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t o b a c c o  a n d

PH A R M A C IES

To the Editor:
I have included a copy o f my pre

scription form, which provides a message 
to pharmacies that continue to sell to
bacco products to customers. It is my 
belief that cigarette smokers use more 
prescription products than nonsmokers. 
The provision o f tobacco products at the 
pharmacy may send a message to smokers 
that this pharmacy supports the desire to 
smoke. The cigarettes are often displayed 
just below the pharmacy window. This is 
excellent marketing, but horrible health 
care. The pharmacists in my area hate this 
practice and openly state their disgust. 
But their complaints to their managers 
usually fall on deaf ears. It seems that 
pharmacy chains are more concerned 
about money than health.

I am asking that you consider pub
lishing a copy of my prescription form 
and encourage other doctors to put my 
slogan on theirs: Please consider using a  
pharmacy that does N O T sell TOBACCO 
products. Maybe it will send a message 
back to the marketing departments of 
these large drugstore chains if they see 
this is being done throughout the coun

try. A pharmacy that makes tobacco 
products available to its customers is not 
a welcome partner on my health care 
team.

Wm. Jackson Epperson, MD  
Murrells Inlet, South Carolina

IN F O R M E D  C O N SE N T

To the Editor:
The recent editorials by Hartlaub et 

al1 and Stein2 raise many questions about 
what constitutes informed consent. 
These questions transcend the specific 
case presented: that of a man with a 
4 0 -year history' of “prostate problems” 
who was advised by his physicians to 
have a needle biopsy of the prostate 
based on “irregularity of the prostate and 
. . . elevated prostate-specific antigen lev
el.” In his commentary' on this case, Stein 
concludes that “a good physician-patient 
relationship is the only reliable founda
tion upon which ‘informed consent’ can 
take place.”

There appear to have been several 
omissions on the part of the physicians 
portrayed by Hartlaub et al1 in the pro
vision of informed consent prior to nee

dle biopsy to confirm prostate cancer in 
this particular case. We are told that these 
physicians perceived “a new problem that 
possibly was cancer, for which treatment, 
although not proven to be effective, 
could be considered.” How thoroughly 
did they discuss with the patient the cur
rent controversies concerning the efficacy 
of their recommendation? Were they 
aware o f the evidence diat finding palpa
ble prostate nodules3 or aggressively 
treating symptomatic prostate cancer4 5 
might not be in the best interests o f their 
patient? Did they understand that find
ing cancer does not necessarily confer a 
benefit? Our questions, as well as those 
raised by Dr Stein,2 highlight our need as 
physicians to appreciate our often limited 
understanding of the risks and benefits o f 
the interventions we propose.

David L. Hahn, MD 
Arcand Park Clinic

Richard G. Roberts, MD, JD  
Department o f  Family Medicine and 

Practice
University o f  Wisconsin Medical School

Madison
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The preceding letter was referred to Drs 
Hartlaub, Wolkenstein, and Laufenburg, 
and to Dr Stein. They respond as follows:

An editorial we recently published in 
The Journal o f  Family Practice1 has rc-
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cently been challenged in an interesting 
way. In the editorial, a case was described 
in which a patient with an irregular pros
tate and an elevated prostate-specific an
tigen level was told by the authors that he 
had a new problem that possibly was 
cancer, for which treatment, although 
not proven to be effective, could be con
sidered. In a recent response letter, this 
approach has been challenged with the 
implication that the authors should have 
further discussed the current controversy 
regarding the efficacy o f screening and 
treatment o f prostate cancer with this 
patient. A reference to three2 4 o f the 
numerous studies that contribute to this 
continuing controversy was made. Al
though this issue was the primary focus 
o f our editorial (ie, that the physicians in 
this case did not adequately ascertain 
whether the patient indeed understood 
what he had been informed of), the letter 
from Drs Hahn and Roberts raises an
other interesting issue: How much detail 
should we relay to patients?

The word doctor in Latin means “teach
er,”5 and as the word implies, our duty as 
physicians is to educate patients. But to 
what extent? How many o f the side ef
fects listed in the Physicians’ Desk Refer
ence do we relay to the patient for whom 
we prescribe a specific drug? In working 
up a complaint o f “fatigue,” do we ex
plain every possible test that could be 
performed, or just the ones that we be
lieve would be appropriate? When doing 
routine medical cultures during a prena
tal pelvic examination, do we explain the 
potential marital ramifications o f all pos
sible culture results, or just explain that 
we would like to do some routine cul
tures for infections that might be bad for 
the baby? Medical judgments such as 
these are individualized and make up 
what we refer to as “the art o f medicine.” 
Because the individual needs and capabil
ities o f patients vary, there are no univer
sally “correct” approaches.

Did the physicians in this case provide 
enough information to the patient? We 
believe the amount o f information given 
to the patient was appropriate to his level 
o f understanding, and in accord with the 
standard of practice in the community. 
The providers were aware o f the paucity 
o f evidence regarding the efficacy o f pros
tate cancer screening and treatment, as 
clearly and thoroughly described by the 
US Preventive Services Task Force.6 The 
providers also believed that the potential 
value o f available treatment options was 
important enough that the options, al
though not yet adequately studied,

“could be considered.” The uncertainty 
regarding the potential benefit o f treat
ment was communicated to the patient 
by stating that treatment was “not 
proven to be effective.” The clinical and 
ethical judgment o f the providers in this 
case was that giving the patient more 
details about the prostate-screening and 
treatment controversy was not indicated 
because it would not have enhanced the 
patient’s understanding and freedom of 
choice. In fact, it would have risked 
poorer understanding by virtue o f confu
sion.

How much detail should providers re
late to patients in general? It depends. It 
depends on the needs and capabilities o f 
the individual patient. It depends on the 
clinical and ethical judgment o f the phy
sician. It is the essence o f what we respect 
and admire in “the art o f medicine.”

Paul P. Hartlaub, MD, M SPH  
Alan S. Wolkenstein, MS W  
Herbert F. Laufenburg, M D  

Department o f  Family Medicine 
University o f  Wisconsin Medical School

Madison
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In their letter, Drs Hahn and Rob
erts’s interest in the case o f informed 
consent reported by Hartlaub et al, 
which involved a patient with prostate 
cancer, reminds us that, in biomedicine, a 
truly “good” or interesting case need not 
always be the exceptional or diagnosti

cally exciting one (Hartlaub PP, Wolken
stein AS, Laufenburg HF. Obtaining in
formed consent: it is not simply asking 
you understand?” J  Fam Pract 1993; 336- 
383-4 ). Instead, it is sometimes the ex
emplar o f a potentially large class of sim
ilar cases or clinical situations.

Drs Hahn and Roberts remind us 
that in obtaining informed consent it is 
important to ask good questions, ones 
that explore all participants’ viewpoints, 
values, expectations, feelings, hopes, and 
assumptions. But questions can also be 
noise we cast into the void where a true 
patient-physician relationship should ex
ist. I f  it is true that questions make op
portunities, they can also lose them. 
Questions can interrupt feelings and 
thoughts, which then remain unex
pressed.

Sometimes asking questions can ac
tually be a way of not listening, of not 
having to listen, o f forcing our own story 
line on patients, because we do not wish 
to hear theirs, or because we are unable 
to bear the story we might hear. In ob
taining informed consent, do we remove 
ourselves emotionally from the situation, 
secretly abandoning the patient, or do we 
convey the message, “I shall be with you 
no matter what”?

Perhaps a widely shared but un
stated fantasy among health care provid
ers is that informed consent could be 
assured if only we knew the right ques
tions to ask— either the perfect definitive 
question or at least a computerized pro
tocol o f questions statistically proven to 
achieve “informed consent.” The essence 
o f informed consent, however, is not 
found in the art o f questioning or in the 
questions themselves. Rather, informed 
consent is a matter o f process. It involves 
the ebb and flow of a doctor-patient re
lationship, in which questions arise, are 
posed, feel safe, and are answered—but 
this context cannot be dissolved into the 
questions themselves!

In talking with patients, I have of
ten found that by giving them the op
portunity to tell their story, they will 
answer questions I need not ask. Even’ 
question embodies a kind of answer. I 
do not hold that we should not ask 
questions, but that we understand our
selves and our patients well enough to 
know why we are asking what we are 
asking.

I sometimes despair that “informed 
consent” is little more than a culturally 
supersaturated cliche that may turn out 
in the long run to render more risk than 
benefit. We had good intentions when

continued on page 328
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continued from  page 326

we conceptualized it, but it has become a 
monument to our depersonalized, paper- 
trail world, an artifice o f our mistrust, a 
clumsy way we strive to make amends in 
a society built largely on latch-key rela
tionships.

Good questions can help us to tol
erate not knowing and sometimes over
come it. So can compassionate listening 
and shared silence.

Howard F. Stein, PhD 
Department o f  Family Medicine 

University o f  Oklahoma Health Sciences
Center 

Oklahoma City

“B A C K  M O U S E ”

To the Reader:
My old mentor, Peter Curtis, MD, 

has always been a bit o f an iconoclast. 1 
was therefore not surprised when I re
ceived his manuscript on the back mouse 
('Curtis P. In search o f  the “back mouse.” 

J  Fam Pract 1993; 36 :657-9). Readers 
may recall that this is a frequently ig
nored fibrous nodule that occurs in the 
low back o f patients with back pain. 
Many o f these patients have had multiple 
musculoskeletal diagnoses in the past (ie, 
disc disease). Having never heard of a 
back mouse, I assumed that if it did oc
cur, it must be rare.

Today, I saw a 7 0 -year-old man 
with several previous episodes o f back 
pain. “Lumbar disc” and “back strain” 
had been the former diagnoses. Each ep
isode had been precipitated by bending, 
and each slowly resolved over a matter o f 
weeks. The current episode had lasted 2 
days.

Because o f Peter’s paper, I checked 
this man for a back mouse. Sure enough,

in the left lumbar region was a 5-cm 
fibrocystic, subcutaneous mass. I realized 
that I had palpated mice many times be
fore and assumed they were muscles in 
spasm. Having discovered this back 
mouse, I followed Dr Curtis’s advice, 
injecting it with lidocaine and sticking it 
numerous times with a needle. The pa
tient had instantaneous relief and in 
amazement (exceeded only by my own) 
he jumped off the table pain-free.

Thank you, Dr Curtis.

Paul M. Fischer, AID 
Editor

The Journal o f  Family Practice 
Augusta, Georgia

To the Editor:
I was pleased to see the article about 

the back mouse in your June 1993 issue 
('Curtis P. In search o f  the “back mouse.” J  
Fam Pract 1993; 36 :657-9 ). I have found 
that these nodules are a relatively fre
quent cause o f low back pain over my 38 
years as a family physician, but have seen 
only one article during this time. Many 
times the patient has been seen for 
chronic low back pain over many months 
or years by other physicians, including 
orthopedists, without resolution of the 
problem. Thus, I have become the “hero” 
in many cases.

My technique has varied from in
jecting lidocaine alone to injecting 
lidocaine with a corticosteroid directly 
into the nodule by multiple needle punc
tures. Nearly 100% of tender nodules so 
treated become nontender immediately 
and the patients become symptom-free 
by the next day. The few who have been 
relieved by injections temporarily but 
pain has recurred have been permanently 
cured by excision of the nodule.

I would try the multiple needle

puncture technique without idocaine 
but the lidocaine gives immedate relief 
o f the tenderness, verifying thit I have 
punctured the correct nodule. \lso, the 
patient knows immediately thai the pro
cedure has been successful and valks out 
o f the office with a smile on fis or her 
face instead o f having to wait until the 
next day.

Roy G. Grav.sen, MD 
Johns Hopkins Heath System 

Baltimore, Maryland

C O R R E C T IO N
In the August 1993 issue o f tie Jour
nal (page 117), the references given 
for the letter o f reply from Peter Cur
tis, MD, and Geoffrey Bo\e, DC, 
were incorrect. The following refer
ences correspond with the five cita
tions in the letter.
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