
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.

Inform ation on Fam ily  
Practice Residencies
To the Editor:

In the ten year growth of family 
medicine, the interest of medical 
students in the specialty has con
tinued to climb. This is evidenced 
by not only the number of resi
dency programs and residents, but 
also the number of applicants to 
family practice residency positions. 
Medical students and residents 
have increasingly requested some 
format in which basic information 
about family practice residency 
programs can be collated. This 
growing interest also further em
phasized the need for program di
rectors to be able to describe their 
programs in a very succinct manner 
to potential applicants. These 
forces were felt by both the Ameri
can Medical Student Association 
(AMSA) and the American Acad
emy of Family Physicians (AAFP). 
As a result of several years’ effort 
on the part of many individuals, 
this basic information is now avail
able in a publication produced 
under the co-sponsorship of AMSA 
and the AAFP.

The Committee on Resident and 
Student Affairs (CRSA) of the

AAFP worked with representatives 
from AMSA in compiling a student 
questionnaire on the areas they 
considered most important in resi
dency programs and family prac
tice. Then, with the appropriate 
questions collected, the question
naire was forwarded to all resi
dency programs for completion. 
The data from the completed pro
grams were compiled and returned 
to the program directors for sub
stantiation. The booklet was 
printed and made available through 
the AMSA offices in June 1979.

The booklet contains an article 
by myself and Dan Ostergaard, 
MD, as the former Assistant Di
rector of the Division of Education 
of the AAFP, concerning how to 
choose a residency program. Pre
vious approaches have traditionally 
dealt with controversial aspects of 
the university vs community set
tings, program emphasis, etc. This 
unique introduction uses the phi
losophy that a prospective resident 
can learn much about the appro
priateness of a training setting

Continued on page 568
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when applying his/her own stan
dards and ideas about what really is 
family medicine. Many potential 
questions are raised and sample 
questions are given to the students 
to ask without any ideal listed for 
answers. However, the questions 
are related directly to the definition 
of family practice as adopted by 
the American Academy of Family 
Physicians and the American Board 
of Family Practice.

The material contained in the 
booklet is comprehensive, objec
tive, educational, and logistical in
formation about each family prac
tice program which responded to 
the questionnaire. There are only a 
few programs which did not re
spond, but their demographic in
formation is nevertheless listed 
within the booklet. The project will 
be continued on a yearly basis and 
is supported in part by a grant from 
Ciba-Geigy Pharmaceutical Com
pany. Copies of the booklet may be 
obtained from the American Medi
cal Student Association, 14650 Lee 
Road, PO Box 131, Chantilly, VA 
22021.

Ross R. Black II, MD 
Assistant Director 

Division o f Education 
American Academy of 

Family Physicians 
Kansas City, Missouri

Throat Cultures for Pharyn
gitis
To the Editor:

I am writing in regard to the ar
ticle by Dr. Clive Caplan, “ A Case 
Against the Use of the Throat Cul
ture in the Management of Strep

tococcal Pharyngitis” (J Fam Pract 
8:485, 1979). My comment would 
be that he may be right. However, 
the possibility of being correct, and 
the actuality of being correct are 
two different matters. I would cer
tainly agree with his statements re
garding the patient with the clinical 
diagnosis of streptococcal pharyn
gitis. My scepticism results from 
his recommendation that patients 
with the clinical diagnosis of 
nonstreptococcal pharyngitis do 
not need a throat culture and also 
do not need to be treated.

From his own admission, many 
of these patients do have positive 
throat cultures. He did not provide 
evidence to indicate that the group 
of patients left untreated will not 
develop elevations of the ASO ti
ter, or in fact will not develop 
rheumatic fever. Until that infor
mation is forthcoming, I will con
tinue to treat patients showing a 
positive throat culture, knowing 
full well that many of them do not 
require treatment.

James R. Buechler, MD 
Director

Family Practice Residency o f 
Union Hospital 

Terre Haute, Indiana

To the Editor:
Since I am not inclined to write 

Letters to the Editor, I am a bit 
slow in picking up on Clive Cap
lan ’s “ A Case Against the Use of 
the Throat Culture in the Manage
ment of Streptococcal Pharyngitis”

Continued on page 570
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in the March 1979 issue (J Fam 
Pract 8:485, 1979).

This should be required reading 
for all present and future medical 
practitioners concerned with the 
management of the patient with a 
“ sore throat.”

My practical professors of 
medicine in medical school (1957) 
taught that sore throats were strep
tococcal until proven otherwise, or 
the patient was well without com
plications. At that time we were 
nearing the end of the epidemics of 
rheumatic fever and glomerulone
phritis and the routine throat culture 
had not become the diagnostic 
“bible” that dictated whether or 
not to treat.

Unfortunately, the past 10 to 15 
years have caused patients much 
distress and money in terms of time 
lost from occupation, visits and 
revisits to the doctor’s office, and 
costs of the cultures because 
someone, somewhere preached the 
gospel that if it were not В hemoly
tic Strep, proved by culture, you 
should not treat it. It is no wonder 
that the image of the physician is 
deteriorated; even the patient can 
see that his judgment is dictated by 
peering into a Petri dish.

It is time that we, as physicians, 
recapture that image that was 
willed to us by our predecessors, 
and demonstrate that we have been 
educated in medicine, that we are 
capable of exercising practical 
judgment in both complex and 
simple matters.

I suggest that there is no better 
test of diagnostic acumen and 
practical management of patient 
problems than that presented by the 
patient with the “ sore throat.”

Michael H. Emmick, MD 
Port Lions, Alaska
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To the Editor:
I enjoyed Dr. Caplan’s article on 

the management of streptococcal 
pharyngitis (J Fam Pract 8:485, 
1979). In the extremes, streptococ- 
fcal pharyngitis and viral upper 
respiratory illnessss are not dif
ficult to distinguish clinically. Un
fortunately, he did not discuss 
specifically the management of 
those patients whose pharyngitis is 
not typical of either extreme. This 
is clearly an area where the throat 
culture can be of some help.

More importantly, he over
looked a very useful aspect of fre
quent throat cultures. By reviewing 
cultures on a daily basis, a clinician 
has a continuously updated impres
sion of the incidence of streptococ
cal disease in his/her own practice. 
During some weeks our cultures 
will be positive for strep as often as 
75 to 80 percent, while in other 
weeks it will be the opposite. This 
does not hecessarily correlate in 
our experience with the seasons, 
nor would the etiology of these 
local epidemics be obvious clini
cally. Clearly we are better able to 
make judgments in borderline cases 
with knowledge of our recent cul
ture results.

I believe another reason to get 
throat cultures is to keep yourself 
“ honest.” Upon entering private 
practice, without the pervasive at
mosphere of critical evaluation, 
many physicians find it is easier to 
treat all upper respiratory tract 
illnesses with antibiotics. Routine 
use of the cultures provides an on
going check on one aspect of our 
diagnostic acumen. It is probably 
worth it for that alone.

Curtis J. Eshelman, MD 
Lakewood Family Practice 

Center
Durham, North Carolina

Continued on page 572
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To the Editor:
The article by Caplan, “ A Case 

Against the Use of the Throat Cul
ture in the Management of Strep
tococcal Pharyngitis” (J Fam Pract 
8:485, 1979) is somewhat mislead
ing on several issues. Although we 
agree with the philosophy to im
prove medical practice by reducing 
or ending the use of unnecessary 
procedures, we agree with Bisno1 
that “ After all these years the sim
ple sore throat remains a surpris
ingly complex problem.”

Caplan quotes Mondzac’s2 data 
to attack the validity of office 
throat cultures and also refers to 
Rosenstein3 and Battle4 to further 
support this conclusion. The latter 
two authors, in fact, took issue 
with Mondzac and their data actu
ally support the validity of the 
office culture. Rosenstein reported 
that when moderate growth was 
present, office culture’s agreement 
with the health department labora
tory was 90.3 percent. Battle found 
that only four percent of all positive 
cultures in the reference labora
tory were found to be negative in 
the office and most of these were in 
the 1+ and 2+ category. Caplan 
states that even under the best of 
conditions perhaps 20 percent of 
throat cultures from patients with 
genuine streptococcal pharyngitis 
may be negative. This is not sup
ported, however, by the above 
authors or by others. Kaplan5 
showed that a patient harboring 
Group A streptococcus will have a 
negative culture ten percent of the 
time.

He further elaborates that “ the 
degree of unnecessary treatment 
will be less than if the culture is re
lied upon, for more than half of 
positive cultures in acute pharyn
gitis have already been shown not

572

to signify a streptococcal infec
tion.” But what of the missed 
cases? In a careful and detailed 
study, Honikman6 evaluated a total 
of 6,093 respiratory and febrile 
illnesses in children using multiple 
cultures and also titer determina
tions. In order to have treated 88.1 
percent of those clinical infections 
which resulted in an ASO titer rise, 
one would have had to treat all 
children with pure or predominant 
sore throat and fever of any degree 
(s* 37.3) and all children with any 
illness and fever 2= 38.3. Without 
throat cultures this would be 29.5 
percent of 6,093, or 1,798 of these 
illnesses. If one treated only cul
ture positive children, one would 
treat 27.3 percent of these 1,798, or 
only eight percent of the total, 
compared with 29.5 percent by re
lying on symptoms alone. To treat 
indiscriminately with antibiotics 
carries a real risk of an increased 
number of allergic reactions and to 
treat fewer children without a cul
ture would appear to leave an un
acceptably high percentage at risk 
for acute rheumatic fever. We grant 
that streptococcal pharyngitis can 
be detected clinically, more reli
ably in adults than in children, but if 
the goal is to prevent rheumatic 
fever one would do well to heed the 
fact that acute rheumatic fever ap
pears most commonly between 5 
and 15 years of age.

Tompkins7 cost effectiveness 
analysis which suggested treating all 
patients with suspected strepto
coccal disease refers only to the 
epidemic situation or to those cases 
in which the positive throat culture 
yield is at least 20 percent. When 
the culture positive yield is 5 to 20 
percent, he recommends treatment 
of only culture positive individuals. 
Moreover, Honikman3 and others 
point out that a rise in the ASO titer
Continued on page 576
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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 factors inherent in their use 
such as those described below.
C O N TR A IN D IC A TIO N S : Advanced arteriosclerosis, 
symptomatic cardiovascular disease, moderate-to-severe 
hypertension, hyperthyroidism, known hypersensitivity, or 
idiosyncrasy to the sympathomimetic amines, glaucoma.

Agitated states.
Patients with a history of drug abuse.
During or within 14 days following the administration of 

monoamine oxidase inhibitors (hypertensive crises may 
result).
WARNINGS: Tolerance to the anorectic effect usually de
velops within a few weeks. When this occurs, the recom
mended 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 engage in 
potentially hazardous activities such as operating machinery 
or driving a motor vehicle; the patient should therefore be 
cautioned accordingly.
Drug Dependence: FASTIN is related chemically and 
pharmacologically to the amphetamines. Amphetamines 
and related stimulant drugs have been extensively abused, 
and the possibility of abuse of FASTIN should be kept in 
mind when evaluating the desirability of including a drug as 
part of a weight reduction program. Abuse of ampheta
mines and related drugs may be associated with intense 
psychological dependence and severe social dysfunction. 
There are reports of patients who have increased the dosage 
to many times that recommended. Abrupt cessation follow
ing prolonged high dosage administration results in ex
treme fatigue and mental depression; changes are also 
noted on the sleep EEG. Manifestations of chronic intoxica
tion with anorectic drugs include severe dermatoses, 
marked insomnia, irritability, hyperactivity and personality 
changes. The most severe manifestation of chronic intoxica
tions is psychosis, often clinically indistinguishable from 
schizophrenia.
Usage in Pregnancy: Safe use in pregnancy has not been 
established. Use of FASTIN by women who are or who 
may become pregnant, and those in the first trimester of 
pregnancy, requires that the potential benefit be weighed 
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 is to be exercised in prescribing 
FASTIN for patients with even mild hypertension.

Insulin requirements in diabetes mellitus may be altered 
in association with the use of FASTIN and the concomitant 
dietary regimen.

FASTIN may decrease the hypotensive effect of guane- 
thidine. The least amount feasible should be prescribed 
or dispensed at one time in order to minimize the possibility 
of overdosage.
ADVERSE REACTIO NS: Cardiovascular: Palpita
tion, tachycardia, elevation of blood pressure. Central Ner
vous System: Overstimulation, restlessness, dizziness, in
somnia, euphoria, dysphoria, tremor, headache; rarely 
psychotic episodes at recommended doses. Gastroin
testinal: Dryness of the mouth, unpleasant taste, diarrhea, 
constipation, other gastrointestinal disturbances .Allergic: 
Urticaria. Endocrine: Impotence, changes in libido. 
DOSAGE AND ADMINISTRATION: Exogenous Obesity: 
One capsule at approximately 2 hours after breakfast for 
appetite control. Late evening medication should be 
avoided because of the 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.
OVER DOSAGE: Manifestations of acute overdosage with 
phentermine include restlessness, tremor, hyperreflexia, 
rapid respiration, confusion, assaultiveness, hallucinations, 
panic states. Fatigue and depression usually follow the cen
tral stimulation. Cardiovascular effects include arrhythmias, 
hypertension or hypotension, and circulatory collapse. Gas
trointestinal symptoms include nausea, vomiting, diarrhea, 
and abdominal cramps. Fatal poisoning usually terminates 
in convulsions and coma.

Management of acute phentermine intoxication is largely 
symptomatic and includes lavage and sedation with a bar
biturate. Experience with hemodialysis or peritoneal dialysis 
is inadequate to permit recommendations in this regard. 
Acidification of the urine increases phentermine excretion. 
Intravenous phentolamine (REGITINE) has been suggested 
for possible acute, severe hypertension, if this complicates 
phentermine overdosage.
CAUTION: Federal law prohibits dispensing without 
prescription.
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can occur in a high percentage of 
infections that are not classic for 
streptococcal pharyngitis; and that 
a high percentage of clinically 
“ classic” streptococcal pharyngitis 
cases will be culture negative and 
not followed by a rise in ASO ti
ters.

Although the management of 
pharyngitis might be simpler if 
one could treat without a culture, 
it is our conclusion that the throat 
culture (or a Gram stain in experi
enced hands8) remains necessary. 
The throat culture with all its 
shortcomings and surrounding con
troversy should definitely not be 
abandoned.

Sam Eggertsen, MD 
Third year resident 

Ronald Schneexveiss, MD 
Assistant Professor 

James Bergman, MD 
Assistant Professor

Department of Family Medicine 
University o f Washington 

Seattle
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Training in Office Orthopedics
To the Editor:

I read with interest the com
ments by Dr. John P. Geyman, in 
his editorial, “ Toward the Defini
tion of Orthopedic Care in Family 
Practice” (J Fam Pract 8:699, 
1979).

For some years, I have been 
connected with the work of Dr. 
James Cyriax, of London, Eng
land, who has developed a method 
of examination and treatment of 
nonsurgical problems of the mus
culoskeletal system, which he calls 
Orthopedic Medicine. He estimates 
in his lectures that 20 percent of all 
patients who come to a family 
physician’s office have problems of 
the musculoskeletal system, and 
indeed, this is borne out in my own 
practice.

I would commend his lectures, 
which are given twice a year in 
Rochester, New York, at the 
School of Medicine, Department of 
Orthopedics. The last lecture 
series was held September 20-24, 
1979. Additional information may 
be obtained by writing to the Post
graduate Division of Continuing 
Education, University of Rochester.

One area of great neglect, in all 
medical schools with the exception 
of the University of Rochester, is 
the teaching of a method of exam
ination of the musculoskeletal sys
tem using the concepts of applied 
anatomy and dermatomes. Dr. 
Cyriax’s system is clear, precise, 
logical, and reproducible. I would 
strongly recommend to any of your 
readers who are interested in ex
panding their knowledge of the 
management of nonsurgical prob
lems of the musculoskeletal system 
that they consider attending these 
lectures.

D.M. Fraser, MD 
St. Catharines, Ontario
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