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In order to assist in the recruitment of physicians from practice into
teaching during a period of rapid expansion in family practice
education in the United States, the Division of Education of the
American Academy of Family Physicians developed a computerized
lising of members of the Academy who were interested in being
contacted about available faculty positions. This computerized list,
containing pertinent information about the professional qualifi-
cations of the registrants, became known as the Teacher Interest
Profile Registry and was made available upon request to recruiting
program administrators in 1974-1975.

An evaluation of the utilization and effectiveness of the registry
wss conducted by staff of the Division of Education in the spring of
1975 by means of mailed questionnaires to the two groups utilizing
the service: program administrators and physician-registrants. Results
of these surveys revealed that one out of every eight programs using
the registry was successful in recruiting one or more new faculty

members, with a total of 27 new faculty reported as having been
recruited through the use of this service.

In view of the relative success of this program in identifying
potential faculty members and the continued interest and utilization
of the service, academy leaders have decided to continue this service
urtil it is no longer effective and/or needed.

In 1974, with the rapid expansion
of graduate and undergraduate pro-
grans in family practice, there was a
pressing need to find physicians who
were willing and able to fill the more
than 102 full-time budgeted positions
which were vacant in US medical
school departments of family medi-
cinel In recognition of this need,
leaders in the field of family practice
education sought new ways to recruit
physicians from full-time practice into
teaching. Discussions about a viable
approach to addressing this problem
were begun in February 1974, be-
tween the staff in the Division of
Education of the American Academy
of Family Physicians (AAFP) and
directors of family practice programs
inthe states of Kentucky and Tennes-
e These discussions led to the de-
velopment of the first teacher develop-
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ment workshop for practicing physi-
cians. This was a pilot effort at pro-
viding an orientation to academia.

The first workshop was conducted
in Nashville, Tennessee, in the summer
of 1974 and was well received, with
over 160 physicians in attendance.
From this experience the sponsors
identified three additional services that
needed to be incorporated into work-
shops of this type:

1. a list of names and qualifications of
physicians in attendance who were
interested in being contacted about
unfilled positions in teaching;

2. time and space for private commu-
nication between attendees and speak-
ers or recruiters; and

3. input from residents and students as
guest speakers.

In view of the success of the pilot
workshop, plans were made to imple-
ment a series of similar meetings to be
supported by a grant from Eli Lilly
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and Company and supplemented by
registration fees.

All AAFP members invited to these
workshops were offered the oppor-
tunity to enter their names and profes-
sional qualifications in a registry which
would be made available to requesting
family practice educational adminis-
trators seeking new faculty. Partici-
pating physicians were asked to cite
their preference for geographical loca-
tion so that the profiles could be
channeled to educational adminis-
trators in the AAFP regions designated
by the registrants. The service of pro-
viding a computerized listing of names
of potential recruits for teaching to
requesting family practice education
administrators became known as the
Teacher Interest Profile Registry
(TIPR) and was inaugurated in con-
junction with these teacher develop-
ment workshops.

Development of the TIPR

The registry was developed in the
following manner. Announcements
about the teacher development work-
shops were sent to the entire Academy
membership. These mailings also in-
vited members to complete an en-
closed “Teacher Interest Profile” form
if they were interested in being con-
tacted about available positions in
teaching programs. Information from
each completed form, accompanied by
signed permission for release of infor-
mation, was then entered into the
computer at AAFP headquarters. This
process yielded a TIPR of 663 names.
A breakdown of the entries in the
registry by location preference accord-
ing to AAFP standard regions is pre-
sented in Table 1 The professional
background of the registrants in terms
of board certification status and prior
teaching experience is displayed in
Table 2. The majority of registrants
were board certified and experienced
in teaching.

In fall 1974, a letter was sent to all
family practice department chairmen
and residency program directors to
inform them about the TIPR. As of
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Table 1. AAFP Teacher Interest Profile — 1975
Number of Physicians Requesting Teaching Positions in AAFP Stan

AAFP

Standard Regions States

dard Regions

Number
Requesting Region

Region 1 Maine Massachusetts New York 150
Vermont Connecticut Pennsylvania
New Hampshire Rhode Island New Jersey

Delaware

Region 2 Michigan lllinois Ohio 63
Wisconsin Indiana

Region 3 Maryland W ashington, DC Georgia 170
West Virginia North Carolina Florida
Virginia South Carolina Puerto Rico

Virgin Islands

Region 4 Kentucky Alabama Louisiana 75
Tennessee Mississippi

Region 5 Minnesota North Dakota Nebraska 54
lowa South Dakota

Region 6 Montana Colorado New Mexico 86
Wyoming Utah

Region 7 Missouri Kansas Texas 76
Arkansas Oklahoma

Region 8 W ashington Idaho Alaska 98
Oregon

Region 9 Nevada Arizona Hawaii 152
California

Total

9 53 924
Number of Responses Without Specification
of Preferred Region 102

April 1976, more than 180 requests
were received by AAFP headquarters
from family practice education pro-

listed on the registry.

Subjects and Procedures

gram administrators for a listing of
applicants who were available in speci-
fic geographical areas.

Evaluation of the Registry

An evaluation of the utilization and
effectiveness of the registry was con-
ducted in two stages in the spring of
1975. The first stage consisted of a
survey of family practice program
directors and department chairmen to
determine their utilization of the regis-
try; the second stage was a survey of
TIP registrants for the purpose of
ascertaining how many assumed new
teaching responsibilities after bein'g
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In the first-stage evaluation, all pro-
gram directors and department chair-
men were requested to complete a
questionnaire rating the relative effec-
tiveness of this program in helping
them to locate and recruit physicians
from practice into teaching programs
and specifying the number of faculty
recruited into their programs through
use of the registry.

The second-stage evaluation of the
effectiveness of the TIPR consisted of
a survey of all 663 physicians who had
submitted a profile for inclusion in the
registry. This questionnaire inquired
about the influence of the TIPR upon
the subjects’ acceptance of teaching

appointments during 1975.

Results

In the first stage survey 212 (0
percent) out of 302 responded. Cf
those administrators responding, 14
(49.6 percent) indicated that they hed
used the registry service, while 1B
(50.4 percent) said they did not. Wen
asked to rate the effectiveness of te
registry as an aid to teacher recruit-
ment, all but six of the respondents
rated the TIPR as less than moderately
effective. The greatest number of re-
spondents gave an ineffective rating to
the program (n = 30).

Despite the large number of pro-
grams that rated the TIPR as ineffec-
tive, one out of every eight programs
using the registry was successful in
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recruiting one or more new faculty
Menmbers, with a total of 14 programs
reporting success with the use of the
raes provided. The numbers of fac-
ulty recruited into each of these 14
programs varied considerably. In fact,
are program indicated that they had
recruited a grand total of six new
faculty members by this method. The
presentation of the frequency distribu-
tion of how many faculty members
were recruited into each program
(Table 3) indicated that the majority
of the programs (n = 8) each obtained
oe new faculty member by this
method. Reportedly, 27 new faculty
members were recruited through use

of the TIPR-

Table 2
Professional Qualifications of Physicians
on TIPR 1974-1975

Number Percent
Board Certification Status
Board Certified 387 58.4
Not
Board Certified 276 41.6
Total 663 100.0
Prior Teaching Experience
Yes 475 71.6
No 188 28.4
Total 663 100.0

In the second stage survey, 509 (79
percent) of the registrants responded.
Of this number 362 (71 percent)
indicated that they would like to
continue their name on the registry. In
response to the question of whether
they were contacted by faculty re-
cruiters who might have received their
names from the TIPR listings, 247
(50.4 percent) indicated they had not
been contacted. An almost equivalent
number, or 243 registrants (49.6 per-
cent), were contacted by teacher re-
cruiter's an average of 5.78 times.
However, 106 (42.4 percent) of this
group never responded to these con-
tacts. Those who did respond num-
bered 144 (57.6 percent). Of that
number, 27 assumed new teaching
responsibilities.

The breakdown of the type of
teaching responsibilities assumed by
these 27 new recruits is presented in
Table 4. Since the total number of
registrants  distributed among the
three types of teaching positions adds
up to a total of 43 rather than 27 new
positions, we can only interpret this to
mean that additional responses
(beyond 27) to this question represent
those who entered teaching, but not as
a result of being listed on the registry.
Nevertheless, if one accepts the rela-
tive distribution among the three
types of teaching positions as also
being representative of the 27 new
recruits through the registry, one can
conclude that the distribution of
physicians into new teaching positions
was fairly evenly distributed between
full-time (2.2 percent) and part-time
(2.6 percent), with the largest percen-
tage entering volunteer positions (3.7
percent).

Table 3. Modal Distribution of Number of Faculty Recruited by Programs Using the
Teacher Interest Profile

Number of Faculty
Per Program

Total

Number of Programs

Total Number of
Faculty Recruited

27
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Discussion

Even though the administrators
who used the TIPR rated it as less than
effective, if one measures the success
of the registry by its overall ability to
assist in the recruitment of physicians
into teaching, it did accomplish that
goal. Also, since 71 percent of last
year’s registrants said that they would
like to have their names continued on
the registry in 1976-1977, this pro-
vides some indication that the regis-
trant group still has faith in the pro-
gram as a vehicle for placement.

In consideration of the large num-
ber of physicians (106) who did not
respond to solicitations that they re-
ceived from recruiting administrators,
one could also conclude that a percen-
tage of the repeaters on the registry
may not be serious about a move into
teaching, or may be very particular in
responding to offers made to them.

Since the need for recruiting family
practice educators from the ranks of
practicing physicians is expected to
continue until the number of new
residency graduates is sufficient to
supply manpower for teaching, it
seems appropriate to continue the
registry service until the practicing
physician source for teaching man-
power has been exhausted.
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Table 4
Types of Teaching Positions Assumed by
Family Physicians Recruited by Use of
Teacher interest Profile Registry

Type of Teaching

Position Number Percent

Full-time, paid 11 2.2

Part-time, paid 13 2.6

Volunteer 19 3.7

No new teaching

position 466 91.6
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Continued from page 512

tures contracts. The holding period for
agricultural commodity futures con-
tracts remains at more than six
months. There is an additional change
in the Tax Reform Act relating to
capital loss deductions Under the
prior law, an individual was permitted
to use up to a maximum of $1,000 of
capital loss as a reduction against his
ordinary income. The Tax Reform Act
now permits a reduction of $2,000 of
ordinary income beginning in 1977,
and a $3,000 maximum offset for
taxable years, beginning after 1977.
Short-term capital losses are permitted
to offset ordinary income on a dollar-
for-dollar basis; long-term capital
losses offset ordinary income on a 50
percent basis. In other words, in 1977
in order to receive the maximum
offset of $2,000, it would be necessary
to have a long-term capital loss of
$4,000; or in taxable years after 1977
to receive the maximum offset, it
would be necessary to have a long-
term capital loss of $6,000.

The Tax Reform Act contains
many changes in the tax law which are
related to special-interest business op-
erations. In reviewing the law, it ap-
pears that most of these provisions
wcluld not have any effect on the
operation of a physician’s practice.
However, there is a possibility that a
unique situation might exist in which
few physicians in the United States
would be affected by one of these
provisions. Therefore, it is the advice
of the author that physicians should
be in close contact with their tax
advisors when filing tax returns for
1976 and later years, to ensure that
one of these provisions has not
changed their particular tax situation.

There are two additional articles
planned for this series dealing with the
Tax Reform Act of 1976. One article
dealing with the changes relating to
the estate and gift sections of the tax
law, and another article relating to
those areas which are known as tax
shelters. Certain provisions of the law
have not been covered in the articles
to this point, because they relate
primarily to those particular items.
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4.50 mg. oxycodone HCI (WARNING: Mav be 2

forming), 0.38 mg. oxycodone terephthalate WAR?
ING: May be habit formin%!,_224 mg. aspirin, S °
phenacetin, and 32 mg. caffeine "$

INDICATIONS For the relief of moderate to noderatar
severe pain. ™

CONTRAINDICATIONS Hypersensitivity to omva
done, aspirin, phenacetin or caffeine. y

duce drug dependence of the morphine type an?
therefore, has the potential for being abused pSGr
dependence, physical dependence and tolerance nav
develop upon repeated administration m
PERCODAN\ and it should be prescribed and achin
istered with the same degree of caution appropriate o
the use of other oral narcotic-containing medcations
Like other narcotic-containing medication?
PERCODANR® is subject to the Federal Controlled SIL
stances Act.

Usage in ambulatory patients Oxycodone na
impair the mental and/or physical abilities required for
the performance of potentially hazardous tasks ath
as driving a car or operating machinery. The et
using PERCODAN® should be cautioned accordingly.

Interaction with other central nervous system
depressants Patients receiving other narcotic ae-
gesics, general anesthetics, phenothiazines. aher
tranquilizers, sedative-hypnotics or other CNS dqres
sants (including alcohol) concomitantly with
PERCODAN » may exhibit an additive CNS dgres-
sion. When such combined therapy is contemplated
the dose of one or both agents should be reduced.
Usage in pregnancy Safe use in pregnancy hesra
been established relative to possible adverse effeds
on fetal development. Therefore, PERCODAN" sold
not -be used in pregnant women unless, in the juty
ment of the physician, the potential benefits cuweich
the possible hazards.

Usage in children PERCODAN" should not ke
administered to children.

Salicylates should be used with caution in the pe
sence of peptic ulcer or coagulation abnormalities.
PRECAUTIONS Head injury and increased irra-
cranial pressure The respiratory depressant effetsd
narcotics and their capacity to elevate cerebrospinal
fluid pressure may be markedly exaggerated inte
presence of head injury, other intracranial lesionsaa
pre-existing increase in intracranial pressure. Futhe-
more, narcotics produce adverse reactions which nay
obscure the clinical course of patients with heed
injuries.

Acute abdominal conditions The administration d
PERCODAN® or other narcotics may obscure te
diagnosis or clinical course in patients with acute &
dominal conditions.

Special risk patients PERCODAN® should be gvn
with caution to certain patients such as the elderdy o
debilitated, and those with severe impairment of heet-
ic or renal function, hypothyroidism, Addison’s dseess
and prostatic hypertrophy or urethral stricture.
Phenacetin has been reported to damage the kideys
when taken in excessive amounts for a long time.
ADVERSE REACTIONS The most frequently
observed adverse reactions include light-headedness,
dizziness, sedation, nausea and vomiting. These
effects seem to be more prominent in ambulatory ten
in nonambulatory patients, and some of these aderse
reactions may be alleviated if the patient lies down.
Other adverse reactions include euphoria, dysphoria,
constipation and pruritus.

DOSAGE AND ADMINISTRATION Dosage should e
adjusted according to the severity of the pain andte
response of the patient. The usual adult dose isae
tablet every 6 hours as needed for pain.

DRUG INTERACTIONS The CNS depressant effeds
of PERCODANR may be additive with that of drer
CNS depressants. See WARNINGS.

DEA Order Form Required.
PERCODANR® is a registered trademark of Endolnc.
£ndo Inc.

Manati, Puerto Rico 00701
Subsidiary of E. I. du Pont de Nemours & Co. (Inc.)

Dec. 1976 EDO-0060
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Continued from page 500

themore standardized ratings made by
different observers in different set-
tings, the greater the likelihood that
the physician will obtain a true picture
of the effect of medication. The
author recommends that the physician
we the Conners Parent Symptom
Questionnaire  (PSQ), the Conners
Teacher Questionnaire (TQ), the Con-
nes Abbreviated Symptom Question-
naire (ASQ), and the Rutter-Graham
Psychiatric Rating Scale for children as
baseline and follow-up measures to
judge the effectiveness of the medical
(Department  of Health, Education,
and Welfare 1973). The Conners
Teacher Questionnaire seems to be the
most widely used teacher evaluation
procedure for hyperactive children.
Normetive data are available; it has
been shown to clearly distinguish nor-
mal children from hyperactive children
and to be quantitatively very sensitive
to the behavioral effects of psycho-
tropic drugs (Sprague et al 1974,
Sprague and Werry 1974).

Ten items on the PSQ and TQ are
identical and have been combined to
fom an Abbreviated Symptom Ques-
tionnaire (ASQ), which can be used by
the physician to obtain frequent fol-
lorp assessments of the child from
both parents and teachers. This abbre-
vigted scale has been found to have
almost the same sensitivity in obtain-
ing statistically significant differences
in psychotropic drug studies with
hyperactive children (Sprague and
Wary 1974).

The Rutter-Graham Rating Scale
contains specific items of behavior to
ke rates, based on observation of the
dild during the interview or on what
the child has to say during the inter-
view In epidemiologic studies, this
gale has been shown to be avalid and
reliadble indicator of psychiatric illness
inchildren (Rutter et al 1970b).

4. Side effects should be assessed
ad monitored in the same systematic
fashion as expected behavioral effects
of the medication. There are sys-
terretic rating sheets for side effects to
e completed by parents and to be
aded of the children, which are quite
effective for this purpose (Gofman
1973
5 The initial dose should be the

smallest available dose of the medica-
tion being used. A knowledge of the
duration of action of the medication is
necessary in order to know whether to
prescribe the drug on a once-a-day
basis or two- or three-times-a-day, de-
pending on how long the physician
wishes the medication to be effective.
Starting with the low dose, the physi-
cian should then titrate the medication
and raise the dose until either clinical
improvement is noted or side effects
occur, which necessitate discontinua-
tion of the drug. At present there are
no laboratory or other measures
against which one can titrate the medi-
cation. The physician must use his
clinical judgment based on the infor-
mation he obtains from the parents,
the school, and from his own observa-
tion of the child.

While there are rough guidelines
that can be used for optimal dose of
individual drugs on a milligram per
kilogram body weight basis, this is a
controversial area. For example,
Wender (1971) has advocated a high
dose of 15 mg/kg of D-amphetamine
and a high dose of 4.6 mg/kg of
methylphenidate. Sprague and his col-
leagues have conducted laboratory
studies showing that teacher ratings
show an increased improvement in
behavior ratings up to doses of 0.70
and 1.00 mg/kg of methylphenidate.
However, this dose is double that at
which the peak enhancement of cogni-
tive performance occurs (Sprague and
Sleator 1973).

It is well to remember that children
considered nonresponders to medica-
tion often simply have not been given
an effective dose (Conners 1972,
Wender 1971). Tolerance does develop
(Arnold 1973), and just as the amount
of medication that an individual child
might require is highly idiosyncratic,
so is the development of tolerance.

6. All children should be given a

drug-free trial at some time during the
course of a year if they are on medica-
tion chronically. There are several
ways to do this. One is by substituting
placebo without letting the child or
the schoolteacher know and obtaining
a rating scale to see if behavior has
deteriorated. Another is to let the
child go back to school in September
without being on medication, and
after several weeks obtain a rating
scale to see how it compares with that
obtained at the end of the school year
when he was on medication. If it looks
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like the child no longer requires medi-
cation, he should be followed more
closely to see if his behavior deteri-
orates over time. Abstinence syn-
dromes do not seem to develop during
a drug-free trial.

At present there is no good method
for determining when a child should
be taken off medication completely,
other than by clinical judgment. Cer-
tainly the popular idea that the hyper-
active child syndrome disappears and
medication has a “reverse effect” at
puberty has never been established
scientifically. The medication should
not be stopped because a child reaches
a certain age, but only when the
clinical picture indicates the child no
longer requires it.

7. A good deal of psychotherapy,
using the term in the broad sense,
must be done with both the child and
the parents in conjunction with the
use of medication. At the very least,
the treating physician should help the
hyperactive child understand the na-
ture of his difficulties and how the
medication (and other therapeutic in-
tervention) is intended to help the
child help himself. The role and action
of the medication in his life then can
make more sense to the hyperactive
child and he will hopefully see the
medication as one of his tools, not
something forced on him by his par-
ents, his teachers, or his doctor
(Wender 1971).

The parents should also be prepared
in a rational way for a trial of any
medication and possible failure of that
trial. Expected side effects should also
be gone over in great detail and the
parents encouraged to observe their
child carefully for any likely side
effects. The time invested in this type
of preparation of the child and his
family will reap its benefits should
medication have to be changed or
should dosage have to be changed over
a long period of time in order to find
the optimal dose of the optimal drug
for each child.

8. An important and often neg-
lected part of the physician’s work in
treating hyperactive children with
medication is establishing contact with
the school. The physician should make
direct contact with the child’s teacher,
either in person or over the phone.

Continued on page 542
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Continued from page 541

Without cooperation from the school
in reporting both positive and negative
effects of the medication, it is the
author’s opinion that it is impossible
to effectively manage a hyperactive
child on any medication. The teacher
is likely to be the only person to see
the child regularly in a group setting,
where he is required to do the same
tasks as a large number of his peers of
the same age. Thus in a sense the
teacher is in a position to compare the
performance of the hyperactive child
with a nonhyperactive control group
on a daily basis. This is not meant to
imply that the teacher has control of
either the prescribing or the regulation
of medication dosage, but that the
physician heeds to be in contact with
the teacher so that he can make proper
adjustments in the dose of medication.

Specific Drugs Used to Treat Hyper-
active Children

Most of the literature on treatment
of the hyperactive child syndrome
consists of reports of drug treatment.
Since several critical reviews of this
voluminous literature are available
(Conners 1972, Werry and Sprague
1972), only selected aspects of clinical
importance will be discussed here.

Central Nervous System Stimulants

The central nervous system stimu-
lants, methylphenidate and D-amphet-
amine, are currently the drugs of
choice in the treatment of hyperactive
children. Improvement in behavior can
be expected in five to ten percent
(Cantwell 1975e).

The therapeutic properties and side
effects of the two medications are very
similar. They both seem to act by
potentiating norepinephrine and dop-
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amine at central synapses (Ferris et al
1972). The latency of onset of action
for both stimulants is approximately
30 minutes, with a three to six-hour
duration of action. Methylphenidate
must be given at least twice a day to
ensure an effective dose throughout
the school day. If D-amphetamine is
given in the long-acting spansule, it
need be given only once a day. Both
drugs decrease hyperactivity and im-
pulsivity and increase attention span.
The total amount of bodily activity
may actually be increased by the
stimulants. The crucial change is an
increase in directed or controlled
motor activity. The stimulants have
also been shown to produce small
improvements in tests of general intel-
ligence and visual motor perception
and to enhance performance, in learn-
ing tasks (Werry et at 1970). Memory
for material learned while under the
drug persists when medication is
stopped; thus state dependency does
not occur (Sprague 1972). Most hyper-
active children who respond to one
stimulant will respond to the other,
but certain hyperactive children re-
spond only to one (Winsherg et al
1974).

Anorexia, insomnia, headache,
stomachache, nausea, tearfulness, and
pallor are common side effects with
both stimulants, but anorexia and in-
somnia seem more frequent and more
severe with D-amphetamine. While it is
generally stated that stimulants are not
thought to produce euphoria in chil-
dren, there has been very little sys-
tematic work on the effects of stimu-
lant medication on mood. Long-term
use of stimulants is known to produce
depression in adults. This side effect is
rarely mentioned in the literature on
stimulant drug treatment of hyper-
active children. However, the author
has had several children who de-
veloped mild to moderate depressive
episodes during the course of treat-
ment with both methylphenidate and
amphetamine. These episodes required
cessation of or a reduction in the dose
of stimulant plus the use of imipra-
mine, following which the depression
lifted. Since depression in children
may be difficult to detect, particularly
in a child who was previously hyper-
active, it should be looked for sys-
tematically in children receiving stimu-
lant medication. Children who sud-
denly develop a dysphoric mood,
whether constant, intermittent, or

fluctuating, and who also present with
a marked change in behavior, suha
loss of self-confidence, withdranal
from social intercourse, school refusd
and somatic symptoms should be a8
pected of having a depressive disorder

There does not seem to be apd
dilection for hyperactive children, wo
have been medicated, to become dwy
abusers (Freedman 1971). There b
some suggestion that suppression
weight and height may occur with
prolonged use of D-amphetamine, ad
suppression of weight, but not heigt
with methylphenidate (Safer and A
1973). However, the results are inoo
sistent. The effects on growth ssemio
be related to the anorexia caused by
the medication. The children sngy
eat less while on the medication, ad
return to previous growth patterns fs
been demonstrated when the dhlden
are taken off the drug (Safer and Alm
1973, Schain and Reynard 1975), R
peated measurements of height ad
weight of all children on medication
should be charted on standard gonth
curves.

In children in whom weight ks
becomes a significant problem sme
simple measures might be tried. Hirg
the child eat a large breakfast kefoe
giving him his medication in the mom
ing and/or having him eat a kg
supper when the effect of the nedica
tion has generally worn off has ben
found to be effective by the athor.
Also, if the child can be nrintained
off medication on weekends and dr-
ing the summer, his appetite will &
ually improve, helping to dleviae
some of the effects of decreased gy
tite that occur when the child ism
medication. It is possible that gopetite
stimulants might also be tried. Hw
ever the author is unaware of ay
systematic studies in which this ts
been done.

Clinical experience suggests te
most side effects of medication wdly
subside with time (Eisenberg 1972,
However, more systematic investige
tions of long-term effects of the ke d

stimulant medications are sy
needed.
Little is known about the pe

dictors of treatment response or anit
the mechanism of action of stimulant

Continued on page 543
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dup. The presence of “organic fac-
tors” has been claimed by a number of
authors (Satterfield 1973) to predict a
good response to stimulant treatment,
but the findings have not always been
consistent (Werry 1968).

In one of the few attempts to
discover clinical predictors of re-
sporse, Barcai (1971) found both the
clinical interview and a “finger twitch
test” to be useful in differentiating
responders to amphetamine from non-
responders.  With the child sitting
opposite the examiner, hands hung
between his knees in a normal position
with the fingers moderately flexed, the
interval between the start of the test
ad the time of the first twitch of a
hend or finger was recorded. The
finger twitch appeared in all non-
responders after 25 seconds and in 18
of 21 positive or equivocal responders
before 25 seconds had elapsed. Items
from the clinical interview with the
dild found most helpful in differen-
titing responders, of: excess body
movements, poor language ability, lack
of ability to abstract and use imagina-
tion constructively, lack of adjustment
to the values of society, and lack of
planning ability.

Satterfield (1973) found that drug
response was unrelated to family
background while Conrad and Insel
(19%67) found that children whose
parents were rated as “grossly deviant”
a “socially incompetent” were less
likely to respond positively to medica-
tion, even in the presence of other
factors that tended to predict a good
response. Other authors have noted
that the attitude of the family to the
child’s taking medication is likely to
affect treatment response. However,
fawvstudies have attempted to look at
family variables in a systematic way.

In a series of studies, Satterfield
ad his associates (Satterfield et al
1974 found nine predictors of re-
gone to methylphenidate: low skin
conductance level, high amplitude
electroencephalogram, high energy in
tre low frequency band of the electro-
encephalogram, large amplitude
ewked cortical response, slow re-
ooy of the evoked response, an
abnormel  electroencephalogram, four
a more “soft sijns” on neurologic
eamn more behavioral abnormalities
reported by the teacher, and age (older

children had a better response). Six of
these predictors were electrophysio-
logic measures consistent with the
hypothesis that the pathophysiology
of most children with the hyperactive
child syndrome is a low central ner-
vous system arousal level.

Wender (1971) has proposed that
the metabolism of the central neuro-
transmitters, serotonin, norepine-
phrine, and dopamine is abnormal in
hyperactive children. He feels that the
biochemical abnormality affects the
behavior of these children by impair-
ing the reward mechanism and the
activating system of the brain. Thus he
hypothesizes that these children have a
diminished capacity for positive and
negative affect, which he terms anhe-
donia. The differential effect of the
two isomers of amphetamine, L-
amphetamine and D-amphetamine, on
the behavior of hyperactive children
(Arnold et al 1973) offers indirect
evidence that in some hyperactive chil-
dren the disorder is mediated by dop-
aminergic systems and in others by
norepinephrinergic systems. More
direct studies of a possible metabolic
abnormality have been limited. Wen-
der et al (1971) failed to detect any
difference in the metabolities of sero-
tonin, norepinephrine, or dopamine in
the urine of hyperactive children as
compared to a group of normal chil-
dren. However, the study population
was very heterogeneous. Wender
(1969) did find very low concentra-
tions of serotonin in the blood plate-
lets of three hyperactive children, all
of whom were from the same family.
In the rest of the study population the
platelet serotonin levels were normal
or in the borderline range. Coleman
(1971) demonstrated low platelet sero-
tonin concentrations in 88 percent of
25 hyperactive children. The two most
hyperactive children in the group were
studied in aresearch ward. Interesting-
ly the serotonin concentration rose
toward the normal range and the
hyperactivity of the children lessened
during the hospital stay. When both
children returned home, the serotonin
values dropped to prehospitalization
levels and hyperactivity increased. Uri-
nary monoamine metabolites in both
of these children remained within nor-
mal limits during their hospital stay.
Rapoport et al (1970) did find an
inverse relationship between the de-
gree of hyperactive behavior and uri-
nary norepinephrine excretion within
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a group of hyperactive boys, but the
mean 24-hour urinary catecholamine
excretion did not differentiate the
hyperactive group from a normal com-
parison group. In addition, there was
an inverse relationship between re-
sponse of the hyperactivity to D-
amphetamine and urinary norepine-
phrine levels.

More systematic research in this
area is sorely needed, with careful,
comprehensive consideration of stimu-
lus factors, response parameters, and
social, familial, and organismic factors
that might be related to treatment
response (Conners 1972).

Other stimulants have also been
tried. Magnesium pemoiine (Cylert) is
a weak central nervous system stimu-
lant which has the advantage of a long
duration of action so that one daily
dose is sufficient. Preliminary results
indicate that it decreases hyperactivity
and produces improvement on the
Performance Scale of the WISC (Con-
ners et al 1972; Millichap 1973).
Deanol also acts as a central nervous
system stimulant, possibly by being
converted to acetylcholine within
neurons. A recent review of the litera-
ture indicates that the better con-
trolled studies with Deanol tended to
show little or no drug effect and it is
no longer considered to have any value
in the treatment of hyperactive chil-
dren (Conners 1973). Coffee (with
caffeine the presumed active ingre-
dient) twice a day has been reported
to be as effective as methylphenidate
in one study (Schnackenberg 1973).
Preliminary results of well-controlled
studies using caffeine tablets fail to
substantiate this finding (Garfinkel et
al 1975). The side effects of these
central nervous system stimulants are
similar to those of methylphenidate
and D-amphetamine.

Antidepressants

The tricyclic antidepressant imi-
pramine (Tofranil) has been found to
be effective with 45 to 85 percent of
hyperactive children by different in-
vestigators (Waizer et al 1974, Rapo-
port et al 1974). Mean doses in these
studies ranged from 50 to 175 mg per
day and this could explain the differ-
ences in results. However, the mean
dose in the Huessy and Wright (1970)

Continued on page 544
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study was only 50 mg per day and
they were able to employ a single
bedtime dose with the therapeutic
effect being evident the next day. This
is distinctly different from the anti-
depressant effect of these medications,
which take two to three weeks to
occur. This nighttime dosage schedule
offers a distinct advantage if future
studies support the efficacy of imipra-
mine. However, there is some indi-
cation that the likelihood of toxicity
from imipramine is increased by a
single dose at nighttime (Winsberg et al
1976). Main side effects include anor-
exia, nausea, weight loss, insomnia,
and dry mouth. The results of the
above studies are promising and in the
future imipramine may be one of the
major drugs used to treat hyperactive
children. However, as of yet imipra-
mine is not approved by the FDA for
use with children under the age of 12,
except for enuresis. Moreover, due to
recent reports of EKG abnormalities in
children treated with imipramine
(Winsberg et al 1975) the FDA has
decided to approve investigational
protocols for the use of imipramine
only within certain dose ranges for
children of specified body weights,
with regular EKG monitoring recom-
mended.

Sedatives

There is general agreement that
sedatives such as phenobarbital are
usually contraindicated for hyper-
active children (Conners 1972).

Antipsychotic and Antianxiety Agents

The rather large literature on the
use of antipsychotic and antianxiety
agents consists of mostly uncontrolled
studies and contradictory findings
(Sprague and Werry 1971). There is
general agreement that the major tran-
quilizers produce deleterious effects
on learning and cognitive functioning
(Conners 1971).

Thioridazine (Mellaril) appears to
be the most effective of the pheno-
thiazines used with hyperactive chil-
dren, although it has been used pri-
marily in hyperactive children who are
also mentally retarded and/or have
demonstrable brain damage. By and
large the phenothiazines are not as
effective as the stimulant medications
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when used alone and are potentially
more toxic (Conners 1972).

Antihistamines

Although the antihistamine diphen-
hydramine (Benadryl) has been advo-
cated by some (probably due to its
sedative effect), the efficacy of this
medication with hyperactive children
has not yet been proven in a compara-
tive trial using objective measures of
evaluation (Fish 1975).

Anticonvulsants

The anticonvulsants are useful for
the treatment of children with hyper-
activity only if they also have epileptic
seizures. There is no evidence that in
the absence of seizure activity anti-
convulsants are indicated for hyper-
active children who have abnormal
electroencephalograms. All  drugs
should be used to treat illnesses, not
abnormal laboratory tests (Cantwell
1975e).

Lithium Carbonate

Lithium carbonate has been tried
with varying success by several in-
vestigators (Greenhill et al 1973), but
it is not as effective as the stimulants
in treatment of the usual hyperactive
child. In the extremely rare case of
mania presenting with hyperactivity in
a prepubertal child, lithium carbonate
may be the treatment of choice.

Unanswered Questions About the
Hyperactive Child Syndrome

While there is a large literature on
the hyperactive child syndrome, there
are a number of important unanswered
questions about the syndrome that
future investigations should focus on.
Among these are the following:

How can children with the syn-
drome be divided into meaningful sub-
groups whose conditions differ in
etiology, prognosis, and response to
treatment?

What percentage of children with
the hyperactive syndrome recover
completely and at what age do they do
s0?

What are the factors within the
child, within his family, or within his
social milieu that predict which hyper-
active child will develop into a healthy
adult and which child will manifest in
later life social and psychiatric path-
ology?

What treatment modalities influ-

ence the later life development of %
hyperactive child and how do they/
s0?

These questions can only ke a

swered by careful, long-term, px
pective studies of large groups d
hyperactive children, viewed fri

several different theoretical frame
works at several different points n
time. The rewards from such inedj.
gative efforts should be great. Inte
meantime we must use all the tee
peutic modalities at our disposal ©
intervene in children with this 9
drome to prevent the poor outcome
that now seems to be prevalent ina
significant number (Cantwell 19/%)
Although there is good evidence fram
double-blind controlled studies tret
stimulant medication is quite effecive
in reducing the maladaptive beravior
and in improving learning in hyper-
active children, none of these dudes
has demonstrated long-term efficacy
or long-term safety. This is a aitic
research area for the future (Cantwell
1975c).

Summary

A critical review of the literature
dealing with treatment of the hyper-
active child reveals the following:

1. Central nervous system simr
lants are effective for some symptons
with some children over the ot
term. Methylphenidate (Ritalin) sa1s
to be the drug of choice with te
amphetamines next in line.

2. Other drugs, in general, haverdt
been found to be as effective & te
stimulants, though the tricyclic ati-
depressant imipramine shows prarie

3. Little is known about how o
predict whether an individual dild
will respond to a particular duwg
However, several studies of groups o
children indicate that there are reuc
logic, neurophysiologic, and faily
factors that are important predictors
of response.

4. More information is reskd
about the long-term efficacy and e
ty of the medications currently wd
to treat hyperactive children.

5. Studies of other treatment no-
dalities used with hyperactive dhilden
are fewer in number than the rgots
of drug studies and little is koan
about their long-term effects.

Continued on page 545
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6 Involvement of the family is
aitical to the success of any manage-
nmet program with hyperactive chil-
den but familial factors are rarely
mentioned in studies of treatment.

7, Successful management of an
individual hyperactive child will in-
whe the use of multiple treatment
approaches.

References

Amold L: The art of medicating hyper-
kinetic children: A number of practical
suggestions. Clin Pediatr 12:35-41, 1973

Barca A: Predicting the response of chil-
dren with learning disabilities and behavior
problems to dextroamphetamine sulfate:
Tre clinical interview and the finger twitch
test. Pediatrics 47:73-80, 1971

Cantwell D: Familial genetic research with
hyperactive children. In Cantwell D (ed):
The Hyperactive Child: Diagnosis, Manage-
ment and Current Research. New York,
Spectrum, 1975a, pp 93-105

Cantwell D: Epidemiology, clinical picture
ad classification of the hyperactive child
syndrome. In Cantwell D (ed): The Hyper-
active Child: Diagnosis, Management and
Current Research. New York, Spectrum,
1975b, pp 3-15

Cantwell D: Natural history and prognosis
inthe hyperactive child syndrome. In Cant-
well D (ed): The Hyperactive Child: Diag-
nesis, Management and Current Research.
New York, Spectrum, 1975c, pp 51-64

Cantwell D: Diagnostic evaluation of the
hyperactive child. In Cantwell D (ed): The
Hyperactive Child: Diagnosis, Management,
ad Current Research. New York, Spec-
trum, 1975d, pp 17-50

Cantwell D: A critical review of therapeutic
modalites with hyperactive children. In
Cantwell D (ed): The Hyperactive Child:
Diagnosis, Management and Current Re-
search. New York, Spectrum, 1975e, pp
173-189

Coleman M: Serotonin concentrations in
whole blood of hyperactive children. J
Pediatr 78:985-990, 1971

Conners CK: Deanol and behavior disorders
in children: A critical review of the litera-
ture and recommended future studies for
determining efficacy. Psychopharmacology
Bulletin, Department of Health, Education,
and Welfare, 1973, pp 188-95

Conners CK: Pharmacotherapy of psycho-
pathology in children. In Quay H, Werry J
(ed): Psychopathological Disorders of Child-
hood. New York, Wiley, 1972, pp 316-348

Werry J; Recent drug studies with hyper-
kinetic children. J Learn Disabil 4:476-483,
1971

Werry J, Taylor E, Meo G, Kurtz M,
Pournier M: Magnesium pemoline and dex-
troamphetamine: A controlled study in chil-
den with minimal brain dysfunction.
Psychopharmacologica 26:321-336, 1972

Corad W, Insel J: Anticipating the response
loamphetamine therapy in the treatment of
hyperkinetic children. Pediatrics 40:96-99,

1967

Department of Health, Education, and Wel-
fare: Psychopharmacol Bull (Special Issue:
Pharmacotherapy of children), 1973

Eisenberg L: The hyperkinetic child and
stimulant drugs. N Engl J Med 287:249-250
1972

Eisenberg L: Psychopharmacology in child-
hood: A critique. In Miller E (ed): Founda-
tions of Child Psychiatry. New York, Perga-
mon, 1968, pp 625-641

Eisenberg L, Conners C, Sharpe L: A con-
trolled study of the differential application
of outpatient psychiatric treatment for chil-
dren. Jpn J Child Psychiatry 6:125-132,
1965

Feighner A, Feighner J: Multi-modality
treatment of the hyperkinetic child. Am J
Psychiatry 131:459-463, 1974

Ferris RM, Tang, FLM, Maxwell RA: A
comparison of the capacities of isomers of
amphetamine deoxypipradol and methyl-
phenidate to inhibit the uptake of tritiated
catecholamines into rat cerebral cortex
slices, synaptosomal preparations of rat cere-
bral cortex, hypothalamus and striatum and
into adrenergic nerves of rabbit aorta. J
Pharmacol Exp Ther 181 :407-416, 1972

Fish B: Drug treatment of the hyperactive
child. In Cantwell D: The Hyperactive
Child: Diagnosis, Management and Current
Research. New York, Spectrum, 1975, pp
109-127

Freedman D: Report on the conference on
the use of stimulant drugs in the treatment
of behaviorally disturbed young school chil-
dren. Washington DC, Department of
Health, Education and Welfare, 1971

Gardner RA: Psychotherapy of the psycho-
genic problems secondary to minimal brain
dysfunction. Int J Child Psychother
2:224-256, 1973

Garfinkel B, Webster C, Sloman L: Methyl-
phenidate and caffeine in the treatment of
children with minimal brain dysfunction.
Am J Psychiatry 132:723-728, 1975

Gofman H: Interval and final rating sheets
on side effects. Psychopharmacology Bulle-
tin (Special Issue: Pharmacotherapy of Chil-
dren). Washington DC, US Government
Printing Office, 1973, pp 182-187

Greenhill L, Reider R, Wender P, Buchs-
baum M, Zahn T: Lithium carbonate in the
treatment of hyperactive children. Arch Gen
Psychiatry 28:636-640, 1973

Huessy H, Wright A: The use of imipramine
in children's behavior disorders. Acta Paedo-
psychiatr 37:194-199, 1970

Millichap J: Drugs in management of mini-
mal brain dysfunction. Anri NY Acad Sci
205:321-334, 1973

Rapoport J, Quinn P, Bradbard G, Riddle K,
Brooks E: Imipramine and methylphenidate
treatments of hyperactive boys. Arch Gen
Psychiatry 3:789-793, 1974

Rapoport J, Lott I, Alexander D, Abramson
A: Urinary noradrenaline and playroom
behaviour in hyperactive boys. Lancet
2:1 141, 1970

Rutter M, Graham P, Yule W: A Neuro-
psychiatric Study in Childhood. Phila-
delphia, Lippincott, 1970a

Rutter M, Tizard J, Whitmore K: Education
Health and Behaviour: Psychological and
Medical Study of Childhood Development.
New York, Wiley, 1970b

Safer D, Allen R: Long-term side effects of
stimulants in children. Presented at 126th
annual meeting of the American Psychiatric
Association, 1973

THEJOURNAL OF FAMILY PRACTICE, VOL. 4, NO. 3, 1977

Satterfield J: EEG issues in children with
minimal brain dysfunction. Semin Psychia-
try 5:35-46, 1973

Satterfield J, Cantwell D, Satterfield B:
Pathophysiology of the hyperactive child
syndrome. Arch Gen Psychiatry 31:839-
844,1974

Schain R, Reynard C: Observations on
effects of a central stimulant drug (methyl-
phenidate) in children with hyperactive be-
havior. Pediatrics 55:709-716, 1975

Schnackenberg RC: Caffeine as a substitute

for Schedule Il stimulants in hyperkinetic
children. Am J Psychiatry 130:796-798,
1973

Sprague R: Psychopharmacology and learn-
ing disabilities. J Operational Psychiatry
3:56-67, 1972

Sprague R, Sleator E: Effects of psycho-
pharmacologic agents on learning disorders.
Pediatr Clin North Am 20:719, 1973

Sprague R, Werry J: Psychotropic drugs and
handicapped children. In Mann L, Sabatino
D (eds): Second Review of Special Educa-
tion. Philadelphia, JSE Press, 1974, pp 1-50

Sprague R, Werry J: Methodology of
psychopharmacological studies with the re-
tarded. In Ellis N (ed): International Review
of Research in Mental Retardation, Vol 5.
New York, Academic, 1971, pp 147-219

Sprague R, Christensen D, Werry J: Experi-
mental psychology and stimulant drugs. In
Conners CK (ed): Clinical Use of Stimulant
Drugs in Children. The Hague, Excerpta
Medica, 1974, pp 141-164

Waizer J, Hoffman SP, Polizos P, Engelhardt
DM: Outpatient treatment of hyperactive
school children with imipramine. Am J
Psychiatry 131:587-591, 1974

Wender PH: Minimal Brain Dysfunction in
Children. New York, Wiley, 1971

Wender PH: Platelet serotonin level in chil-
dren with "minimal brain dysfunction.”
Lancet 2:1012, 1969

Wender, PH, Epstein R, Kopin |, Gordon E:
Urinary monoamine metabolites in children
with minimal brain dysfunction. Am J
Psychiatry 127:1411-1415, 1971

Werry J: Studies on the hyperactive child.
IV. An empirical analysis of the minimal
brain dysfunction syndrome. Arch Gen
Psychiatry 19:9-16, 1968

Werry J, Sprague R: Psychopharmacology.
In Wortis J (ed): Mental Retardation IV.
New York, Grune, 1972, pp 63-79

Werry J, Sprague R, Weiss G, Minde K:
Some clinical and laboratory studies of
psychotropic drugs in children: An over-
view. In Smith WL (ed): Drugs and Cerebral
Function. Springfield, Ill., Thomas, 1970,
pp 134-144

Winsberg B, Yepes L, Bialer I: Psycho-
pharmacological management of children
with hyperactive/aggressive/inattentive be-
havior disorders: A guide for the pediatri-
cian. Clin Pediatr 15:471-477, 1976

Winsberg B, Goldstein S, Yepes LE, Perel
JM: Imipramine and electrocardiographic
abnormalities in hyperactive children. Am J
Psychiatry 132:542-545, 1975

Winsberg B, Press M, Bialer |, Kupietz S:
Dextroamphetamine and methyIphenidate
in the treatment of hyperactive/aggressive
children. Pediatrics 53:236-241,1974

Book Excerpts
Continued on page 549

545



Book Excerpts
Continued from page 545

Psychotherapeutic Drugs in

Aging

Carl Eisdorfer, PhD, MD
Robert 0. Friedel, MD

Background

The population of older Americans,
that is, those 65 years of age and
older, is increasing at a more acceler-
ated rate than that of the population
a large. Persons past the age of 65
now comprise about 21 million Ameri-
cas, those above age 60, about 27
million, and their number (and propor-
tion of the population) will continue
to grow for at least two decades. The
extent of emotional disorders, signifi-
cant enough to be labeled psychiatric
disease, probably ranges from 20 to 45
percent among aged persons in the
community. In a recent survey of
nursing home patients, the prevalence
of conditions that could be identified
& requiring psychiatric intervention
ranged from 62 percent upward (Of-
fice of Secretary, HEW 1975).

It is no surprise, therefore, that
there is reported to be extensive use of
psychopharmacologic agents by aged
patients, especially those in supervised
residential settings. A recent statement
indicates that 75 percent of all nursing
home patients are receiving at least
ore such medication (Nursing Home
Caein US 1974).

This article will give a brief review
of the information available in geriat-
ric psychopharmacology, identify fac-
tors affecting drug efficacy as these
inolve the elderly, and discuss the
special problems encountered in the
we of psychotropic drugs for older
patients.

Pharmacokinetics

The pharmacokinetics of any drug
involves absorption, distribution, me-
tabolism, receptor state activity, and
elimination. An identical dose of
diazepam will result in lower blood
concentration and longer blood half-
life in elderly versus younger patients
(Garattine et al 1973). These age-
related changes are probably secon-
day to decreased drug absorption,

metabolism, and drug elimination in
the elderly (Bender 1974). With ad-
vancing age, lean body mass is replaced
by fat (Gregerman and Bierman 1974),
which also affects distribution and acts
further to increase retention of lipid-
soluble psychotropic drugs. On clinical
grounds, several investigators have sug-
gested the presence of absorption diffi-
culties in older patients such that the
use of alternative routes of delivery,
such as liquid concentrate or parenter-
al administration, may yield differ-
ences in action.

As demonstrated with analgesics
(Bellville et al 1971), age dependent
changes in drug activity can occur as a
result of altered receptor sensitivity
without change in the drug level in
blood or tissue. Frolkis et al (1972)
performed a number of studies indica-
ting that there is greater sensitivity to
neurotransmitters and that as much as
20 to 50 percent less neurotransmitter
substance is required to initiate end-
organ response in the aged organism.

Side Effects

The widespread clinical impression
that aged patients are more susceptible
than young patients to adverse drug
reactions (side effects) from most clas-
ses of drugs is probably accurate. In a
review of the records of both psychiat-
ric and general medical inpatients,
Hurwitz (1969) found side effects in
21.3 percent of patients age 70 to 79,
compared to 7.5 percent for patients
40 to 49 years, and 3.0 percent for
those 20 to 29 years. Women had a
higher risk of side effects than did
men. These figures are consistent with
those of Learoyd (1972) who noted
that, of the patients admitted to his
psychogeriatric ward, 16 percent pre-
sented disorders directly attributed to
undesirable side effects of the psycho-
active drugs they had received prior to
admission. Among the major cate-
gories of adverse effects were drug
intoxications with increased lethargy;
confusion and disorientation; para-
doxic behavioral reactions, such as
restlessness, agitation, and aggressions;
and medical effects such as hypoten-
sion, respiratory depression, and uri-
nary retention. Common offenders in-
cluded various antipsychotic, antide-
pressant, and antianxiety agents, often
prescribed in a multiple drug regimen.
Antipsychotic Drugs

The Diagnostic and Statistical Man-
ual of Mental Disorder (DSM-II) (APA,
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1968) defines psychosis broadly. The
term applies to the patient with an
acute schizophreniform illness and no
evidence of dementia, as well as to the
patient with a chronic dementia (or-
ganic brain syndrome) without halluci-
nations, or illogical thinking, but who
is crippled by general intellectual im-
pairment. Compounding the problem
are three groups of elderly psychotic
patients: those with long-standing
chronic schizophrenia; those with de-
mentia who have developed schizo-
phreniform symptoms; and those with
chronic dementia without schizo-
phreniform symptoms, but who show
behavior (agitation, irritability, assaul-
tiveness, and so forth) that causes
marked distress to themselves or to
those in their environment.

Impressionistic reports of efficacy
for many antipsychotic drugs have
appeared, claiming the relief of almost
any imaginable behavioral symptom of
elderly patients. Fortunately, some
controlled studies are also available.
Honigfeld et al (1965) demonstrated
that phenothiazines were decidedly
superior to placebo in treating such
areas as motor disturbances, concep-
tual disorganization, manifest psycho-
sis, and personal neatness. Haloperidol,
for example, is effective in alleviating
agitation, overactivity, and hostility in
patients with chronic organic brain
syndrome. Chlorpromazine and thiori-
dazine are also useful in the treatment
of organic brain syndrome.

In balance, it appears that the
antipsychotic drugs in adequate dosage
are probably effective for symptom
relief in both elderly chronic schizo-
phrenics and behaviorally disturbed
patients with chronic organic brain
syndrome, especially if the patients are
acutely disturbed. Such effects, how-
ever, are less consistent than in
younger patients. The paranoid schizo-
phreniform psychosis of later life, so-
called paraphrenia, is allegedly re-
sponsive to antipsychotic drugs (Post
1965); but no clinical studies with this
difficult group of patients have been
reported and there is no evidence that
these drugs are effective for reversal of
memory impairment, confusion, or in-
tellectual deterioration in the patient
with a chronic organic brain syn-
drome. There is also no evidence at
this time that one antipsychotic agent
is more effective than another in this
age group.
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Adverse Effects

Short-term use of antipsychotic
drugs may lead to peripheral and
central anticholinergic effects and un-
desirable medical and neurologic ef-
fects. Paradoxically, increased confu-
sion in patients treated with anti-
psychotic agents, especially if an anti-
parkinsonian agent is administered
concurrently, is usually secondary to
central anticholinergic toxicity (You-
sef et al 1973). This phenomenon
is common in the elderly patient,
particularly if some degree of organic
dementia is also present. It is crucial to
realize that increased confusion in a
patient receiving antipsychotic agents
may well be an adverse drug effect,
and temporarily discontinuing all med-
ications with anticholinergic activity
(antipsychotic agents, antiparkin-
sonian agents other than levodopa, and
tricyclic antidepressants) should be
considered. Although antipsychotic
medication has not been associated
with striking cardiotoxieity in elderly
patients, electrocardiogram abnormal-
ities have been seen and caution must
be observed.

The recent recognition of tardive
dyskinesia as an adverse effect of the
administration of antipsychotic drugs
is especially pertinent to the elderly
patient. This syndrome of buccofacio-
lingual involuntary movements, occa-
sionally accompanied by choreo-
athetoid movements of the extremities
and trunk, is reported more commonly
among elderly patients. This is both
because of a heightened incidence of
extended antipsychotic drug adminis-
tration in elderly chronic schizo-
phrenics, but may be related to the
physiognomic relationship that ill-
fitting dentures or the edentulous state
bears to this syndrome. Although pro-
fessionals may tend to dismiss cosme-
tic factors as unimportant to the elder-
ly patient, advancing age is often
accompanied by a heightened self-
consciousness of unattractive physical
appearance, and may lead to social
withdrawal and despondency in the
case of a severe tardive dyskinesia.
Steps to reduce the incidence of this
phenomenon in elderly patients in-
clude reduction of dosage to the
lowest level clinically possible, as well
as trials without medication. Anti-
cholinergic medications may actually
increase the intensity duration and

550

perhaps appearance of tardive dyski-
nesia.

Antidepressants

Depression is the most common
psychiatric illness of the elderly. Un-
fortunately, much depressive illness is
overlooked or accepted as “just grow-
ing old,” because of the similarity of
depressive  symptomatology, to the
common stereotype of the withdrawn,
listless, pessimistic elderly person. To
further complicate diagnosis, depres-
sion can mimic dementia in the older
patient (Post 1965), with transient
confusion, disorientation, and im-
paired intellectual function accom-
panying the affective episode. This
“pseudodementia” will clear as the
depression responds to treatment.
There is, however, a risk that un-
treated depression may lead to secon-
dary nutritional deficiency disease, in-
stitutional placement, social isolation,
and a deepening withdrawal syndrome.

A further barrier to the detection
of depression in the elderly is the high
incidence of masked depression, pre-
senting as somatic complaints or hypo-
chondriasis. DeAlarcon (1964) found
hypochondriac symptoms to be more
common among the aged as the first
manifestation of depression in 29.1
percent of 152 depressed patients over
the age of 60 years admitted to the
Bethlem Royal Hospital. Somatic com-
plaints typically preceded the appear-
ance of overtly depressive symptoms
in these patients by 2 to 3 months.
Only 20 percent of these patients had
a history of excessive bodily preoccu-
pation in earlier life.

Antidepressant drugs include the
monoamine oxydase inhibitors, the
tricyclics, and for our purposes in this
context, stimulant medications. Of the
classes of antidepressant drugs avail-
able, the monoamine oxidase inhibi-
tors appear least suitable for use in the
elderly. While they are effective drugs,
their capacity to produce both hypo-
tensive and hypertensive episodes, the
latter usually precipitated by ingestion
of foods rich in tryamine, is especially
hazardous in elderly patients with al-
ready compromised cardiovascular
systems.

Stimulants, especially sympathomi-
metic drugs such as methylphenidate
and D-amphetamine, have received
some attention as geriatric antidepres-
sants. Some clinicians have successful-
ly used them over brief periods of time

for the treatment of mild depressions
However, adverse effects of tee
agents with time include dysphoric
mood, irritability, anorexia and weigt
loss, and production or exacerbation
of paranoid symptoms with extenced
use. These drugs should be avoided in
patients with a history of paranoid
ideation or drug abuse.

The tricyclic antidepressants aree-
fective agents and are widely used with
the elderly. Few clinical studies hae
specifically examined their efficacy in
the depressed geriatric patient (Chien
et al 1973). Numerous studies ([Cais
1974) have indicated that the ati-
psychotic drugs are effective in te
treatment of agitated depressions, pa-
haps more so than the tricyclic antide-
pressants. For elderly depressed
tients, controlled trials of various ti-
cyclic antidepressants and antipsycho-
tic agents with demonstrated potency
are clearly needed.

Side Effects

Those adverse reactions with gedia
relevance for the elderly will be nmen
tioned here. Orthostatic hypotension
is a greater hazard, and those eldaly
with circulatory problems must e
instructed to change from a supine to
a sitting or standing position soaly
and with careful attention to the ot
of dizziness. Like some phencthia-
zines, tricyclic antidepressants hblock
the action of guanethidine, a frequent-
ly used antihypertensive medication
for the aged. The peripheral anti-
cholinergic actions of the tricyclics an
delay or halt micturition, produce
constipation, or precipitate acute dar
coma. Implications are obvious for te
elderly patient. Dryness of the mouth,
although usually benign, may lead to
water intoxication in patients on d-
uretics. The risk of producing a central
anticholinergic confusion syndrome &
especially high in elderly patients with
a chronic organic brain syndrome.
Because of cardiac toxicity, tricyclic
antidepressant agents must be adminis-
tered cautiously to elderly patients.
Antimanic Drugs

Lithium carbonate is effective in
the treatment of acute mania ad
lowers the incidence of exacerbations
of manic depressive disease. This ill-
ness may first be detected in later life
and certainly continues into old agein
patients who had developed the ds
ease earlier. Prien et al (1974) found
Continued on page 551
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lithium equally efficacious in elderly
ad young patients, supporting the
clinical impression that lithium is use-
ful in elderly manic patients.

Elderly patients develop lithium
central nervous system and neuromus-
allar toxicity at lower serum levels
then do young patients (Van Der
Velde 1971)- Furthermore, the half-
life of lithium increases from 24 hours
for the middle-aged adult to 36 or 48
hours for the elderly persons (Davis
1974) , and even longer if glomerular
filtration rate is seriously impaired.
Toxic levels for aged individuals may
ke reached quickly, thus low dose
levels (600 to 900 mg per day for the
acutely manic patient) and careful
monitoring of serum levels of 1.0 to
15 mEq per liter must be achieved in
order to give manic patients a fair
therapeutic trial on this medication.

The most common hazard in ad-
ministering lithium to the elderly pa-
tient is the effect of body sodium
depletion on lithium metabolism.
My elderly patients are on sodium
restricted diets, and as body sodium is
depleted, the Kkidney avidly retains
lithium, rapidly leading to excessive
serum lithium concentrations. Aldac-
tone does not cause lithium retention
and is probably the best diuretic to use
with lithium. Lithium directly suppres-
$s thyroid function and can produce
hypothyroidism, the latter often mi-
micking depression or dementia in the
elderly patient (Eisdorfer and Raskind
1975)

Antianxiety Drugs and Hypnotics

Although barbiturates and nonbar-
biturate hypnotics are generally pre-
scribed for sleep, and the antianxiety
agents (benzodiazepines and alcohol-
gylycols) for the relief of daytime
anxiety and agitation, they are often
prescribed for overlapping effects and
hence will be discussed together.

Although the barbiturates were
without serious competition as hypno-
tic and sedative agents for many years,
reports of excessive sedation, motor
incoordination, and paradoxic excite-
ment in elderly patients have ap-
peared. In a widely quoted article,
Dawson-Butterworth  (1970) stated
that barbiturates were “absolutely
contraindicated in the geriatric popula-
tion.”

Despite similarities between the

side effects of benzodiazepines and
barbiturates in the elderly, the former
class of drugs has several practical and
theoretical advantages. The low inci-
dence of drug dependence with benzo-
diazepines, and the diminished proba-
bility that an overdose will prove fatal
are significant advantages. Of impor-
tance for elderly patients, who often
receive multiple drugs, is the absence
of documented significant effects
upon hepatic microsomal enzyme
systems, thus sparing metabolism of
other drugs, such as tricyclic anti-
depressants and oral anticoagulants.

We should mention the most com-
monly used drug in this class, ethanol.
This drug, in the form of moderate
doses Of beer and wine, appears to
reduce disturbing behavior and to in-
crease social interaction in institution-
al settings (Chien 1971). It is also a
socially acceptable reinforcer in behav-
ioral approaches to the treatment of
behavioral disorders in the elderly
(Mishara and Kastenbaum 1974) and
in changing role relationships in an
inpatient setting.

Cognitive Acting Drugs

Intellectual impairment has always
been regarded as an inevitable conco-
mitant of normal aging. Recent longi-
tudinal studies (Eisdorfer and Wilkie
1973, Baltes and Labouvie 1973) sug-
gest that such decline is not as predic-
table as was thought and, for certain
abilities, may not occur at all until
shortly before death (Jarvik and Co-
hen 1973).

Memory loss and intellectual im-
pairment are, however, among the
hallmarks of senile brain syndrome,
and perhaps for this reason cognitive
acting drugs are often referred to as
geriatric drugs. The search for an agent
that may reverse or retard intellectual
impairment and behavioral regression
is intense, and a wide range of medica-
tions have been investigated for pro-
perties as geriatric drugs.

Stimulants and Analeptics

The amphetamines methylpheni-
date, deanol, pipradrol, pentylene-
tetrazol, and magnesium pemoline
have been reported to increase activity
level, alertness and attention to stimu-
li, to improve recall and recognition,
to counteract lethargy, and to stimu-
late circulation and respiration. How-
ever, promising early positive findings
have not been supported by later

THE JOURNAL OF FAMILY PRACTICE, VOL. 4, NO. 3, 1977

controlled et al

1973).

research  (Gilbert

Vasodilators

These medications (nicotinyl alco-
hol, papaverine, cyclandelate, isox-
suprine, hexobenidine) relax the
smooth muscle of blood vessel walls in
the peripheral circulation and possibly
in the cerebral vessels. Hypothetically,
this effect would be to decrease
ischemic changes in brain tissue by
increasing blood flow and by in-
creasing oxygenation of brain tissue.
This presumed effect has not yet been
convincingly demonstrated.

Terry and Wisniewski (1972),
among others, have proposed that se-
nile dementia is not different from
Alzheimer’s disease of later onset, and
that neither disease is primarily of
vascular origin. British data report that
less than 50 percent of dementias are
vascular in origin (Kay 1975). Thus,
the efficacy of vasodilator treatment
for chronic organic brain syndrome in
the aged rests upon questionable,
albeit logical, clinical grounds.

Papaverine, an alkaloid derivative of
opium with vasodilator properties, has
produced general improvement in be-
havior in association with increased
cerebral blood flow and decreased
arterial resistance. However, significant
intellectual improvement has not been
consistently demonstrated (Lu et al
1971).

Cyclandelate is similar in its action
to papaverine. In both uncontrolled
and controlled studies (Ball and Taylor
1967) , positive findings have been
reported including one (Smith et al
1968) in which patients improved on
long-term memory, verbal expansive-
ness, reasoning, and orientation. The
group consisted in the main of mildly
impaired patients.

Hydergine

This drug, consisting of three
hydrogenated alkaloids of ergot, has
been reported to increase cerebral
blood flow and oxygen uptake by
direct action on ganglion cell metabo-
lism, without producing hypotension
(Emmengger and Meier-Ruge 1968).
The majority of controlled studies
against placebo have been positive
(Roubicek et al 1972). Improvement
has been noted in attitude, activities of
daily living, and somatic complaints,

Continued on page 557
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This is the best current manual on
the care of ocular injury. Its value to
the family physician is diminished,
however, by its all-inclusive coverage.
Primary, secondary, and tertiary care
are covered equally and therefore
somewhat superficially. The audience
best served would appear to be resi-
dents in ophthalmology and those
physicians desiring quick information
on current practice in this field.

Richard A. Allnutt, MD
Covington, Kentucky

Care for the Injured Child. Surgical
Staff, The Hospital for Sick Children,
Toronto, Canada. Williams & Wilkins
Company, Baltimore, 1975, 444 pp.,
$28.00.

Care for the Injured Child is an
in-depth text primarily considering
serious injuries. It reads easily because
of the anecdotal style, but it is written
in great detail. It is, thus, most appro-
priate as a reference for surgeons and
Emergency Room physicians.

For those using it as a reference,
there are good tables and sketches,
such as those dealing with bicarbonate
dosage in shock and placement of
chest tubes. The index is woefully
inadequate (bicarbonate, for example,
is not indexed), so one would have to
have read and made one’s own notes
on the location of the items expected
to be of use. The family practice
resident will find it of use while on
Emergency Room rotation.

The practicing family physician and
general pediatrician will find little of
everyday use in this text, as it deals
only lightly with minor problems, and
when it does, it fails to utilize the
triage concepts necessary to primary
practice. Chapters most appropriate to
the family physician are those dealing
with suturing, shock, head injury, and
perineal injuries. The chapter on head
injury gives a particularly good discus-
sion of early diagnosis and observa-
tion.
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To the extent to which they are
useful in family medicine, the little
hints from the personal experiences of
the contributors are another strength
of this book.

Overall, it is probably not a book
for the personal library of the family
physician, but would be a useful ref-
erence in the Emergency Room, or
whenever family physicians take call
or family practice residents take train-

ing.

Tennyson Williams, MD
Delaware, Ohio

The Challenges of Community Medi-
cine. Robert L. Kane fed). Springer
Publishing Company, New York,
1974, 369 pp., $15.00.

In Dr. Kane’s own words:

The purpose of this book is to orient
students of medicine and other health pro-
fessions to the wider perspective of the
community ... The intent is to broaden
students’ horizons .. . One of the constant
themes in this book is the multidisciplinary
nature of community medicine.

Fifteen contributors assist Dr. Kane
in this formidable task. The authors
come from a variety of backgrounds
including economics, social work,
epidemiology, and occupational medi-
cine and, thus, use a variety of styles
and terms from their special fields.
Despite a useful six-page glossary, it
will take an above-average student to
feel comfortable in each of the four
sections of the book: Part | - The
Tools of Community Medicine; Part 1l
—Medical Care Organization; Part 11
- Evaluation of Health Care; and Part
IV - Environmental and Social Fac-
tors.

Nevertheless, the authors convey a
spirit of challenge, energy, and enthu-
siasm which should arouse and inspire
rather than comfort the health science
student. A few chapters are too brief
to do more than introduce the content
area, but the references are quite
adequate.

Continued on page 556
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tion; anorexia; dizziness; dysuria due
to vesicle sphincter spasm; headache;
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The chapter on general epidemi-
ology, by Thomas M. Mack, is thor-
ough and concentrated, though prob-
ably too dense for the average intro-
ductory text, but I may be under-
estimating the talents of the con-
temporary generation.

Chapter 6 by Dr. Kane on “Disease
Control: What is Really Preventable?”
is an example of a more fluent chapter
with well-developed examples and a
very readable annotated bibliography
which should have great appeal for
student and teacher alike.

Dr. Kane and his colleagues deserve
much credit for a book which should
receive wide acceptance by health
science workers who need to explore
the multidisciplinary approach to com-
munity health problems in greater
depth than most introductory text-
books provide.

Stanley H. Schuman, MD, DrPH
Medical University of South Carolina
Chalreston

The Care of Patients: Concepts and
Tactics. Mack Lipkin. Oxford Univer-
sity Press, New York, 1974, 288 pp,,
$8.95 (cloth), $4.95 (paper).

The author’s easy utilization of
anecdote, as well as delightful and
purposeful usage of quotations from
the “history of medicine” bring to-
gether what would appear to be the
best from many years of his own
experience as a humorist and of the
thoughts of learned men of yester-
century. With the greatest respect for
the medical profession, he is critical in
a nonjudgmental manner of the “sci-
ence of medicine” as it excludes the
“art.” He feels that there is nothing
wrong with being concerned with the
“art of medicine” so long out of vogue
in the centers of higher learning.

Lipkin ranges widely in his book,
from a brief description of the evolu-
tion and nature of the healing arts and
sciences, to the etiologies whereby
people fall ill, the diagnosis and assess-
ment of the patient and his problems,

THE JOURNAL OF

and the treatment and management
illness.

In the light of today’s complaintby
the lay and professional press of te
dehumanization of medicine and te
medicine man, this book is certainlya
welcome relief. It is a must for &
concerned teachers of the “pasord
physician,” an excellent reference
guide for the would-be “role nodel”
family physician, a textbook for te
intended authors of the professional
and lay press, and will be part Of ny
own personal library. It will proebly
become required reading among te
family practice residents and nedcl
students of our program and will ke
recommended for my fellow teaders
and friends.

Overall, it is a delightful book.

L. E. (Bruno) Masters, ND
lowa Lutheran Hospital
Des Moines, low

Operative Obstetrics (3rd Edtion).
Edited by R. Gordon Douglas ad
William B. Stromme. Appleton-
Century-Crofts, New York, 1976, 9%
pp., $45.00.

This impressive reference ok
should be in the library of eay
family physician who includes obstet-
rics in his practice. The traditional
layout and systematic approach po-
vides an easy reference system for te
busy practitioner who requires author-
itative guidance on diagnostic ad
therapeutic techniques across te
whole span of modern obstetrics.

Profusely illustrated and backed by
a wealth of statistical data, eay
eventuality is covered, and if there ae
any omissions, they would probably
not be worth including. As a fomer
obstetric resident 1 would have ken
glad to have had such a friend to guice
me in the dark and lonely hours wen
so many obstetric mishaps seem to
happen.

One can recommend this splendid

Continued on page 568
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but not quantitatively in cognitive
functions. In Roubicek’s study (1972),
improvement was most marked for
symptoms associated with depression
(emotional  withdrawal, depressive
mood, motor retardation, blunted af-
fect activity, wakefulness), whereas
cognitive functions were not demon-
sraby improved. Perhaps the efficacy
(Of hydergine is a result of antidepres-
st activity. Pacha and Salzman
(2970) found hydergine to inhibit
reuptake of norepinephrine in vitro, a
property compatible with antidepres-
sart effects.

Anticoagulants

Walsh and Walsh (1972), using
bishydroxycoumarin in uncontrolled
studies, claimed remarkable improve-
ments in intellectual function. The
action is presumed to be due to
decreased sludging of blood. More
controlled studies, however, have been
les encouraging. Lukas et at (1973)
compared an oral anticoagulant to
papaverine over a four-month period
insmall groups of patients with organ-
ic brain syndrome. No significant
differences were found between the
two groups and both groups showed
significant deterioration in the
Graham-Kendall test of organic abnor-
melities. In a year-long, double-blind
study, Ratner et al (1972) found no
difference in 24 of 25 variables re-
flecting cognitive functions and mental
changes. However, the anticoagulant
groups showed a trend toward less
deterioration than the control group.
Tre potential hazards of anticoagula-
tion in aged subjects appear to be a
legitimate deterrent to the use of this
approach.

RNA-like compounds

RNA and DNA have been adminis-
tered to patients, with conflicting re-
ports of significantly positive intellec-
tual changes (Cameron et al 1963, Krai
etal 1967).

Procaine and Gerovital

For years, a buffered form of pro-
caine, developed in Romania, has been
promoted enthusiastically as an anti-
aging medication. It is usually given
intramuscularly three times a week for
12 weeks. Many uncontrolled studies
have found it effective in the treat-

ment of a broad spectrum of physical
and mental disorders associated with
aging. Procaine was studied intensively
in England, Canada, and in the United
States by controlled studies, which
were mostly negative (Krai et al 1962),
with some exceptions. For a time,
Gerovital (European procaine) was dis-
credited. Recently, however, interest
has been revived after it was found to
be a reversible inhibitor of monoamine
oxidase (MacFarlane and Besbris
1974) in the rat liver and thought to
be more stable in solution than pro-
caine. Sakalis et at (1974) found Gero-
vital (H,) to have a mild euphoriant
effect in ten senile-arteriosclerotic pa-
tients with features of depression,
which suggests a possible antidepres-
sant effect for the drug. In view of the
data reported by Nies et al (1973),
indicating increased levels of mono-
amine oxidase in the aging central
nervous system, the potential effec-
tiveness of a mild reversible mono-
amine oxidase-inhibitor holds some
promise.

Hyperbaric Oxygenation

Following remarkably positive find-
ings by Jacobs and her associates
(1969) of the effectiveness of pure
oxygen administered under high pres-
sure (100 percent at 2.5 atmospheres
absolute for 3 hours a day for 15 days)
in improving memory and other cogni-
tive functions, other investigators un-
dertook to replicate their findings.
Neither Goldfarb and his associates
(1972) nor Thompson and collabora-
tors (Thompson, personal communica-
tion) have been able to confirm their
findings.

Vitamins

Lehmann and Ban (1969) suggest
from clinical experience that the B
vitamins and vitamin C are helpful in
demented patients and are nontoxic.
Altman et al (1973) found administra-
tion of a vitamin B complex-vitamin C
combination strikingly effective in the
reduction of excitement and agitation
in patients with organic brain syn-
drome. They hypothesized that insti-
tutionalized elderly may be deficient
in vitamin C. Cognitive function per se
was not tested. This interesting finding
deserves further study. The therapeu-
tic use of vitamins, where medically
indicated, particularly among the el-
derly with poor nutritional habits,
should not be overlooked.
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Gonadal Hormones

These have also been suggested as
therapeutic for elderly patients with
cognitive deterioration. Michael
(1970) administered conjugated
equine estrogen to a group of elderly
women in a nursing home in a 38-
month placebo-controlled trial. The
estrogen group showed significant be-
havioral improvement compared to
placebo, but drop-out rate was very
high. Lifshitz and Kline (1961) com-
pared estrogen to placebo for 15
months in a large group of chronically
demented men. Disappointingly, the
only significant difference between
groups was a higher mortality in the
estrogen-treated group. Further work
in the area, however, may prove pro-
fitable.

Beta-Adrenergic Blockage

Eisdorfer, Nowlin, and Wilkie
(1970) had administered propranolol,
a beta-adrenergic blocking agent, to
aged nonpatient volunteers and found
that performance on serial rote learn-
ing improved, while the level of free
fatty acids decreased. This suggests a
facilitory effect on cognitive function
of decreased autonomic nervous sys-
tem arousal.

Conclusion

Psychopharmacologic treatment
should be a part of a comprehensive
treatment program, which includes
other modalities of treatment of po-
tentially debilitating physical dis-
orders.

The therapeutic nihilism associated
with the aged psychiatric patients is
unwarranted. A broad array of individ-
ual and group therapies, learning stra-
tegies, and environmental manipula-
tions, as well as pharmacotherapies,
are effective with this population. In
some settings, psychotropic medica-
tions may be used unwisely, especially
in attempts to control recalcitrant
individuals with excessive sedation.
Such abuses are more likely to occur
in the “hopeless and helpless” atmo-
sphere of custodial rather than thera-
peutically oriented environments.

Psychopharmacologic agents alone,
or in conjunction with other forms of
treatment, can, in many instances,
produce gratifying therapeutic success
among the aged. Results will be far
more satisfactory, however, when

Continued on page 558
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more is known about the psychologic,
social, and physiologic bases for age-
related changes, and when the avenues
of intervention are defined with
greater clarity.
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