letters to the Editor

MEDIPLAN ACT

To the Editor:

The President will soon present his
planto reform our health care system and
Congress will begin intensive consider-
ation of various health reform proposals.
I would like to call your attention to a
major reform option that (1) is easy to
understand, (2) Congress can pass, and
(3) avoids many of the political problems
caused by other plans. That option is
Medicare for everyone.

Recently, | introduced the Mediplan
Act of 1993 (H.R. 2610), which would
expand the Medicare program to cover
everyone. Medicare is the effective and
efficient “made in America” health insur-
ance system that takes care of our senior
citizens.

Benefits under Mediplan would be
enhanced to include out-of-pocket limits
and a prescription drug benefit. Medi-
plan also would guarantee coverage to
low-income individuals and children.

Mediplan is designed to be budget
neutral. It would be financed with an
average monthly premium of $125 per
person, which would be collected
through the income tax system. Employ-
ers would pay 80% of the premium
through a payroll tax of about 60 cents
per hour (employees would pay 15
cents). In addition, there would be a
10% excise tax on providers to finance
the coverage of low-income individuals
and the uninsured—which would help to
alleviate the rampant current practice of
cost-shifting to cover these individuals.

I am convinced that Mediplan will
help meet the challenge of providing
equal access to quality health care for
everyone. In addition, it would allow
freedom of choice in selecting providers,
and the coverage would be completely
portable.

Mediplan is cost-effective. It utilizes
the framework and cost-containment de-
vices of a proven, successful program.
Unlike other proposals, it offers major
reform with minimum disruption to peo-
ple’s existing ways of getting health care.
It is an easy concept to grasp. Once the
public better understands the various op-
tions, Mediplan is likely to be one Con-
gress actually can pass.
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As you comment on health reform, |
hope you will consider this option.

Pete Stark
Member of Congress
Thirteenth District, California

INSOMNIA

To the Editor:

Dr Rakel’s discussion of a common
patient complaint is particularly germane
to physicians caring for an increasingly
aging population.1While the ineffective-
ness of benzodiazepines in the patient
with chronic insomnia is discussed
briefly, it should be noted that 11% of
insomniacs receiving medication are
nightly users.2

Although the adverse effects of ben-
zodiazepines (eg, hangover, impaired
mentation and performance, increase in
falls and fractures) are infrequent, the
manifestation of them may be occult to
the clinician and patient until an accident
occurs. If compared with the benefits, the
relative importance of these side effects
achieves even greater impact. All patients
(acute and chronic insomniacs) for
whom hypnotics are prescribed should
be clearly informed about these risks.

The scientific support of the state-
ment “hypnotics will break the cycle of
sleeplessness” is not discussed in the ar-
ticle. Therefore, the statement that com-
bines the assurance of patient safety with
effectiveness (“Hypnotics are safe medi-
cations that can effectively break a debil-
itating cycle ofsleeplessness™) exceeds my
level of confidence in these drugs.

Most troubling is the implication that
because drowsiness or fatigue is a signif-
icant cause of accidents in the United
States, and because insomnia causes
drowsiness, then insomnia is a causality
for accidents. This is difficult for me to
accept given the evidence. If | tty to drive
very far at 3:00 in the afternoon, | get
very sleepy, whether | have slept 4 or 10
hours the night before. In fact, | am con-
cerned (though | have no proof) that a
treatment for insomnia (hypnotics) may
result in an increased rate of accidents.

Ronald J. Hicks, AID
Department of Family Medicine
Oklahoma City, Oklahoma
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The preceding letter was referred to Dr
Rakel, who declined to respond.

CERVICOGRAPHY

To the Editor:

In their article on cervicography
(Ferris DG, Payne P, Frisch LE, Milner
FH, diPaola FM, Petry LJ. Cervicography:
adjunctive cervical cancer screening by pri-
mary care clinicians. J Fam Pract 1993;
37:158-64), Dr Ferris and colleagues re-
ported a twofold increase in detection of
premalignant disease using cervicogra-
phy and Papanicolaou (Pap) smear com-
pared with Pap smear alone. Unfortu-
nately, they failed to compare a third
category using visual inspection of the
cervix after application of vinegar with-
out cervicography.

For the past 2 years | have been
routinely applying vinegar to the cervix
before obtaining Pap smears. It is not
uncommon to find acetowhite lesions
and normal Pap smears even when the
acetowhite area is specifically sampled
and labeled for the pathologist. At col-
poscopy, diese areas are confirmed to be
dysplastic, though a colposcopically di-
rected Pap smear may again fail to iden-
tify any abnormality.

Applying vinegar before obtaining
the Pap smear adds negligible cost, takes
very little time, and is often a useful way
to remove excess mucus. It does not in-
terfere with the cytopathologist’s ability
to interpret the Pap smear and requires
very little training for the primary care
physician. Before we suggest a new and
expensive technique, let us first see if it is
better than what we already have.

Stuart H. Freedenfeld, MD
Stockton Family Practice
Stockton, New Jersey
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The preceding letter was referred to Drs
Ferris and Frisch, who respond as follows:

The relative insensitivity of the Papa-
nicolaou smear, as noted by Dr Freeden-
feld, is of concern to all clinicians. Thus,
the reason for the development of ad-
junctive tests such as acetic acid wash,
speculoscopy, cervicography, HPV-
DNA testing, and screening colposcopy
becomes clear. Other tests under evalua-
tion include laser-induced fluorescent
spectroscopy, chromocolposcopic imag-
ing with AZEA trichromic stain, and the
Polar probe from Australia. We applaud
Dr Freedenfeld’s efforts to seek ways to
improve the performance of cervical cy-
tology.

In the referenced article,1 we success-
fully evaluated cervicography as an ad-
junctive test in primary care clinics. We
also examined naked-eye inspection of
the cervix after acetic acid application,
and have reported the results of this part
of the study separately.2 The reported
greater than twofold increase in disease
detection with cervicographyl compared
quite favorably with the 30% previously
reported for acetic acid wash.3 Further-
more, the false-positive rate of 26% in
the cervicography study was approxi-
mately half of the 48% false-positive rate
reported for acetic acid wash.3

The difference in outcomes between
acetic acid wash and cervicography may
be explained by image magnification and
consideration of multiple colposcopic
signs indicative of cervical disease. Acetic
acid wash is limited to a single colpo-
scopic sign of acetowhite epithelium,
which may or may not indicate disease. It
would appear, based on available studies,
that the single sign is predictive of disease
for only 50% to 65% of patients. The
predictive accuracy for cervical disease
improves by considering other colpo-
scopic signs such as the lesion margin,
true color, blood vessel appearance, con-
tour, and reaction to iodine staining. The
addition of an acetic acid wash will detect
more disease. However, if one of every
two women with a positive acetic acid
wash test is inappropriately referred for
colposcopic evaluation, the seemingly in-
expensive test becomes quite expensive
and time intensive for the patient free of
disease. Effective cervical cancer screen-
ing tests not only detect true premalig-
nant precursors but also limit referrals of
women with normal anatomy.

The application of acetic acid to the
cervix, or for that matter any other solu-
tion or substance, before cervical cyto-
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logic sampling is generally discouraged.
The weak acetic acid may produce intra-
cellular dehydration and thus adversely
affect normal cellular morphology. Also,
the acetic acid wash will do precisely that,
decrease the cellular yield from the ecto-
cervix. In appreciation of Dr Freeden-
feld’s experience with this technique, and
perhaps given the opportunity to dispel a
myth of medicine, we evaluated cervical
cytology collected both before and after
acetic acid wash in one patient. To our
surprise, other than a significantly re-
duced cellular yield, the squamous cells
were not significantly distorted. Dr
Freedenfeld’s technique, therefore, de-
serves further controlled evaluation.

Finally, we have not suggested a new
technique but merely have reported our
observations about a screening tool that
has existed for 10 years. We thought this
contribution to scientific knowledge
based on the experiences of primary care
clinicians might be important when con-
sidering the many available options for
adjuvant cervical screening.

Daron G. Ferris, AID
Lawrence E. Frisch, AID
Department of Family Medicine
Medical College of Georgia
Augusta, Georgia
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PATIENT EXPECTATIONS

To the Editor:

I would like to respond to the article
on parental expectations by Drs Daniel
C. Vinson and Lawrence J. Lutz (Vinson
DC, Lutz LJ. The effect ofparental expec-
tations on treatment of children with a
cough: a reportfrom ASPN.J Fam Pract
1993; 37:23-7).

Fresh out of residency, | offered to

meet a patient in the emergency depart-
ment at 10 pm to evaluate his “terrible
sore throat.” When a rapid strep test was
negative, | spent a futile 15 minutes ex
plaining why he didn’t need antibiotics. |
ultimately left him to see the ER physi-
cian, who we both knew would rost
likely prescribe an antibiotic for him.

As | emerged from the room, | ran
into the director of my former program.
After hearing my story, he commented,
“Some patients pay you for your advice
and some patients pay you to write an
antibiotic prescription. You have to de
cide if you want that business.”

| decided that if I didn’t write anti-
biotic prescriptions, someone else would.
Looking at it this way, | don’t get into
fights anymore with patients. If a patient
with an upper respiratory tract infection
wants my advice, | give them an accurate
diagnosis and a list of over-the-counter
medications for symptomatic care. Ifthey
want a prescription, they may get one—
for their “bronchitis,” or “possible strep,”
or “early sinusitis.”

Gilbert L. Solomon, AID
Canoga Park, California

The preceding letter was referred to Drs
Vinson and Lutz, who respond asfollows:

We have been in the situation that Dr
Solomon describes and know the dis-
comfort of being coerced to order inap-
propriate tests or prescribe unnecessary
medications. Dealing with a patient’s im-
portunity' requires patience and skill, ad
the development of a trusting relation-
ship over time.

Our study, however, did not address
the issue of obviously inappropriate pa-
tient requests, as important as it is. We
addressed rather the issue of uncertainty,
die gray zone where a clinician frankly
doesn’t know whether an antibiotic will
be helpful for the patient. Our study
found evidence that clinicians allow pa-
rental expectations to influence their di-
agnosis and treatment, and we believe
that influence operates primarily in the
gray zone of clinical uncertainty. Dr Sol-
omon’s assessment, that our findings
provide evidence of physicians’ acquiesc-
ing to unreasonable parental demands, is
an equally valid interpretation of our
data; but based on our own clinical ex-
perience and our assessment of ASPN
practitioners’ clinical skills, we expect
that inappropriate acquiescence accounts
for aminority of the instances of parental
influence that we found.
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A more fundamental issue is whether
patient or parental expectations should
influence clinical decisions. Given the un-
certainties in medical decision-making,
we believe they should. The issue is im-
portant, and worthy of further study.

Daniel C. Vinson, AID
Lawrence]. Lutz, AID
Department of Family
and Community Medicine
University ofMissouri
Columbia

ENDOMETRIOSIS

To the Editor:

As a family physician who is the
medical director of a small independent
practice association (IPA) with all capi-
tated HMO patients, | have become very
concerned with the technological imper-
ative and expense involved in the evalu-
ation and treatment of endometriosis,
namely an unrestrained rush toward lap-
aroscopy and Lupron (TAP Pharmaceu-
ticals, Deerfield, 111). | was thus disap-
pointed to read Dr Damewood’s
otherwise comprehensive clinical review
on endometriosis (Damewood MD.

Pathophysiology and management of endo-
metriosis. ] Fam Proa 1993; 37:68-75).
The author provided no sophisticated
discussion of the difficult problems of
practical noninvasive evaluation of pelvic
pain, the possibilities of using medica-
tions before laparoscopy, or the nature of
the clinical skills and judgments needed
to avoid laparoscopy if possible. Must all
young women with pelvic pain undergo
laparoscopy? (Not every patient with
heartburn requires an upper Gl endos-
copy.) Perhaps the author could give
some wise advice on these practical con-
siderations.

Jeoffry B. Gordon, MD, MPH
San Diego, California

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

The letter from Dr Gordon raises im-
portant considerations with respect to
endometriosis and pelvic pain, particu-
larly in young women. Certainly not all
young women with pelvic pain need to
undergo laparoscopy. In many situa-
tions, atrial of oral contraceptives to stop
ongoing dysmenorrhea may be consid-
ered before any invasive procedures. In
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addition, extensive therapv with nonste-
roidal anti-inflammatory medications
such as Anaprox or Motrin may also be
instituted before invasive surgical proce-
dures. However, the diagnosis of endo-
metriosis can only be made bv laparos-
copy. Therefore, if die pelvic pain
persists despite nonsurgical intervention,
a diagnostic procedure should be consid-
ered.

Medical management does remain im-
portant in the management of endo-
metriosis-associated pelvic pain, which is
often a difficult and recurrent problem,
particularly in young women. These
young women have had good results
with uninterrupted oral contraceptives,
where these patients have had no men-
strual cycles for 3 to 6 months. This may
also be attempted before surgical inter-
vention or Lupron (TAP Pharmaceuti-
cals, Deering, 111) therapy. Again, it is
often difficult to differentiate between
primary dysmenorrhea and endometrio-
sis. If medical therapy fails, then a lap-
aroscopy is indicated.

Marian D. Damewood, M1)
Women’s Hospital Fertility
Center and IVF Program

Baltimore, Maryland
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