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The “Slow Code”: A Hidden Conflict
Jon 0. Neher, MD
Whittier, California

R esidency is a time when new physicians learn to in­
tegrate the biology, psychology, and sociology of hu­

man illness. One facet of this ambitious endeavor is learn­
ing how best to care for demented and terminally ill 
patients. It is a challenging, rapidly changing field that 
remains in the forefront of medical ethics today.1,2 Ques­
tions, however, always seem more abundant than answers. 
When is aggressive intervention appropriate for the de­
mented and the terminally ill? When is giving comfort 
alone the kindest action? Who is to decide? Conflict is 
inevitable. One of the more insidious manifestations of 
this conflict is the use of the “slow code” designation by 
resident physicians.

The “slow code” has many names—“intern’s code,” 
“Hollywood code,” “light blue code.” It is used to des­
ignate certain demented or terminally ill patients whom 
the residents have chosen not to resuscitate in the event 
of a sudden cardiorespiratory collapse. It is a secret des­
ignation, circulated only among house officers. In the hos­
pital record the patient remains classified as full code. An 
informal survey of residents at teaching hospitals in the 
Seattle area found that between 5 percent and 10 percent 
of the patients on certain medical wards were classified as 
“slow codes.”

Why do residents find it necessary to use the “slow code” 
designation? Partially responsible is the legal process of 
obtaining a no-code status, which can be long and ago­
nizing. Living wills are rarely filled out, and families are 
difficult to locate during emergency admissions and other 
crises. Hospital policies concerning code status are viewed 
by residents as rigid and difficult to apply to the ambi­
guities of clinical practice. Ethics (or prognosis) commit­
tees do not offer opinions in the early hours of the morning, 
and primary providers are not always immediately avail­
able. Clearly, determining a code status uniquely fitted to 
the individual is often impossible in the hours to days
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following the admission of a demented or terminally ill 
patient to the hospital.

Nevertheless, some code status must be assigned during 
this period when so much important information is absent. 
It is generally agreed that to initiate cardiopulmonary re­
suscitation and other aggressive interventions is appro­
priate as long as these interventions are perceived to be 
in the patient’s best interest. It is easy to see, however, 
how conflicts might quickly arise over the interpretation 
of “best interest.” Various members of the admitting 
team—residents, attending faculty, and primary pro­
vider—may have very different but equally emphatic 
opinions. When the resident strongly feels that resuscita­
tion is not in the patient’s best interest, and a higher 
authority (faculty attending, primary provider, hospital 
policy) disagrees, the resident may feel compelled by con­
science to do secretly what he or she feels is right while 
appearing to conform to authority. A “slow code” is cre­
ated.

Unfortunately, residents rarely have special talents for 
m aking code status decisions in these ambiguous situa­
tions. Most fundamentally, they frequently do not know 
the patient. They have only the oddly skewed view of the 
person as a patient in acute medical decompensation. At 
best they have only second-hand knowledge about the pa­
tient’s baseline level of functioning. In addition, residents 
are usually strangers to the social millieu that surrounds 
the patient and have little insight into the patient’s personal 
interpretation of his or her illness and its role in the func­
tioning of the patient’s family and culture. Any quality- 
of-life assessment by the resident is therefore highly ques­
tionable.3 Further, certain residents may have trouble 
dealing with life-support questions in general because of 
their inexperience with the issue and because of normal 
concerns about their own medical competence and mor­
tality.4 Finally, an overextended resident may hesitate to 
initiate cardiopulmonary resuscitation because saving the 
patient means extra work and more lost sleep.

What can be done to prevent these destructive clashes 
of opinion over code status? Recent attention has focused 
on certain patients with overwhelming medical illness who 
may legitimately be given do-not-resuscitate status under 
the “futility of treatment” argument (ie, a code is not 
performed because it will not revive the patient).5 Unfor-
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tunately, data on the exact clinical guidelines to use when 
invoking the “futility of treatment” argument are scant 
at present; so although this line of inquiry is very prom­
ising, it is currently an area of vast uncertainty where con­
flict remains inevitable.

The conflicts that spawn “slow codes” likewise will not 
be reduced by more legislation. Even if risk-management 
departments send memorandums stating that “slow codes” 
are an invitation for law suits and must be stopped—and 
such memorandums may indeed be sent—little will 
change. A resident’s reluctant hand still must operate the 
defibrillator in a timely fashion. The conditions that foster 
passive-aggressive behavior will continue to exist; the con­
flict will have simply been driven further underground.

Conflict between members of the admitting team over 
code status decisions can be reduced in two relatively sim­
ple (although not easy) ways.

First, and most important, there must continue to be 
an effort to document the wishes of terminally ill and de­
mented patients (or their families) before medical decom­
pensation. Although it is preferable to have a formal living 
will filled out, it is not absolutely necessary. A simple no­
tation in the chart, signed by the patient or the family (if 
the patient is incompetent), is sufficient. Few residents, 
faculty, or hospital administrators would feel compelled 
to argue with such a directive. The major burden falls on 
patients’ primary providers to be more compulsive about 
discussing and documenting code status preferences in 
the outpatient setting. Hospital personnel also need to ac­
cept the responsibility of at least raising code status issues 
during any admission of a patient with a poor long-term 
prognosis. Doing so is asking a lot, especially in a society 
that so stongly denies death.

The second major task in decreasing conflict over code 
status is to improve communication between all parties 
involved. The process needs to begin with the primary 
provider and the patient and family. Sensitive communi­
cation is vital if the physician is to understand the role of 
the illness in the life of the patient. With time and the 
development of greater rapport, patients and primary 
providers should be more comfortable broaching the often- 
difficult subject of personal and family preferences sur­
rounding illness and death. Where primary providers are 
employees of the teaching institution, this communication 
needs to be fostered by policies that promote continuity

of care. Primary providers’ written records of patient and 
family preferences somehow need to be made readily 
available to admitting teams.

Strong communication is likewise vital among residents, 
attending faculty, and primary providers, especially when 
code preference has not been documented prior to an acute 
change. In the simplest scenario the primary provider may 
have special knowledge (not documented) that allows the 
admitting team to reach a consensus. When the primary 
provider can offer no special insight or is unavailable, fac­
ulty physicians need to be able to discuss comfortably 
with the residents issues of the patient’s “best interests” 
and the “futility of treatment.” Personal feelings of frus­
tration, anger, fear, and helplessness need to be shared 
openly. Hidden prejudices need to be drawn out and ex­
amined. This communication provides an opportunity for 
both the resident and the attending faculty to grow as 
persons and as physicians, and if undertaken in good faith, 
consensus is much more easily reached. Additionally, the 
resident-faculty exchange is excellent role modeling for 
the time when young physicians must discuss code status 
options with patients of their own. In some settings a com­
mon ground for discussion should be created by formal 
curricula about ethical decision-making and code status 
issues for physicians at all levels of training within the 
teaching institution.

Conflicts over code status issues need to be recognized 
as inevitable and healthy. Dealing with conflict among 
members of the admitting team in a straightforward man­
ner allows for the development of consensus and promotes 
a sense of team unity. It is that sense of unity—of all 
involved pulling together for the good of the patient—that 
will ultimately put an end to the “slow code.”
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Preserving the Passion. Phil R. M an­
ning, Lois DeBakey. Springer-Verlag, 
New York, 1987, 297 pp., $350.

This book is of variable interest to 
family physicians, although it con­
tains a number of valuable and inter­
esting perspectives on the process of 
caring for patients, attitudes of phy­
sicians, personal approaches to learn­
ing, and keeping up with current 
medical practice. It is based on 600 
interviews with a galaxy of “star” 
physicians, and contains a number of 
personal essays by them. These essays 
are the least successful portions of the 
book, being mostly statements of per­
sonal beliefs and descriptions of the 
amazing effort, discipline, and time 
commitment required for those at the 
top in medicine. (One physician reg­
ularly reads his medical journals from 
4 am to 6 am every day!). I did not 
find this necessarily admirable, since 
these may not be the correct role 
models for generalists.

There are some good short chapters 
dealing with areas not often addressed 
in medical books: collegial networks, 
personal information resources, how 
to do a consultation and learn from 
one, and how to manage relationships 
in a practice.

This book is for dipping into and 
adding insights into one’s practice, 
and would make an excellent gift to 
a young physician.

Peter Curtis, MD  
University o f North Carolina 

Chapel Hill
Setting Limits: Medical Goals in an 
Aging Society. Daniel Callahan. Si­
mon & Schuster, New York, 1987,256 
pp., $18.95.

Occasionally one comes across a 
book so provocative that the reviewer 
risks failure in conveying its impact. 
Such a book is Setting Limits, by 
Daniel Callahan, founding director of 
the Hastings Center. This book 
should be a high priority for anyone 
interested in health policy, in the care 
of the elderly, in medical ethics, or in 
the future of our medical care system, 
which surely includes most readers of 
The Journal o f Family Practice.

Subtitled “Medical Goals in an 
Aging Society,” Setting Limits ex­
plores life, meaning, significance, ag­

ing, and death. In the discussions 
about this book, one will hear the ba­
sic argument boiled down to making 
age a criterion for withholding med­
ical treatment, but such a reduction 
trivializes a perceptive and compas­
sionate view of what it means to be 
bom, live, age, and die in our society.

Callahan begins by reconstructing 
the ends of aging: what should the el­
derly contribute to society? His view 
is that the elderly have a responsibility 
to “pass life and culture on to the next 
generation.” Next comes a discussion 
of the appropriate ends of medicine 
in the elderly. He argues for the 
achievement of a full and natural life 
span, not the extension of life as such. 
Callahan deals specifically with the 
seduction of an open-ended and 
technologically oriented medicine 
that denies the appropriateness of 
death at the end of a long life.

Chapters on what the young owe 
the old and on allocating resources to 
the elderly consider the powerful 
moral arguments for apportioning 
resources fairly between the genera­
tions. These chapters lead to the cru­
cial penultimate chapter on care of 
the elderly dying, in which Callahan 
addresses squarely the implications of 
his reasoning on the clinical care of 
the elderly. The final chapter discusses 
some of the barriers ahead if his pro­
posals are to move toward acceptance.

Callahan presents his views with 
clarity and profound perception. He 
writes beautifully; the style is compact 
yet thoroughly readable. Readers 
should beware of anyone attempting 
to summarize this book in a few po­
lemical sentences or paragraphs. It is 
all too easy to select some small sec­
tion out of its context and ridicule 
Callahan’s arguments (as I have al­
ready heard and seen done). The pre­
sentation is complex yet subtle; each 
sentence is all of a piece with the 
whole, and it is the whole that com­
pels respect and attention.

Already a flood of reviews are in 
print (even in the Wall Street Jour­
nal), the topic and the arguments tend 
to take center stage in conferences on 
aging, and snippets are being quoted 
in manuscripts and grant applica­
tions. Setting Limits will be one of 
the key books in medical ethics and

care of the elderly for the next decade; 
it is essential reading.

Alfred O. Berg, MD, MPH 
University o f Washington 

Seattle

Family-Centered Medical Care: A 
Clinical Casebook. William J. Doh­
erty, Macaran A. Baird (eds). The 
Guilford Press, New York, 1987, 302 
pp., $30. ISB N  0-89862-070-8.

The essence of clinical practice is 
the relationship and interaction be­
tween the physician and the patient. 
As a discipline, family practice has 
attempted to consider the role of the 
patient’s family in the clinical practice 
of medicine. In this book Doherty and 
Baird have compiled a series of vig­
nettes illustrating the potential re­
wards and difficulties of “working 
with families.”

The purpose of this text is to pro­
vide the reader with a view of “family- 
centered practice” as experienced by 
physicians throughout the United 
States. The introduction provides a 
theoretical framework describing five 
levels of physician involvement with 
families. The cases are organized and 
briefly analyzed in the context of this 
framework.

This text provides a useful orien­
tation to family-centered practice for 
the physician who is interested in 
learning about this approach to med­
ical care. The case histories make it 
easy for the physician to view the ap­
plication of this model in the hands 
of experienced practitioners. The 
major limitations of this book are in­
herent in its casebook structure. It is 
best used to complement other more 
theoretical texts in this area, such as 
Doherty and Baird’s Family Therapy 
and Family Medicine: Toward the 
Primary Care o f Families (The Guil­
ford Press, 1983) or Janet Christie- 
Seely’s Working With Families in 
Primary Care (Praeger, 1984).

Unfortunately, physicians experi­
enced in family-centered medical care 
or attempting to teach these concepts 
to residents and students may find this 
book of limited usefulness. The case 
material often does not have the detail 
to illustrate theoretical concepts ef­
fectively. The presence of basic family

continued on page 434

43 2 TH E JO U R NA L O F FA M ILY  PR A C TIC E , VO L. 27 , NO. 4,1988



Nalfori
fenoprofen calcium
Brief Summary.
Consult the package literature for prescribing information. 
Indications and Usage: Nalfon® (fenoprofen 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). Gastrointestinal bleeding, sometimes 
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
inflammatory drugs, it is recommended 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 druas, 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 patient with symptoms and/or 
signs suggesting liver dysfunction, or in whom an abnormal 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 and Appendages: pruritus,* rash, 
increased sweating, urticaria. Special Senses: tinnitus, blurred vision, 
decreased hearing. Cardiovascular: palpitations,* tachycardia. M is­
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, triaeminal neuralgia. Special Senses: 
burning tongue, diplopia, optic neuritis. Miscellaneous: personality change, 
lymphadenopathy, mastodynia, fever.
Dosage and Administration: Rheumatoid Arthritis and Osteoarthritis— 
suggested dosage: 300 to 600 mg t.i.d. or q.i.d.
M ild to Moderate Pain— Nalfon 200 q. 4-5 h . as needed.
Do not exceed 3,200 mg per day.
•Incidence 3% to 9%. (020687)
PV 1026
Additional information available to the profession on request.

J D o i b t a
Dista Products Company
Division of Eli Lilly and Company 
Indianapolis, Indiana 46285

BOOK REVIEWS
con tin ued  from  p a ge  432

data, such as genograms, for each 
case, would make this book an ex­
cellent text for teaching the family- 
centered approach to care. Its absence 
limits its usefulness in the educational 
setting.

Sim S. Glazaka, MD  
Case Western Reserve University 

Cleveland, Ohio

Primary Care Medicine: Office Eval­
uation and Management of the Adult 
Patient, (2nd Edition). Allan H. Go- 
roll, Lawrence A. May, and Albert G. 
Mulley, Jr. J. B. Lippincott Company, 
Philadelphia, 1987,1001 pp., $49.50. 
ISB N  0-397-5826-0.

The first edition of this book was 
the first in what has become a “hot” 
new textbook field, primary care in­
ternal medicine. The book “attempts 
to delineate rational approaches to 
. . . both common and ‘must not 
miss’ clinical problems in office prac­
tice,” for those who provide primary 
care to adults. Competitors in this ar­
ena that I examined for comparison 
include The Principles o f Ambulatory 
Medicine (2nd edition, by L. R. Bar­
ker, et al), Office Practice o f Medicine 
(by W. T. Branch), and the Textbook 
o f General Medicine and Primary 
Care (by J. Noble).

The content of this book is ex­
tremely relevant to family medicine, 
though the orientation is inevitably 
that of internal medicine (ie, physi­
cian rather than patient and family 
centered and diagnosis emphasized 
over patient management). The text 
is highly readable with each problem 
addressed in about three to five pages, 
including a short, annotated bibliog­
raphy. Topics cover a broad spectrum 
of primary care issues including 
screening and evaluation of symp­
toms as well as specific clinical enti­
ties. The problem-oriented approach 
is helpful, and each section follows a 
similar pattern that usually includes 
the consideration of tests in terms of 
their contribution to decision making. 
(The continued recommendation of 
the use of transtracheal aspiration in 
the management of ambulatory 
pneumonia is one amusing excep­
tion!)

There are many useful tables, but 
few illustrations (hardly surprising

given the modest cost for such a com­
prehensive text). Though the second 
edition is much improved, the main 
limitation for the practitioner remains 
that there is insufficient detail to guide 
management with complex diagnostic 
and therapeutic problems.

The audience best served is the 
student, as this book provides a useful 
orientation toward problem-oriented 
thinking for the ambulatory setting. 
Although it may also be recom­
mended for the practitioner and res­
ident as an overview for most prob­
lems, I prefer the book by Barker et 
al because it does provide adequate 
detail and is useful both as a reference 
and resource for teaching. If you can 
stretch your budget, I would recom­
mend both books.

Peter Franks, MD 
University o f Rochester 

Rochester, New York

Questions & Answers on AIDS. Lynn 
Rober Frumpkin, John Martin Leon­
ard. Medical Economics Books, Or- 
adell, New Jersey, 1987, 190 pp., 
$19.95 (paper). IS B N 0-380-75467-3.

Fears about AIDS have permeated 
the consciousness of America and the 
world. This excellent book was writ­
ten in response to a perceived “lack 
of easy-to-read, accessible literature 
that would enable health workers to 
acquire general but comprehensive 
information about AIDS.” The au­
thor’s goal was “to educate the health 
care worker by answering questions 
[the authors] that might arise con­
cerning AIDS.” They have succeeded 
admirably. The foreward, written by 
Paul Volberding and Michael Mc­
Grath, authorities on AIDS, provides 
endorsement of the book by the AIDS 
medical establishment in the United 
States.

Written in a question-and-answer 
format, which is very readable, the 
book’s ten chapters provide concise 
information on every aspect of the 
disease, including the definition and 
origins of AIDS, manifestations, risk 
groups, modes of transmissibility, 
antibody positivity, protecting the in­
dividual and the health care worker, 
epidemiology, research and funding, 
resource centers nationwide, and eth-
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ics. A helpful glossary is included, and 
extensive references at the end of the 
book are keyed to individual ques­
tions. Three very good electron mi­
crographs illustrate the virus and sev­
eral tables help to organize the 
information. Addresses and telephone 
numbers of resource centers for AIDS 
information and support are in­
cluded.

The authors remind us that “much 
remains to be learned before the final 
word on AIDS is in.” In the mean­
time, this book will greatly assist all 
health care workers to answer their
o.wn and their patients’ questions 
about this terrible epidemic.

Robert Drickey, MD MPH  
University o f California 

San Francisco General Hospital

The Physician as Teacher. Thomas 
L. Schwenk, Neal Whitman. Williams 
& Wilkins, Baltimore, 1987, 203 pp., 
$21.50 (paper). IS B N 0-683-07613-2.

My initial reaction in flipping over 
the pages of this small book (which is 
just too big for the pocket of a white 
coat) was that it was unlikely to pro­
vide much useful information for the 
novitiate or experienced teacher. 
There were not that many references, 
and the style seemed simplistic, so it 
could not be very academic!

After reading it, I feel very differ­
ently and strongly recommend it to 
all teachers and learners in family 
medicine. The main objective of the 
book is to help full- and part-time ac­
ademic physicians improve their 
teaching skills, given the unproven 
but probably correct hypothesis that 
in these times most medical school 
faculty are hired to do research and 
their teaching skills are an after­
thought. The authors’ basic premise 
is that teaching is essentially a com­
munication and interpersonal skill 
that is often learned by physicians 
through their patient contacts.

The book is organized into two 
parts. The first deals with communi­
cations, teacher-learner relationships, 
teacher and learner roles, and meth­
ods of giving different types of feed­
back. The second part describes a 
number of teaching situations: the 
lecture, group discussion, teaching

rounds, morning report, bedside 
teaching, and education in the am­
bulatory care setting. Tips and tech­
niques abound in this section. Not 
only did I find this most useful in re­
alizing that one can teach an old dog 
new tricks, but it made me think 
about ways in which teaching in our 
own program could be enhanced. In 
fact, reviewing chapters of this book 
in sequence would provide an excel­

lent basis for a series of faculty de­
velopment seminars.

The book is well organized, visually 
pleasing, and clearly printed for the 
benefit of aging professors. Illustra­
tions are few, but telling in their mes­
sage and the references, adequate and 
useful.

Peter Curtis, MD  
University o f North Carolina 

Chapel Hill
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On the other hand, it is not sur­
prising that a program such as that 
described by Balaban et al would 
show no impact on the measured 
outcomes. There were only about 
three visits per year to a patient pop­
ulation who averaged five diagnoses 
apiece and who experienced more 
than 25 percent mortality in two 
years. Patient satisfaction and the de­
velopment of meaningful physician- 
patient relationships may have been 
impeded by the presence of “a pro­
gram physician and nurse . . . , 
family practice residents, medical 
students, nursing students, and other 
health care providers.” The large 
number of visitors and outcome 
measurements may also have intro­
duced a substantial Hawthorne effect.

The reasons for making house calls 
in clinical practice are only indirectly 
related to a global aim of improving 
“the function and well-being of the 
patient and the family.” Convenience 
is often salient, quite justifiably when 
the patient is legitimately homebound 
and the physician’s travel time is not 
unduly burdensome. It is also useful 
to see the patient’s physical and hu­
man environment. These are hu­
mane, people-oriented considerations 
that do not lend themselves well to 
the type of quantitative analysis un­
dertaken by Balaban et al.

Robert D. Gillette MD  
St. Elizabeth Family Health Center 

Youngstown, Ohio

R e fe re n c e

1. Hanchett E, Torrens PR: A public health 
home nursing program for outpatients with 
heart diseases. Public Health Rep 1967; 
82:683-688

The preceding letter was referred to 
Dr. Balaban, who responds as follows: 

We agree with Dr. Gillette that too 
frequently interpretations of reported 
results go beyond the conclusions of 
the investigators of what most would 
consider a reasonable interpretation 
of the data. We share this concern but 
believe that the advantages of report­
ing study results to the scientific com­
munity outweigh the disadvantages of

potential inappropriate interpretation 
or use of the data. Furthermore, it has 
increasingly been recognized that not 
publishing clearly stated results is 
harmful to the continuity of scientific 
investigation and to the public good. 
We believe the limitations of our 
study were clearly stated in the paper.

We also agree with Dr. Gillette that 
home visits may have subtle effects 
easily overlooked and difficult to 
quantify, and that convenience is 
worthwhile paying attention to for 
patients who are legitimately home- 
bound, if physician’s travel time is not 
unduly burdensome. Our study does 
not suggest that physicians should 
stop providing care to immobile pa­
tients or assessing a patient’s living 
situation; both are appropriate prac­
tices essential for high-quality care.

Although we have used the Solo­
mon four-way design to control for 
possible Hawthorne effects in other 
studies we have carried out, we could 
not do so in this follow-up study. We 
would expect, however, that any 
Hawthorne effects would exaggerate 
benefit rather than mitigate it.

The US population is aging and 
home care services, including physi­
cian visits, are increasingly available. 
Despite the feelings shared by many 
of us that such care is humane and 
appropriate, however, there is little 
evidence that it is efficacious, let alone 
cost effective. If one accepts that 
health resources are finite, then, in 
our view, there must be continued 
rigorous scientific evaluation of med­
ical and health care interventions, 
particularly potentially expensive 
ones, to determine benefit (or possible 
harm) in specific populations or 
subgroups.

Donald J. Balaban, MD, MPH
The Greenfield Research Center 

Jefferson Medical Center 
Philadelphia

MANAGEMENT OF 
PHARYNGITIS

To the Editor:
In a recent editorial Dr. Wald rec­

ommends the standard throat culture

results as a guide to the management 
of cases of acute pharyngitis (Wald 
ER: Management o f pharyngitis re 
visited. J  Fam Pract 1988; 26:367- 
368). She further states that “if the 
results of a properly obtained throat 
culture are negative for GABHS 
[group A /3-hemolytic Streptococcus], 
antibiotic therapy should be withheld 
or promptly discontinued if it had 
been presumptively initiated.”

Her recommendations, however, 
fail to address the issue of the false­
negative rates of throat cultures. It 
may be reasoned that the person with 
a false-negative test will subsequently 
go on to develop a more clinically 
positive picture and will later be 
found to be culture positive, but from 
most patients’ point of view (and my 
own), this is not a satisfactory ap­
proach to the problem. Also noted in 
the same editorial is that many of the 
patients included in this recent re­
surgence of rheumatic fever “did not 
have antecedent clinical illnesses that 
were remarkable or suggestive of 
GABHS disease.” It is not hard for 
me to imagine, then, a patient pre­
senting with a sore throat that appears 
clinically normal, has a negative cul­
ture (or other test for GABHS), yet is 
truly colonized and infected with 
GABHS. This same patient, if un­
treated, may well seek out another 
physician in a day or two, who repeats 
the test for GABHS, finds it to be 
positive, and treats the patient. The 
result, however, is an unhappy patient 
who is unhappy because he or she had 
to pay for two physician visits to be 
treated properly.

Most patients do not understand 
the scientific rationale behind our ap­
proaches to their illnesses, and it is 
practically impossible to explain these 
to most of them within a reasonable 
amount of time (ie, five minutes). I 
have found that it requires a repeti­
tion of the concepts about three times 
and in about three different ways be­
fore they get the gist, and even then I 
am not quite sure they believe what 
I am saying.

In addition, Dr. Wald would say 
that it is good that this patient went 
without treatment for a couple of days 
because this enabled the patient to 
build up more antibody against the

continued on page 438
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infection, which will subsequently re­
duce recurrence. I am surprised that 
she so quickly embraces this theory 
on such minimal scientific evidence. 
Finally, Dr. Wald also failed to ad­
dress the other causes of pharyngitis 
such as Hemophilus influenzae, 
Branham ella catarrhalis, Myco­
plasma, and TWAR (the newly dis­
covered Chlamydia organism that 
causes acute respiratory tract infec­
tions and also pharyngitis).

Personally, I treat all patients who 
have the complaint of sore throat with 
an antibiotic (usually amoxicillin or 
erythromycin, depending on the age 
of the patient and the clinically sus­
pected illness). For those in whom I 
suspect a viral illness (besides mono­
nucleosis), I tell the patient I suspect 
that they have a viral infection and 
that viral infections are not cured with 
antibiotics. I then tell them that I am 
prescribing an antibiotic for them just 
in case they truly do have a bacterial 
infection. If the patient requests a test 
for Streptococcus, I obtain one, but I 
explain to the patient that there are 
false-negative results to  these tests, 
and for this reason I would still like 
to prescribe the antibiotic. Most pa­
tients can understand the concept of 
“false negative.” Those who cannot 
are also unable to understand the 
concept of nontreatment. The only 
problem that I have had with this ap­
proach is one or two patients who 
actually had mononucleosis and ac­
quired rashes from the amoxicillin. 
With Dr. Wald’s approach, which I 
used when first in practice, the num­
ber of patient complaints were dis­
tressing: Some were just not getting 
better and wanted treatment but did 
not want to spend more money to be 
seen again, some had subsequently 
seen another physician who either 
told them they had streptococcal 
pharyngitis or obtained a culture or 
test and then told them they had

streptococcal pharyngitis and treated 
them appropriately.

The art of medicine is finding cre­
ative ways to meld scientific reality 
with the realities of day-to-day prac­
tice. After five years of practice in the 
real world, I much prefer the ap­
proach I am using now.

Phillip M. Walker, MD  
Bloomington, Indiana

The preceding letter was referred to 
Dr. Wald, who responds as follows:

Dr. Walker raises the issue of falsely 
negative throat culture as a deterrent 
to the development of treatment 
strategies for patients with pharyngitis 
based on throat culture results. I am 
familiar with the commonly quoted 
figure of 10 percent as the false-neg­
ative rate of throat cultures performed 
by nurse practitioners. I am grateful 
for this opportunity, however, to 
stress that I regard the performance 
of a throat culture seriously in order 
to maximize its value as a diagnostic 
test. Accordingly, with the tongue de­
pressed, I swab both tonsillar pillars 
and the posterior pharynx, and I try 
to get the swab into and out of the 
mouth without touching the tongue 
or the buccal mucosa. Often this re­
quires the assistance of a nurse or 
parent to help restrain the child. I be­
lieve my rate of false-negative throat 
cultures is close to zero. In the case 
of a persistently symptomatic patient 
with a negative throat culture, the 
throat culture can be repeated. This 
is unlikely to be required very often. 
Two negative throat cultures are 
strong evidence against a streptococ­
cal cause for the sore throat. Most 
persistent sore throats are likely to be 
caused by a virus, especially adeno­
virus or Epstein-Barr virus.

In contrast to Dr. Walker, I find it

is easy to explain the rationale for 
performing throat cultures to patients 
and parents. A major part of our re­
sponsibility as physicians is to educate 
our patients concerning health care. 
In our community patients are sur­
prised when clinicians do not perform 
throat cultures prior to initiating an­
tibiotics for sore throat.

My editorial was invited after I was 
asked to review the article entitled 
“Prevalence of Chlamydia tracho­
matis and Mycoplasma pneumoniae 
in Children With and Without Phar­
yngitis,” which appeared in the same 
issue of The Journal o f Family Prac­
tice (Reed BD, Huck W, Lutz LJ, Za- 
zove P: J  Fam Pract 1988; 26:387- 
392). As noted in this article and in 
another cited in the editorial, Myco­
plasma pneumoniae has not readily 
been shown to be a cause of phar­
yngitis. In addition, neither He­
mophilus influenzae nor Branhamella 
catarrhalis are recognized as pharyn­
geal pathogens; rather, they are re­
garded as normal flora. Nontypable 
H influenzae are found in the throats 
of 60 to 70 percent of normal chil­
dren.

Personally, I almost always culture 
the throats of children with pharyn­
gitis as a prelude to planning treat­
ment. Overall, on an annual basis 90 
percent of sore throats are not caused 
by GABHS. Although others have 
calculated cost-benefit ratios of treat­
ment strategies with and without the 
performance of carefully performed 
cultures, I find it intellectually satis­
fying to carefully perform laboratory 
tests in selected patients, to make 
clinical and laboratory correlations, 
and to reserve antibiotic therapy for 
appropriate indications.

Ellen R. Wald, MD 
Divisions o f Ambulatory Care 

and Infectious Diseases 
University o f Pittsburgh
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MENTAL HEALTH 
CONSULTATION 
AND REFERRAL

To the Editor:
It was with great interest and plea­

sure I read the article “Screening for 
Psychosocial Problems in Primary 
Care” by Harold D. Hase, and Joseph 
A. Luger (J  Fam Pract 1988; 26: 
297-302).

I certainly support the use of the 
Multifactor Health Inventory as an 
important diagnostic screening tool 
for the family physician and would 
wish and hope that the great number 
of primary care physicians serving in­
dividuals, couples, and families would 
be interested enough to make use of 
the inventory. I think, however, that 
it is important to be realistic in our 
expectations of the extremely busy 
family physician.

In as much as many family physi­
cians have sufficient office space that 
is not always required by the practice 
itself, there may be value in support­
ing the concept that family physicians 
buttress their armamentarium of di­
agnostic sophistication in terms of 
mental health by considering rental 
of that additional space to a qualified 
mental health practitioner. A busy 
physician would thus have available 
a much more comprehensive diag­
nostic and treatment capability in the 
area of mental health. It enables the 
physician to obtain consultation re­
garding the advisability of medication 
therapy, screening, and ongoing 
mental health therapy without going 
through the process of referring to 
persons who are located outside of the 
practice. The family physician would 
be able to introduce the patient to the 
specialist personally and to enunciate 
the issues as perceived by the physi­
cian so that exactly what is sought in 
consultation can be made quite clear 
to the consultant and the patient.

As a specialist who provides the 
service to a very busy and complex 
family practice that includes not only 
a family physician but also an or­
thopedic surgeon and an obstetrician- 
gynecologist, it has been my experi­
ence that in addition to the obvious 
benefit of providing a more effective 
and comprehensive range of services 
to the patient, this arrangement also 
enables the referring physicians to 
have available the kind of clinical data 
which are necessary to assess, evalu­
ate, and identify their own areas of 
relative diagnostic acuity and weak­
ness. This results in a much more ef­
fective referral process and is a pre- 
dicator of patient success and 
recovery. Patients routinely report 
very positively about this approach to 
the important area of mental health 
consultation and referral, and as the 
consulting therapist, it has been my 
experience that we achieve a much 
more appropriate referral practice and 
that we provide a more effective level 
of service to patients.

Charles M. Wagner, M S W  
Pitman, New Jersey

GRADUATE TRAINING FOR 
FAMILY PRACTICE

To The Editor:
In response to Drs. Ferentz et al 

(Ferentz KS, Sobal J, Colgan R: 
Family medicine residency training— 
Three or four years? J  Fam Pract 
1988; 26:415-420), I would like to 
urge a broader change in residency 
training in family medicine than they 
considered. To add merely an addi­
tional year of training, regardless of 
the areas covered, is most likely to be 
unacceptable to young physicians, 
most of whom have staggering debt 
loads. The poor showing of most 
family medicine residency programs

this year in the Match tends to sup­
port this view.

I favor a four-year minimum 
training period for family physicians, 
but training must become more effi­
cient. The major source of ineffi­
ciency in current training programs 
is that we spend too much time cov­
ering all the major skill areas for all 
residents despite the obvious fact that 
many will abandon up to one third 
of these skills in their first year out of 
training. The plain fact is that we are 
spending too much effort hammering 
the full panoply of knowledge and 
skills into physicians who simply do 
not yet know what they want to do, 
ie, what specific shape their own 
practice will take.

This is not necessary if we are will­
ing to consider more unorthodox al­
ternatives. I propose offering a split 
training period. The initial two years 
would be spent in a way very similar 
to existing curricula but with more 
emphasis on basic ambulatory care 
skills. The next two years would be 
spent in actual practice at a primary 
care practice site of the resident’s 
choosing at full practice-level com­
pensation. Continuing foimal edu­
cation would be maintained and 
monitored by regular online com­
puter contact with the residency pro­
gram. One year of residency credit 
would be given for the two years of 
practice experience if certain knowl­
edge and skill performance criteria are 
met. In this time the physician w ould 
gain firsthand knowledge of what 
practice style realistically suits his or 
her needs. The final year of training 
would be back at the residency pro­
gram site and would consist of elec­
tives designed to meet the specific skill 
needs of the physician for a personally 
selected practice-style, eg, more ob­
stetrics, orthopedics, hospital-based 
care, or whatever experience is known 
to be needed for an effective practice 
for an individual. We should be pre-

continued on page 464
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pared to extend this final training pe­
riod as long as necessary to accom­
plish the specific objectives identified.

In this way I believe we could ob­
viate the enormous waste of which 
many of our training programs are 
guilty, and we could do this in a way 
to conserve our residents’ most valu­
able resources—their time, their life­
style, and their assets. As the nature 
of the crisis in modem primary and 
family-oriented care escalates, let us 
begin serious discussion of truly novel 
solutions.

Colin P. Kerr, MD  
Department o f Family Medicine 

East Carolina University 
School o f Medicine 

Greenville, NC

RETURN TO WORK 
CERTIFICATION

To the Editor:
I would like to respond to the 

commentary by Robert A. Fried, 
concerning absenteeism certification 
(Mayhew HE, Nordlund DJ: Absen­
teeism certification: The physician’s 
role. Fried RA: Commentary. J  Fam 
Pract 1988; 26:651-655).

I have found from my experience 
in a combined rural and industrial 
practice of some 33 years that the best 
solution for the return to work certi­
fication is not one suggested by Fried. 
If the worker comes to me for per­
mission to go back to work without 
having evidence of current illness, I 
prefer to examine the patient, deter­
mine that he or she is disease free, 
and then give a statement which in­
dicates the patient has reported such 
an illness and by examination he is 
now free of disease and able to return 
to work.

This does push the resolution of the 
problem back to the managers, where 
I think it rightly belongs. The man­
ager must then determine whether 
this individual is “goldbricking” or 
whether he is an habitual offender.

I am sure management has discov­
ered many years ago that if they were 
to grant certain days off for “illness”

that did not require medication su­
pervision, their rate of absenteeism 
would probably increase 30 percent. 
It has been my experience that the 
worker on the assembly line will will­
ingly use very flimsy excuses to ac­
count for his absenteeism, in many 
cases because he may be paid 90 per­
cent of his take-home pay when he 
stays home (as a number of workers 
have reported to me); under these cir­
cumstances it does not pay him to run 
his automobile to the job and back.

In contrast, however, the individual 
farming who is totally responsible for 
his own work will still be out doing 
chores even if he has pneumonia or 
a fracture, which normally would re­
quire being housebound.

In summary then, I believe that the 
managing of this problem belongs 
with industry and that incentives by 
industry might well be provided for 
those individuals by rewarding them 
for an excellent work record and pe­
nalizing those individuals who are 
found to be malingerers.

Wallace H. Ash, MD 
Ames, lorn

The preceding letter was referred to 
Dr. Fried, who responds as follows:

Dr. Ash and I agree that having 
physicians certify only what they per­
sonally observe puts the problem back 
in the lap of personnel managers. It 
still fills the physician’s office with 
healthy people and costs management 
something for the retum-to-work ex­
aminations—possibly more than they 
would spend if all malingerers took 
unfair advantage of sick-leave poli­
cies.

I am not as sure as Dr. Ash that 
management has really thought 
through this problem. If the system 
was working so well, then why did 
Mayhew and Nordlund find so much 
dissatisfaction with it? It is precisely 
the message of the research study— 
and, I hope, the discernible point of 
my commentary—that the conven­
tional wisdom about absenteeism 
certification is probably wrong. That 
is why a commonplace event—a pa­
tient asking a physician for a medical 
excuse from work—evokes research-

continued on page 465
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able questions that are worthy of our 
attention.

Robert A. Fried, MD  
Director o f Clinical Affairs 

A. F. Williams Family 
Medical Center 

University o f Colorado 
School o f Medicine 

Denver, Colorado

ROUTINE MATERNAL SERUM 
a-FETOPROTEIN TESTING

To the Editor:
In the recent article and commen­

tary on routine serum maternal a -  
fetoprotein (MSAFP) testing, both 
Weiss' and Osborn7 make excellent 
points regarding this new screening 
procedure: There are multiple ethical 
considerations that have been inad­
equately addressed, the emotional 
stress of a false-positive MSAFP 
should not be underestimated, and 
screening tests that are developed and 
standardized in a subspecialty clinic 
may have limited applicability in the 
general population. The article and 
accompanying commentary, how­
ever, contain multiple statements and 
concepts that are very misleading, and 
far too much weight is given to the 
research findings.

1. “It has been reported that less 
that 20 percent of women who have 
an elevated MSAFP level will be de­
livered of an infant with a congenital 
defect. The specificity of low MSAFP 
levels is even lower.. . .” This state­
ment confuses specificity with posi­
tive predictive value. As illustrated in 
Figure 1 of Dr. Osborn’s commen­
tary, stating that 20 percent of those 
with a positive test have the disease 
describes positive predictive value, 
not specificity. To make matters 
worse, it is unclear where the 20 per­
cent figure comes from, as both ref­
erenced articles3,4 claim a 5 to 10 per­
cent positive predictive value for 
neural tube defects, a specificity 
greater than 90 percent, and a sensi­
tivity of 80 to 90 percent.

2. “All current MSAFP screening 
recommendations are based on data 
gathered in practices of obstetricians

whose patients have higher risk pro­
files than patients typically managed 
by family physicians.” If the recom­
mendations were based on data gath­
ered on high-risk patients, then the 
author’s conclusions would be justi­
fied. Those studies referenced by the 
author,3' 5 as well as others,6,7 how­
ever, were prospective evaluations of 
large (10,000 to 50,000) numbers of 
patients from populations compara­
ble to those typically managed by 
family physicians. In addition, the 
recommendations of at least two na­
tional groups, the American College 
of Obstetricians and Gynecologists8 
and the American Society of Human 
Genetics,9 have recently stated that 
MSAFP screening for Down’s syn­
drome is investigational. Thus, the 
major positive finding of the study, 
that of a low positive predictive value 
for a low MSAFP, agrees with current 
screening recommendations.

3. Table 1 in Dr. Osborn’s com­
mentary contains multiple errors. 
First, it incorrectly calculates preva­
lence in the high prevalence case as 
10 percent instead of 11.1 percent. It 
also incorrectly calculates positive 
predictive value in the low prevalence 
case as 2 percent instead of 2.2 per­
cent. In addition, the specificity varies 
in the two examples: the specificity in 
the high prevalence case equals 55 
percent, and the specificity in the low 
prevalence case is 60 percent. To 
compare the effect of prevalence on 
predictive value, both sensitivity and 
specificity must be constant. Though 
the errors do not introduce any sub­
stantive changes, the tutorial becomes 
confusing and therefore difficult for a 
novice to follow.

4. “MSAFP testing is extremely 
nonspecific, resulting in the applica­
tion of potentially harmful techno­
logical interventions, such as amnio­
centesis. . . .” Most authorities 
suggest that an amniocentesis be done 
on all women older than 35 years; 
therefore, it is reasonable to perform 
an amniocentesis on any person 
who has a risk of Down’s syndrome 
or other chromosomal abnormality 
comparable to a 35-year-old woman 
(ie, about 1:270). The purpose of a 
screening test such as the MSAFP is

to sufficiently increase the probability 
of disease to justify the more defini­
tive (and usually more expensive and 
dangerous) diagnostic test.

For example, the articles referenced 
by Weiss and the recent California 
experience10 show that despite its low 
positive predictive value, a low posi­
tive MSAFP can increase the risk of 
Down’s syndrome to 1:121. A posi­
tive low test therefore places a woman 
at a higher risk for a Down’s syn­
drome infant than women who are 
aged 35 years and older, thus justi­
fying the amniocentesis. According to 
these data, denying an aminiocentesis 
to a woman with a low positive 
MSAFP while recommending an 
amniocentesis to a woman over the 
age of 35 years is inconsistent.

5. The study lacks a sufficient sam­
ple size. In the recent California ex­
perience with nearly 200,000 patients, 
5 percent of the patients had an ab­
normal test (approximately one half 
had high values and one half had low 
values). Of those, 65 percent were 
confirmed after checking the ultra­
sound and a repeat test, and about 70 
percent of the women with the posi­
tive test had an amniocentesis. Of the 
approximate 2,000 amniocenteses 
done because of a low a-fetoprotein 
level, 16 cases of Down’s syndrome 
were diagnosed and 12 other chro­
mosomal abnormalities found, for a 
ratio 1:121 for Down’s syndrome and 
1:69 for all chromosomal abnormal­
ities. It is not surprising that Weiss’s 
review (89 total patients and 14 pa­
tients with a low level) showed no 
positives.

The MSAFP is a screening test for 
neural tube defects and may be useful 
in screening for chormosomal abnor­
malities. That a university medical 
center laboratory based its normal 
values on an abnormal group is a les­
son we can all learn from but does 
not affect the validity of a properly 
performed MSAFP screening pro­
gram.

Ted Ganiats, MD  
Department o f Family and 

Community Medicine 
University o f California 

La Jolla
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The preceding letter was referred to 
Dr. Weiss and Dr. Osborn, who re­
spond as follows:

Dr. Ganiats raises several issues re­
garding my report of one year’s ex­
perience with routine maternal serum 
a-fetoprotein (MSAFP) testing in a 
family practice. It is of note that our 
previous publications on this topic 
also generated a significant response 
from readers.1-7 Obviously, MSAFP 
testing is controversial, both from 
methodologic and ethical points of 
view.

Dr. Ganiats’ comments refer both

to my article and to Dr. Osborn’s ac­
companying commentary. I will limit 
my remarks to those issues directly 
pertaining to my article.

Dr. Ganiats correctly points out 
that my sample size was small. In­
deed, the report included only 89 
pregnancies; therefore, the study was 
clearly identified as a preliminary 
first-year report.

Nonetheless, simple power calcu­
lations'" indicate that to reliably detect 
an event, such as an abnormal 
MSAFP level, which is expected to 
occur in 5 percent of cases, only 31 
total cases are needed to achieve an 
80 percent chance that at least one 
abnormal MSAFP level will occur. 
A sample size of 89 subjects gives a 
99 percent chance of detecting at 
least one subject with an abnormal 
MSAFP level. Thus, although pre­
liminary, my report offers a high de­
gree of certainty that the rate of ab­
normal MSAFP in our family practice 
was, in fact, considerably lower than 
would have been expected from re­
ports in the literature, which were 
based on experience in the practices 
of obstetricians.

Dr. Ganiats suggests that MSAFP 
protocols generated in obstetrical 
practices are applicable to family 
physicians’ practices because obste­
tricians’ patients are comparable to 
family physicians’ patients. I disagree. 
Most family physicians evaluate their 
prenatal patients with both formal 
and intuitive risk-assessment tech­
niques. These same family physicians 
refer significant percentages of their 
prenatal patients to obstetricians be­
cause of factors or conditions that 
might increase pregnancy risk; these 
same cases might be routine for an 
obstetrician. The growing concern 
over liability issues has increased the 
tendency for such referrals to be 
made.

Thus, many family physicians do 
not provide prenatal care to patients 
with gestational diabetes, preeclamp­
sia, history of prior adverse pregnancy 
outcomes, and a variety of other con­
ditions. How many of the obstetri-

‘ beta  =  (1-p)" where p  =  event rate, n =  number of 
cases, 1-beta =  power

cians whose articles Dr. Ganiats cites 
routinely refer away patients with 
these same risk factors? The answer, 
of course, is none. Patients who fam­
ily physicians consider to be at in­
creased risk are regularly managed 
by obstetricians; therefore, research 
based on the practice experience of 
obstetricians (who care for average 
and high-risk patients) is not neces­
sarily applicable to the low-risk pop­
ulations seen by family physicians.

Finally, I agree with Dr. Ganiats 
that given our current level of knowl­
edge, aminocentesis should be offered 
to women with low MSAFP levels if 
their risk for trisomy 21 is equal to or 
greater than the risk in an otherwise 
low-risk 35-year-old. The literature 
supporting this approach was cited in 
my manuscript.

It is important that readers not in­
terpret my report as suggesting that 
MSAFP testing is inappropriate. In 
fact, I recommend the test to all of 
my prenatal patients. The lesson that 
should be learned from my study, 
however, is that when interpreting 
MSAFP (or other) test results, family 
physicians should be certain that the 
values used to determine normality 
were derived from a population of 
patients similar to those seen in a 
family physician’s practice.

Barry Weiss, MD  
Department o f Family and 

Community Medicine 
The University o f Arizona 

Tucson
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