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E.coli.Rmirobilis and N.aonorrhoeae:and Gram-
positive organisms-Streptocooci (including Strep-
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Letters to
the Editor

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

The First Year in Under-
graduate Medical Education

To the Editor:

The recent article “Insecurity in
Medical Education: A Preventable
Problem?” by John P. Geyman,
MD (J Fam Pract 6:229, 1978),
was very insightful on the problem
of current relevant medical educa-
tion. We would like to inform your
readers of the first-year program at
Southern lllinois University School
of Medicine. The first year (Se-
guence 1) of the three-year program
is intimately structured around the
ideals suggested by Dr. Geyman to
“reorient medical education.” Se-
guence | provides a prototype for
relevant medical education, par-
ticularly as it pertains to the
broader specialties in primary care.

Sequence | at Southern Illinois
University is based in Carbondale,
lllinois. Carbondale is the center of
the rural southern portion of II-
linois. The first year is not affiliated
with a university medical center or
a large teaching hospital, but rather
with a small community hospital
and clinic. This creates a strong at-
tachment between community and
curriculum. Such an attachment
enables first year medical students
to appreciate and take part in the
varied aspects of primary care
within a community.

Sequence | is novel in other im-

portant respects. The curricullumis
designed around organ Sdens
Self-learning and  competenoy-
based tests are emphasized. Te
organ “block” is divided into e
vant clinical “problem units"
These problem units deal vih
common clinical situations fairg
physicians in practice. For in
stance, the neuroscience Hak
contains problem units suh &
headache, changes in ssdion
and bowel and bladder dsfuc
tion. Each problem unit is snilaly
broken down into “rodues”
Modules cover the gyrgpiate
basic science disciplines relevantio
the particular problem unit. Ths
organ-system, clinical-gpplication
approach maximizes integration f
the basic science curriculum with
clinical practice. Further enphesis
on clinical problem sohving &
shown in frequent tests, wadly
centering on a clinical case prd>
lem.

To better prepare first year s
dents for primary care patice
Sequence | contains a strong ned-
cal humanities program. This po-
gram provides first year sudets
with insight, both of a practical ad
a philosophical nature, into pd>
lems facing primary care phs-
cians such as family physidas.
Some of the humanities adtivities
have included:

Continued on page 34
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1 A discussion of medical confi-
dentiality with a practicing psychi-
atrist and a sexual behavior re-
searcher.

2. A panel discussion of problem
pregnancies consisting of women
who had terminated pregnancies or
followed through with them to
term.

3. Small group discussions on the
ethics of patient consent, psy-
chosurgery, behavior modification,
and social aspects of primary care.
4. A panel discussion on organ
transplant and Kidney dialysis
composed of a kidney donor, his
wife, and a dialysis patient on a
transplant waiting list.

These activities expose the stu-
dent to the varied humanitarian as-
pects of primary care.

To conclude, we hope we have
expressed some of the outstanding
changes Southern Illinois Univer-
sity has made in traditional first
year medical education.

Joseph M. Pavese

Gregory A. Poland

Second year medical students
Southern Illinois University
School of Medicine
Springfield, Illinois

Hyperlipidemia in Children

To the Editor:

Though one may disagree with
the ultimate usefulness of early
identification and intervention in
hyperlipidemia, the article “Cho-
lesterol in Preteen Children of Par-
ents with Premature Coronary Dis-
ease” (Gross H, Caplan C: J Fam
Pract 6:495, 1978) is important to
family medicine. A family physi-
cian could have easily done this
study in his practice, and such re-
search is vital for elucidating the
unique potential contributions of
office investigation. Also, studies
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such as this demonstrate a unique
role in patient care—concern for
and contact with whole family
units. Who else but family physi-
cians could identify familial risk
patterns, diagnose family members
across age barriers, and treat com-
prehensively and longitudinally,
childhood through adulthood?
Special offerings of family physi-
cians are continually recognized.
E. Wilson Griffin 111, MD
Duke University Medical Center
Durham, North Carolina

Management of Adolescent
Pregnancy
To the Editor:

I enjoyed the discussion of
“ Adolescent Pregnancy” in Family
Practice Grand Rounds (Miller PJ,
Choquette J, Kirkpatrick PT, et al:
J Fam Pract 5:859, 1977). | appre-
ciated the team approach to this
multifaceted problem, but | think
some additional comments are nec-
essary.

Dr. Miller indicated that compli-
cations can be prevented by re-
membering three things (manual
pelvimetry, roll-over test after 20th
week, and observation of diastolic
blood pressure for a rise of 20
mmHg). | think it would be best
stated that you may anticipate
possible complications by remem-
bering those three things. | don’t
think we have a way at this time of
preventing pregnancy-induced hy-
pertension.

The roll-over test (ROT), usually
done between the 28th and 32nd
week, does separate nulliparous
normotensive pregnant women into
two groups: a group at low risk of
developing hypertension and a
group at high risk.1A more rapid (2
minute) ROT has now been re-
ported and is apparently accurate.2

Observing for a 20 mmHg rise in

Continued on page 38
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diastolic blood pressure may not be
sensitive enough in detecting
pregnancy-induced  hypertension
early. As early as the 17th week of
gestation, a high-risk group may be
identified by their blood pressures
being closer to the normal non-
pregnant blood pressures. Most
pregnant women are relatively
hypotensive early in pregnancy. A
blood pressure above 110/75 mmHg
sitting, or 100/65 mmHg in the left
lateral position at 17 to 20 weeks of
gestation is suspiciously high and
would require close observation.3

I think the comments about
management of the patient who de-
velops hypertension imply that
simple hospitalization and obser-
vation will result in a good out-
come. The only effective therapeu-
tic course for the treatment of
pregnancy-induced hypertension is
evacuation of the uterine contents.
It may be better to err on the side of
early delivery than to procrastinate
and face potential maternal mortal-
ity or morbidity.

The study cited for conservative
management of hypertension has a
unit used exclusively for the man-
agement of high-risk pregnancies.
(Such a wunit is not available
everywhere.) That study also ex-
cluded any patient with a diastolic
blood pressure >110 mmHg and
significant proteinuria. All patients
are not to be simply monitored
conservatively. Additionally, Hauth
et al4stated that ambulation ad lib
in the hospital was very sedentary
compared to usual outpatient ac-
tivities.

It should be noted that of those
patients managed conservatively
by Hauth et al,4 89 percent devel-
oped a recurrence of hypertension
(42 percent before labor and 47
percent during labor). All patients
were delivered immediately if there
was:
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1 rapid weight gain

2. a decrease in creatinine clear-
ance

3. the appearance of significant
proteinuria

4. clinical and/or sonographic evi-
dence offetal growth retardation, or
5. development of severe head-
ache or scotomata.

Lee’s5use of the nonstress test
would be worthwhile in evaluating
the high-risk adolescent. Also, the
acoustic stimulation nonstress test
may offer a more rapid noninvasive
method of assessing fetal well-
being.6

Additionally, the discussion of
the nutritional needs of the preg-
nant adolescent did not discuss the
assessment of initial weight (ie,
under ideal weight) or the need for
specific weight gain (>20 pounds)
during pregnancy.?

| believe the management of the
pregnant adolescent is a little more
complex than is implied in the arti-
cle.

Herbert L. Muncie, Jr., MD
Assistant Professor
Family Medicine Program
University of Maryland
Baltimore, Maryland

References

1. Gant NF, Chand S, Whorley RJ, et
al: A clinical test useful for predicting the
development of acute hypertension in
Egggnancy. Am J Obstet Gynecol 120:1,

2. Peck TM: A simple test for predict-
ing pregnancy induced hypertension.
Obstet Gynecol 50:615, 1977

3. Gallery EDM, Hunor JN, Ross M, et
al:  Predicting the development of
pregnancy-associated hypertension: The
place of standardized blood pressure mea-
surement. Lancet 8025:1273, 1977

4. Hauth JC, Cunningham FG, Whal-
ley PJ: Management of pregnancy in-
duced hypertension in the nullipara.
Obstet Gynecol 48:253, 1976

5. Lee CY: Fetal activity acceleration
determination for the evaluation of fetal
reserve. Obstet Gynecol 48:19, 1976

6. Read JA, Miller FC: Fetal heart rate
acceleration in response to acoustic
stimulation as a measure of fetal well-
t{gi7n79. Am J Obstet Gynecol 129:512,

7. Evrard JR, Gold EM: Adolescent
pregnancy. Perinatal Care 1:8, 1977

lofiont

brand of diphenoxylate hydrochloride
with atropine sulfate

IMPORTANT INFORMATION: This is a c,h_
V substance by Federal law; diphenoxylate
chemically related to meperidine In cas».ill!
dosage or individual hypersensitivity

sim.iar to those after meperidine ornorotikK ?
dosage may occur; treatment is similartolt '
meperidine or morphine intoxicaton M * ¥
and careful monitoring). Respiratory

may recur in spite of an initial response to E 2
(naloxone HCI) or may be ewdenced as late asan
hours after ingestion. LOMOTIL IS not 11 i
NOCUOUS DRUG AND DOSAGE REColL elt
TIONS SHOULD BE STRICTLY ADHEmrn
ESPECIALLY IN CHILDREN. THIS S ?
SHOULD BE KEPT OUT OF REACH oF CWf;
Indications: Lomotil is effective as adjunctive ther
apy in the management of diarrhea.
Contraindications: In children less than 2 \ea<
due to the decreased safety margin in younger S
groups, in patients who are jaundiced or hwoer
sensitive to diphenoxylate HCI or atropine adin
diarrhea associated with pseudomembranous en
terocolitis occurring during, or up to several wedd
following, treatment with antibiotics such as din
damycin (Cleocin®) or lincomycin (Lincocin®)
Warnings: Use with special caution in young chl-
dren, because of variable response, and with e
treme caution in patients with cirrhosis and dher
advanced hepatic disease or abnormal liver fuc
tion tests, because of possible hepatic coma O+
phenoxylate HCI may potentiate the action of ba-
biturates, tranquilizers and alcohol. In theory tre
concurrent use with monoamine oxidase inhibitors
could precipitate hypertensive crisis. In severe ce-
hydration or electrolyte imbalance, withhold Lonutil
until corrective therapy has been initiated
Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg
nancy, lactation or in women of childbearing a
Diphenoxylate HCI and atropine are secreted intre
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer vith
caution to patients receiving addicting dugs a
known to be addiction prone or having a history
drug abuse. The subtherapeutic amount of aropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warmnings ad
precautions for atropine; use with caution in chil-
dren since signs of atropinism may occur evenwith
the recommended dosage. Use with care inpatients
with acute ulcerative colitis and discontinue weeif
abdominal distention or other symptoms develop.
Adverse reactions: Atropine effects include dyness
of skin and mucous membranes, flushing, hyper-
thermia, tachycardia and urinary retention. Gher
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom
fort, respiratory depression, numbness of the e¢
tremities, headache, dizziness, depression melaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant uti-
caria, paralytic ileus, and toxic megacolon.
Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use aly
Lomotil liquid for children 2 to 12 years old. Forages
2to 5 years, 4 ml. (2 mg.) t.i.d.; 5to 8years, 4m
(2 mg.) g.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets
(5 mg.) g.i.d. or two regular teaspoonfuls (10 m,
5 mg.) g.i.d. Maintenance dosage may be as lovas
one fourth of the initial dosage. Make doanvnerd
dosage adjustment as soon as initial symptoms ae
controlled.

Overdosage: Keep the medication out of the reech
of children since accidental overdosage may case
severe, even fatal, respiratory depression. Signs o
overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, ns
tagmus, pinpoint pupils and respiratory depres-
sion which may occur 12 to 30 hours after oer-
dose. Evacuate stomach by lavage, establish apat-
ent airway and, when necessary, assist respretion
mechanically. A narcotic antagonist may be usedin
severe respiratory depression. Observation shouia
extend over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylat
HCI with 0.025 mg. of atropine sulfate. Liquid, *
mg. of diphenoxylate HCI and 0.025 m 9 -

sulfate per 5 ml. A plastic dropper callbrated mln-
crements of 2 ml. (total capacity, 2 ml.) acco
panies each 2-oz. bottle of Lomotil liquid.

padi p Searle &Co.

tA KLt San Juan, Puerto Rico 00936

Address medical inquiries to:

G. D. Searle & Co.

Medical Communications Department

Box 5110 653
Chicago, Illinois 60680

THE JOURNAL OF FAMILY PRACTICE, VOL 7, NO. 1,198





