letters to the Editor

SCREENING FLEXIBLE
SIGMOIDOSCOPY AND

insurance

reimbursement

Tothe Editor:

Colorectal cancer is the second most
conmon malignancy in the United
States.1 The American Cancer Society,
Netional Cancer Institute, and American
College of Physicians recommend screen-
ingflexible sigmoidoscopies (SFS) every
3to5 years for everyone over the age of
Pyears who is not at high risk for colon
caer2 Recent studies34 and editorials2
oontinue to support SFS as a successful
tod for reducing mortality from colorec-
@ cancer. Family Practice News5 re-
ported a survey of 237 general internal
medicire patients seen at a teaching hos-
pt regarding SFS. Seventy-two percent
dithe patients said they would schedule a
FSiftheir doctor advised it, yet 53% of
trepatients said their doctor had never
recommended or mentioned the test. We
suneyed 166 family physicians (FPs) in
Montgomery County in Ohio to deter-
mire what factors would prompt family
physiciars to promote SFS among their
petient populations.

Respondents were asked to choose
& many items as applied from a list of
factors related to increased performance
ofSFS: (1) all insurance companies reim-
busedfor SFS; (2) easier-to-clean equip-
met;, (3) better training in the proce-
dure (4) less expensive equipment; (5)
better data to support SFS; (6) greater
petient comfort during the procedure.
Qe hundred twenty-six (76%) of the
166 FPs responded. Insurance reim-
bursement was the most frequendy re-
ported response (54%), and easier-to-
dean equipment was the second most
frequently indicated response (37%).
Twenty-three percent or 24% chose each
ofthe four other responses.

In addition to the questionnaire,
representatives from 20 major insurance
companieswere interviewed by telephone
regarding the amount each company re-
imburses for SFS. Six (30%) of the insur-
Me companies reimburse for SFS, six
(39 do not, and eight (40%) are policy-
specific. Medicare pays 80% of the charge;
Medicaid does not reimburse.
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Although survey research is suscepti-
ble to various biases, we believe our data
show that insurance reimbursement for
SFS is poor, and FPs find this poor reim-
bursement an obstacle to performing
SFS. Perhaps reimbursement for SFS
would be increased if organizations such
as the American Medical Association,
American Board of Family Practice,
American Cancer Society, and American
Gastroenterological Society as well as
health care professionals urged insurance
companies and government agencies to
reimburse for SFS. Better reimbursement
would encourage more FPs to perform
SFS, which in turn, would decrease mor-
tality from colorectal cancer.

Michael T. Balias, MD

St. Elizabeth Medical Center
Family Practice Residency Program
RonaldJ. Markert, PhD

Wright State University

School of Medicine

MichaelJ. Oler, MD

St. Elizabeth Medical Center
Family Practice Residency Program
Dayton, Ohio
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ALTERNATIVE THERAPIES

To the Editor:

In response to the article by Borkan
et al on referrals for alternative therapies,1
| believe some education is needed re-
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garding the nature of hypnosis. | would
like to take issue with the inclusion of
hypnosis in the list of “ alternative” ther-
apies.

A “mainstream,” if not seminal
thinker, the esteemed allopath S. Freud,
MD, used hypnosis in his practice and
derived insights from such, which he fur-
ther pursued in his psychoanalytic theory.
In 1955, the British Medical Association
endorsed hypnosis as an acceptable mo-
dality of treatment. In 1958, the Ameri-
can Medical Association recognized hyp-
nosis as a therapeutic adjunct, and die
American Psychiatric Association en-
dorsed hypnosis in 1961.2

As a practicing allopath, | rather re-
sent this therapy being lumped in with
reflexology, naturopathy, homeopathy,
and chiropractic. Not one of these ap-
proaches, to my knowledge, carries any
endorsement from “the professional he-
gemony of allopathic medicine.”

The American Society of Clinical
Hypnosis was formed in 1957 and now
has over 4000 physician, dentist, psychol-
ogist, and other professional members
(ie, Master’s level counselors). | doubt
that many consider these providers to be
“alternative.”

David L. Smith, MD
Voorhees, New Jersey
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NEBULIZED SALINE AND
BRONCHITIS

To the Editor:

The recent article by Reynolds and
Smith (Reynolds RD, Smith RM. Nebu-
lized bacteriostatic saline as a cause of
bronchitis. J Fam Pract 1995; 40:35-40)
purporting a causal relationship between
the benzyl alcohol component of nebu-
lized saline and the subsequent develop-
ment of bronchitis in healthy adults at-
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tracted our interest. Given the recent
reports of increased mortality among
asthmatic patients using excessive albu-
terol nebulization, this is an important
and timely topic for investigation.

While we were impressed with the
elegance of the study design and the dra-
matic bronchoscopic photos document-
ing the presence of bronchitis, the claims
of causality made in the article have no
basis in the presented data. Of the nine
subjects completing the study, four of five
in the benzyl alcohol group and two of
four in the non-benzyl alcohol group de-
veloped bronchitis. Analysis with Fisher’s
exact test (2-tailed) indicates no signifi-
cant difference in outcomes for these two
groups (P>.05). While the failure of the
study to find a significant difference may
simply reflect a type 2 error, given the
small sample size, claiming a causal rela-
tionship between benzyl alcohol and
bronchitis at this point seems to be an
inappropriate leap of faith.

Although we disagree with the
stated conclusions, we were struck by the
high rates of postnebulization bronchitis
in both groups. Ifbronchitis develops this
often following qid nebulization for 2
weeks regardless ofthe diluent used, per-
haps the increased mortality in patients
who overutilize nebulized albuterol may
be related to the act of nebulization itself,
rather than the albuterol per se. This pos-
sibility clearly merits further study.

J. William Hedrick, MD

Dan Gill, MD

W.R. Kiser, MD, MA
Department of Family Practice
Naval Hospital

Jacksonville, Florida

The preceding letter was referred to Drs
Reynolds and Smith, who respond as fol-
lows:

Certainly our study results do not meet
a 2-tailed Fisher’s exact test if the end-
point is the development of bronchitis.
However, we found different carinal bi-
opsy results in the subgroups of patients
who developed bronchitis.1 Those who
were exposed to benzyl alcohol devel-
oped a lymphocytic mucosal infiltrate,
matching what was found in animal toxi-
cological studies.2 Those who nebulized
saline placebo developed a polymorpho-
nuclear mucosal infiltrate. We feel that
this difference distinguishes the two
groups.

We have recently realized that our
study design created a distinctly unusual
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situation for the placebo volunteers who
nebulized sterile saline. When nebulizer
therapy is prescribed for an ill patient, the
nebulizer solution always contains some
preservative. Unlike such patients in ev-
eryday clinical situations, our placebo vol-
unteers had no preservative in their nebu-
lizer solution.

At the time of our study in February
1991, we were unaware that nebulizer
setups can become rapidly contaminated
with gram-negative bacteria.3 We were
further unaware of recent recommenda-
tions to rinse nebulizer cups with sterile
solutions after cleaning.4 In retrospect,
we feel that the placebo volunteers may
have contaminated themselves with bron-
chial deposition of their own oral flora, or
were at higher risk of developing a viral
respiratory infection, given the absence of
preservative in their nebulizer solution.
However, we did prove that their Bron-
chosaline (Blairex Laboratories, Colum-
bus, Ind) saline placebo was not the
source of bacterial contamination.1

We agree that the phenomenon of
nebulizer-induced bronchitis warrants
further study. However, our study cre-
ated preservative-free conditions and, un-
fortunately, we specified less than ideal
nebulizer decontamination. It is prema-
ture to implicate nebulizer therapy as
dangerous based on our unusual study
conditions. We hope that as aresult ofour
study, clinicians will become more aware
ofthe diluent they prescribe and the neb-
ulizer decontamination procedures they
specify.

We stand by our conclusion that nebu-
lized bacteriostatic saline causes bronchi-
tis; specifically, a lymphocytic mucosal in-
filtration.

Ronald D. Reynolds, MD
Richard M. Smith, MD

New Richmond Family Practice
New Richmond, Ohio
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SPECIALTY CHOICE BY
MEDICAL STUDENTS

To the Editor:

| was very pleased to see the atide
entitled “ A Multivariate Model for S&
cialty Preference by Medical Students,”
since the authors emphasize the utilitydf
using a theoretical framework to ineti-
gate medical student career dues
However, | am writing to address vo
concerns about their report. First, tey
were incorrect in their critique of m
study, which they cited.2 Second, tre
study design and the findings reportedcb
not permit the conclusions that Gorerflo
et al make.

Our study used the theory of -
soned action as a framework to inesti-
gate medical students’ choice of a caer
in family practice. The authors coredly
described our finding concerning ati-
tude. Unfortunately, they did not &
scribe the more interesting findings ao+
cerning attitudinal beliefs and values &
determinants of family practice @er
choices. In criticizing our study, trear
thors indicated that we “did not tkete
model to completion in terms of carbin-
ing the outcome likelihood and impar-
tance scales.” In fact, our article dealy
describes how we computed atituce
scores by multiplying students’ eqed-
ancy (outcome likelihood) ratings by
their respective value ratings, and sum
ming these products. Our main reuts
table presents findings concerning tee
product scores.

Second, | believe that their studyce-
sign undermines the conclusions thet tre
authors make concerning differences in
attitude scores between students doos-
ing primary care and nonprimary @e
specialties. The design had each stoart
rate his or her first specialty preferencean
scales that were used to compute atitok
scores. For example, students who pre-
ferred surgery rated the likelihood theta
surgical specialty would involve qerating
on patients, whereas students prefarrirg
family practice rated the likelihood te
family practice would involve gperating
on patients. The authors found that s+
dents choosing a primary' care geddty
rated that specialty higher on General ad
Lifestyle scales and lower on the Sutay
scale than other students’ ratings of trr
nonprimary care specialties, and tey
made conclusions about differences inin
terests and concerns between these o
groups of students. This is clearly adra+
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lar argument. The study design con-
fouds student group (those preferring
prinary care vs nonprimary care) and the
seecialty that students rated. Thus, one is
unable to determine whether the study
findings are due to differences between
f trespecialties rated or to differences be-
| tweenthe types ofstudents who made the
ratings. Therefore, the attitudinal find-
i as presented provide no conclusive
informetion that will assist us in recruiting
students to primary care or identifying
students best suited for primary care.
Two solutions to this problem are
possible. The first would be to use a dif-
ferert study design, having all students
nakeratings about the same primary care
specialty, and test to see whether attitudes
tonard that specialty differ between stu-
derts choosing primary care and students
i ot choosing primary care. This was the
| designthat we used. The second solution
would be for the authors to disentangle
tre likelihood ratings from the impor-
tae ratings, and compare primary care
ad nonprimary care choosers on their
vdle (importance) ratings alone, since
these ratings, as compared with outcome
likelinood ratings, were not specific to
their specialty preference.

Daniel E. Montano, PhD
Seattle, Washington
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Tre preceding letter was referred to Drs
Corenflo, Sheets, and Ruffin, who respond
asfollows:

Daniel Montano has taken offense at
tre evaluation of his studyl and leveled
criticism at the study of Gorenflo et al.2
W would like to clarify our concerns
with the study by Montano et al and re-
spond to his criticism.

Our concerns with the study by Mon-
tano et al centered on three issues: (1)
theiruse ofasingle dimension for attitude
assessment, when the 19 attitude items
clearly reflected different issues; (2) the
complete absence of multivariate analysis;
and (3) the fact that Montano et al con-

ducted approximately 50 univariate t
tests without some form of Rvalue adjust-
ment for their very high type | error rate.
With respect to the conclusions pre-
sented by Gorenflo et al, we conducted
the analysis that Montano suggested and
found that it did not change the model or
overall conclusions presented. We com-
municated these results to Montano over
the telephone, and he responded that this
finding “strengthens your conclusions.”

Daniel W. Gorenflo, PhD
KentlJ. Sheets, PhD

Mack T. Ruffin 1V, MD
Department of Family Practice
The University ofMichigan
Ann Arbor, Michigan
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REVOLUTION IN THE
AMERICAN MEDICAL
SYSTEM

To the Editor:

Richard L. Garrison, MD (The five
generations of American medical revolu-
tions. ] Fam Pract 1995; 40:281-7), uses
the military metaphor of the American
Revolution to emphasize his view that US
medicine is resisting instead ofembracing
change. He believes a revolution is
needed to replace forcibly the specialist/
technologist-dominated medical hierar-
chy with one run by generalists. This
raises questions about the telling and re-
telling ofhistory, and the question ofwho
owns the past.

We may need not a revolution, but a
reversion. Yes, to generalism, but to the
new generalism, which rejoices in the
forging ahead of technology and the un-
covering of new medical truths for pa-
tients and physicians, while preserving in-
tellectual and compassionate traditions,
and the freedoms for which the American
Revolution was fought.

Medicine has survived many histori-
cal hurdles. There have been forces for
good and evil. We are now caught in a
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force that appears relentless, yet which
could have been and still could be re-
versed by our will and action, if only we
would see the future evils as our succes-
sors will, and would rise up and throw
them off. Much of our present activity
involves identifying with the aggressors.
We are making Faustian pacts with devils,
hoping to gain salvation, or at least com-
fort and security, right now, until we re-
tire or our kids go to college. But history'
moves in everchanging directions. We
can’t go back but we can regress.

Mark Twain said that die very ink
that history is written in is liquid preju-
dice. We choose to remember and retell
that which is consonant with our deepest
fears or our most wishful thinking.

Is it too late for Medicine to reclaim
its rightful place in history? To remain
powerful and independent, with patients
who control their own destinies by choos-
ing freely from physicians whose agendas
include only their own best efforts at pa-
tient care?

Only if patients’ own money ceases
to be confiscated by insurance schemes or
government can it be used folly in their
own choices of doctors and venues. This
would reflect a valid, real marketplace.
The so-called medical market of today’s
scene is a distortion, where an aspirin
“costs” $5.00, and physicians are paid by
the care they don’t give (“capitation™).
The term “capitated lives” is used in an
attempt to impart seriousness to a busi-
ness entity’s activities. In reality, saving
lives remains in the hands of skilled prac-
ticing physicians and nurses, not in a
boardroom where middlemen (or physi-
cians-turned-middlemen) maximize their
profits.

While the corporate, hospital, and
insurance domination of Medicine has
been called “ market forces” and “ capital-
ism finally at work in the medical field,” it
has been possible only because of legisla-
tion such as the 1972 HMO Act, the
McCarran-Walter Act, and others: they
are well meaning but cause severe market
distortions.

Patients and doctors could regain
control with minimal legislative incen-
tives (such as the Patient Protection Act
and Medical Savings Accounts), with
public health ongoing education, cata-
strophic insurance, and with good will
and cooperation by physicians and pa-
tients.

This would constitute not a revolu-
tion, but a reversion to first and basic
principles: a doctor and a patient, sickness
and healing. This is not a reactionary
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harking back to the old days and ways,
but a reaffirmation and a new valuing of
what was lasting, and an embrace ofwhat
is innovative, whether general or “ techni-
cal.”

Pepi Granat, MD
South Miami, Florida

The preceding letter was referred to Dr
Garrison, who responds asfollows:

Dr Granat’s comments describe a bet-
ter way than the way of revolution. He
advocates intellectual honesty, unsparing
self-assessment, selflessness, cooperation,
and love of fellow man. He offers hope
that moral right can conquer by power of
persuasion.

Given any choice, | would choose the
way of Dr Granat.

Since he is a student of history, how-
ever, he may come to agree eventually
that the evil that mankind does goes be-
yond efforts at rehabilitation. When a par-
adigm reaches the degree of senescence
seen in our fifth-generation medical care
system, it will reject efforts at reform. No
fifth-generation power broker known to
me has ever surrendered power merely
because the harm of his actions was ex-
plained to him.

Every revolution isa reversion. All rev-
olutions take us back to similar x and y
coordinates. But a return to a previous
position can never occur. For as the
planet orbits the star, the star proceeds on
its own course; consequently Earth does
not return to the same place each January
1, for the Sun has moved on. The z coor-
dinate will never be the same. That is why
we should, as Dr Granat observes, “re-
turn” to generalism, but we should not
return to the same generalism.

I welcome debate on the topic of the
economic blessings of technology. | be-
lieve that nearly all technologies make life
better for those who can afford them,
while making life more wretched for
those who cannot. This seems to be due
to some overall effect of technology to
concentrate wealth and power in the
hands of those who are early users at the
expense of those who are not. This topic
needs further airing.

A collapse of the present system, in the
absence ofa coup degrace administered by
the generalist revolutionaries, would pave
the way for a total takeover of health care
by business tyrants. They would give no
quarter as they plundered the ruined
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landscape of what had been the world’s
best health care system.
Consequently, revolution must come.

Richard L. Garrison, MD
Houston, Texas

PROMOTES DIAZEPAM AS
SATE, EFFECTIVE

To the Editor:

Benzodiazepines have been pre-
scribed in this country since 1959, and
worldwide for over 40 years. The number
of individuals treated with benzodiaz-
epines in 1993 exceeded 20 million in the
United States and 60 million worldwide.

Peak use of diazepam in this country
(61 million prescriptions) occurred in
1975. Nevertheless, the total number of
prescriptions for all benzodiazepines and
related Food and Drug Administration
(FDA) Schedule 1V anti-anxiety drugs
has been increasing each year. There have
been many survey papers written on ben-
zodiazepine dependence,1-3 of which the
total reported cases exceed 400 patients.
It is noteworthy that all these reports in-
clude very few patients who were depen-
dent on both low-dose (20 mg per day or
less diazepam equivalents) benzodia-
zepines and either alcohol or illicit drugs.

The use of benzodiazepines by drug
addicts has been discussed by lguchi et
al,4 who noted that “subjects also re-
ported that they were seeking to ‘boost’
the effects of methadone with the benzo-
diazepines, and that they rarely took the
drugs when they were not on methadone
maintenance.” The use of benzodia-
zepines by alcoholics has been discussed
by Ciraulo et al,5who stated that “we feel
that benzodiazepines are relatively safe
drugs with many uses in the treatment of
alcoholics when prescribed rationally.”
The test of time has proven Ciraulo et al
correct.

A careful review of the world litera-
ture inaclearly objective fashion brings to
light an interesting observation about di-
azepam use: despite the many millions of
individuals for whom these medications
are prescribed annually, including both
alcoholics and drug addicts, the number
of patients who have become diazepam-
dependent after taking it in reasonable
dosage (ie, 20 mg per day or less) and for
reasonable time periods (ie, less than 6
months) approaches zero.

This conclusion does not apply to
diazepam withdrawal, in which the dos-
age is suddenly markedly reduced or elim-

inated.6 Similarly, this conclusion mst
of course, recognize the rare anecdotai
case in which, for some unexplained re-
son, the dosage and duration have ben
less than that noted. Considering theuse
of benzodiazepines by many millions of
individuals each year, some anecdotal
cases of this type are the rule rather tren
the exception.

Thus, limited-term use of reasorable
doses of diazepam is an entirely safe ad
effective medical practice. After almost40
years of use, there is no credible evicernoe
to the contrary.

Philip 1. Hershberg MD
W ellesley, Massachusetts
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SEMEN RESPONSIBLE FOR
FISHY VAGINAL ODOR

To the Editor:

A fishy vaginal odor is a frequent fe-
male complaint. Its origin has been ux
clear. We embarked on a study to deter
mine the relationship between the fidy
vaginal odor and sexual intercourse.

Our 30-day study involved one het-
erosexual monogamous couple hairg
unprotected vaginal intercourse. Ben
morning, for 30 consecutive days, vegird
cultures were obtained, along with
smears for Trichomonas, Candida, ad
clue cells. Additionally, a smell for fidy
odor was performed by both the tha
cian and the patient. All cultures vae
performed on a daily basis at Path Labo-
ratories, Los Gatos, California.

Continued on popeso
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Our results demonstrated a fishy
odor only on the morning following in-
tercourse. All cultures for Neisseriajyonor-
rhoeae, Ureaplasma, mycoplasma, and
chlamydia, and routine urogenital micro-
cultures were negative. Vaginal flora
showed no pattern of change. Smears
were negative for Trichomonas, Candida,
and clue cells. Only during the menstrual
flow was the fishy odor absent post-
coitally.

We believe that semen is responsible
for the fishy odor that some women ex-
perience postcoitally.

Nayvin Gordon, MD
Oakland, California

DRUG INTERACTION
INDUCES HYPOGLYCEMIA

To the Editor:

| describe two stable non-insulin-
dependent patients with diabetes mellitus
who developed hypoglycemia while tak-
ing enalapril and glyburide concomi-
tantly.

Case 1. A 54-year-old woman with
non-insulin-dependent diabetes mellitus
had been taking glyburide 5 mg per day
for 9 months with excellent control of
serum glucose values (120 to 140 mg/
dL). When she developed essential hyper-
tension, enalapril 5 mg per day was pre-
scribed to control her hypertension.
When the patient was examined in the
clinic about 3 weeks later, her blood glu-
cose levels were in the range of 50 to 60
mg/dL. She stated that she had been hav-
ing attacks of hypoglycemia since the in-
troduction of enalapril therapy and had
even fallen on a couple of occasions.
Blood glucose level in the clinic on this
visit was 48 mg/dL. Therefore, she was
advised to reduce the dose of glyburide to
1.25 mg per day. There have been no
more attacks, and the blood glucose levels
have remained within 125 to 140 mg/
dL.

Case 2. A 48-year-old man with
non-insulin-dependent diabetes mellitus
had been taking glyburide 5 mg per day
for 18 months, with good control of se-
rum glucose values, ie, 115 to 148 mg/
dL. Enalapril 5 mg per day was added to
this regimen for essential hypertension.
After ingesting one dose of enalapril, the
patient developed sweating, palpitation,
anxiety, confusion, and disorientation to
time, space, and person. Blood glucose
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ledwes 50 mg/dL. Following adminis-
trationof 50% dextrose as intravenus bo-
Is the confusion disappeared and glu-
azelevels came up to a satisfactory level
(10mg/dL). )

The patient was advised to decrease
tredose of glyburide to 1.25 mg per day.
fihenhe was seen again 3 weeks after this
episock, his blood glucose levels and
blood pressure control were excellent.

Review of the published literature
hesrevealed reports in which one patient
wowes receiving sulfonylureas and cap-
toil1 and another two patients who
vee taking a combination of sulfonyl-
uress and biguanide developed hypogly-
a@riawhile on concomitant ACE-inhib-
itor therapy.2

The mechanism may be that the
ACE-inhibitors induce a decrease in he-
ptic glucose3 and reduce insulin resis-
tae in hypertensive subjects with diabe-
tes mellitus. A reduction in glomerular
filtration rate would increase the gly-
burick concentration by 50% and may in-
aeee insulin levels.45 It is very good
medical practice to use ACE-inhibitors in
petients who are both diabetic and hyper-
tersive as long as this drug-drug interac-
tionis borne in mind. The dose of sulfo-
nuress may need to be reduced to
dviate hypoglycemia. Other drugs de-
soribed as having interacted with enalapril
irduceindomethacin, other nonsteroidal
anti-inflammatory agents, and lithium.
Trereisacase report in which the patient
developed anaphylaxis and severe coro-
nary'spasm, culminating in acute myocar-
dd infarction, owing to concomitant ad-
ministration of enalapril and allopurinol.
Inviewof this clinical observation, 1 sug-
gest that glyburide enalapril interaction
do be added to this list.

Saeed Ahmad, MD
Fairmont, West Virginia
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MORE MEDICAL
MALAPROPISMS

To the Editor:

The recent article entitled “Medical
Malapropisms (or a Stitch in Time Gath-
ers No Moss),” by Davis and Kenyon,1
explored the humor we occasionally find
in patients’ malapropisms. In many cases,
the funny blunders contain a thread of
meaning which, if recognized, can pro-
vide some helpful insights into the pa-
tient’s understanding of an illness or
medical experience. There are two types
of malapropisms presented in this letter:
the first type is patients’ use of a sound-
alike approximation of a term they don’t
understand (eg, smilin’ mighty Jesus for
spinal meningitis, or peanut butter balls
for phenobarbital); and the second type is
the “Freudian slip,” or parapraxis, in
which the patient reinvents a well-worn
phrase (eg, “He stopped smoking cold
duck”), thereby revealing unconscious
material which, if pursued, may provide
unexpected insights. Parapraxes have
long been seen as windows into the un-
conscious and have been used to analyze
artwork2 and understand memory.3
However, it doesn’t take a psychoanalyst
to understand the meaning behind para-
praxes such as one spoken by Dick
Cheney: “We need a bomber that can
strike deep into enemy territory and carry
a large payroll—uh, 1 mean payload.” 4

Freud pursued parapraxes through a
chain of associations to a “ disturbing el-
ement,” leading him to a clearer notion
of the speaker’s thoughts.5As family phy-
sicians, we have a similar opportunity
with our patients’ parapraxes. | have
found even the most apparently inconse-
quential slip of the tongue can be the
impetus for a more effective encounter.

I recently had an interesting experi-
ence. One of my regular patients came in
for his usual appointment for hyperlipid-
emia and gout. He greeted me in his nor-
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mal friendly way, except that instead of,
“Hi, Dr Dave Buck” he said, “Hi, Dad
Buck.” We both chuckled, but it oc-
curred to me there may be something to
this. | said, “ Dad Buck” and smiled. He
then told me about his wife, who was
dying of cancer. He related how he has
been caring for her at home, giving her
daily baths, and cooking for the family.
He then told me the last time he faced
something like this was when his dad
died. We had an unusual encounter. On
the way out, he chuckled and said, “I
guess you kind of remind me of my dad.”
I said, “I think he must have been very
proud of you.”

David S. Buck, MD, MPH
La Familia Medical Center
Santa Fe, Flew Mexico
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CORRECTIONS

On page 342, second column, line 10
ofthe April issue (ElyJW, Levinson W,
Elder NC, Mainous AG, Vinson DC.
Perceived causes ofphysicians’ errors. J
Fam Pract 1995; 40:337—44), the
range of physicians’ errors was inaccu-
rately published as 1 to 9. The correct
range is 1 to 90.

On page 379 of the April issue, Ta-
ble 1, under the column heading
“Mechanism” (Tamreudeewong W,
Henann NE, Fazio A, Lower DL,
Cassidy TG. Drug-food interactions in
clinicalpractice.]J Fam Pract 1995; 40:
376-84), the effect of warfarin on the
availability of vitamin K was inaccu-
rately reported. Warfarin increases the
availability of vitamin K for activation
of vitamin K-dependent clotting fac-
tors.
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