Certification of Added Qualification in Geriatrics:
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O n April 20, 1988, a new examination was admin-
istered to test for competency in geriatrics. Successful
examinees will be given a “certificate of added qualifica-
tions,” a name that specifically implies an added skill
rather than a subspecialty status. To be eligible for the
examination, candidates must be certified by the American
Board of Internal Medicine or the American Board of
Family Practice. The examination is the same for both
specialties.

This new certification raises certain questions. Is it
mainly intended as an academic title, for example, or will
it be advantageous for practicing physicians to hold this
certification? Will those certified be more employable in
sore spheres? Will physician selection by patients be in-
fluenced? Will certain faculty members be encouraged by
theirchairman to sit for this examination, and if so, which
faculty members?

Toobtain the viewpoints ofacademic leaders about such
questions, the opinions ofdepartment chairmen oftraining
programs were gathered by questionnaire and are reported

METHODS

Aquestionnaire was developed to obtain information rel-
aive to the certification examination in geriatrics. The
questionnaire was pre-tested by 20 family medicine and
internal medicine faculty at the University of Utah School
of Medicine. After using their suggestions, a revised ques-
tionnaire was sent to all US family medicine (n = 378)
and internal medicine (n = 441) program chairmen in
October 1987. The survey was anonymous but coded so
that nonrespondents could be sent another survey. A sec-
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ond mailing was conducted in December 1987. The 12
items on the questionnaire were either of the yes-no or
Likert scale-type, and comments were encouraged.

RESULTS

Surveys were received from 335 (89 percent) family med-
icine programs and 296 (67 percent) internal medicine
programs. Almost all responding family medicine chair-
men reported receiving information about the certificate
of added qualifications (94 percent); proportionally fewer
internal medicine chairmen reported receiving such in-
formation (79 percent). Ofthose family medicine and in-
ternal medicine chairmen who alleged receiving such in-
formation, fewer than one half felt it was adequate to help
them make plans for their educational programs (family
medicine: 31 percent adequate, 10 percent very adequate;
internal medicine: 19 percent adequate, 8 percent very
adequate).

Based on their present understanding, just over one half
ofthe family medicine chairmen thought that adding this
certificate was a positive contribution to medicine (39
percent positive, 15 percent very positive). One fourth
thought it was a negative contribution (16 percent negative,
9 percent very negative), and one fifth thought it was neu-
tral (21 percent). About the same proportion ofthe internal
medicine chairmen thought the certificate was a positive
contribution (36 percent positive, 12 percent very positive).
One fifth thought it was negative (12 percent negative, 7
percent very negative), and one third, neutral (33 percent).

By and large, family medicine and internal medicine
chairmen view the credential as much more important to
faculty than to private practitioners; however, family
medicine chairmen are more likely to encourage their own
faculty to take the examination (82 percent) than internal
medicine chairmen (55 percent). Ofthose family medicine
chairmen who plan to encourage faculty to take the ex-
amination, 32 percent plan to select one faculty member
with special interest in geriatrics, and 36 percent plan to
select two or more faculty with special interest. Others
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(15 percent) plan to encourage all faculty, and 18 percent
plan to take a “wait and see who chooses it” strategy. Of
the internal medicine chairmen who plan to encourage
faculty, 23 percent plan to select one person, 55 percent
two or more, 9 percent everyone, and 13 percent plan to
use the “wait and see” strategy.

In general, one half of the chairmen would be inclined
to hire someone with the certificate over someone without
it, assuming other qualifications are equal (family medi-
cine: 41 percent yes, 9 percent strongly yes; internal med-
icine: 34 percent yes, 11 percent strongly yes). Neither
group, however, thought that generalists would prefer to
refer a patient to a holder of the certificate over a subspe-
cialist who deals with the patient’s problem (family med-
icine: 17 percent yes, 2 percent strongly yes; internal med-
icine; 22 percent yes, 1 percent strongly yes). Moreover,
neither group strongly felt that certification would have
an impact upon physician selection by patients (family
medicine; 17 percent yes, 2 percent strongly yes; internal
medicine; 22 percent yes, 2 percent strongly yes). Finally,
neither group thought that the certificate of added quali-
fications would become ofequal importance to other sub-
specialty boards (family medicine: 11 percent yes, 52 per-
cent no, 37 percent don’t know; internal medicine: 11
percent yes, 53 percent no, 36 percent don’t know).

DISCUSSION

A divergence of opinion about the certification was found.
There was even divergence about whether adequate infor-

688

mation was received about the examination, with just un-
der one half of respondents feeling the information was
adequate.

While the majority of respondents did not feel that the
certification is highly important, about one half reported
that for a teaching position they would hire a person hold-
ing the certificate over a person not holding the certificate
if other qualifications were equal.

There is not an overwhelming feeling that this certifi-
cation is a positive step. It would be interesting (though
not possible from this study) to know whether chairmen
with strong programs in geriatrics tend to feel that the
step is positive. None of the comments on the question-
naire was enlightening about why the respondent did not
feel this step to be positive.

Whatever else may be an outcome of this examination,
it is fairly certain that the content of geriatrics as an ac
ademic discipline will become better defined. The content
of the examination, whatever that may be, will be likely
to have a strong influence on curriculum planning ad
content topics, probably bringing greater uniformity
among programs in what is felt to be geriatrics. Program
planners will have a focus for the teaching of geriatrics-
that focus will be to prepare learners for the examination.
It is likely that the rate of success of trainees on the ex
amination will implicitly become a measure ofthe success
of any given training program, an outcome that will justify
the existence of the certificate.

Ifgreater uniformity among programs and ease ofplan-
ning a curriculum are outcomes of this certification ex
amination, those benefits probably will justify the effot.
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BOOK REVIEWS

Family Medicine: The Maturing of a
Discipline.  William J. Doherty,
Charles E. Christianson, Marvin B.
Sussman, (eds.). The Haywood Press,
New York, 1987, 236 pp., $34.95.

The stated purpose of this book is
to judge the progress the field of fam-
ily medicine has made in the past two
decades. To accomplish this task the
editors have assembled a large group
of authors to “assess the major issues
in family medicine.” Issues addressed
include education, research, the con-
sumer’s perspective, alternative health
care movements, and several chapters
evaluating the field of family medi-
cine overall. Unfortunately, impor-
tant clinical and economic issues re-
ceive little attention.

As could be expected, given the
long list of authors, chapters in this
book vary tremendously in quality.
Unfortunately, many of the authors
simply state their ideas and desires on
how family medicine should develop
without the benefit of a thorough
analysis ofthe data that are available.
Others base their analysis on super-
ficial genetic or familial analogies that
are also not based on a thorough data
analysis. Although many of the au-
thors are able to identify the critical
tensions within the area they ana-
lyzed, there is little coherent synthesis
ofthose tensions into a firm statement
on where family medicine is currently
and where we ought to be heading in
the future. In addition, at the end of
the book, after all the various issues
have been addressed, no attempt is
made to tie together all the various
themes into overall conclusions on
the development of family medicine.
Finally, many portions of the book
are redundant, and illustrations are
few and of poor quality.

Several chapters deserve special
mention. Dougherty, Baird, and
Becker’s chapter on the biopsycho-
social model’s integration into the
practice of family medicine is a true
gem. Culpepper and Becker’s analysis
of family medicine research is simi-
larly well-grounded in data and offers
the reader a meaningful analysis of
the status of family medicine research.
Lastly, Cogswell, Aluise, Shahady,
and Thomas’s chapter on family
medicine from the consumer’s per-
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spective reminds family physicians
that they are not so closely in touch
with consumer’s needs as they might
assume, supporting that conclusion
with data and a meaningful analysis.

In summary, this book does not
subject the field of family medicine
to the kind of penetrating analysis that
Paul Starr performed on the entire
field of medicine in his book entitled
The Social Transformation ofAmer-
ican Medicine. Rather than being a
competent reflection upon the field
of family medicine based on the data
and experience we have accumulated
over the past 20 years, this book often
only offers the reader a series of
truisms and weak analogies. Thus, al-
though this book may prove useful to
academic family physicians who may
find the chapters on research and ed-
ucation useful, the book will probably
not be useful to family physicians in
general or members ofthe public who
wish to gain an understanding of
family medicine.

Mark B. Mengel, MD, MPH
University of Oklahoma
Oklahoma City

Primary Care of Cancer. Edward A.
Mortimer, Jr. (ed), Joseph Robinson,
Stephen H. Smookler (assoc eds).
Case Western Reserve University
School ofMedicine, Cleveland, 1987,
195 pp., $15 (paper).

This short, very readable text is in-
tended for a wide audience, from the
medical student and primary care
resident to the practicing primary care
health provider. It is divided into 29
chapters, each of which describes a
specific type of neoplasm, beginning
with the urinary bladder and ending
with Wilm’s tumor.

Each chapter is subdivided into
approximately ten segments, which
include a general description, epide-
miology and risk factors, etiology,
prevention, screening, symptoms and
signs, diagnostic tests, treatment,
prognosis and post-treatment follow-
up. Each chapter describes the appro-
priate staging nomenclature. The
chapters are only a few pages in length
and the printing is large. Exceptional
effort is made to provide a concise

overview ofeach topic without getting
bogged down in specifics. The fird
chapter covers home care of the te-
minally ill patient. There are fivegen+
eral references in the appendix.

The book appears to meet the et
itor’s objectives quite adequately, not
as an exhaustive text, but as a brief
overview of the 30 most commonly
reported malignancies, with specia
emphasis on screening, prevention,
diagnosis, and team management. It
should prove to be a handy supple-
ment to any medical library.

Robert L. Bass, MD
University ofNebraska
Medical Canter

Omeha

Nutritional Influences on Illness: A
Sourcebook of Clinical Research,
Melvyn R. Werbach. Third Lire
Press, Tarzana, California, 198748
pp., $49.95. ISBN 0-9618550-0-2.

When used as intended by the ar
thor, this hardbound reference will e
of great value to the family physician
who isinterested in using appropriate
and safe nutritional therapy. dini-
cians frequently refrain from pre
scribing nutritional therapy becase
of the confusion that results fram
contradictory studies and philosoph-
ical differences among leaders inte
field of clinical nutrition. In this vo-
ume Dr. Werbach presents a practi-
cal, disease-oriented, balanced gice
to research on 92 common disesss,
Each chapter presents a series of
statements concerning a specific ds-
ease and nutrients relevant to tet
disease, with each statement folloaed
by selected abstracts from the litera
ture either substantiating or refuting
it. This presentation allows the di-
nician to make decisions about rn+
trition therapy based on the strength
of the scientific evidence.

The volume also contains farly
good sections in an appendix includ-
ing “Common Nutritional Deficien-
cies,” “Dangers of Nutritional 9p
plementation,” “Guidelines ©
Nutritional Supplementation,
“Laboratory Methods for Nutritional
Evaluation,” “Nutrient Bioavailabil-
ity and Interactions,” and “Syf
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dromes due to Abnormal Tissue Nu-
trient Levels.”

What makes this book particularly
valuable is its organization by specific
disease and its succinct review of the
literature. The author makes several
suggestions for the appropriate use of
thisbook in deciding the value of nu-
tritional interventions compared with
ather therapeutic options. Practicing
family physicians and family practice
residents could use this book in mak-
ingsuch therapeutic decisions, while
medical students and allied health
professionals would find this to be a
valuable educational resource. As
with most nutrition resources, it will
keimportant for the author to update
this sourcebook frequently if it is to
remain relevant and useful.

Ronald Arlo Kahn, MD
Little Rock, Arkansas

Tre Care of Patients: Perspectives
ad Practices. Mack Lipkin. Yale
University Press, New Haven, 1987,

235pp., $10.95 (paper). ISBN 0-300-
03771-6.

When the original edition of this
book was published in 1974,1would
haveapplauded its stirring and ideal-
iic wisdom about humane and
compassionate personal medical care.
Tremedical world was reveling in a
biotechnological orgy that discounted
treimportance of psychosocial forces
inthe etiology, diagnosis, and treat-
ment of suffering and illness. The de-
velopment of family practice was in
itsearly stages, its future unclear. This
book, with its emphasis on “the im-
portance of humanistic qualities in
tre relationship between physician
ad patient,” would have served as a
guice for medical students and resi-
dents pursuing a counterprevailing
Professional value system.

Now, 15 years later, the book is no
es wise, but the environment has
ehanged. Biomedical reductionism
continues, but compassionate, per-
sorl medical care exists, albeit in
iess-than-adequate quantities. Family
Practice is a thriving and established
specialty that has as its raison d’etre
he practice of comprehensive and
compassionate personal medical care,

ousands of family practice resi-

dency graduates practice Dr. Lipkin’s
advice on a daily basis. Compelling
importance of caring and compas-
sionate concern has not influenced all
of medicine, but strong role models
and training programs exemplifying
this ideal are readily available to those
students and residents who seekit. Dr.
Lipkin’s message, once unconven-
tional and controversial, is now
widely accepted, if not always dem-
onstrated, by mainstream medical
practice.

This book can be recommended to
medical students as a wise and schol-
arly discussion of the subtleties, rich-
ness, and power of the physician-pa-
tient relationship, but a month spent
with a wise and scholarly family phy-
sician would be a more powerful ed-
ucational experience.

Thomas Schwenk, MD
University ofMichigan
Medical School

Ann Arbor

Dear Doctor, A Personal Letter To A
Physician. Charles E. Odegaard, The
Henry J. Kaiser Family Foundation,
Menlo Park, California, 1986, 172
pp., $3 (paper).

Dear Dr. Odegaard,

Since your book was written as a
personal letter, | would like to re-
spond in the same spirit. My forma-
tive years in medicine were spent at
your great university. At the time you
were president, | was too junior to
think of communicating with anyone
in authority, let alone the president,
on any issue of substance. Now that
I have been asked to review your book
for the mainjournal in my discipline,
I would like to summon the courage
to answer your letter.

| believe that your book (with the
exception of Appendix 1) should be
read by family practice faculty mem-
bers and by practicing family physi-
cians. Selected parts of it would be
useful for students and residents.
Strangely, first-year students appear
to be the most open and would be
most receptive to your book. Es-
pecially recommended are your 1952
address to the American Council of
Learned Societies and your chapter
entitled “Rise of Heresy.” You might
be interested to know that for many
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years at the University of Washington
while teaching the Introduction to
Clinical Medicine course to freshmen
medical students (during your ten-
ure), we had a session given by one
of the professors of Comparative Lit-
erature. This was always my personal
favorite, though the students were
generally split (between Flexnerians
and post-Flexnerians?).

Ofgreat interest was your critique
ofthe GPEP report. You pointed out
it was regrettable that GPEP did not
more explicitly and vigorously invite
debate on the personal qualities, val-
ues, and attitudes appropriate to phy-
sicians. This startled me and made me
go back and review GPEP. | was also
envious of the attention given to the
Board of Internal Medicine’s Guide
to Awareness and Evaluation ofHu-
manistic Qualities in the Internist. |
particularly enjoyed the recounting of
your personal conversations with
Flexner.

You called for acceptance by phy-
sicians ofthe need to broaden the base
to include at least from the humani-
ties and social sciences knowledge
about “(1) man’s social and personal
life relevant to disease and illness in
the presenting patient, (2) an ex-
panded rational analysis of the doc-
tor-patient relationship, and (3) eth-
ical issues in medicine.” This speaks
very clearly to family medicine and
provides one ofthe best statements of
the intellectual underpinning of our
discipline that I have seen.

I will admit that the article in the
appendix by Schwartz and Wiggins
confused me. However, the historical
perspective, your explanation of
Flexnerian and post-Flexnerian
thought, and the philosophy of inter-
weaving the humanities and social
sciences with biologic medicine rang
true. Our own department is in the
process of creating a Division of Hu-
manities and Education.

Thank you for taking the trouble
to write this book. | believe members
of our discipline will learn from it.

With best regards,

Sincerely,

Charles Kent Smith, MD
Eastern Virginia Medical School
Norfolk

697



CLASSIFIED

Classified correspondence should be addressed to: Classified Advertising Department, Appleton
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POSITIONS AVAILABLE

NEW YORK

Join TSG as a full-time or part-time emergency
physician. With 10 years experience, TSG offers
the expertise you need to plan your future. Career
stability, flexible hours, highest rate paid, full li-
ability coverage, incentive programs, many lo-
cations. Send us your resume or call today: 9am-
9pm, seven days a week. TRAUMA SERVICE
GROUP, P C. Suite 114, Scott Plaza Two, Phila.,
PA 19113; (215) 521-5100; Outside PA 800-
TRAUMA-6.

POSITIONS AVAILABLE

PENNSYLVANIA

Join TSG as a full-time or part-time emergency
physician. With 10 years experience, TSG offers
the expertise you need to plan your future. Career
stability, flexible hours, highest rate paid, full li-
ability coverage, incentive programs, many lo-
cations. Send us your resume or call today: 9am-
9pm, seven days a week. TRAUMA SERVICE
GROUP, P.C. Suite 114, Scott Plaza Two, Phila.,
PA 19113; (215) 521-5100; Outside PA 800-
TRAUMA-6.

Florida East Coast.

There is an excellent opportunity for an energetic BC/BE Family
Physician to establish a solo practice and/or help develop a “walk-
in” clinic in Sebastian, Florida. Sebastian is located on Florida’s
beautiful Atlantic coast, 12 miles north of Vero Beach and 20

miles south of Melbourne.

This position enjoys the full support of the local medical com-
munity. Humana Hospital-Sebastian, a 133-bed acute-care facility,
provides comprehensive medical/surgical services to a growing
patient population. The physicians on the medical staff repre-

sent all specialties.

Thanks to its ideal climate and location on the ocean, Sebastian
offers year-round activities in water sports, swimming, golf and
tennis. It is easily accessible to Orlando, West Palm Beach and

Miami/Ft. Fauderdale.

For more information about this attractive opportunity, call
TOLL-FREE 1-800-626-1590, or send your CV to: John Hollander,
Professional Relations, Humana Inc., Dept. E-6, 500 West Main

Street, Louisville, KY 40201-1438.

698

POSITIONS AVAILABLE

Primary Care Fellowship
University of North Carolina

Three year NIH-funded National Research Sa-
vice Award program to prepare, guide, and sup-
port fellows in family medicine, pediatrics, intema
medicine, and OB-GYN for an academic research
career. Graduates potentially eligible for Masters
in Public Health or PhD. Along with background
courses, fellows will work closely with established
UNC researcher-mentor for three years. Faniy
physician fellows will have a clinical affiliationwith
the Department of Family Medicine at UNC. The
application deadline for the program beginning
July 1989 is September 15, 1988. For futher
information please contact: Peter Curtis, MD, &
NAPCRG meeting, or Department of Fanly
Medicine CB#7595, UNC School of Medicine,
Chapel Hill, NC 27599.

Department of Family Medicine— Texas Tech
Health Sciences Center in Amarillo is seeking a
BE/BC family physician to join the faculty at As-
sistant or Associate Professor level. Experience
in clinical or academic medicine is preferred. Re
sponsibilities will include student and resident
teaching, direct patient care, and administrative
duties. Salary and benefits are competitive. Mst
be eligible for licensure in Texas. Please sed
current curriculum vitae to Karen G. Holman, M
MPH, Associate Chair, Department of Fanily
Medicine, 1400 Wallace Blvd, Amarillo, TX
79106. Texas Tech University is an EEO/AA
employer.

ALASKA

Family Practice Physician needed to work intwo-
year-old IHS service unitin a beautiful rural Alaska
setting. Opportunity to participate in providing
health care services to Bristol Bay Area residents
while seeing bush communities. Must be grad-
uate of accredited school of medicine and suc-
cessful completion of an internship program. Wi
work as part of a team of four physicians in co-
ordinating treatment and follow-up of inpatients
and outpatients. Excellent salary and benefits.
For more information contact: Personnel De
partment, Bristol Bay Area Health Corporation,
PO Box 130, Dillingham, AK 99576, or call (TO
842-5201 ext 324.
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ERYTHROMYCIN
ELAYED-RELEASE

CAPSULES,USP)

BID QID
Two 250-mg one 250-mg
capsules capsule

ERYC® (Erythromycin Delayed-Release Capsules, USP)

Before prescribing, please see full prescribing information. A Brief Summary follows

INDICATIONS AND USAGE: ERYC is indicated in children and adults for the treatment of the following
conditions:

Upper respiratory tract infections of mild to moderate degree caused by Streptococcus pyogenes
(group A beta hemolytic streptococci); Streptococcus pneumoniae (Diplococcus pneumoniae) ;
Haemophilus influenzae (when used concomitantly with adequate doses of sulfonamides, since not all
strains of Hinfluenzae are susceptible at the erythromycin concentrations ordinarily achieved). (See
appropriate sulfonamide labeling for prescribing information.)

Lower respiratory tract infections of mild to moderate severity caused by Streptococcus pyogenes
(group A beta hemolytic streptococci); Streptococcus pneumoniae (Diplococcus pneumoniae).

Respiratory tract infections due to Mycoplasma pneumoniae (Eaton's agent).

Pertussis (whooping cough) caused by Bordetellapertussis. Erythromycin is effective in eliminating the
organism from the nasopharynx of infected individuals, rendering them noninfectious. Some clinical studies
suggest that erythromycin may be helpful in the prophylaxis of pertussis in exposed susceptible individuals.

Diphtheria—As an adjunct to antitoxin in infections due to Corynebacterium diphtheriae. to prevent
establishment of carriers and to eradicate the organism in carriers.

Erythrasma-In the treatment of infections due to Corynebacterium minutissimum.

Intestinal amebiasis caused by Entamoeba histolytica (oral erythromycins only). Extraenteric amebiasis
requires treatment with other agents. Infections due to Listeria monocytogenes.

Skin and soft tissue infections of mild to moderate severity caused by Streptococcus pyogenes and
Staphylococcus aureus (resistant staphylococci may emerge during treatment).

Primary syphilis caused by Treponema pallidum. Erythromycin (oral forms only) is an alternate choice
of treatment for primary syphilis in patients allergic to the penicillins. In treatment of primary syphilis,
spinal fluid should be examined before treatment and as part of the follow-up after therapy.The use of
erythromycin for the treatment of in utero syphilis is not recommended. (See CLINICAL PHARMACOLOGY
in full prescribing information).

Erythromycins are indicated for treatment of the following infections caused by Chlamydia trachomatis:
conjunctivitis of the newborn, pneumonia of infancy, urogenital infections during pregnancy. When tetra-
cyclines are contraindicated or not tolerated, erythromycin is indicated for the treatment of uncomplicated
urethral, endocervical, or rectal infections in adults due to Chlamydia trachomatis.

Legionnaires' disease caused by Legionella pneumophila. Although no controlled clinical efficacy
studies have been conducted,//! vitro and limited preliminary clinical data suggest that erythromycin may
be effective in treating Legionnaires’ disease.

Therapy with erythromycin should be monitored by bacteriological studies and by clinical response
(See CLINICAL PHARMACOLOGY-Microbiology, in full prescribing information).

Injectable benzathine penicillin G is considered by the American Heart Association to be the drug of
choice in the treatment and prevention of streptococcal pharyngitis and in long-term prophylaxis of
rheumatic fever. When oral medication is preferred for treatment of the above conditions, penicillin G, V, or
erythromycin are alternate drugs of choice.

Although no controlled clinical efficacy trials have been conducted, erythromycin has been suggested
by the American Heart Association and the American Dental Association for use in aregimen for prophylaxis
against bacterial endocarditis in patients allergic to penicillin who have congenital and/or rheumatic or
other acquired valvular heart disease when they undergo dental procedures and surgical procedures of the
upper respiratory tract. (Erythromycin is not suitable prior to genitourinary surgery where the organisms
likely to lead to bacteremia are gram-negative bacilli or the enterococcal group of streptococci).

NOTE: When selecting antibiotics for the prevention of bacterial endocarditis the physician or dentist
should read the full joint 1984 statement of the American Heart Association and the American Dental
Association.

CONTRAINDICATION: ERYC is contraindicated in patients with known hypersensitivity to this antibiotic.
WARNING: There have been afew reports of hepatic dysfunction, with or without jaundice, occurring in
patients receiving erythromycin ethylsuccinate, base, and stearate products.

PRECAUTIONS: Caution should be exercised when erythromycin is administered to patients with
impaired hepatic function (see CLINICAL PHARMACOLOGY, in full prescribing information, and WARNING).

Erythromycin use in patients who are receiving high doses of theophylline may be associated with an
increase in serum theophylline levels and potential theophylline toxicity. In case of theophylline toxicity
and/or elevated serum theophylline levels, the dose of theophylline should be reduced while the patient is
receiving concomitant erythromycin therapy.

Erythromycin interferes with the fluorometric determination of urinary catecholamines.

Prolonged or repeated use of erythromycin may result in an overgrowth of nonsusceptible bacteria or
fungi. If superinfection occurs, erythromycin should be discontinued and appropriate therapy instituted.

When indicated, incision and drainage or other surgical procedures should be performed in conjunction
with antibiotic therapy.

Pregnancy Category B-Reproduction studies have been performed in rats, mice and rabbits using
erythromycin and its various salts and esters, at doses which were several times multiples of the usual
human dose. No evidence of impaired fertility or harm to the fetus that appeared related to erythromycin
was reported in these studies.There are, however, no adequate and well-controlled studies in pregnant
women. Because animal reproduction studies are not always predictive of human response, this drug
should be used during pregnancy only if clearly needed.

Labor and Delivery—The effect of ERYC on labor and delivery is unknown.

Nursing Mothers-Erythromycin is excreted in milk (see CLINICAL PHARMACOLOGY in full prescribing
information).

Pediatric Use-See INDICATIONS AND USAGE and DOSAGE AND ADMINISTRATION.

ADVERSE REACTIONS: The most frequent side effects of oral erythromycin preparations are gastro-
intestinal and are dose-related.They include nausea, vomiting, abdominal pain, diarrhea and anorexia.
Symptoms of hepatic dysfunction and/or abnormal liver function test results may occur (see WARNING).

Mild allergic reactions such as rashes with or without pruritus, urticaria, bullous fixed eruptions, and
eczema have been reported with erythromycin. Serious allergic reactions, including anaphylaxis have
been reported.

There have been isolated reports of reversible hearing loss occurring chiefly in patients with renal
insufficiency and in patients receiving high doses of erythromycin.

Caution: Federal law prohibits dispensing without prescription. 0696G016
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human dose. No evidence of impaired fertility or harm to the fetus that appeared related to erythromycin
was reported in these studies.There are, however, no adequate and well-controlled studies in pregnant
women. Because animal reproduction studies are not always predictive of human response, this drug
should be used during pregnancy only if clearly needed.

Labor and Delivery—The effect of ERYC on labor and delivery is unknown.

Nursing Mothers—Erythromycin is excreted in milk (see CLINICAL PHARMACOLOGY, in full prescribing
information

Pediatric) Use-See INDICATIONS AND USAGE and DOSAGE AND ADMINISTRATION.

ADVERSE REACTIONS: The most frequent side effects of oral erythromycin preparations are gastro-
intestinal and are dose-related.They include nausea, vomiting, abdominal pain, diarrhea and anorexia.
Symptoms of hepatic dysfunction and/or abnormal liver function test results may occur (see WARNING).

Mild allergic reactions such as rashes with or without pruritus, urticaria, bullous fixed eruptions, and
eczema have been reported with erythromycin. Serious allergic reactions, including anaphylaxis have
been reported.

There have been isolated reports of reversible hearing loss occurring chiefly in patients with renal
insufficiency and in patients receiving high doses of erythromycin.

Caution: Federal law prohibits dispensing without prescription. 0696G016
Distributed by
PARKE-DAVIS
Div of Warner-Lambert Co A4r,
Morris Plains, NJ 07950 PD-10-JA-4756-P-1(1-88)



hat starts off as a small lesion
Won the mouth of an immuno-
compromised patient can develop
into a serious and even life-threaten-
ing herpes simplex virus infection.1
In the compromised host, oral infec-
tion may extend opportunistically to
involve the esophagus or lungs or
may disseminate to the liver, brain,
and other organs.2Before a limited
nonlife-threatening HSV infection
has a chance to spread, prompt
recognition and treatment with
ZOVIRAX Qintment 5% can stop
viral replication, accelerate healing,
and reduce the accompanying pain.3

References: 1. Whitley R, Barton N, Collins E, et al: Mucocutaneous
herpes simplex virus infections in immunocompromised patients: A
model for evaluation of topical antiviral agents. Proceedings of a
symposium on acyclovir sponsored by Burroughs Wellcome Co. and
the National Institute of Allergy and Infectious Diseases. Am ] Med
1982;73(1A):236-240. 2. Nahmias AJ, Roizman B: Infection with
herpes-simplex viruses 1and 2 (third of three parts). N Engl] Med
1973;289:781-789. 3. Whitley RJ, Levin M, Barton N, et al: Infections
caused by herpes simplex virus in the immunocompromised

host: Natural history and topical acyclovir therapy. / Infect Dis
1984;150:323-329.

The sun can bring out cold sores *
For most, it's an annoying problem.

In the iImmunocompromised,
itcan become a deadly serious one.

IR

aclt\}/clowr
INTMENT 5%

Stops viral activity,
speeds healing

*Due to herpes simplex virus.

INDICATIONS AND USAGE: Zovirax (Acyclovir) Ointment 5% is indicated in the
management of initial herpes genitalis and in limited nonlife-threatening
cutaneous Herpes simplex virus infections in immunocompromised patients. In
clinical trials of initial herpes genitalis, Zovirax Ointment 5% has shown a
decrease in healing time and in some cases a decrease in duration of viral
shedding and duration of pain. In studies in immunocompromised patients
with mainly herpes labialis, there was a decrease in duration of viral shedding
and a slight decrease in duration of pain.

By contrast, in studies of recurrent herpes genitalis and of herpes labialis in
nonimmunocompromised patients, there was no evidence of clinical benefit;
there was some decrease in duration of viral shedding.

Diagnosis: Whereas cutaneous lesions associated with Herpes simplex infec-
tions are often characteristic, the finding of multinucleated giant cells in
smears prepared from lesions exudate or scrapings may assist in the diag-
nosis.! Positive cultures for Herpes simplex virus offer a reliable means for
confirmation of the diagnosis. In genital herpes, appropriate examinations
should be performed to rule out other sexually transmitted diseases.
CONTRAINDICATIONS: Zovirax Ointment 5% is contraindicated for patients
who develop hypersensitivity or chemical intolerance to the components of the
formulation.

WARNINGS: Zovirax Ointment 5% is intended for cutaneous use only and
should not be used in the eye.

PRECAUTIONS:

General: The recommended dosage, frequency of applications, and length of
treatment should not be exceeded (see DOSAGE AND ADMINISTRATION). There
exist no data which demonstrate that the use of Zovirax Ointment 5% will
either prevent transmission of infection to other persons or prevent recurrent
infections when applied in the absence of signs and symptoms. Zovirax
Ointment 5% should not be used for the prevention of recurrent HSVinfections.
Although clinically significant viral resistance associated with the use of
Zovirax Ointment 5% has not been observed, this possibility exists.

Drug Interactions: Clinical experience has identified no interactions resulting
from topical or systemic administration of other drugs concomitantly with
Zovirax Ointment 5%.

Carcinogenesis, Mutagenesis, Impairment of Fertility: Acyclovir was tested
in lifetime bioassays in rats and mice at single daily doses of 50,150 and 450
mglkg/day given by gavage. These studies showed no statistically significant
difference in the incidence of benign and malignant tumors produced in
drug-treated as compared to control animals, nor did acyclovir induce the
occurrence of tumors earlier in drug-treated animals as compared to controls.
In 2in vitro cell transformation assays, used to provide preliminary assess-
ment of potential oncogenicity in advance of these more definitive lifetime
bioassays in rodents, conflicting results were obtained. Acyclovir was positive
at the highest dose used in one system and the resulting morphologically
transformed cells formed tumors when inoculated into immunosuppressed,
syngeneic, weanling mice. Acyclovir was negative in another transformation
system.

i No chromosome damage was observed at maximum tojerated parenteral
doses of 100 mg/kg acyclovir in rats or Chinese hamsters; higher doses of 500
and 1000 mg/kg were clastogenic in Chinese hamsters. In addition, no activity
was found in a dominant lethal study in mice. In 9 of 11 microbial and
mammalian cell assays, no evidence of mutagenicity was observed. In 2
mammalian cell assays (human lymphocytes and L5178Y mouse lymphoma
cells in vitro), positive response for mutagenicity and chromosomal damage
occurred, but only at concentrations at least 1000 times the plasma levels
achieved in man following topical application.

Acyclovir does not impair fertility or reproduction in mice at oral doses up to
450 mg/kg/day or in rats at subcutaneous doses up to 25 mg/kg/day. In rabbits
given a high dose of acyclovir (50 mg/kg/day, s.c.), there was a statistically
significant decrease in implantation efficiency.

Pregnancy: Teratogenic Effects. Pregnancy Category C. Acyclovir has been
known to cause a statistically significant decrease in implantation efficiency
in rabbits, when given at subcutaneous doses providing mean plasma levels of
drug 2.2 times those expected from use in patients with normal renal function.

Reproduction studies were negative for impairment of fertility or harm to the
fetus in mice given oral doses, and in rats given subcutaneous doses providing
mean plasma levels of drug 84 times and 4 times (respectively) greater than
those expected from use in patients with normal renal function.

Acyclovir was not teratogenic after subcutaneous administration of up to 50
mg/kg/day during the period of organogenesis in rats and rabbits; doses up to
450 mg/kg given daily by gavage to mice were not teratogenic. There are,
however, no adequate and well-controlled studies in pregnant women. Acyclo-
vir should be used during pregnancy only if the potential benefit justifies the
potential risk to the fetus.

Nursing Mothers: It is not known whether this drug is excreted in human milk.
Because many drugs are excreted in human milk, caution should be exercised
when Zovirax is administered to a nursing woman.

ADVERSE REACTIONS: Because ulcerated genital lesions are characteristically
tender and sensitive to any contact or manipulation, patients may experience
discomfort upon application of ointment. In the controlled clinical trials, mild
pain (including transient burning and stinging) was reported by 103 (28.3%)
of 364 patients treated with acyclovir and by 115 (31.1%) of 370 patients
treated with placebo; treatment was discontinued in 2 of these patients. Other
local reactions among acyclovir-treated patients included pruritus in 15
(4.1%), rash in 1(0.3%) and vulvitis in 1(0.3%). Among the placebo-treated
patients, pruritus was reported by 17 (4.6%) and rash by 1 (0.3%).

In all studies, there was no significant difference between the drug and
placebo group in the rate or type of reported adverse reactions nor were there
any differences in abnormal clinical laboratory findings.

DOSAGE AND ADMINISTRATION: Apply sufficient quantity to adequately cover
all lesions every 3 hours 6 times per day for 7 days. The dose size per
application will vary depending upon the total lesion area but should approxi-
mate a one-half inch ribbon of ointment per 4 square inches of surface area. A
finger cot or rubber glove should be used when applying Zovirax to prevent
autoinoculation of other body sites and transmission of infection to other
persons. Therapy should be initiated as early as possible following onset of
signs and symptoms.

HOW SUPPLIED: Zovirax Ointment 5% is supplied in 15 g tubes (NDC
0081-0993-94) and 3 gtubes (NDC 0081-0993-41). Each gram contains 50 mg
acyclovir in a polyethylene glycol base. Store at 15°-25°C (59°-77°F) in a dry
place.

REFERENCE: 1. Naib ZM et al. Cancer Res 33:1452-1463,1973.
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BACTROBAN®
(mupirocin)
Ointment 2%

For Dermatologic Use

DESCRIPTION

Each gram of BACTROBAN® Ointment 2% contains 20 mg
mupirocin in a bland water miscible ointment base consisting of

polyethylene glycol 400 and polyethylene glycol 3350 (polyethyl-

eneglycol ointment, N.F). Mupirocin is a naturally-occurring
antibiotic. The chemical name is 9-4-[55-(2S,3S-epoxy-5S-

hydroxy-4S-methylhexyl)-3R,4R-dihydroxytetrahydropyran-2S-

yl]-3-methylbut-2(E)-enoyloxy-nonanoicacid.
CLINICAL PHARMACOLOGY

Mupirocin is produced by fermentation ofthe organism Pseudo-

monas fluorescens. Mupirocin inhibits bacterial protein synthesis

by reversibly and specifically binding to bacterial isoleucyi transfer-

RNA synthetase. Due to this mode of action, mupirocin shows no
cross resistance with chloramphenicol, erythromycin, fusidic acid,

gentamicin, lincomycin, methicillin, neomycin, novobiocin, penicil-

lin, streptomycin, and tetracycline.

Application of ¥C-labeled mupirocin ointmentto the lower arm
ofnormal male subjects followed by occlusion for 24 hours showed
no measurable systemic absorption (<1.1 nanogram mupirocin
per milliliter of whole blood). Measurable radioactivity was present
in the stratum corneum ofthese subjects 72 hours afterapplication.

Microbiology: The following bacteria are susceptible to the
action of mupirocin in vitro:the aerobic isolates of Staphylococcus

aureus (including methicillin-resistant and /3-lactamase produc-
ing strains), Staphylococcus epidermidis, Staphylococcus sapro-

phyticus, and Streptococcus pyogenes.

Only the organisms listed in the INDICATIONS AND USAGE
section have been shown to be clinically susceptible to mupirocin.
INDICATIONS AND USAGE

BACTROBAN* (mupirocin) Ointment is indicated for the topical

treatment of impetigo due to: Staphylococcus aureus, beta hemo-

lytic Streptococcusfand Streptococcus pyogenes.
«Efficacy for this organism in this organ system was studied in
fewerthan ten infections
CONTRAINDICATIONS

This drug is contraindicated in individuals with a history of
sensitivity reactions to any of its components.
WARNINGS

BACTROBAN* Ointment is not for ophthalmic use.

PRECAUTIONS

If a reaction suggesting sensitivity or chemical irritation should
occur with the use of BACTROBAN* Qintment, treatment should

be discontinued and appropriate alternative therapy for the infec-

tion instituted.
As with other antibacterial products prolonged use may result
in overgrowth of nonsusceptible organisms, including fungi

Pregnancy category B: Reproduction studies have been per-
formed in rats and rabbits at systemic doses, i.e., orally, subcuta-

neously, and intramuscularly, up to 100 times the human topical
dose and have revealed no evidence of impaired fertility or harm
to the fetus due to mupirocin.There are, however, no adequate and
well-controlled studies in pregnantwomen. Because animal studies
are notalways predictive of human response, this drug should be
used during pregnancy only if clearly needed

Nursing mothers: Itis not known whether BACTROBAN* is

present in breast milk. Nursing should be temporarily discontin-

ued while using BACTROBAN*.

ADVERSE REACTIONS
The following local adverse reactions have been reported in

connection with the use of BACTROBAN* Ointment: burning,
stinging, or pain in 1.5% of patients; itching in 1% of patients; rash,
nausea, erythema, dry skin, tenderness, swelling, contact derma-

titis, and increased exudate in less than 1% of patients.

DOSAGE AND ADMINISTRATION

Asmallamountof BACTROBAN® Ointmentshould be applied to
the affected area three times daily. The area treated may be
covered with a gauze dressing if desired. Patients not showing a
clinical response within 3 to 5 days should be re-evaluated.

HOW SUPPLIED

BACTROBAN® (mupirocin) Ointment 2% is supplied in 15 gram
tubes. (NDC #0029-1525-22)
Store between 15°and 30°C (59° and 86°F).

0938020/B88-BS

laboratories
BRISTOL. TENNESSEE 37620
References:
1. Data on file, Beecham Laboratories.
2. Parenti MA, Hatfield SM, Leyden JJ: Mupirocin: A topical

antibiotic with a unique structure and mechanism of action.
Clinical Pharmacy 1987;6:761 -770.
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highlight the dilemma faced by family
medicine educators. A considerable
amount of training occurs, not in the
community settings where most
practitioners will ultimately practice,
but in the rather unique obstetrical
units of perinatal referral centers. It
is not surprising that residents who
emerge from these referral institutions
are well steeped in the theory and
practice of “maximum” obstetrics'
but have little confidence in their
ability to manage patients in less
technologically endowed settings.

Obstetricians confront problems
that are qualitatively similar to those
faced by family physicians. By spend-
ing 50 percent of their time in ob-
stetrics, however, they are able to
master and retain a wider spectrum
of technical skills than their family
physician colleagues and also amor-
tize their malpractice premiums over
a much broader base.2 The develop-
ment of a rational science of low-risk
obstetrics—with attention to the bio-
psychosocial elements that are prob-
ably as important to optimal out-
comes as many of the technical
interventions that we take for
granted—is likely only to flourish in
settings where the preponderance of
patients have low rates of complica-
tions.3 All obstetrical practitioners—
family physicians, obstetricians, and
midwives—will benefit from the
knowledge generated by research in
these real-life laboratories.

The comments of Meenan are
echoed by reports from around the
world that exemplify the superb re-
sults that have been achieved by mid-
wives and general practitioners work-
ing in low-intensity settings.4 The
example of Weyrauch and Berman
from Group Health of Spokane dem-
onstrates that it is possible to design
a system that meshes the particular
skills and perspectives of different
kinds of obstetric practitioners into a
very effective system of care. Models
such as these demonstrate the benefits
to patients and providers of building
collaborative models of obstetrical
practice. Such collaborative models
acknowledge that each discipline can
play a unique and complementary
role in assuring that all women have

access to the full range of appropriate
perinatal care. Our current task isto
define that role for family physicians.

Roger A. Rosenblatt
University of Washington
School ofMedicine
Seattle
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MATERNAL SERUM
a-FETOPROTEIN SCREENING

To the Editor:

Dr. Campbelllhas written a com-
prehensive review of the current in-
formation available regarding serum
a-fetoprotein screening for all pre-
natal patients. We disagree, however,
with the conclusions reached.

Frame and Carlson2have proposed
the following criteria for good screen-
ing tests that are now routinely used:

1. The disease must have a signif-
icant effect on the quality and quan-
tity of life.

2. Acceptable methods of treat-
ment must be available.

3. The disease must have an
asymptomatic period during which
detection and treatment can signifi-
cantly reduce morbidity or mortality.

4. Treatment in the asymptomatic
phase must yield a therapeutic result
superior to that obtained by delaying
treatment until symptoms appear.

5. Tests must be available at area-
sonable cost to detect the condition
in the asymptomatic period.

6. The cost of screening must ke
justified by the incidence of the con-
dition.

continued on [BE2
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Nation®
fenoprofen calcium

Brief Summary.

Consult the package literature for prescribing information.
Indications and Usage: Nalfon® (fenoproten calcium, Dista) is indicated
for relief of signs and symptoms of rheumatoid arthritis and osteoarthritis
during acute flares and in long-term management.

Nalfon 200 is indicated for relief of mild to moderate pain

Controlled trials are currently in progress to establish the safety and
efficacy of Nalfon in children.

Contraindications: Patients who have shown hypersensitivity to Nalfon.
those with a history of significantly impaired renal function, or those in
whom aspirin and other nonsteroidal anti-inflammatory drugs induce the
symptoms of asthma, rhinitis, or urticaria.

Warnings: Use cautiously in patients with upper gastrointestinal tract
disease (see Adverse Reactions). G inal I i
severe (with fatalities having been reported), may occur as with other
nonsteroidal anti-inflammatory drugs

Patients with an active peptic ulcer should be on vigorous antiulcer
treatment and be closely supervised for signs of ulcer perforation or severe
gastrointestinal bleeding.

Genitourinary tract problems most frequently reported in patients taking

Nalfon have been dysuria, cystitis, hematuria, interstitial nephritis, and the
nephrotic syndrome. This syndrome may be preceded by fever, rash, arthral-
gia, oliguria, and azotemia and may progress to anuria. There may also be
substantial proteinuria, and, on renal biopsy, electron microscopy has shown
foot process fusion and T-lymphocyte infiltration in the renal interstitium.
Early recognition of the syndrome and withdrawal of the drug have been
followed by rapid recovery. Administration of steroids and the use of dialysis
have also been included in the treatment. Because this syndrome with some
of these characteristics has also been reported with other nonsteroidal anti-
infl y drugs, it is that patients who have had these
reactions with other such drugs not be treated with Nalfon. In patients with
possibly compromised renal function, periodic renal function examinations
should be done.
Precautions: Since Nalfon is eliminated primarily by the kidneys, patients
with possibly compromised renal function (such as the elderly) should be
closely monitored; a lower daily dosage should be anticipated to avoid
excessive drug accumulation. Nalfon should be discontinued if any signifi-
cant liver abnormalities occur.

As with other nonsteroidal anti-inflammatory drugs, borderline eleva-
tions of one or more liver tests may occur in up to 15% of patients. These
abnormalities may progress, may remain essentially unchanged, or may be
transient with continued therapy. The SGPT (ALT) test is probably the most
sensitive indicator of liver dysfunction. Meaningful (three times the upper
limit of normal) elevations of SGPT or SGOT (AST) occurred in controlled
clinical trials in less than 1% of patients. A patientwith symptoms and/or
signs ing liver d ion, or in whom an liver test has
occurred, should be evaluated for evidence of the development of more
severe hepatic reaction while on therapy with Nalfon. Severe hepatic
reactions, including jaundice and cases of fatal hepatitis, have been reported
with Nalfon as with other nonsteroidal anti-inflammatory drugs. Although
such reactions are rare, if abnormal liver tests persist or worsen, if clinical
signs and symptoms consistent with liver disease develop, or if systemic
manifestations occur (eg, eosinophilia, rash, etc), Nalfon should be
discontinued.

Administration to pregnant patients and nursing mothers is not
recommended.

In patients receiving Nalfon and a steroid concomitantly, any reduction in
steroid dosage should be gradual to avoid the possible complications of
sudden steroid withdrawal.

Patients with initial low hemoglobin values who are receiving long-term
therapy should have a hemoglobin determination at reasonable intervals.

Peripheral edema has been observed in some patients. Use with caution
in patients with compromised cardiac function or hypertension. The pos-
sibility of renal involvement should be considered.

Eye examinations are recommended if visual disturbances occur.

Patients with impaired hearing should have periodic tests of auditory
function during chronic therapy.

Nalfon decreases platelet aggregation and may prolong bleeding time.

Laboratory Test Interactions— Amerlex-M kit assay values of total and
free triiodothyronine in patients receiving Nalfon have been reported as
falsely elevated on the basis of a chemical cross-reaction that directly
interferes with the assay. Thyroid-stimulating hormone, total thyroxine, and
thyrotropin-releasing hormone response are not affected.

Adverse Reactions: The adverse reactions reported below were compiled
during clinical trials of 3,391 arthritic patients, including 188 observed for at
least 52 weeks of continuous therapy. During short-term studies for analge-
sia. the incidence of adverse reactions was markedly lower than in longer-
term studies.

Incidence Greater Than 1%

Probable Causal Relationship— D/gesf/Ve System: The most common ad-
verse reactions were gastrointestinal and involved 14% of patients; in
descending order of frequency, they included dyspepsia,* constipation,*
nausea,* vomiting,* abdominal pain, anorexia, occult blood in the stool,
diarrhea, flatulence, dry mouth. Nervous System: headache* and som-
nolence’ occurred in 15% of patients; dizziness,* tremor, confusion, and
insomnia were noted less frequently. Skin andAppendages: pruritus,* rash,
increased sweating, urticaria. Special Senses: tinnitus, blurred vision,
decreased hearing. Cardiovascular: palpitations,* tachycardia. Mis-
cellaneous: nervousness,* asthenia,* dyspnea, fatigue, malaise.
Incidence Less Than 1%

Probable Causal Relationship— Digestive System: gastritis, peptic ulcer
with or without perforation, and/or gastrointestinal hemorrhage. Geni-
tourinary Tract: dysuria, cystitis, hematuria, oliguria, azotemia, anuria,
interstitial nephritis, nephrosis, papillary necrosis. Hematologic: purpura,
bruising, hemorrhage, thrombocytopenia, hemolytic anemia, aplastic ane-
mia, agranulocytosis, pancytopenia. Miscellaneous: peripheral edema,
anaphylaxis.

Incidence Less Than 1%

Causal Relationship Unknown— Skin and Appendages: Stevens-Johnson
syndrome, angioneurotic edema, exfoliative dermatitis, alopecia. Digestive
System: aphthous ulcerations of buccal mucosa, metallic taste, pan-
creatitis. Cardiovascular: atrial fibrillation, pulmonary edema, electrocar-
diographic changes, supraventricular tachycardia. Nervous System:
depression, disorientation, seizures, trigeminal neuralgia. Special Senses:
burning tongue, diplopia, optic neuritis. Miscellaneous: personality change,
lymphadenopathy, mastodynia, fever.

Dosage and Administration: Rheumatoid Arthritis and O steoarthritis-
suggested dosage: 300 to 600 mg t.i.d. or q.i.d

Mild to Moderate Pain— Nalfon 200 g. 4-5 h , as needed.

Do not exceed 3.200 mg per day.

*Incidence 3% to 9%. (020687)
PV1026

Additional information available to the profession on request

Dista Products Company
Division of Eli Lilly and Company
Indianapolis, Indiana 46285
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The serum a-fetoprotein screening
test falls short on several of these cri-
teria: Only the first is clearly met
when screening for neural tube defects
with maternal serum a-fetoprotein
(MSAFP). Each of the subsequent
criteria fail or are controversial. Most
notably, the abnormalities detected
by the MSAFP screening test are not
treatable. The only “treatment”
available for anencephaly is abortion,
although lack of treatment results in
the same final outcome—death—for
the fetus. The treatment for spina bi-
fida is surgical and rehabilitative, al-
though here again abortion can be
used to avoid the need for such ther-
apies. Patients have a legal option to
pursue abortion. To suggest a medical
interpretation ofabortion as a “treat-
ment” for disorders, as opposed to a
service provided for those who would
opt not to “treat” the anomaly, how-
ever, is taking a stance regarding
quality and sanctity of life issues that
society and the medical community
have not agreed to take.

Analyses ofthe cost-benefit ratio of
prenatal screening for MSAFP as-
sume that a patient whose fetus has
spina bifida will choose to abort.3
Data regarding these children suggest
the abnormality, the necessary sur-
gery and rehabilitation, and the re-
sultant disability vary greatly.4 In
contrast to Down’s syndrome, mental
function of most of the children is
unaffected.4 Primary care physicians
with experience counseling women at
increased risk for Down’s syndrome
are well aware that many women are
unwilling to consider abortion for
their unborn child regardless of the
child’s “normality.” While accurate
data are lacking regarding women
with known spida bifida fetuses in
utero, one would expect a diversity of
opinions and desires in these women.

The benefits of screening, as pre-
sented in this article and after careful
analysis by Dr. Campbell, consisted
primarily of detection of three of the
four spina bifida cases. Detection of
the anencephalic cases, as well as the
twins and inaccurate gestational age
pregnancies, could occur with routine
use of ultrasonography alone. Data
are lacking regarding the sensitivity

and the benefits of detecting Down’s
syndrome and high-risk pregnancies
by this method. The risks of screening
include one miscarriage secondary to
amniocentesis, one orthopedic defor-
mity or case of respiratory distress in
the fetus secondary to the removal of
amniotic fluid, and approximately
500 pairs of prospective parents ex-
periencing moderately severe anxiety
during the screening procedures. The
author concludes the benefits are rel-
atively small but appear to be signif-
icantly greater than the risks. Doesthe
awareness of the three parents that
they have a child with spina bifida
clearly outweigh the damage to two
potentially normal fetuses, as well &
the moderately severe anxiety of 500
families, even ifabortion is chosen by
all three? And if any of the three
choose not to abort (irrespective of
what they thought they would do at
the beginning of the screening), the
benefit-risk ratio falls precipitously.
The presence of neural tube defects
isonly one of many risks the pregnant
patient has for an adverse outcome.
Other screening tests are available,
have had positive cost-benefit analy-
ses, have lower costs per case detected,
and lead to treatments that may lower
morbidity or mortality for the fetus
and for the woman. Examples include
screening for gestational diabetes,
testing for Chlamydia trachomatis in
early pregnancy, the routine use of
ultrasound for detection of twins or
inappropriate growth, and so o
Funds for health care in general, and
prenatal care specifically, are limited.
Each time money is spent on ore
procedure or test, that money be-
comes unavailable for other methods
of assuring that patients obtain the
most health or the most favorable
outcome for the resources used. Fur-
thermore, each time a physician
spends 20 minutes ofthe patient visit
discussing a one in 1000 possibility,
then the time that should be spent
counseling the patient on topics
known to relate to fetal outcome
(smoking cessation, nutrition, stress
management, signs of premature la
bor) must be cut. .
The recommendation by American
College of Obstetricians and Gyne-

continued on psge B
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INDAPAMIDE

The diuretic that
doesn't compromise
cholesterol

LozoL" indapamide
BRIEF SUMMARY
DESCRIPTION: LOZOL (i

2.5 mg tablets

ide) is an oral antihypertensive/diureti
INDICATIONS AND USAGE: LOZOL is indicated tor the treatment of hyperten-
sion, alone or in combination with other antihypertensive drugs.

LOZOL s also indicated for the treatment of salt and fluid retention associated
with congestive heart failure.

Usagein Pregnancy: (see PRECAUTIONS).
Contraindications: Anuria, itivity to i
amide-derived drugs.

WARNINGS: Hypokalemia occurs commonly with diuretics, and electrolyte
monitoring is essential. In general, diuretics should not be given concomi-
tantly with lithium.

PRECAUTIONS: GENERAL: 1. Hypokalemia and Other Fluid and Electrolyte

Periodic ions of serum should be per-
formed at appropriate intervals. In addition, patients should be observed for
clinical signs of fluid or electrolyte imbalance, such as hyponatremia, hypo-
chloremic alkalosis, or ht ia. Electrolyte ions are particu-
larly important in patients who are vomiting excessively or receiving
parenteral fluids, in patients subject to electrolyte imbalance (including those
with heart failure, kidney disease, and cirrhosis), and in patients on a salt-
restricted diet. The risk of hypokalemia secondary to diuresis and natriuresis
is increased when larger doses are used, when the diuresis is brisk, when
severe cirrhosis is present and during concomitant use of corticosteroids or
ACTH. Interference with adequate oral intake of electrolytes will also contrib-
ute to hypokalemia. Hypokalemia can sensitize or exaggerate the response of
the heart to the toxic effects of digitalis, such as increased ventricular irritabil-
ity. Dilutional hyp ia may occur in patients; the appro-
priate treatment is restriction of water rather than administration of salt,
except in rare instances when the hyponatremia is life threatening. However,
in actual salt depletion, appropriate replacement is the treatment of choice.
Any chloride deficit that may occur during treatment is generally mild and
usually does not require specific treatment except in extraordinary circum-

or other sulfon-

stances as in liver or renal disease. 2. Hyperuricemia and Gout: Serum
concentrations of uric acid increased by an average of 1.0 mg/100 ml in
patients treated with indapamide. and frank gout may be precipitated in
certain patients receiving indapamide (see ADVERSE REACTIONS). Serum
concentrations of uric acid should therefore be monitored periodically during
treatment. 3. Flenal Impairment: Renal function tests should be performed
periodically during treatment with indapamide. 4. Impaired Hepatic Function
Indapamide. like the thiazides, should be used with caution in patients with
impaired hepatic function or progressive liver disease, since minor altera-
tions of fluid and electrolyte balance may precipitate hepatic coma. 5. Glu-
cose Tolerance: Latent diabetes may become manifest and insulin require-
ments in diabetic patients may be altered during thiazide administration.
Serum concentrations of glucose should be monitored routinely during treat-
mentwith indapamide. 6. Calcium Excretion: Calcium excretion is decreased

by diuretics related to may de-
crease serum PBI levels without signs of thyroid disturbance. 7. Interaction
With Systemic Lupus Er Thiazides have or acti-

vated systemic lupus erythematosus.

DRUG INTERACTIONS: 1. Other Antihypertensives: LOZOL (indapamide)
may add to or potentiate the action of other antihypertensive drugs.
2. Lithium: See WARNINGS. 3. Post-Sympathectomy Patient: The antihy-
pertensive effect of the drug may be enhanced in the postsympathectomized
patient. 4. Norepinephrine: Indapamide may decrease arterial responsive-
ness to norepinephrine, but this diminution is not sufficient to preclude
effectiveness of the pressor agent for therapeutic use. CARCINOGENESIS.
MUTAGENESIS. IMPAIRMENT OF FERTILITY: Both mouse and rat life-time
carcinogenicity studies were conducted. There was no significant difference
in the incidence of tumors between the indapamide-treated animals and the
control groups.

PREGNANCY'TERATOGENIC EFFECTS: PREGNANCY CATEGORY B. Di-
uretics are known to cross the placental barrier and appear in cord blood.
Because animal reproduction studies are not always predictive of human
response, this drug should be used during pregnancy only if clearly needed.
NURSING MOTHERS: It is not known whether this drug is excreted in human
milk. If use of this drug is deemed essential, the patient should stop nursing.

ADVERSE REACTIONS: Most adverse effects have been mild and transient. In
long-term controlled clinical studies, equal to or greater than 5% cumulative
adverse reactions are headache, dizziness, fatigue, weakness, loss of energy,
lethargy, tiredness, or malaise, muscle cramps or spasm, or numbness of
the extremities, nervousness, tension, anxiety, irritability, or agitation: and
lessthan 5% cumulative adverse reactions are lightheadedness, drowsiness,
vertigo, insomnia, depression, blurred vision, constipation, nausea, vomit-
ing, diarrhea, gastric irritation, abdominal pain or cramps, anorexia, ortho-
static h p ventricular 1, irregular heart beat,
palpitations, frequency of urination, nocturia, polyuria, rash, hives, pruritus,
vasculitis, impotence or reduced libido, rhinorrhea. flushing, hyperuricemia,

p ia, I p ia. increase in serum ureanitro-
gen (BUN) or creatinine, glycosuria, weight loss, dry mouth, tingling of
extremities. Clinical hypokalemia occurred in 3% and 7% of patients given
indapamide 2.5 mg and 5.0 mg, respectively.

HOW SUPPLIED: White, round film-coated tablets of 2.5 mg in bottles of
100.1.000, and in unit-dose blister packs, boxes of 100 (10 x 10 strips).
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LETTERS TO THE EDITOR

continued from page 22

cologists to inform all pregnant pa-
tients of maternal MSAFP screening
(in communities where well-coordi-
nated programs exist) has been taken
as a specialty and legal mandate that
the benefits of screening for MSAFP
outweigh the potential risks and the
costs—both monetary and emotional.
The strength of the data at this time
does not support this conclusion.

Barbara D. Reed, MD, MSPH
Stephen Ratcliffe, MD, MSPH
William Sayres, MD
Department of Family and
Preventive Medicine
University of Utah

Salt Lake City

References

1.

Campbell TL: Maternal serum a-fetopro-
tein screening: Benefits, risks, and costs.
J Fam Pract 1987; 25:461-467

. Frame PS, Carlson SJ: A critical review of

periodic health screening using specific
screening criteria. Part 2. Selected endo-
crine, metabolic, and gastrointestinal dis-
eases. J Fam Pract 1975;2:123-129

. Sadovnick AD, Baird PA: A cost-benefit

analysis of a population screening pro-
gramme for neural tube defects. Prenat
Diagn 1983;3:117-126

Althouse R, Wald N: Survival and handicap
of infants with spina bifida. Arch Dis Child
1980;55:845-850

The preceding letter was referred to
Dr. Campbell, who reponds asfollows:

Drs. Reed, Ratcliffe, and Sayres

raise some important and controver-
sial issues in MSAFP screening. As
mentioned in my paper, the ethical
issues involved in prenatal screening
are complex and beyond the scope of
the review. Society and the medical
community, however, currently offer
abortion as an option or “treatment”
for serious fetal anomalies.

There are data regarding the desires

ofwomen with known spina bifida in
utero. In the three prospective studies
of MSAFP screening reviewed in my
paper, 50 of the 54 screened women
with fetuses affected by neural tube
defects chose to abort them. This 8
percent rate of women declining am-
niocentesis for detected neural tube
defects does not substantially affect

either the benefit-risk ratio or the oost-
effectiveness of screening. \Women
who oppose abortion on all grounds
generally choose not to be screened
for fetal anomalies.

The decision whether to undergo
MSAFP screening must be made by
each pregnant woman and her part-
ner in consultation with her physi-
cian. Making the risks and benefits of
screening explicit will assist them in
this decision. The benefits appear to
outweigh the risks, and thus screening
should be offered to all women. Each
woman must weigh these risks and
benefits and make her own decision.
For example, many women may take
considerable risks (including risks of
moderate anxiety and terminating a
normal pregnancy) to prevent the de-
livery of a severely handicapped child.
Others will not want to assume these
risks.

Analyzing how MSAFP screening
will influence the allocation of finite
medical resources is more complex
than Reed et al suggest. Even whena
procedure of treatment is cost effec-
tive, the overall impact of its use is
difficult to predict. For instance, while
the costs of MSAFP screening are
mostly medical, one third of the sav-
ings are nonmedical (costs of educa-
tion and residential care of children
with spina bifida).1This demand may
result in fewer dollars for health care
and more for social needs (which may
affect health). The overall economic
benefits of MSAFP screening equal or
exceed the cost, but the differential
effect on health care dollars vs other
monies must be considered by health
care planners, public policy makers,
and society in general.

Thomas L. Campbell, MD
University ofRochester
School of Medicine

Jacob W. Holler Family
Medicine Center
Rochester, New York
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