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.

Skin Manifestations of
Diabetes
To the Editor:

I enjoyed reading Dr. Osment’s
excellent article recently published
in The Journal, *“ Dermatoses of the
Scalp” (J Fam Pract 8:1217, 1979).
I was reminded of a patient whose
presentation and clinical course is
very pertinent to the substance of
this article.

In June 1978, a 64-year-old house
wife came to my office with a large,
multiloculated pustular eruption
covering nearly the entire left tem-
poral region of her scalp. Two
months earlier a similar but smaller
lesion had appeared in the same
area but had resolved spontane-
ously. Cultures of the exudate re-
vealed Staphylococcus aureus,
coagulase  positive.  Treatment
consisted of frequent incision and
drainage procedures and an oral
cephalosporin. The patient then left
to accompany her husband on an
out-of-state business trip, but I in-
structed her to obtain local medical
consultation every three to four
days. She complied and returned
home in six weeks well-healed and
full of praise for her treatment
while en route.

Our next encounter was January
8, 1979, when she presented with
another skin abscess covering the
right maxilla and preauricular areas
of the face. She gradually improved
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with identical treatment, but this
time 1 felt obligated to check for
underlying systemic disease. A
fasting blood glucose level was 303
mg/100 ml, and a two-hour post-
prandial glucose level was 364 mg/
100 ml. She was placed on strict die-
tary control and extensive diabetic
counseling. To date she has not
returned for the problems of pyo-
derma or folliculitis.

In light of this experience, |
would like to echo Dr. Osment’s
remarks that the scalp participates
in many systemic disorders, fre-
quently as the initial site of in-
volvement. Furthermore, 1, along
with several other physicians, was
perhaps too complacent in not sus-
pecting a more generalized process
at the onset of her seemingly well-
localized problem.

Richard M. Viken, MD
Carmel Valley Family
Practice Center

Carmel Valley, California

Middle-Age Occupational
Spectrum
To the Editor:

Taking issue with a single point
in Dr. Medalie’s otherwise excel-
lent and thorough article, “The
Family Life Cycle and Its Implica-
tions for Family Practice,” in the

Continued on page 196
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July issue of The Journal of Family
Practice (9:47, 1979) seemed at first
petty carping, yet reflecting on it, |
feel the omission of one point in the
Middle-Age Occupational Spec-
trum (Table 2) is sufficiently impor-
tant to warrant comment.

Dr. Medalie lists four positions
in the Spectrum: No work, no
hope, welfare; Adjusting to a new
occupation (until recently, a rela-
tively uncommon situation for the
middle-aged); Working, but will
never reach top or expectations;
and Reached(ing) the top. This list
omits one position at least equally
important for the person’s overall
health: Content in stable, mid-level
occupational status. In contrast to
the four positions listed which all
have varying degrees of stress as-
sociated with them, either intrinsi-
cally or for unfulfilled aspirations,
this position would have a salutary
effect on health. Some people, an
increasing number recently | sus-
pect, are quite content in mid-level
positions doing what they can do
well, and never aspire to anything
higher.

Simon L. Auster, Ml), JD
Contra Costa County
Medical Services
Martinez, California

Sudden Death of
Married Couple
To the Editor:

1 was fascinated by the article
“Sudden Cardiac Death in a Hus-
band and Wife” by Drs. Michael
and Arthur Miller (J Fam Pract
9:503, 1979), relating psychologic
factors and sudden death. May 1
add two personal clinical examples,
relating psychologic factors to sud-
den death in one case, and myocar-
dial infarction in a husband and
wife in the other.
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Example 1: Nurse D., working
with me in my practice, received a
telephone call saying that her only
brother, a soldier, had been acci-
dentally killed. In addition to her
own shock, she kept saying, What
is going to happen to my father.’
Her father, aged 60 and an active
dermatologist with moderate hy-
pertension for which he was receiv-
ing treatment, had a very close re-
lationship with his only son. Nurse
D. notified her mother and together
they broke the news to the father.
The latter took the news very badly
and within a few hours, went into
coma and died. He and his son
were buried in graves alongside
each other at a joint service the
next day. No autopsy was per-
formed so 1cannot state the cause
of death with certainty.

Example 2: Family L. were an
elderly couple both in their early
70s who had been patients of mine
for a number of years. They were
delightful people with a very warm
relationship. Both had osteoarthri-
tis; she was slightly obese and had
systolic hypertension, while he had
prostatic hypertrophy, a total
serum cholesterol of nearly 300
mg/100 ml, and developing cata-
racts.

One night 1 was called to their
home because Mrs. L. was having
severe chest pain. | diagnosed
myocardial infarction and sent her
to the hospital. Mr. L. accom-
panied her in the ambulance. In the
Emergency Room, Mrs. L. had a
cardiac arrest and the resident who
saw her shouted for the emergency
apparatus saying something about
her “heart had stopped.” Mr. L.,
who was standing at a little dis-
tance from her, thought that she
had died, and fainted. Upon reviv-
ing him, the nurse noticed that his

Continued on page 200
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pulse was very irregular and he
began to complain of chest discom-
fort. He was admitted, together
with his wife (who had been resus-
citated) to the acute ward where
he, like her, developed definite
ECG signs of acute myocardial in-
farction. Unlike the Miller case,
this couple recovered and returned
home.

It is difficult for me to believe
that experienced clinicians still
question the association of emo-
tional factors and acute illness, but
if so, let them add these two clinical
examples to their collections.

Jack H. Medalie, MD.MPH
Professor and Chairman
Department of Family Medicine
Case Western Reserve University
Cleveland, Ohio

Preventive Medicine in
Family Practice
To the Editor:

I read with great anticipation
The Journal of Family Practice
Preventive Medicine issue (Vol 9,
No. I, 1979). | particularly looked
forward to in-depth articles that
would integrate concepts of health
and disease. However, | was dis-
appointed to find the articles in-
cluded in the issue concentrating
on pathology and the traditional
approach to disease prevention.

Dr. Berg focused upon tradi-
tional measures of disease and pre-
vention thereof. While this per-
spective is accurate, it is by no
means a complete picture. By limit-
ing the perspective to traditionally
guantifiable, measurable factors,
many potentially important factors
affecting health are not considered.
Particularly important factors to

consider include measures of te
influence of the family on te
health of its members. The farilyis
a primary environmental factor n
the lives of its members and te
lack of adequate means to nesue
its influence does not reduce is
importance.

Dr. Medalie provided a rdired
life-cycle model which is useful in
anticipating problems which nigt
occur among family mentars.
While this model gives a dgifi-
cantly more comprehensive viewd
family medicine, many assurrptions
are made, and no simple, coorete
method is included for its gylica
tion in clinical practice or for te
solution of the problems identified

Dr. Thompson provided te
HMO approach. 1 appreciate ts
recognition of at least one inpor-
tant family member, the parent d
the well child. Dr. Grove idetified
the work place as important ax
vironmentally and shows us sne
of his methods of altering nmessur
able risk factors of disease. D
Sloane showed us his way of e
membering what disease screening
to undertake and when to doit O
Schuman alluded to the unique rde
of the family physician as a pac
titioner and member of the am;
munity in disease prevention,
Again, while these are all inportart;
aspects of family medicine, trej
are predominately disease oriented

From my perspective as adirg
can and teacher of family nedicire,
I believe that the prevention, ¢
tection, and treatment of pathology
or disease are only a part of te
practice of family medicine (ts
orientation is our legacy from te
longer established specialties). Mry
patient problems that have no vl
defined relationship to pathology a
its prevention face the family gy

Continued on page 202
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sician daily. These were, for the
most part, overlooked in the pre-
ventive medicine issue. The pre-
vention of nonpathological prob-
lems was not addressed adequately
even though this is a major consid-
eration in practice. The role of
nonpathological problems in the
natural history of disease was not
discussed. No simple framework
was provided with which to inte-
grate the management of health and
disease in a busy practice. The role
of the family in disease prevention
and health maintenance was not
discussed.

It is important that we acknowl-
edge our traditional enchantment
with the measurement of path-
ology. We have become preoccu-
pied with the easily obtained num-
bers derived therefrom. It is time
for us in family medicine to develop
and employ measures of health and
nonpathological problems in order
to further define our specialty and
improve our practices.

Michael F. Mascia, MD,MPH

Bridgton Family Medical Center

Bridgton, Maine

To the Editor:

In the July 1979 issue of The
Journal of Family Practice, Grove
et al (Grove DA, Reed RW, Miller
LC: A health promotion program in
a corporate setting. J Fam Pract
9:83, 1979) have reported impres-
sive results from their experience
with a health promotion program in
a corporate setting. The results in-
clude significant weight loss and
reduction in blood pressure and
cholesterol levels. There are, how-
ever, three points which deserve
mentioning as cautions for the
reader against making hasty con-
clusions concerning the efficacy of
such a program.

This is a one group pretest-
post-test study. Therefore, on
cluding that the changes in the @
rameters measured are attributable
to the program is subject to nany
biases. These include both intermal
biases (eg, changes in instrumenta-
tion accuracy, systematic variation
in the parameters due to the ps
sage of time) and external biass
(eg, sociocultural changes will
time).

A second point lies in te
authors’ lack of attention to rom
participants of the program. We
were the characteristics of thoe
persons who (1) returned the ques-
tionnaire (54 percent) vs those wo
did not return the questionnaire
and (2) what were the dar-
acteristics of those participating in
the intervention vs the nonpartici-
pants? These comparisons are im
portant to determine if the program
is reaching those who need it ntsi
(those at high risk). Other studies
indicate that primary prevention
programs are used most frequenth
by those who need them least.1

Finally, the authors note td
caution must be observed to awoid
expectations for rapid change
Similarly, it should be noted ta
their observations are short-term i
nature and that only long-term
positive results will bear the * proof
of the pudding” ... adecline inte
incidence of disease greater n
magnitude than a comparison
group.

Charles L. Shear, DrPE
Merrill V. Werblun, MD
Department of Family Practice
University of South Alabama
Mobile, Alabama
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