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.

Outcomes of Acute Care
To the Editor:

Any attempt to measure quality
of care is to be applauded, but a
recent paper by Kane RL et al
(Differences in the outcomes of
acute episodes of care provided by
various types offamily practition-
ers. J Fam Pract 6:133, 1978) can-
not be allowed to pass without
comment. The results of their study
imply differences between pro-
viders in terms of outcome and
patient satisfaction. We have a
number of misgivings about the va-
lidity of these results, and these
doubts are particularly related to
the lack of evidence of stan-
dardization in the methods de-
scribed.

We would like to pose the fol-
lowing questions.

1. The paper refers to a prior pub-
lication {Kane RL et al: A method
for assessing the outcome of acute
primary care. J Fam Pract 4:1119,
1977), which indicated that age and
sex had no effect on measurements
of outcome in acute care. Are we to
assume that this was also true for
the symptoms and diagnoses in the
latest study? Did providers see
patients from similar age groups,
and with similar sex distribution?
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2. The methods described made no
reference to socioeconomic status
of patients. Do the authors con-
sider that this factor has no effect
on outcome and patient satisfac-
tion? Was the range of patients
from varying socioeconomic groups
similar for different providers of
care?

3. Is the inclusion of only two
physician’s assistants acceptable
when comparing the activities of a
range of primary care providers?
We believe that this very small
sample of physician’s assistants in-
validates a number of the conclu-
sions rendered.

4. Was any staging process used in
identifying patients with similar
problems? For example, it may be
reasonable to suggest that the out-
come would be different in a
patient who presents with a head-
ache of 24 hours duration, as op-
posed to a headache of one week’s
duration.

5. The authors indicate that
patients with chronic problems
were excluded from the study.
Nevertheless, many patients with
acute symptoms and illnesses will
have associated problems of physi-

Continued on page 268

CAUTION: Federal law prohibits
dispensing without prescription.
Description. Each partially enteric
coated tablet contains 200 nga
100 mg oxtriphylline. NOTE: 100ng
oxtriphylline is equivalent to 64 ny
anhydrous theophylline.
Indications. Choledy! (oxtriphylline)
is indicated for relief of acute kot
chial asthma and for reversible
bronchospasm associated with
chronic bronchitis and emphysema
Warning. Use in pregnancy-
animal studies revealed no evi-
dence of teratogenic potential.
Safety in human pregnancy hesrd
been established; use during lada
tion or in patients who are orwho
may become pregnant requires tret
the potential benefits of the drug ke
weighed against its possible
hazards to the mother and child
Precautions. Concurrent use o
other xanthine-containing prepara-
tions may lead to adverse readias,
particularly CNS stimulation in
children.

Adverse Reactions. Gastric dis-
tress and, occasionally, palpitation
and CNS stimulation have been
reported.

Dosage. Average adult dosage:
Tablets— 200 mg, 4 times a cay.
Dosage should be individualized.
Supplied. 200 mg, yellow, patialy
enteric coated tablets in bottles
of 100 (N 0047-0211-51) and 1000
(N 0047-0211-60); Unit Dose-10x
10 strips (N 0047-0211-11); 100Ny
red, partially enteric coated tadets
in bottles of 100 (N 0047-0210-51).
STORE BETWEEN 59° and 8°F
(15° and 30°C).

Toxicity. Oxtriphylline, aminophyl-
line and caffeine appear to be nue
toxic to newborn than to adult ras
No teratogenic effects have been
seen.

Full information is available on

CH-GP-83
request.

fARNER/CHILCOTT
vision, Warner-Lambert Gnpay
orris Plains, New Jersey



Fasliric ;o ng.
(phentermine HC1)

Before prescribing FASTIN8(phentermine HCI), please
consult Complete Product Information, a summary of
which follows:

INDICATION: FASTIN is indicated in the management
of exogenous obesity as a short-term (a few weeks)
adjunct in a regimen of weight reduction based on
caloric restriction. The limited usefulness of agents of

this class should be measured against possible risk

fbacitors inherent in their use such as those described
elow.

CONTRAINDICATIONS: Advanced arteriosclero-
sis, symptomatic cardiovascular disease, moderate-to-
severe hypertension, hyperthyroidism, known
hypersensitivity, or idiosyncrasy to the sympatho-
mimetic amines, glaucoma.

Agitated states.

Patients with a history of drug abuse. .

During or within 14°days following the administra-
tion of monoamine oxidase inhibitors (hyperten-
sive crises may result).

WARNINGS: Tolerance to the anorectic effect usually
develops within a few weeks. When this occurs, the
recommended dose should not be exceeded in an
attempt to_increase the effect; rather, the drug should
be discontinued. . . .

FASTIN may impair the ability of the patient to en-
gage in potentially hazardous activities such as operat-
ing’ machinery or driving a motor vehicle; the patient
should therefore be cautioned accordingly.

Drug Dependence: FASTIN is related chemically and
pharmacologlcallc}/ to the amphetamines. Amphet-
amines and related stimulant drugs have been exten-
sively abused, and the possibility of abuse of FASTIN
should be kept in mind when evaluating the desirability
of including a drug as part of weight-reduction pro-
gram. Abuse of amphetamines and related drugs may
e associated with intense psychological dependence
and severe social dysfunction. There are reports of
{Jatlents who have increased the dosage to many times
hat recommended. Abrupt cessation following
Prolon?ed high dosage administration results in ex-
reme an%#e and mental depression, changes are also
noted on the sleep EEG. Manifestations of chronic in-
toxication with anorectic drugs include severe derma-
toses, marked insomnia, irritability, hyperactivity, and
personality changes. The most severe manifestatjon of
chronic intoxications is psychosis, often clinically in-
distinguishable from schizophrenia.

Usage in Pregnancy: Safe use in pregnancy has not
been established. U)ée of FASTIN by women who are or
who may become pregnant, and those in the first tri-
mester of pregnanc%/, requires that the potential benefit
.bef w;alghed against the possible hazard to mother and
infant.

Usage in Children: FASTIN is not recommended for use
in children under 12 years of age.

PRECAUTIONS: Caution isto be exercised in prescrib-
mgi FASTIN for patients with even mild hypertension.

nsulin requirements in diabetes mellitus may
be altered in assqciation with the use of FASTIN and
the concomitant dietary regimen. )

FASTIN may decrease the hypotensive effect of
guanethidine. The least amount feasible should be pre-
Scribed or dispensed at one time in order to minimize
the possibility of overdosage.

ADVERSE REACTIONS: cardiovascular: Palpita-
tion, tachycardia, elevation of blood pressure. ceniral
Nervous system . Overstimulation, restlessness, dizzi-
ness, insomnia, euphoria, dysphoria, tremor, headache;
rarely psychotic episodes at recommended doses. G as-
trointestinal: Dryness of the mouth, unpleasant taste,
diarrhea, constipation, other gastrointestinal dis-
turbances. aitergic: Urticaria. endocrine: Impotence,
changes in libido.

DOSAGE AND ADMINISTRATION: Exogenous Obe-
sity: One capsule at approximately 2 hours after break-
fast for appetite control. Late évening medication
should be avoided because ofthe possibility of resulting
insomnia. )

Administration of one capsule (30 mg) daily has been
found to be adequate in depression of the appetite for
twelve to fourteen hours. FASTIN is not recommended
for use in children under 12 years of age.

OVERDOSAGE: Manifestations of acute overdosage
with phentermine include restlessness, tremor, hyper-
reflexia, rapid respiration, confusion, assaultiveness,
hallucinations, panic states. Fatigue and depres-
sion usually follow the central stimulation. Cardiovas-
cular effects include arrhythmias, héperte,nsmn or
hypotension, and circulatory collapse. Gastrointestinal
symptoms include_nausea, vomiting, diarrhea, and ab-
dominal cramps. Fatal poisoning usually terminates in
convulsions and coma. . . o .

Management of acute phentermine intoxication is
largely Symptomatic and includes lavage and sedation
with a barbiturate. Experience with hemodialysis or
peritoneal d,lal%sm is inadequate to permit recom-
mendations in this regard. Acidification of the urine
increases phentermine excretion. Intravenous phento-
lamine (REGITINE) has been suggested for possible
acute, severe hypertension, if thiS complicates phen-
termine overdose.

CAUTION: Federal law prohibits dispensing with-
out prescription.

Beecham
laboratories
Bristol, Tennessee 37620

LETTERS TO THE EDITOR

Continued from page 264

cal, psychological, and social ori-
gin. How many patients in the
study had associated problems and,
if these factors were included, what
effect did they have on outcome?

We do not wish to appear carp-
ing in our criticism, but we firmly
believe that rigorous attention to
detail is necessary when attempting
to measure quality of care.

particular family practice dinicsin
which this study was based heda
relatively narrow age range: aly
six percent of the patients vae
over the age of 50; 60 percent vae
female. There were no sigificat
differences in the age or sex ddn-
butions of the patients seen by\a-
ious provider types.

2. The omission of sodoeco-
nomic status from our deoription
of the patients was not based ma
lack of concern about its poertid

D J. GffBais,oll Bither outcome or sdis

W. J. Coggins, MD

Department of Community Health
and Family Medicine

University of Florida

College of Medicine

Gainesville, Florida

The preceding letter was referred
to Dr. Kane who responds as fol-
lows:

Drs. Bain and Coggins raise a
number of very pertinent questions
about any study which would pur-
port to measure the quality of care.
There is growing recognition that
this type of activity is particularly
difficult in the primary care arena
where the spectrum of services is
wide. | would like to take this
opportunity to respond to some of
their questions in the order that
they raised them.

1 The earlier paper emanating
from the same study that prompted
their letter was intended to provide
some background data about the
methods used in the outcome
assessment technique. The data re-
ported there on the lack of any ef-
fect of age and sex on measures of
outcome would therefore apply di-
rectly to this study since it is the
same data. It should be underlined
that the population covered by the

faction. Unfortunately, no nes
ures of this variable were irdudd
in the study instrument and tae
was no way of identifying sodo
economic status from the diric
charts. The general perception of
the providers of care suggested tret
there was no discrimination avag
the various providers along tre d-
mensions of socioeconomics, &
tus, age, or sex.

3. It would have been hgly
desirable to involve more thantwo
physician’s assistants in the sidy.
Unfortunately, this represented te
universe of those available. Serd
well-done studies have shown\ay
similar results with equally sl
sample sizes. Taken as a td
group, the growing body of litera
ture on the performance of phs-
cian’s assistants and nurse pac
titioners would suggest that te
quality of care provided is equiv
alent to that of physicians, at lest
for those problems with which te
PA and NP deal.

4. No specific staging proess
was used to reclassify diagustic
groups to more specific dusters.
One of the major problems was tre
lack of adequate sample sz
Given the heterogeneity of pd>
lems presenting at the clinics, ve
had difficulty in defining affi-

Continued on page 270
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ciently large groups of patients with
the same diagnosis to compare out-
comes. We did, however, try to
control for potential variables in
our analysis. For example, Table 1
in the paper, although badly mis-
labeled typographically, controlled
for the presenting functional status.
We have in other analyses not pre-
sented in this paper looked at the
accuracy of physician predictions
about the outcomes of their
patients. This, in essence, repre-
sents a staging of each case by the
physician. When we did this, we
noted that physicians could cor-
rectly predict the cases with good
outcomes at better than 95 percent;
however, the predictions of the
cases of the poor outcomes were in
the range of less than 15 percent.
The PA accuracy of prediction fell
between those of the various pro-
viders.

5. Many of the same points can

be raised in terms of the questions
about the presence of chronic ill-
ness. Chronically ill patients repre-
sented only a small minority of the
overall patients seen. If one looks
at the larger question of how many
patients had associated problems,
then the potential number of
patients included becomes much
larger. The clinic utilized the
problem-oriented record system
which encouraged the providers to
note as complete a set of problems
as possible. We did not utilize this
data in our analysis, however. To
the extent that the providers felt
that these factors were important in
terms of their effect on outcome,
they would have been included in
the provider’s prognosis. As we
have already noted, that prognosis
tended to underestimate the indi-
viduals with bad outcomes.

The comments of Drs. Bain and
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Coggins are important in underlin-
ing the need for careful replication
of studies like this one. This effort
represents our second such study,
with some minor modifications,
particularly in regard to the
follow-up technique used. The re-
sults were generally consistent be-
tween the two studies. The results
were also consistent with basically
similar approaches used in a study
of private practice (JAMA 236:
2509, 1976). We would hope that
others in family practice might
be stimulated to undertake similar
studies of the outcomes of primary
care. We are especially anxious
that someone identify a feasible
means of tracking the outcomes of
that large body of primary care ac-
tivity which generally falls under
the rubric of health maintenance.

Robert L. Kane, MD
The Rand Corporation
Santa Monica, California

Cognitive Skills and Clinical
Performance

To the Editor:

I am deeply troubled by one hy-
pothesis and one result stated in
Dr. Parkerson’s paper, Labstand:
A Computerized System for Re-
porting Clinical Laboratory Data in
Standard Units, in your March issue
(J Fam Pract 6:611, 1978).

The assumption is made that
“Board scores are indicative of
cognitive skills related to manage-
ment of medical problems.” Unfor-
tunately, National Board scores

Continued on page 274
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only test memory, and memory,
particularly for complex informa-
tion, is notoriously volatile. The
physician | wish for my family (and
the archetypal best physician I urge
residents to emulate) is that physi-
cian who is thorough, reliable, ef-
ficient, and displays analytic sense
independent of memory. If this
physician does not know a fact with
certainty, he or she looks the infor-
mation up.

In this context, the most disturb-
ing aspect of this paper was the
documentation of the failure to
recognize no less than 57.8 percent
or 583 of 1,008 abnormal results.
This profound indictment of our
performance when dealing with
real people deserves sober reflec-
tion. Moreover, this level of per-
formance is far from what we
should strive to teach as the model
for nascent family physicians.

Douglas H. McNeill, MD
Associate Director
Waukesha Family Practice
Center

University of Wisconsin
Waukesha, Wisconsin

Psychologists in Family Med-
icine
To the Editor:

I would like to inform you of the
following information in the hope
that it may be of some value to you
and to the readers of The Journal of
Family Practice. There is, cur-
rently in the process of rapid de-
velopment, an organization of Psy-
chologists in Family Medicine.
PFM is a growing group of psy-

chologists working in famy
medicine settings—departments of
family practice, family rmedcire
residency programs, or with fanily
physicians in private practice. Tre
purpose of the group is to serve &sa
forum for the exchange of ideas, in
formation, problems, etc. Tre
organization publishes a Newslet-
ter. The Newsletter is actively s>
liciting contributions which may k2
mailed to: Arnold T. Shienvold,
PhD, Editor, Psychologists in
Family Medicine Newsletter, De-
partment of Family Practice, Hx-
risburg Hospital, Harrisburg, PA
17101

Since August 1977, there hae
been a variety of regional ogat
izational meetings which will al-
minate in a major organizational
session at the 1978 National Gt
vention of the American Psycho-
logical Association in Toronto, in
August 1978. Additionally, at te
APA Convention there will ke a
symposium consisting of seerd
papers addressing the topic o
“Contemporary lIssues in Teaching
Psychology to Family Pratice
Residents.”

Let me finally add that PFMis
also involved with the Medica
Psychology Network which is a
group of several hundred psy-
chologists involved in various nmed
ical settings seeking to organize tre
field of medical psychology.
Further information about tre
organization may be gained by writ-
ing to: Michael J. Asken, PhD, D-
rector, Behavioral Sciences ad
Medical Psychology, Departrrent
of Family Practice, Polyclinic M-
ical Center, Harrisburg, PA 17106

Michael J. Asken, PhD
Director, Behavioral Sciences
and Medical Psychology

Department of Family Practice

Polyclinic Medical Center
Harrisburg, Pennsylvania

THE JOURNAL OF FAMILY PRACTICE, VOL. 7, NO. 21978





