
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.

Errors in Recorded 
Birthweights
To the Editor:

Birthweight is a critical variable 
in many studies of infants. Data on 
birthweight are frequently obtained 
from patient records and are as
sumed to be valid because of the 
source of the information. During 
the data-collection phase of a study 
on morbidity patterns in Canadian 
Indian and non-Indian children,1 
we discovered that this assumption 
was not correct. The study subjects 
were children born to women at
tending two family medical centers 
in Southern Ontario.

Birthweight was recorded in pa
tient records at the time of the in
fant’s first visit, usually at ages two 
to six weeks. In many instances, 
birthweight obtained from records 
at the medical center did not agree 
with the birthweight from hospital 
records. We report these discrep
ancies to alert clinicians and re
searchers to the possibility of er
rors in birthweight.

Birthweight was not recorded on 
the chart at the medical center for 
13.4 percent (51 of 382) of the chil
dren. For the remaining 331 chil
dren, birthweight was recorded pri
marily using metric units on hos
pital charts and imperial units on 
center records.

Recorded weights from the two 
sources were equal for 63 children

(19 percent). Sixty-four percent 
(213) of the weights were within 
28 g (rounding error in the conver
sion from metric to imperial units).

In 28 cases (8.5 percent), how
ever, center birthweights exceeded 
hospital birthweights by 29 to 570 
g; for 18 infants this difference was 
more than 114 g. For 27 children 
(8.2 percent) hospital birthweights 
were 35 to 1,074 g higher than cen
ter birthweights; the difference was 
over 114 g for 17 of these cases.

Birthweight recorded on the 
child’s chart is frequently obtained 
by asking the mother. Thus, three 
explanations are possible for ob
served differences in weights. 
First, patient recall may be poor. 
Second, the m other may be misin
formed. Finally, there may be an 
incorrect transform ation from met
ric to imperial units.

Patient recall may be the most 
important source of error for the 
cases in which hospital birth
weights were more than 28 g over 
center birthweights. The mother 
may recall the discharge weight of 
the child rather than the birth
weight.

There were 35 cases with an ab
solute difference in excess of 114 g 
(4 oz) between center and hospital 
birthweights. Physicians and re
searchers using birthweight as a 
baseline measurement in the as
sessment of child growth are ad

vised to obtain the data from hospi
tal records or discharge summaries 
rather than rely on patient records.

Susan E. Evers, PhD 
Southwest M iddlesex Health 

Centre 
M ount Bridges 

and
Martin Bass, MD, M Sc  

Department o f  Family Medicine 
University o f  Western Ontario 

London, Ontario
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Behavioral Science in Family 
Practice
To the Editor:

In his August editorial, “ Public 
Perceptions of Psychosocial Prob
lems and Roles of the Family Phy
sician”  (J Fam Pract 15:225, 1982), 
Geyman calls for a “ reassessm ent” 
of current behavioral sciences 
training in family practice residen
cies. Specifically, he advocates 
continuing “ broad content” areas 
while limiting training in skills such 
as crisis intervention and brief 
counseling. In support of this, he 
cites articles which show that many 
patients do not perceive the family 
physician as a major resource for 
treating psychosocial ills.

Reflecting on these studies, 
Geyman then calls for a “ more 
limited” role for the family physi
cian in dealing with some such 
problems. While maintaining sensi
tivity to psychosocial issues, he 
argues, the family physician may 
be less involved in the actual man
agement of some of the problems. 
A “ more realistic” approach might 
be for family physicians to work
Continued on page 461
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Pediazole
erythromycin ethylsuccinate 
ana sulfisoxazole acetyl 
for oral suspension
BRIEF SUMMARY:
Please see package enclosure for fu ll prescribing information.

it of ACUTE OTITIS MEDIA in children caused by susceptible strains

ansitivity to either erythrom ycin or sulfonamidesKnown hypersensitivity to euner erym 
infants less than 2 months of age 
p -nancy at term and during the nursing period, because sulfonamides pass 

into the placental circulation and are excreted in human breast milk and may 
Muse kermcterus in the infant.

' 1 S T Pregnancy (SEE ALSO: CONTRAINDICATIONS): The sale use o t eryth- 
rnmvcin or sulfonamides in pregnancy has not been established The teratogenic 
nntential of most sulfonamides has not been thoroughly investigated in either 
animals or humans However, a significant increase in the incidence of cleft 
naiateand other bony abnormalities of offspring has been observed when certain 
sulfonamides of the short, intermediate and long-acting types were given to 
pregnant rats and mice at high oral doses (7 to 25 times the human therapeutic

^Reports of deaths have been associated w ith sulfonamide adm inistration from  
hvoersensitivity reactions, agranulocytosis, aplastic anemia and other blood 
dvscrasias The presence of clinical signs such as sore throat, fever, pallor, 
ourpura or jaundice may be early indications o f serious blood disorders. Com- 
oiete Blood counts should be done frequently in patients receiving sulfonamides. 
v jbe frequency of renal complications is considerably lower in patients receiv- 
mnlhe most soluble sulfonamides such as sulfisoxazole. Urinalysis with careful 
microscopic examination should be obtained frequently in patients receiving 
sulfonamides 
Precautions
Erythromycin is principally excreted by the liver. Caution should be exercised in 
administering the antibiotic to patients with impaired hepatic function. There 
have been reports of hepatic dysfunction, with or w ithout jaundice occurring in 
patients receiving oral erythromycin products.

Recent data from studies of erythrom ycin reveal that its use in patients who 
are receiving high doses of theophylline may be associated with an increase of 
serum theophylline levels and potential theophylline tox ic ity . In case of theophyl
line toxicity and or elevated serum theophylline levels, the dose of theophylline 
should be reduced while the patient is receiving concomitant erythromycin
inemyy

Surgical procedures should be performed when indicated.
Sulfonamide therapy should be given w ith  caution to patients w ith  impaired 

renal or hepatic function and in those patients with a history of severe allergy or 
bronchial asthma. In the presence of a deficiency in the enzyme glucose-6- 
phosphate dehydrogenase, hemolysis may occur. This reaction is frequently 
dose-related. Adequate fluid intake must be maintained in order to prevent 
crystalluria and renal stone formation.
Adverse Reactions
The most frequent side effects of oral erythrom ycin preparations are gastrointes
tinal. such as abdominal cramping and d iscom fort, and are dose-related. 
Nausea, vomiting and diarrhea occur infrequently w ith  usual oral doses. During 
prolonged or repeated therapy, there is a possib ility o f overgrowth of nonsuscep- 
tible bacteria or fungi. If such infections occur, the drug should be discontinued 
and appropriate therapy instituted. The overall incidence of these latter side 
effects reported for the combined administration o f erythrom ycin and a sul
fonamide is comparable to those observed in patients given erythrom ycin alone. 
Mild allergic reactions such as urticaria and other skin rashes have occurred. 
Serious allergic reactions, including anaphylaxis, have been reported with 
erythromycin

The following untoward effects have been associated w ith  the use o f 
sulfonamides:
Blood dyscrasias. Agranulocytos is , aplastic  anemia, th rom bocytopen ia , 
leukopenia, hemolytic anemia, purpura, hypoprothrombinemia and methemo
globinemia.
Allergic reactions: E rythema m u ltifo rm e  (S tevens-Johnson syndrom e), 
generalized skin eruptions, epidermal necrolysis, urticaria, serum sickness, 
pruritus, exfoliative dermatitis, anaphylactoid reactions, periorbita l edema, 
conjunctival and scleral in jection, photosensitization, arthralgia and allergic 
myocarditis.
Gastrointestinal reactions: Nausea, emesis, abdominal pains, hepatitis, diarrhea, 
anorexia, pancreatitis and stomatitis.
C N S. reactions Headache, peripheral neuritis, mental depression, convulsions, 
ataxia, hallucinations, tinnitus, vertigo and insomnia.
Miscellaneous reactions: Drug fever, chills and toxic nephrosis w ith o liguria or 
anuria. Periarteritis nodosa and L.E. phenomenon have occurred.

The sulfonamides bear certain chemical sim ilarities to some goitroaens, 
diuretics (acetazolamide and the thiazides) and oral hypoglycemic agents. Goiter 
production, diuresis and hypoglycemia have occurred rarely in patients receiving 
sulfonamides. Cross-sensitivity may exist with these agents.

Rats appear to be especially susceptible to the goitrogenic effects of sul
fonamides. and long-term administration has produced thyroid malignancies in 
the species.
Oosage and Administration
PEDIAZOLE SHOULD NOT BE ADMINISTERED TO INFANTS UNDER 2 MONTHS 
OF AGE BECAUSE OF CONTRAINDICATIONS OF SYSTEMIC SULFONAMIDES IN 
THIS AGE GROUP
For Acute Otitis Media in Children: The dose of Pediazole can be calculated based 
on the erythromycin component (50 mg/kg/day) or the sulfisoxazole component 
(150 mg. kg day to a maximum of 6 gday). Pediazole should be administered in 
equally divided doses four times a day for 10 days. It may be administered 
without regard to meals.

The following approximate dosage schedule is recommended for using 
Pediazole:
Children: Two months of age or older.
Weight Dose— every 6 hours
Less than 8 kg 

(less than 18 lb)
8 kg (18 lb)

16 kg (35 lb)
24 kg (53 lb)
Oier 45 kq (over 100 lb)

Adjust dosage by 
body weight 

Vi teaspoonful (2.5 ml)
1 teaspoonful (5  ml)
1'/2 teaspoonfuls (7.5 ml)
2 teaspoonfuls (10 ml)

How Supplied
toliazole Suspension is available for teaspoon dosage in 100-ml (NDC 0074- 
2 - 1 3 ) ,  150-ml (NDC 0074-8030-43) and 200-m l (NDC 0074-8030-53) 
ootties. in the form of granules to be reconstituted with water. The suspen
sion provides erythromycin ethylsuccinate equivalent to 200 mg erythrom ycin 
acuv.ty and sulfisoxazole acetyl equivalent to 600 mg sulfisoxazole per tea
spoonful (5 ml).

R O S S  L A B O R A T O R I E S
COLUMBUS. OHO ^3216 
Division of A b b o tt Laboratories, usa

B448/2801
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more closely with a psychologist or 
social worker in selected cases.

As a family physician already 
practicing closely with a family 
therapist, I applaud the latter sug
gestion. But I object to Geym an’s 
argument, for it may be used to 
downgrade the impact of the behav
ioral sciences on our still-develop
ing discipline.

Patients’ attitudes do not exist in 
a vacuum. They emerge in re
sponse to social forces, not the 
least of which (when it comes to 
medical care) being the physician’s 
own attitude.

Traditionally, physicians have 
rejected a psychosocial perspec
tive, a fact which contemporary 
family medicine is earnestly chal
lenging through its concern with 
the broader dimensions of illness 
and illness behavior.

Because patients’ attitudes are 
shaped by traditional medicine, one 
would expect them to look else
where for treatm ent for their psy
chological problems. Most patients 
today have been urged to seek out 
specialist care for each problem. 
But to use such attitudes as a basis 
for re-examining the role of the be
havioral sciences in family medi
cine is circular reasoning. It as
sumes that because such attitudes 
exist, they somehow ought to exist 
and cannot be changed.

Clearly, patients’ attitudes can 
be molded. One might argue in
stead, then, for further efforts by 
family medicine to educate the 
public about its field’s potential.

The family physician’s role may 
not require “ sharper definition’’ 
now. This role appears to be in 
considerable evolution; the field 
simultaneously embraces older 
family physicians and younger 
ones, those who do surgery and

those who do not, those who coun
sel and those who do not, and so 
on. Rather than curtail behavioral 
science training, it might be wiser 
to recognize what is in fact already 
happening: Different schools are 
developing programs that empha
size different aspects of family 
medicine. Some deal more with 
psychosocial issues, some less. Let 
young physicians choose the ap
proach that most appeals to them. 
The field will thus evolve. Geyman 
seems to be pressing for premature 
closure to a highly controversial 
question: the role of behavioral in
sight in the development of family 
practice.

Michael L. Glenn, MD  
Everett Family Practice, Everett, 

and Department o f  Family and  
Community Medicine 

University o f  M assachusetts 
Medical School 

Worcester, M assachusetts

Educational Pelvic 
Examination
To the Editor:

I, too, am a woman physician 
and found Dr. Leonie Gordon’s let
ter to the editor (Educational pelvic- 
examination, letter. J  Fam Pract 
15:410, 1982) offensive. I totally 
disagree with the objections she 
raised to the article by Dr. Gabriel 
Smilkstein, “ The Educational Pel
vic Exam ination” (J Fam Pract 13: 
932, 1981).

Patient education is not inappro
priate. Her concerns that patients 
would be em barrassed and have 
more anxiety than usual are un
founded. Furtherm ore, her state
ment that “ the educational pelvic 
examination is probably non-cost- 
effective, time consuming, and in
appropriate” is also unfounded.

A former resident at the Uni-
Continued on page 464
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Diet&
Diabinese
[chlorpropamide]

Tablets 100 mg and 250 mg

A proven regimen... 
continue it with 
confidence.
BRIEF SUMMARY
DIABINESE* (ch lorpropam ide) Tablets
C o n tra ind ica tions : D iabinese is not indicated in 
p a tien ts  hav ing  juve n ile  o r g row th-onset d iabetes melli- 
tus, se vere  o r unstable  “b rittle ”  d iabetes, and diabetes 
co m p lica ted  by ketosis and acidosis, d iabetic coma, 
m a jor surgery, severe  infection, o r severe  traum a. 
D iabinese  is contra ind icated during pregnancy. Serious 
consideration  should  be g iven to  the  potentia l hazard  o f 
its use in wom en of ch ildbearing age  w ho m ay becom e 
pregnant.
D iabinese  is contra ind icated in patients w ith  serious 
im pairm ent o f hepatic, renal, o r thyroid  function. 
Precautions: Use ch lorpropam ide w ith caution w ith b ar
b itura tes, in patients w ith Addison 's d isease or in those 
ingesting: a lcohol, antibacterial su lfonam ides, th iazides, 
phenylbutazone, sa licylates, probenecid, d icoum aro l or 
M AO  inhibitors. Adequate  d ie tary  intake should  be 
assured in a ll patients using D iabinese.
W arnings: DIABINESE (C H LO R PR O PAM ID E)
SH O ULD NO T BE USED IN JU V E N ILE  D IA BE TE S  OR 
IN D IABETES CO M PLIC ATED  BY A C ID O SIS , COMA, 
SEVERE IN FECTIO N, M AJO R  S U R G IC AL P R O C E
DURES, SEVERE TR AU M A, SEVER E DIARRHEA, 
NAUSEA AND VOM ITIN G, ETC. HERE. INSULIN  IS 
INDISPENSABLE.
HYPOGLYCEM IA, IF IT O C C U R S, MAY BE PR O 
LONGED. (SEE AD V ER SE  R EAC TIO N S.) IN 
INSTANCES O F C O N C O M ITAN T USE W ITH  INSULIN, 
PATIENTS S H O U LD  BE C AREFULLY M O NITO RED. 
Adverse Reactions: Usually dose-re lated  and generally  
respond to  reduction or w ithdrawal o f therapy. Generally 
transient and not o f a serious nature  and include ano
rexia, nausea, vom iting  and gastro intestina l into lerance; 
w eakness and paresthesias.
Certa in  untow ard reactions associa ted w ith id iosyncrasy 
or hypersensitiv ity  have occasionally occurred, including 
jaundice, skin e ruptions rarely progressing to  erythem a 
m ultiform e and exfo liative  derm atitis , and probably 
depression o f form ed e lem ents o f the  blood. They occur 
characteristica lly  during the  first six w eeks o f therapy. 
W ith a  few  exceptions, these m anifestations have been 
mild and readily reversible  on the  w ithdraw al o f the drug. 
The m ore severe m anifestations m ay require  o ther the r
apeutic m easures, including corticoste roid  therapy. 
D iabinese should be d iscontinued prom ptly when the 
deve lopm ent o f sensitiv ity  is suspected.
Jaundice has been reported, and is usually prom ptly 
reversible on d iscontinuance o f therapy. TH E O C C U R 
RENCE OF PR O G R ESSIVE  ALKALIN E P H O SPH A
TASE ELEVATION S H O U LD  SU G G E S T THE PO SSI
B IL ITY  O F  INCIPIENT JAUNDICE AND  CO NSTITU TES 
AN INDICATION FOR W ITHD RAW AL OF TH E DRUG. 
Leukopenia, throm bocytopenia  and m ild anem ia, which 
occur occasionally, are generally  benign and revert to 
norm al, follow ing cessation o f the  drug.
C ases o f aplastic anem ia and agranulocytosis, generally 
s im ilar to blood dyscrasias associa ted w ith  o ther sulfo- 
nylureas, have been reported.
BEC AU SE OF THE PR O LO N G ED  HYPOGLYCEM IC 
AC TIO N  OF D IABINESE, PATIENTS W H O  BEC OM E 
HYPOGLYCEM IC DUR IN G  TH ER APY W ITH THIS 
DRUG REQ UIRE CLO SE SU P ER VIS IO N  FO R A  M IN I
M UM  PER IO D  O F 3 TO  5 DAYS, during which tim e fre
quent feed ings o r g lucose  adm in istration  are  essential. 
The anorectic patient or the pro found ly hypoglycem ic 
patient should be hospita lized.
Rare cases o f phototoxic reactions have been reported 
Edem a associa ted w ith hyponatrem ia has been infre
quently reported. It is usually readily reversible  when 
m edication is discontinued.
Dosage: The tota l daily  dosage  is generally  taken at a 
s ingle tim e  each m orn ing w ith breakfast. Occasionally, 
cases o f gastro intestina l in to lerance m ay be relieved by 
d ivid ing the  daily dosage. A  LOADING  OR PRIM ING 
D O SE IS N O T N E C ESSAR Y AN D  S H O U LD  N O T BE 
USED. The mild to  m oderately severe, m iddle-aged 
stab le  d iabetic should be  started  on 250  m g daily. 
Because the geria tric  d iabetic patient appears to  be 
m ore sensitive  to  the hypoglycem ic e ffect o f su lfonyl
urea drugs, o lder patients should be  started  on sm aller 
am ounts  o f Diabinese, in the  range o f 100 to  125 mo 
daily. 3
A fte r five  to seven days fo llow ing initiation o f therapy, 
dosage  m ay be adjusted upw ard o r dow nw ard in incre
m ents o f 50 to  125 m g at inte rva ls o f th ree  to five  davs 
PATIENTS W H O  DO  N O T R ESPO N D  CO M PLETELY ’ 
TO  500  MG DAILY W ILL USUALLY NO T R ESPO ND TO 
H IG H ER  D O SES. M a intenance d oses above 750 mq 
daily should  be avoided.
S u p p ly : 100 mg and 250  mg, blue, “D -shaped, scored 
tablets.

More detailed professional information available 
request. on

L A B O R A T O R I E S  D IV IS IO N
PFIZER INC

Leaders in Oral Diabetic Therapy
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versity of Iowa Department of 
Family Practice, Dr. Ronald Feld- 
mann, conducted a research proj
ect in his third year of residency to 
address some of these issues. In 
short, he found (1) no significant 
difference in relaxation or comfort 
level between the control and study 
groups; (2) the educational pelvic 
examination took about 1.25 min
utes longer than the routine pelvic 
examination; (3) physician-patient 
communication was greater in the 
study group as reflected by more 
questions asked and answered dur
ing the examination; and (4) most 
women in the study group wanted 
to use a hand-held mirror during fu
ture examinations and all would 
recommend it to a friend.

Ignorance is not bliss. Patient 
education should be encouraged in 
all aspects of medicine, including 
the pelvic examination.

Ramona E. Johnson, MD 
Western Medical Center 

Family Practice Residency 
Training Program 

Santa Ana, California

Telephone Prescriptions
To the Editor:

In their article, “ Patient Care 
Telephone Calls Received in Fam
ily Practice Offices,” Jackie McGee 
Brown et al (J  Fam Pract 14:527, 
1982) document once again the ex
tensive use physicians make of the 
telephone in handling drug pre
scriptions. Research indicates that 
from 7 to 11 percent of all prescrip
tions to adults are issued via the 
telephone. For children the range is 
even higher, 10 to 29 percent.1 This 
seems to be unique to North Amer
ican medicine, as comparable fig
ures from European centers are 
much lower.

Although Brown et al did not 
mention which drugs were pre. 
scribed or renewed over the tele
phone in their study, in a paper 
published in this journal in 1980,21 
found evidence that the most com
mon telephone repeat prescriptions 
were for psychotropic drugs. This 
class of drugs represented 27 per
cent of all telephone prescription 
renewals, but only 14 percent of 
office prescriptions. Furthermore, 
the recipients of these prescriptions 
were demographically distinct in 
that they were more likely to be fe
male patients, have more psycho
social problems, and were viewed 
by the prescribing physician in a 
significantly more negative light 
than a group of patients receiving 
prescriptions in the office. This 
raises serious questions about the 
desirability and appropriateness of 
repeat telephone prescriptions. It 
suggests that some of these are 
symptomatic o f a compromised 
physician-patient relationship.

Brown et al indicate in their 
study that 80 percent of the calls 
handled by the clinical phamacist 
were for prescription repeats. They 
mention that a follow-up office visit 
was recommended in about one 
half of all medication-related calls, 
but no mention is made of the level 
of compliance with this request 
Under these circum stances it 
would seem to me that, in the inter
ests of high-quality medical care, 
the role of the clinical pharmacist in 
handling telephone repeat prescrip
tions must, at least, be clearly de
fined and, at best, be very limited.

Thomas R. Freeman 
Woodstock, Ontario
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