sinple
folder provides very important op-
portunities for preventive care (notto
mention preventing the physician
from appearing foolish by forgetting
important information about the fam-
ily group). Well-child care provides
me with the perfect setting in which
to check on the parents’ contracep-
tive choices and how they are work-
ing out. | find this particularly impor-
tant for teenage mothers in whom the
rate of repeat early pregnancies isun
acceptably high. Numerous other ex-
amples of “windows of opportunity”
spring to mind.

“True worth is in being” ... butl
don’t see how we can “be” attentive
to the family without a tool as basicas
family charting.

Ann Reichsman, MD

Neighborhood Family Practice
Cleveland, Chio
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