letters to the Editor

ABORTION ATTITUDES

To the Editor:

Recently, the lournal ran an ar-
ticleon the abortion attitudes o ffam-
ily physicians (Westfall IM , Kallail
IC), Walling AD. Abortion attitudes
and practices of family and general
practicephysicians.J Fam Pratt 1991;
33:47-51). | would like to speak for
the identified minority. | oppose
abortion under any circumstance.
The reason for this “rigid” stance is
that | have accepted the idea that
human life begins at implantation.
All of us must first define when we
believe life begins in order to develop
an appropriate policy on abortion.
As a physician, once | defined when
life begins, | expanded my role as a
sworn advocate of preserving life
(part of the physician’s oath). When
one accepts this stance, the issue of
abortion becomes notjustawomen'’s
rights issue, but a human rights is-
se Although | am a strong propo-
nentofwomen’srights, | believe that
the issue of human life has greater
priority. The issue of abortion then
becomes equated with murder.

| realize this is aterribly difficult
issue for physicians to confront. | ask
that each physician define life first,
and then make his or her choice. To
those who approve of abortion in
cses of Down syndrome, rape, or
sexual preference, | pose the ques-
tion, “Would you allow that woman
to decide at birth if that same child
should be killed because it was re-
tarded, reminded her o fthe rapist, or
wes not of the desired sex?” If your
answer is, “Of course not,” then
what about at 38 weeks, 32 weeks,
26 weeks, 22 weeks, 18 weeks, or 12
weeks? When does life begin? We
must answer that first.

Howard W einberg, M D
Virginia Beach, Virginia
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COLPOSCOPY

To the Editor:

We would like to acknowledge
that we inadvertently omitted the
following information from our arti-
cle, “Development of a Curriculum
in Colposcopy” (J Fam Pract 1991;
32:590-97). Many of the activities
described in this article were con-
ducted while Dr Caruthers was afel-
low in the Michigan State University
Primary Care Faculty Development
Fellowship Program, East Lansing,
Michigan. We regret this omission of
an important aspect of the activities
described in our article.

Barbara S. Caruthers, MD, M S
KentJ. Sheets, PhD

Department ofFamily Practice
University ofMichigan Medical School
Ann Arbor

SHOULDER DYSTOCIA

To the Editor:

| am sure most family physicians
and obstetricians welcome any new
ideas for dealing with shoulder dys-
tocia (Meenan AL, Gaskin IM, Hunt
P, Ball CA. A new (old) maneuverfor
the management ofshoulder dystocia. J
Fam Pratt 1991; 32:625-9), and |
plan to add the all-fours position to
my list of maneuvers in the future. |
was disillusioned, however, by the
emphasis placed on the condition of
the perineum as ameasure o f success-
ful outcome of shoulder dystocia. In
instances where the survival of an
infant is at stake, | believe that a
good infant outcome is more than
worth afew stitches to the perineum.
I will continue to use episiotomy as
one of the maneuvers employed for
shoulder dystocia.

Melody Schniepp, M D
Peoria, Illinois

The Journal of Family Practice, Vol. 33, No. 4, 1991

The preceding letter was referred toD r
M eenan and colleagues, who respond as
follows:

We appreciate Dr Schniepp’scom-
ments but would like to point out
that we had not intended to use the
condition ofthe perineum as a mea-
sure of successful outcome of shoul-
der dystocia, but rather to show that
the all-fours maneuver creates
enough extra space in the pelvic out-
let that excellent outcomes can fre-
quently be achieved without per-
forming an episiotomy.

| have found that the perineum is
very seldom the only, or even the
major obstacle, impeding the birth of
the shoulders, and that any partofa
baby that needs to getthrough it will
simply tear through it if necessary. In
the case presented in the article, it
was obvious to me when | put my
hand into the vagina that the ob-
struction was up higher, and the fact
that the perineum ultimately accom-
modated my forearm and both fetal
shoulders without tearing suggests
that it was not the major obstruction.

The risks vs the benefits o f episiot-
omy is a topic beyond the scope of
this letter, but if an episiotomy has
already been done during the birth of
the head, then the question does not
arise. If, however, one has not been
done and a shoulder dystocia occurs,
the birth attendant is faced with the
prospect of incising a perineum to
which a pair of fat fetal cheeks is
tightly applied. A simple noninvasive
maneuver that can be accomplished
in 30 seconds will usually make that
incision unnecessary or, at the very
least, easier to perform without in-
jury to the baby or the attendant’s
fingers.

For those who are still picturing a
cumbersome and time-consuming
maneuver, let me emphasize once
more that an entire shoulder dystocia
delivery in the all-fours position can
be accomplished in under 2 minutes,
even by an inexperienced or unpre-
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pared attendant. The largest baby in
Ina May Gaskin’s seriesl was deliv-
ered by a midwife who had never
before delivered a baby (11 Ib 8 oz,
Apgar scores 9/10). More recently, at
our institution, an 11 Ib 14 oz infant
was successfully delivered by an ob-
stetrician who had never even heard
of the maneuver. When other ma-
neuvers failed, the nurses reposi-
tioned the mother and coached the
physician in the use of the all-fours
position on the spot.

Anna L. Meenan

Department ofFamily and
Community Medicine

The University oflllinois College
ofMedicine

Rockford
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DRUG INTERACTION

To the Editor:

Ciprofloxacin is a synthetic
quinoline antibiotic that interferes
with hepatic metabolism by inhibit-
ing the cytochrome P-450 system.l
Recent case reports have suggested
that ciprofloxacin use decreases war-
farin metabolism and results in in-
creased prothrombin times.2-4
Herein we report a case of a sus-
pected drug interaction between cip-
rofloxacin and warfarin.

A 60-year-old, obese, white
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male smoker with ahistory of hyper-
tension, hyperlipidemia, chronic ob-
structive pulmonary disease, and
adult-onset diabetes mellitus was
placed on warfarin therapy after suf-
fering a series of transient ischemic
attacks as a result of basilar artery
stenosis. Concurrent medications in-
cluded captopril, sustained release
theophylline, gemfibrozil, and sus-
tained release nifedipine. Over a 10-
month period, the patient achieved a
stable prothrombin ratio (PTR) of
1.2 to 1.6 on 10 mg to 12.5 mg of
warfarin daily. During this period of
observation, the patient had normal
liver function tests and no history of
hepatic disease despite self-reported
heavy alcohol use in the past.

During aroutine follow-up visit
in January 1991, the patient was
evaluated and found to have a PTR
of 1.3 while taking a stable warfarin
dose of 12.5 mg daily. Two weeks
after this routine visit, the patient
was evaluated and treated by an or-
thopedic surgeon with ciprofloxacin
750 mg twice daily for a presumed
infection in the left knee joint space.
After ingesting ciprofloxacin for 7
days, the patient noted an increased
bleeding tendency for which he
sought further medical evaluation.
On laboratory testing, it was noted
that the patient’'s PTR had increased
to 2.74 while on a dose of warfarin
that had remained unchanged. Vita-
min K was administered; the pa-
tient's PTR promptly declined to
11

Although other factors that may
alter response to warfarin were
present in this patient, such as alco-
hol use, smoking, hypoalbuminemia,

and gemfibrozil use, each factor wss
present for the entire course of war-
farin therapy and therefore was un
likely to be the precipitating cause of
the elevation of the PTR.

We conclude that this caseis
suggestive of a ciprofloxacin-war-
farin interaction. Although otherin-
vestigators have suggested that a
lower dose of ciprofloxacin is nat
associated with a significant increase
in the PTR,5 based on this exarple
and previously reported cases,24we
believe that further study on the pos-
sible interaction o f warfarin and dp-
rofloxacin is warranted.

Karen C.Johnson, M D, MPH
Departments ofMedicine mi
Preventive Medicine

Ronald H . Joe, PharmD

Timothy H . Self, PharmD
Department of Clinical Pharmacy
University of Tennessee

Memphis
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