LETTERS TO THE EDITOR

The Journal welcomes Letters to the Editor. If found suitable, they will be published as space
allows. Letters should be typed double-spaced, should not exceed 400 words, and are subject to
abridgment and other editorial changes in accordance with Journal style.

OBSTETRIC RISK SCORING

To the Ediitor:

The recent review of dbstetric riske
sooring systerrs by Dr\Wallland study
of a sooring system in current use at
the Oregon Health Sciences Univer-
sity? are tinely efforts at darifying
this dhapter in mediical decision mek-
ing. It isalanming to reed inthe latter
report that offical endorsenent hes
been given to a sooring system while
the dgjective data of the report do ot
suport such endorsarent.

An effective heuristic noddl is
neeced to allowunderstanding of risk
sooring systerrs inthe context of med-
ical practice. The three dinersiars of
predictive accuracy, usefulness, ad
acceptability are described in the lit-
erature relating to assessrent of pre-
dictive irstrurents.3Addressing each
of these dnmersias dlons the re
searcher todescribe fully the decision
suygoort tod as a part of the environ:
ment in which it is intended to ke
wsed Reviewing the report of WAl et
a, wsirg the above nodd, it becones
dear that there is little ojective sup-
port for the sooring system

The report addresses only the di-
mension of predictive accuracy.
Characterizing the predictive accu-
racy of a sooring system in a given
population requires nmessurenent of
stregth of assodiation aswell as dem
orstration that an association is statis-
tically significant. Prediction requires
far stronger correlation then is gerer-
ally necessary to reach statistical sig-
nificance in a study of adequete size.
In this report the stremgth of associar
tion between initial score ad lergth
of hospitalization (Pearson's r = .18)
is actuelly quite low despite the fact
that statistical significance wes
reeched (P:<0l). The rigksoorirg
system is within 8% of the perfor-
mance of a coin toss at predicting ad
verse outcores an initial visit, ad
within 14% of a coin toss when the
soore at 37 weeks is used (abstracted
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froam Table 3 of the study). The re-
ceiver gperating characteristic cune
isa useful tod invisually representirg
this type of aralysis4

The dinersiors of usefulness ad
acceptability similarly reguire struc-
tured ardlysis. Details of this type of
analysis have been described else-
where 356 Brdorsenrent of a sooring
systemshould aoour only after its per-
formance in dll three dinersias hes
been studied and found to be satisfac-

ay.
George A. Corey, MD
Duluth, Minnesota
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The preceding letter was referred to
Dr Wall, Ms Sinclair, and Dr Toffler,
who respond as follows:

While we gpprediate the commart
by Dr Corey, we are sarenrat e
Zled by his reference to the msm\e
predictive value of acointoss. Assum
ing the sersitivity and spedificity of
the toss of a prgger coin to be 50% ve
have corstructed the table belon Vé
have also calculated the percentage

oer the coin toss far
eech of the positive predictive \elues
of the risksooring systens thet o
peared in Table 3 of aur artide 1\
are ot certain exactly whet Dr Corey
mears by “within 8% of the parfa-
rmmeofaa]ntcss,” but we suget

While the positive predictive values
of the assessrent soores are low trey
are, at lesst, quite a bit better ttena
“heack ortails” soorirg. Interestingly,
negative predictive values for trese s
sessert soores shoned a rage o
only 1% to 3% inprovenent oer tre
toss of acain! We attribute this totre
high negative predictive value of a
coin toss, which is a direct futiondf
the very lowincidence of the adere
outoon'es studied

Frelly, we agree with Dr Corey

POSITIVE PREDICTIVE VALUE
(Percentage Improvement Over Coin Toss)

Outcome “Coin Toss”
Cesarean section .15
delivery

1-minute .18
Apgar < 7

5-minute .02
Apgar < 7

Birthweight .05

< 2500

Estimated gestation .07

age < 37 weeks

Antepartum
Initial 37-Week
Assessment Assessment
26 (73%) 20 ( 33%)
26 (44%) 28 ( 56%)
02 (0%) .00 (neg)
07 (40%) 20 (300%)
09 (29%) 16 (129%)
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tret endorsenrent of a sooring system
droud oocur only after its predictive
aoourany, wsefulness, and acoeptabil-
ity have been studied. A ratiorele far
ar study wes the lack of dgjective
dHa suppartirg the exdisting soorirg
sstEM As we dl are anare, mary
thirgs in redicire are inplenented
piarto their full evaluation (cororary
careunits, electronic fetal monitoring,
er). Cearly, dostetric risksoorirg
Systens must be adoed to this list

Eric M. Wall, MD, MPH

Ann E. Sinclair, MS

William L. Toffler, MD

Oregon Health Sciences University
Portland, Oregon
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GENERALIST-SPECIALIST
BOUNDARY

Tothe Editor:
Bourdhry issues between the gent
erdists and the spedialists will praer
by rever be resohved to the satisfac-
tion of eeryae covemed ad
frarklyl:e , | don't see why they have to

The distinguishing dharacteristic of
tre gererdist is predsely that hHis
konede ad inerests ad sklls
coer a broed array of nedical prao-
lens even anog gererdists them
shes, there are o set boundaries ur
less orne considers attitude and

jugggm & qudifying dharacteris-

The gererdlist by tenperarent ad
trainirg hes—ar shoud have—a hur
nmanistic oulodk on the practice of
medidrne, and his judgrent is such
tret e rdies, when necessary, anthe
goedialized, sciertific, nore-dostruse
knonlecte of the spedialists.

Gargrdists as agragp within them
shes have differat inerests ad
ddlls; sare are nore adept than ath
as at cardidogy, or demratology, ar
wheteer. Their attituide, honewer, is

oe of coreem for the total patiert,
which is quite differert from that of
the specidlist, who by tenperanrent
ad training is nore interested inan
ogan system and wsLelly dischirs
getting involved in reassurance,
speakdng with farmily menbers, ad
arranging for comprehensive angoing
care of the patient's gereral redical
pradens.

Trerefore, | think that boundary is-
s are amyth, arnrisperogption;, they
leed to corfusion

Edward J. Volpintesta, MD
Bethel Medical Group
Bethel, Connecticut

GERIATRIC ASSESSMENT
PROJECT

To the Editor:

Iwould like toinvite your reeders to
share infomration to be usad inamul-
tidnersioel asssssTet project e
siged to providce oconprehersive
heslth ad nredical inforretion in a
maer that will engdle physiciars to
foous on prinvary, secochry, and ter-
tiary preventive prograns neeced to
ninimize norbidity ad neintain the
highest level of physical ad nental
furction arong the elderty.

This prgject inoorporates informra:
tion about fuctional ad prevertive
health, mediical pradens, sodid crite-
ria, cultural dharadteristics, econorric
resources, and spiritual conposition
by integrating a validated assessrernt
protoool oriented to the aged The
product we hope to develap will inte-
grate, synthesize, and aralyze data in
cuding physical, laboratory, and func-
tioel messuraTens.

The mutidinersioal assessent
systemis targeted far publication af-
ter fidd trids ad will offer a suc-
drct, conplete persordlized inven:
tory ad prddlem list for wee by the
atterding physidan

For further informration contact D.
Robert Honard, MD, Geriatric As-
ssssrert Prgject, Departnent  of
Family ad Comrunity Medidne,
Mercer University School of Medi-
cirg, 1550 College Street, Macon, GA
31207 (912-744-4104); or Russell M
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Hostetler, MD, Assistant Professor,
Departrrent of Family and Conmu-
nity Medicine, Mercer University
School of Medicine, 1550 College
Street, Macon, GA 31207 (912-744-
4095).

D. Robert Howard, MD
Mercer University
Macon, Georgia

CORRECTION

To the Ediitor:

I wish to bring to your attention
anemor inthe Letters tothe Edlitor
inthe Jure 1989 issLe of The Jour-
nal of Family Practice an pege
732.1bdieve this ae anoersigt

The letter which | authored wes
written with the purpose of bring-
ing to the attertion of the reackers
an inportat study [E. Barrett-
Connor, M.H. Criqui, J.L.
Witztum, et al: Population-based
study of glycosylated hemoglobin
lipids and lipoproteins in nondi-
abetic adults. Arteriosclerosis
1987; 7:66- 70] whichwas not cited
ineither the article by Drs Urberg
ad Rajdev [A correlation between
serum cholesterol and
glycosylated hemoglobin in nondi-
abetic humans. J Fam Pract 1989;
28:269- 274] ar in My acconparny-
ing commrentary. 1 hed not seenthe
Letter to the Editor by Dr Mark
Knudson which gopears an pege
732 ad, corseqenty, 1 did
address the ariticists he raiss
which |, indeed, believe are inpor-
tant ad hed raised myself when
originally reviening the peper.

William E. Neighbor, Jr, MD
University of Washington
Seattle

The Publisher redies:

The Joumdl regrets thet anenror
in the course of pege nmis-
identified Dr Neighbor's letter as a
resooree to Dr Knuoson's letter-.
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MYOCARDIAL INFARCTION
AND DENIAL

To the Editor:

I very much enjoyed reading Dr
Helds' article “Myocardial Infarction
ad Denial” (J Fam Pract 1989;
28:157-161). The only reeson that |
could think of why JW denied having
anacute myocardial infarctionwes his
yourg age of 37 years; he certainly
hed all the risk factors far coronary
heart diseese: cigarette soking, hy-
perchdlesterdermia, and uncontralled

on

Dr Helds did ot tell us howvJW's
left ventricular functionwes falloning
his suberdocardial  infarction The
logterm progosis of any petient
with an acute myocardial infarction
depencs ypon the anount of heart
muscle danmece. The earlier an acute
myocardial infarction is diagnosed,
the nore iate treat-
nment can be irstituted, ad, it is
hoped, the less permrarent myocardial
damece will resuit. Inthe curent era
of availability of intravenous
thrombolytic therapy in the commue
nity hospital, it is very inportant to
get a patient with acute myocardial
infarction to be adritted to the hospi-
tal as early as possible. But the peatient
hes to initiate this prooess first by con
tacting his family physician inmredi-
ately upon develgorent of the synp-
tars or their prodroreta,

Tsung O. Cheng, MD
Division of Cardiology
Department of Medicine
The George Washington
University Medical Center
Washington, DC

The preceding letter was referred to
Dr Fields, who responds asfollows:

| gopreciate Dr Cheng's comrents
about my artide. In reviewing the lit-
erature, honeer, | dd nat fird sup-
port thet denial isage related. Inspite
of IW being only 37 years dd, he hed
specifically been wamed by an inter-
nist only are month prior to adrission
to watch for synptars thet might
suggest myocardial infarction

When | admitted JW, | waes work-
ing ina 50-bed rura hospital. At thet
tine | did a predischarge exercise tal-
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erance test and then envdlled imina
cardiac retebilitation program  He
declined referral to auniversity center
for further diagnostic testing From
his good perforrance on the exercise
tolerance test, 1 suspect that he hed
goad left ventricular furction, but his
cardiac output ad gjection fraction
were rever spedifically messured
Karl B. Fields, MD
Greensboro, North Carolina

EXERCISE TOLERANCE
TESTING

To the Editor:

W& read with interest the recent
Gontroversies in Family Practice sec-
tion inyour jourral entitled, ““Is Bxer-
dse Tderance Testing Indicated for
Diagnoses and/or Screening in Fam:
ily Practice?” by Ds Mead ad
Hindman (/ Fam Pract 1989;
28:473- 480). Of particular concemto
ws as family physidan educators ac-
tively involved in teaching exercise
testing was the goposing view by Dr
Hrdren

Despite “linited indepencent and
spedific diagnostic informration,” exer-
dse testing hes clearly noed into the
forefront as anextrenely ussful evalu-
ative procedure with incressing appli-
cation to the practice of abulatory
nmedidre.  Incressing is an
riskfector identification and nrodifi-
cation, and performrance of regular ex-
erdse, coupled with enhanced recoy-
nition of the presence ad inportarce
of silert ischerria ina sodiety such as
aurs with a high prevalence of coro-
rary artery diseese, should all eqoard
the rde of exardse testing even fur-
trer. If, &s Dr Hinden states, exer-
cise testing is a test for assessirg car-
diovascular fuction with optinrel
interpretationwhen resuits are corsick
ered in the context of a patient’s risk
factor profile, the nedical histary, ard
the physical exanination, wWho better
then a gpedidist in prinary care is
there to interpret resuits of the test in
this context?

The issg, aswe e it, is succinctly
eqressed by Dr Mead. “There is es
sentialy ro logical alterretive to fam

ily physiciars perfonring eerdse td-
erance testing. Who else will parfam
screening exerdse testing for etiats
35 10 40 years dd who are ther
ic ar have cororary rik
factors? Who will evaluete the ird-
vidual whowants toexercise but isat
of shepe? Who will evaluate the aam
petitive athlete? Whowill evaluete tre
midde-aged and elderly patiernts far
silert ischermia? Who will ladk after
cororary artery diseese in irdvidLels
living in suburtan and rurdl arees?”’
Ben if there were enough carddo
gists in the country to perffom trese
tasks, patients sinply don't presat
the cardidlogist’s office ina totaly a
relatively asynptonetic state dien
enough with these concerrs an their
mind for evaluative exercise testirg

Ben anog nild to nockraely
synptonretic patients with risk fectars
who are atherwise furctioning vdl, a
strorg case can be meck for the faily
physician as the logical personto pa-
fome@rdise testing. “Does it nake
seree to disrupt the family physician's
care of an individual who hes saide
cororary artery disease with reested
cardiolagical corsultatiors?”

Dr Hindnman eloguently disousssd
many aspects of the nethocday,
safety, interpretation, and gdication
of eerdse testing. Yet ke fals ©
present any concrete evidence for Hs
view that the procedure is “nost g
propriate for cardiologists to perfom ¥
other then stating that “exardse et
ing should be perforred by physidars
with knoMledoge and spedial eqeartie
inthe cardiovascular resparee toeer-
dse ad in the diagnostic ad trera:
peutic rdes of exerdse in indvidLAls
at risk for develgping or already hav
ing cororary disease.”

Brercise testing is ot a
to be taken lighty. It is not without

trained physician, the risk is minind
while potential berefits to narege
ment are tremedos. Granted, een
if eardse testing equipment were
wuniversally afforcible and awailadle,
the procedure should ot be par-
formred by all family physidars. Soe
cial interest and training are required,
ad active sycenision of a cartain

continued on page 214
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INDICATIONS AND USAGE

Male pattern baldness (alopecia androgenetica) of the vertex of the scalp. No effect
has been seen on frontal baldness. At least four months of treatment are generally
required before evidence of hair growth can be expected; further growth continues
through one year. The new growth is not permanent; cessation of treatment will lead
to its loss in afew months.

CONTRAINDICATIONS

Hypersensitivity to minoxidil, propylene glycol or ethanol.

WARNINGS

1 Need fornormal scalp: Before starting treatment, make sure that the patient has a
normal, healthy scalp. Local abrasion or dermatitis may increase absorption and
hence the risk of side effects.

2. Potential adverse effects: Although extensive use of topical minoxidil has not
revealed evidence that enough minoxidil is absorbed to have systemic effects,
greater absorption due to misuse, individual variability or unusual sensitivity could,
at least theoretically, produce asystemic effect.

Experience with oral minoxidil has shown the following major cardiovascular effects
(Review the package insert for LONITEN® Tablets for details):

—salt and water retention, generalized and local edema

— pericardial effusion, pericarditis, tamponade

—tachycardia

—increased incidence of angina or new onset of angina

Patients with underlying heart disease, including coronary artery disease and con-
gestive heart failure, would be at particular risk of these potential effects. Additive
effects could also emerge in patients being treated for hypertension.

Potential patients should have a history and physical, should be advised of poten-
tial risks and arisk/benefit decision should be made. Heart patients should realize
that adverse effects may be especially serious. Alert patients to the possibility of
tachycardia and fluid retention, and monitor for increased heart rate, weight gain or
other systemic effects.

PRECAUTIONS

General Precautions: Monitor patients one month after starting ROGAINE and at
least every six months afterward. Discontinue ROGAINE if systemic effects occur.
The alcohol base will burn and irritate the eye. If ROGAINE reaches sensitive sur-
faces (eg, eye, abraded skin and mucous membranes) bathe with copious cool
water.

Avoid inhaling the spray.

Do not use in conjunction with other topical agents such as corticosteroids, reti-
noids and petrolatum or agents that enhance percutaneous absorption. ROGAINE is
for topical use only. Each mL contains 20 mg minoxidil and accidental ingestion
could cause adverse systemic effects.

Decreased integrity of the epidermal barrier caused by inflammation or disease of
the skin, eg, excoriations, psoriasis or severe sunburn, may increase minoxidil
absorption.

Patient Information: A patient information leaflet is included with each package and
in the full product information.

Drug Interactions: No drug interactions are known. Theoretically, absorbed minoxidil
may potentiate orthostatic hypotension in patients taking guanethidine.
Carcinogenesis, Mutagenesis and ImpairmentofFertility: No carcinogenicity was
found with topical application. Oral administration may be associated with an in-
creased incidence of malignant lymphomas in female mice and hepatic nodules in
male mice. In rats, there was a dose-dependent reduction in conception rate.
Pregnancy Category C: ROGAINE should not be used by pregnant women.
Laborand Delivery: The effects are not known.

Nursing Mothers: ROGAINE should not be administered.

Pediatric Use: Safety and effectiveness have not been established under age 18.

ADVERSE REACTIONS

ROGAINE was used by 3510 patients in placebo-controlled trials. Except for der-
matologic events, no individual reaction or reactions grouped by body systems
appeared to be increased in the minoxidil-treated patients.

Respiratory (bronchitis, upper respiratory infection, sinusitis) 5.95%; Derma-
tologic (irritant or allergic contact dermatitis) 5.27%; Gastrointestinal
(diarrhea, nausea, vomiting) 3.42%; Neurology (headache, dizziness, faintness,
light-headedness) 2.56%; Musculoskeletal (fractures, back pain, tendinitis) 2.17%;
Cardiovascular (edema, chest pain, blood pressure increases/decreases,
palpitation, pulse rate increases/decreases) 1.28%; Allergy (non-specific allergic
reactions, hives, allergic rhinitis, facial swelling and sensitivity) 1.03%; Special
Senses (conjunctivitis, ear infections, vertigo) 0.94%; Metabolic-Nutritional
(edema, weight gain) 0.60%; Urinary Tract (urinary tract infections, renal calculi,
urethritis) 0.46%; Genital Tract (prostatitis, epididymitis) 0.46%; Psychiatric
(anxiety, depression, fatigue) 0.28%; Hematology (lymphadenopathy, thrombo-
cytopenia) 0.23%; Endocrine 0 09%.

Patients have been followed for up to 5 years and there has been no change in
incidence or severity of reported reactions. Additional events reported since market-
ing include: eczema, hypertrichosis, local erythema, pruritus, dry skin/scalp flaking,
sexual dysfunction, visual disturbances including decreased visual acuity, exacer-
bation of hair loss, alopecia.

DOSAGE AND ADMINISTRATION

Hair and scalp should be dry before application. 1 mL should be applied to the total
affected areas twice daily. Total daily dose should not exceed 2 mL. If the fingertips
are used to facilitate drug application, wash the hands afterwards.

HOW SUPPLIED

60 mL bottle with multiple applicators NDC 0009-3367-05

Caution: Federal law prohibits dispensing without a prescription.

Upijohn
The Upjohn Company

214 Kalamazoo, MI 49001 USA

© 1989 The Upjohn Company June 1989 3-9909
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number of exercise tests by a physi-
cian with expertise in the procedure
are mandatory prerequisites. How-
ever, there is no reason why family
practice residents and physicians in
practice cannot undertake such train-
ing and develop sufficient expertise to
perform submaximal and symptom-
limited exercise testing. Many are do-
ing so already.

We agree with the parallel cited by
Dr Mead—that exercise testing by
family physicians is very similar to the
situation with flexible sigmoidoscopy,
which only a few short years ago was a
procedure reserved for the gastroen-
terologist. Whereas initial concerns of
the specialist may have been about
“turf,” screening sigmoidoscopy by
family physicians is now accepted as
optimal practice and results in in-
creased consultations of the specialist
(for polyp removal), as well as en-
hanced patient care. Although ini-
tially the 35-cm sigmoidoscope was
“the limit,” increasing numbers of
family physicians have now become
comfortable with more extensive
screening.

So it should be with exercise test-
ing. Routine performance of maximal
exercise testing in symptomatic high-
risk individuals or those with recent
(within 2 to 3 weeks) myocardial in-
farction is still probably best left to
the cardiologist. Yet submaximal test-
ing and symptom-limited testing of
less than very high risk individuals can
be capably performed by family phy-
sicians, will result in enhanced patient
care, and ultimately will generate ad-
ditional consultations for our cardiol-
ogy colleagues.

Ken Grauer, MD,

R. Whitney Curry, Jr, MD

Family Practice Residency Program
Department of Community Health
& Family Medicine

University of Florida

Gainesville

QUALITY-OF-LIFE
MEASURES

To the Editor:

The article by Humeland the ac-
companying commentary by Taylor2
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recently reviewed quality of life and
quality-of-life measures in medicine.
While their reviews are generally ex-
cellent, a few additional points should
be made.

First, it is helpful to decide whether
one is interested in quality of life or
health-related quality of life. Quality
of life is ultimately important, but as
Dr Taylor points out, it is very diffi-
cult to measure. Spiritual, cultural,
and socioeconomic factors, such as
job, salary, and neighborhood, are
very important components of quality
of life and should be addressed by the
practitioner, but they are usually out
of our domain to effect change.
Health-related quality of life, on the
other hand, is more directly appli-
cable to medicine and is what the
measures noted by Taylor (primarily
health status indices and functional
status measures) are designed to eval-
uate. In fact, a close examination of
Ware’s framework of the patient func-
tioning dimensions that Taylor men-
tions reveals only health-related qual-
ity-of-life concepts.

| agree with Dr Hume that econom-
ics is often a factor in choosing a treat-
ment plan, and that the study by
Croog et al3introduced a bias by using
patients with a median income of
$30,000. It is interesting, however,
that Hume claims that economic sta-
tus is a component of functional ca-
pacity. While economics does affect
some people’s quality of life, it rarely
affects the patient’s functional capac-
ity. None of the common health status
indices evaluate the patient’s eco-
nomic status.

On the other hand, costs are often
used in the assessment of medical in-
terventions. For example, in a stan-
dard cost-effectiveness analysis a ratio
of dollar costs to health outcomes is
calculated. Contrary to Hume’s asser-
tion, there are several methods for
evaluating whether the amount of
benefit derived justifies the expense of
a program. These methods include the
standard gamble and time trade-off
methods4 in addition to evaluating so-

cietal preferences for medical pro-
grams.5

There does exist one health status
index not mentioned by Taylor that
addresses most of the stated limita-
tions. The Quality of Well-being
(QWB) scale has been used since the
mid-1970s in a variety of research
settings. In addition to the five “non-
clinical uses of measures of functional
status” mentioned by Taylor, the
QWAB has been successfully applied to
cost effectiveness, resource allocation,
medical care quality, community
health status, and program analysis.5
Its validity and reliability are well
documented,5and it is the only mea-
sure recently reviewed by McDowell
and Newell6to also have the proper-
ties of a ratio scale, an important fea-
ture when used in health policy for-
mulation. While the QWB has, like
the Sickness and Impact Profile, lim-
ited usefulness in the clinical setting,
it has been successful in areas where,
as Taylor notes, other scales are lim-
ited: following individuals over time,
and in patients with rheumatoid ar-
thritis.7 In fact, it has been success-
fully applied to a wide variety of dis-
ease states.5

Quality of life is a key concern of
the family physician, and | applaud
Hume and Taylor for their efforts.
The science of health status indices
and functional status assessment is in
a state of alchemy, and family medi-
cine researchers should be part of the
multidisciplinary effort necessary to
expand our ability to measure quality
of life and to bring these measure-
ments to the outpatient setting.

Theodore G. Ganiats, MD
Division of Family Medicine
University of California, San Diego
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GRADUATE TRAINING IN
FAMILY PRACTICE

To the Editor:

I was most interested to read the
letter from Colin E Kerr (Kerr CP:
Graduate Trainingfor Family Prac-
tice. J Fam Pract 1988; 27:462-464).
A national program of postgraduate
training for family practice, in opera-
tion in Australia since 1974, has the
pattern outlined by Dr Kerr—2 years
hospital-based, 2 years of general
practice (ie, family practice), and the
opportunity to pursue what are
termed advanced training posts in ob-
stetrics, sports medicine, palliative
care, geriatrics, etc.

Continuing formal education is
maintained by half-day and full-day
“release” schemes, where the “train-
ees” attend a centrally located centre
for further education. There are also
computer-assisted education pro-
grams accessed through the telephone
system using special units (Viatel) or a
personal computer and modem.

The program suggested by Dr Kerr
is not unorthodox. It works very well,
as our Australian experience demon-
strates.

H. John Fardy, MD
Illawarra General Practice
Training Unit

Warilla, Australia
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