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Librax®
Each capsule contains 5 mg chlordiazepoxide HCI
and 2.5 mg clidinium Br

Please consult complete prescribing informa-

tion, a summary of which follows:

Indications: Based on a review of this drug

by the National Academy of Sciences

—

National Research Council and/or other in-

formation. FDA has classified the Indications

as follows:

"Possibly" effective: as adjunctive therapy In

the treatment of peptic ulcer and In the

treatment of the Irritable bowel syndrome (Ir-

ritable colon, spastic colon, mucous colitis)

and acute enterocolitis.

Final classification of the less-than-etfective

Indications requires further Investigation.

Contraindications: Glaucoma: prostatic hyper-

trophy. benign bladder neck obstruction, hyper-

sensitivity to chlordiazepoxide HCI and/or
clldinium Br,

Warnings: Caution patients about possible com-
bined effects with alcohol and other CNS depres-

sants, and against hazardous occupations requir-

ing complete mental alertness {e g., operating

machinery, driving). Physical and psychological

dependence rarely reported on recommended
doses, but use caution In administering Librium®

(chlordiazepoxide HCI) to known addiction-prone

individuals or those who might Increase dosage;
withdrawal symptoms (including convulsions) re-

ported following discontinuation of the drug.

Usage in Pregnancy: Use of minor tran-

quilizers during first trimester should
almost always be avoided because of

increased risk of congenital malforma-
tions as suggested in several studies.

Consider possibility of pregnancy when
instituting therapy. Advise patients to

discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, Inhibition of lactation

may occur.

Precautions: In elderly and debilitated, limit dos-

age to smallest effective amount to preclude
ataxia, oversedation, confusion (no more than 2
capsules/day initially; increase gradually as
needed and tolerated). Though generally not rec-

ommended, if combination therapy with other

psychotropics seems indicated, carefully consider
pharmacology of agents, particularly potentiating

drugs such as MAO inhibitors, phenothiazines.

Observe usual precautions In presence of im-

paired renal or hepatic function Paradoxical reac-

tions reported In psychiatric patients. Employ
usual precautions in treating anxiety states with

evidence of impending depression; suicidal ten-

dencies may be present and protective measures,
necessary. Variable effects on blood coagulation

reported very rarely in patients receiving the drug
and oral anticoagulants; causal relationship not

established
Adverse Reactions: No side effects or manifesta-
tions not seen with either compound alone re-

ported with Librax. When chlordiazepoxide HCI is

used alone, drowsiness, ataxia, confusion may
occur, especially in elderly and debilitated; avoid-

able in most cases by proper dosage adjustment,

but also occasionally observed at lower dosage
ranges. Syncope reported in a few instances.

Also encountered: isolated instances of skin erup-
tions, edema, minor menstrual irregularities,

nausea and constipation, extrapyramidal symp-
toms. Increased and decreased libido—all Infre-

quent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and
after treatment; blood dyscrasias (including agran-
ulocytosis), jaundice, hepatic dysfunction re-

ported occasionally with chlordiazepoxide HCI,

making periodic blood counts and liver function

tests advisable during protracted therapy. Ad-
verse effects reported with Librax typical of

anticholinergic agents, i.e.. dryness of mouth,
blurring of vision, urinary hesitancy, constipation.

Constipation has occurred most often when
Librax therapy is combined with other spasmo-
lytics and/or low residue diets.
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Contraindications: Anuria; hypersensitivity to this or other
sulfonamide-derived drugs.

Warnings; Use with caution in severe renal disease. In patients with
renal disease, thiazides may precipitate azotemia. Cumulative effects
may develop In patients with impaired renal function. Use with caution
in patients with impaired hepatic function or progressive liver disease,
since minor alterations of fluid and electrolyte balance may precipitate
hepatic coma. May add to or potentiate action of other antihyperten-
sive drugs; potentiation occurs with ganglionic or peripheral adrenergic
blocking drugs. Sensitivity reactions may occur in patients with or with-

out a history of allergy or bronchial asthma. Possibility of exacerbation
or activation of systemic lupus erythematosus has been reported. Lith-

ium generally should not be given with diuretics because they reduce
its renal clearance and add a high risk of lithium toxicity. Read circu-
lars for lithium preparations before use of such concomitant therapy.
Use in Pregnancy: Thiazides cross placental barrier and appear in cord
blood; In pregnancy, weigh anticipated benefit against possible haz-
ards to fetus. Including fetal or neonatal jaundice, thrombocytopenia,
and possibly other adverse reactions that have occurred in adults.
Nursing Mothers: Thiazides appear In breast milk; if use of drug is

deemed essential, patient should stop nursing.
Precautions: Perform periodic determination of serum electrolytes to

detect possible electrolyte imbalance. Observe all patients for clinical

signs of fluid or electrolyte imbalance, namely, hyponatremia, hypo-
chloremic alkalosis, and hypokalemia. Serum and urine electrolyte de-
terminations are particularly Important when patient is vomiting ex-

cessively or receiving parenteral fluids. Medication such as digitalis

may also influence serum electrolytes. Warning signs. Irrespective of

cause, are dryness of mouth, thirst, weakness, lethargy, drowsiness,
restlessness, muscle pains or cramps, muscular fatigue, hypotension,
oliguria, tachycardia, and gastrointestinal disturbances such as nausea
and vomiting. Hypokalemia may develop, especially with brisk diuresis,

in severe cirrhosis, with concomitant corticosteroid or ACTH therapy, or

with inadequate oral electrolyte intake. Hypokalemia can sensitize or

exaggerate response of heart to toxic effects of digitalis (e.g., increased
ventricular irritability). Hypokalemia may be avoided or treated by use
of potassium supplements, such as foods with a high potassium con-
tent. Any chloride deficit is generally mild and usually does not require

specific treatment except under extraordinary circumstances (as in

liver disease or renal disease). Dilutional hyponatremia may occur in

edematous patients in hot weather; appropriate therapy Is water
restriction, rather than administration of salt except in rare Instances
when the hyponatremia Is life threatening. In actual salt depletion, ap-
propriate replacement is the therapy of choice.

Hyperuricemia may occur or frank gout may be precipitated In certain

patients. Insulin requirements in diabetic patients may be increased,

decreased, or unchanged; latent diabetes mellltus may become
manifest. Thiazides may increase responsiveness to tubocurarine.

Antihypertensive effects of the drug may be enhanced in post-

sympathectomy patients. May decrease arterial responsiveness to

norepinephrine; this diminution Is not sufficient to preclude effective-

ness of the pressor agent for therapeutic use. If progressive renal im-



pairment becomes evident, consider withholding or discontinuing

diuretic therapy. Thiazides may decrease serum PBI levels without

signs of thyroid disturbance. Calcium excretion is decreased by

thiazides. Pathologic changes in the parathyroid gland with hyper-

calcemia and hypophosphatemia have been observed in a few patients

on prolonged therapy; thiazides should be discontinued before testing

for parathyroid function.

Adverse Reactions: Gastrointestinal System—Anotexta: gastric ir-

ritation; nausea; vomiting; cramping; diarrhea; constipation; jaundice

(intrahepatic cholestatic jaundice); pancreatitis; sialadenitis.

Central Nervous System— Dizziness; vertigo; paresthesias; headache;

xanthopsia.

/-/emafo/og/c—Leukopenia; agranulocytosis; thrombocytopenia;

aplastic anemia.
Cardiovascular—OrthostaUc hypotension (may be aggravated by

alcohol, barbiturates, or narcotics).

Hypersensitivity— Purpura, photosensitivity; rash; urticaria; necrotizing

angiitis (vasculitis) (cutaneous vasculitis); fever; respiratory distress

including pneumonitis; anaphylactic reactions.

Offier— Hyperglycemia; glycosuria; hyperuricemia; muscle spasm;
weakness; restlessness; transient blurred vision.

Whenever adverse reactions are moderate or severe, thiazide dosage
should be reduced or therapy withdrawn.

Note: When used with other antihypertensive drugs, careful observa-

tions for changes in blood pressure must be made, especially during

initial therapy. Dosage of other antihypertensive agents must be

reduced by at least 50 percent as soon as this drug is added to the

regimen. As blood pressure falls under the potentiating effect of this

agent, further reduction in dosage, or even discontinuation, of other

antihypertensive drugs may be necessary.

How Supplied: Tablets containing 25 mg hydrochlorothiazide each in

bottles of too and 1000 and single-unit packages of 100; Tablets con-

taining 50 mg hydrochlorothiazide each in bottles of 100, 1000, and

5000 and single-unit packages of 100; Tablets containing 100 mg hy-

drochlorothiazide each in bottles of 100.

For more detailed information, consult your MSD representative or

see full prescribing information. Merck Sharp & Dohme.

Division of Merck & Co., Inc.. West Point Pa. 19486
J6HD04I528I
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TESTIMONY: H.E.W. REGIONAL OFFICE

HEARING ON NATIONAL HEALTH

INSURANCE

Winthrop Fish, M.D.f

Robert D. Whaley,M.D.* *

Editor's note: For many months lI.E.U. has been

conducting "Kegional Office Hearings " on National

Health Insurance. Physician in put into these hearings

has been limited. In some cases, such as Netc Orleans,

the physician sjtokesman has been prevented from speak-

ing by the chairperson. In most instances, however,

physicians (afkla "health care providers by ll.h.ll

.

bureaucrats) have felt that the meetings were sham form-

alities that in no way really reflected u hat either "con-

sumers" or providers " felt about Ps.H.I. Pico Anchor-

age physicians took time to present their own iinupie

view points. Their testimony to the hearing was deliv-

ered in Anchorage on October 12, 1977, and is well

worth the time reading.

Winthrop Fish, M.D.

May name is Winthrop Fish. I have lived in

Anchorage 20 years residing at 1249 Bannister

Drive. I have been in independent solo private

practice of medicine since 1961 with an office

in the Providence Hospital Professional Building

for the past seven years. I am board ceritfied by
the Board of Internal Medicine and also in the

sub-specialty of Oncology and am a Fellow in

the American College of Physicians. I am chair-

man of the Alaska State Medical Association

Legislative Committee and I am on the policy

committee of the Alaska PSRO. I have one em-
ployee, a Ceritfied Medical Assistant who per-

forms all business and semi-technical functions

with extreme efficiency as well as applying

warm personal support to all patients. I have no
office laboratory or X-ray procedures I order.

i" 3300 Providence Drive, Anchorage, Alaska 99504

* 4050 Lake Otis Parkway, Anchorage, Alaska 99504

My practice is heavily involved with ad-

vanced and incurable malignancy, for which
treatment is difficult, time consuming and cost-

ly, frequently involving repetitive hospitaliza-

tion, heavy laboratory and X-ray utilization for

monitoring and control of complicated chemo-
therapeutic treatments and radiotherapy. Fam-
iliarity with and utilization of ancillary and

home care procedures is essential. My office is

adjacent to a modern hospital with complete
facilities and expert multi-specialty consultation

readily available.

In short, I have been for years intimately in-

volved with the most difficult medical and social

problems of the sort referred to as “catastrophic

illness,” and am fully familiar with cost factors

involved and how they inter-relate. Further-

more I feel my practice organization provides

these truly miserable people with the most effic-

ient individualized personal and understanding

care possible. I can conceive of no major change

in structure which would materially improve
that care. The major factors degrading care and

efficiency and increasing cost of care stem pri-

marily from increasing governmental regulations

and intervention.

When I was first contacted by Mr. Knestis re-

garding possible testimony at this hearing, I had

already received the advance notice of the hear-

ing and topics to be discussed. 1 remarked at

that time that the hearings appeared to be load-

ed. That is, the topics are phrased on the as-

sumption that NHI itself is desirable and is es-

sentially now a fact, that only the details and
mechanisms remain to be worked out. Thus

Alaska Medicine, January I97P Page 1



testimony would necessarily be channeled into
procedures, details and mechanisms of NHI, not
into the desirability or need for NHI, which
clearly should have priority over mechanisms.

I was puzzled by this cart-horse relationship
until, reflecting, I realized the Administration
has had no outcry for NHI by an over taxed, in-

flation-drained general public, had no significant
data to document public support for NHI enact-
ment, and that lacking such support, with major
economic clouds on the horizon, the lurid ex-
amples of the Medicare, VA, PHS and foreign
NHI financial disasters all too readily available,
Congressional opposition could be formidable.
Clearly the Administration needed public in-

volvement. If your hearings are successful you
should be able then to supply the President and
the Congress with an impressive volume of pre-
viously absent general public input on how to
implement NHI, but not a bit on whether or
why.

Testimony is limited to 15 minutes. It takes
practically 15 minutes to read through aloud the
list of possible topics supplied by Mr. Knestis.
Each topic raises complicated issues with multi-
ple variables relating to regional differences,
special interests, etc., deserving thorough delib-
eration. It appears impossible to me that a na-
tionwide series of 15 minute monologues can
do more than accumulate a hugh shapeless mor-
ass of opinions from which one could pluck at
will support for any preconceived position one
might have. Hearings such as this carry the ven-
eer of democracy, where the citizen feels he had
contributed to the workings of government and
has been heard. But it is not an election; the
“votes” are not counted; bias is not excluded;
and no assurance exists that testimony will be in
any way heeded. At an Alaska state hearing last
year the State Administration encountered two
days of solid adverse opinion to a state program.
The testimony apparently sank into oblivion.
The general public thereafter had no official re-
port; the program was essentially unchanged.
The time spent was a waste. Now as to NHI.

It is a reasonable assumption the H.E.W.,
long experienced in the Administration of Title
18, Medicare, would logically content to admin-
ister or control NHI. In March, H.E.W. at the re-
quest of the Secretary, at great expense and re-
portedly in the public interest, undertook to
compile and release a list of physicians receiving
Medicare reimbursement in excess of $100,000.
It should have been a matter of simple book-
keeping. What was released was the now infa-
mous comedy of errors with an inaccuracy rate
of an incredible 68%. These errors, of course,
highlighted supposed “abuses” and were duly
sensationalized in the national press. Finally,

H.E.W. provided a corrected list and the Secre-
tary apologized for any “inconvenience.” What
is fascinating is that H.E.W. erred in two out of
three instances of simple bookkeeping but feels
it could administer the incredibly complicated
business of directing and controlling the medical
care of the United States.

The Secretary of H.E.W. has long lamented
in the media over the soaring costs of medical
care, attributing the blame to the nations’ pri-
vate physicians. He knows full well that al-

though physicians do indeed direct much of the
expenditure, they are essentially powerless to
control the social, economic and technical forces
that are causing this cost rise, and that physi-
cians’ incomes are but a small fraction of the
cost. He also knows how the H.E.W. budget
alone compares with the National medical cost,
but has somehow failed to dramatize this infor-
mation. Herin lies a puzzle.

President Carter’s presidential campaign em-
phasized his intentions to restructure and
streamline the federal bureaucracy in the inter-
est of governmental efficiency and economy.
There is little if any evidence of progress in this
regard. The contrary, the media (Buckley,
TIME MAGAZINE, U.S. NEWS and WORLD
REPORT, and READERS DIGEST) have run
recent features detailing the monumental waste,
inertia, feather bedding, cost and graft within
the bureaucracy, rendering it at once inefficient
to the extreme and almost unresponsive. Yet
the Administration raising medical care costs as
a national crises, would administer that medical
care with a bureaucracy whose waste, costs, and
inefficiency is a national scandal.

Moreover, curiously, the review organiza-
tions, fostered by the federal government to
monitor costs and quality of medical care, ex-
clude government operated medical institutions,
whose inefficiencies, waste, quality of care,
length of hospitalization, etc. remain a standing
joke amongst now private physicians who once
participated in them. It would seem reasonable
that before contriving abuse and fraud in the
private medical sector, exorting us to police our-
selves, and wailing about mounting costs, the
government would look first at its own house
and medical institutions where waste is patently
obvious.

In addition, as alluded to above, the Admin-
istration has completely failed to demonstrate a
need for NHI. It has not shown any significant
group of people who have inadequate care be-
cause of absent resources of some sort, or, it

identified, how'NHI would fulfill that need. In-
deed, it cannot show such a need because it does
not exist. The Administration is aware that the
overwhelming majority of people in the country

2
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are protected against excessive medical costs by
either private insurance or public mechanisms.

Consolidation of these mechanisms under one
federal monolith can be motivated only by the

desire to establish federal control over the med-
ical and allied professions. Complete control,

of course, is impossible in the current situation

because of the competing and unrelated agencies

involved in financing medical care, so that rela-

tive freed on and flexibility are insured.

As also alluded to above, my practice has in-

cluded a large population with advanced and ter-

minal malignant disease generating great ex-

pense. In reviewing my records we can find

none whose families were impoverished or met
financial disaster because of non reimbursed

medical expenses. Thus, if cancer is a “catas-

trophic illness,” as it most certainly is, it does

not appear to be financially catastrophic with

the currently available private and public sup-

port mechanisms.
In summary then, these hearings could be

construed as an Administration attempt to art-

ificially generate factitious public support for

the institution of National Health Insurance, the

need for which can not be documented or

shown to exist. The costs and inefficiences of

such institutions are conceded by all to be im-

mense. There is no evidence extant that the

health and welfare or quality of medical care has

improved for the populations taxed and econo-
mies ruined by such institutions.

Thank you.

Robert D. Whaley, M.D.

Good morning. Although I am a physician,

and in fact, past president of both the Anchor-
age and the Alaska State Medical Societies, I am
testifying today as a consumer or recipient of

medical care, albeit an unusually sophisticated

one. As someone who has grown up in a blue

collar family, and who has been, by common
standards, in the middle class, and as one who
will be 60 years old next year and approaching
the age when medical problems become frequent
and demanding, I have great interest in maintain-
ing the availability of good quality, affordable
medical services. I have however, had additional

experience as a patient in both civilian and mil-

itary hospitals, and as a staff physician in hos-

pitals in public, private, Air Force, Veterans Ad-
ministration, and Public Health Service Systems,
in addition to several university complexes.

'Phe subject about which I testify is that of

any Congressional action which either taxes me
to support a program of medical care more ex-

tensive than those presently subsidized by the

Federal Government, or makes mandatory my
participation in any form of prepaid plan for

medical services, or closely defines or controls

those services from which most citizens must,

for practical purposes, obtain medical care.

My objections to any of thes actions are

simple and of two main parts;

One, I feel the quality of my current medical

care, now excellent, would be seriously

reduced, and secondly, the cost of medical
services would be importantly magnified.

With regard to quality, I do not wish to ac-

cept for my future care, degradation in medical
services that I have observed to take place under
government auspices, such as in the military hos-

pitals. I have watched the attitudes of both my-
self and my confreres change when working in

these circumstances, change seemingly inevitable

in human beings as we know them, when the re-

quirement of individual responsibility and initi-

ative and productivity are no longer valued, and
when the interpersonal relationship between
physician and client is diluted with other parties.

1 have for instance, a number of patients who
pay for my physician’s services who have already

these supplied through governmental agencies

but find them lacking in certain essential quali-

ties. These systems all require the patient to

abdicate significant control over his medical
care. When personal control is ceded to imper-

sonal administration, that administration has

been shown in the past to result often in inap-

propriate decision making under often anachron-

istic rules. We have the frustrations and insuf-

ficiencies so commonly met within our many
bureaucratically channeled activities. 1 submit
that the area of personal medicine is too impor-

tant and too vital to be subverted in such a

manner. The arrangement where medical care

is prescribed from above so to speak, as it may
be in an HMO or other similar organizations,

may be practical as adequate care for the indi-

gent, the mentally impaired, and similar groups

but is simply not appropriate to the reasonably

intelligent middle class American consumer.
The cost of medical care to the consumer is

probably an even greater issue in proposals to

change the care delivery system. Lip service is

being given to improved preventive medical tech-

niques, to the elimination of duplication of fac-

ilities, cind the the elimination of abuses and of

fraud in the disposition in the health care. I

sincerely ask that the committee objectively

quantify these claims since it seems clear from
H.E.W.’s own figures that savings through re-

\lask(i Medicinp. JaniKirv I97H Page .'i



visions and reforms here will be either vary mod-
est or illusory.

The expenses in our medical system rests not
primarily in the avarice of doctors, whose pro-
fits, according the H.E.W. figures in recent years
accrue to only about 10 percent of the health
care dollar; to the waste in our system, which
although present is a small proportion of the
total and almost certainly far less than would be
engendered by increased regulation; or to fla-

grant abuse by providers, which although pre-
sent, is of modest total proportion and almost
certainly less than in many other fields. The
rise in expense is largely attributable to the com-
bined factors of inflation, of rapidly cresting
scientific technology, and most importantly to
the release of a previously pent up demand for
medical care services. These, when multiplied
together, have produced prodigious increases.

A common fallacious presumption of United
States planners seems to be that there is a fixed
reservoir of medical needs that need only be sat-
isfied with appropriate efficiency. In fact, the
demand for health care services is quite elastic,
extendable almost indefinitely, and must be in
some way limited. A recent Minister of Health
in Great Britain has said that it is impossil)le for
any society to fully satisfy the demand for un-
limited health services, and I am sure that his
personal experience and lack of bias have under-
standable validity.

I concur that unlimited health care services,
however efficiently delivered to the limit of con-
sumer desires and technical possibility, would run
to cost far in excess of that which would be toler-

able to the tax paying community in this country
and would estimate it to be in the neighborhood
of 20 percent of the Gross National Product.

I say this as a physician who has himself ra-

tioned therapeutic and diagnostic services to his
patients for over two decades on the basis of the
value of contemplated procedures to the patient,
to his ability to afford them, to his basic needs,
and to simple charity. These are cost effective-
ness determinations which need to be done
throughout a system to maintain a reasonable
economy, and yet cannot be made except on an
individual basis without serious and common
personal injuries and deprivations. They further
can only reasonably be made by a person trained
in the various fields involved which include, of
course, intimate medical values. I have com-
monly had patients deprived of apporpriate care
because of decisions of administrators unfamiliar
with the situation, and I have even more com-
monly, and do have at present, patients who are
wasting financial resources of all of us because
of quirks and inanities in the rules and regula-
tions under which we now operate.

The recent rule making and legislation which
provides for utilization reviews in hospitals, and
for the Professional Standards Review Organiza-
tion, indicated that administrators and planners
well understand that to keep reasonable limits
on health care expeditures there must be limi-
tation of services. This is probably the most im-
portant principle with which we must deal and
I can concure heartily that this is indeed neces-
sary. It is necessary because the limitation pre-
viously working, that of the interest of the con-
sumer and of his agent; the physician, in econ-
omy, has been eroded by the rise of prepayment
through third party agents. There is the impli-
cation in national propaganda (I use the word
intentionally) that physicians are acting irre-

sponsibily and selfishly and perhaps even immor-
ally in ordering tests and performing procedures
which are considered by some excessive. I

should like to emphasize that this is in general
not the case - - that indeed the physician is act-
ing as he should act - - in the interest of his pati-
ent or client, who having services available
should have them provided in accordance with
the contracts which have been executed. Those
of us who attempt to practice ethically will con-
tinue to provide all such services that the patient
can appropriately utilize under arrangements
which state that they are his!

There are two simple alternatives to service
limitations. Of these the first (which has been
chosen) is an across the board arbitrary limita-
tion by rule causing great inequities, frustra-
tions, and engendering its own waste and ex-
pense. I suggest the alternative which is the re-

storing of proper incentives to the patient and/
or to his physician be utilized, so that appro-
priate decisions in economy can be made with-
out seriously jeopardizing important individual
medical needs. None of the contemplated leg-

islation in Congress of which I am aware satisfies

this requirement. And most proposed legislation

represents a reversal of our present course,
which I applaud, which is to give that consumer
the information and the freedom to make appro-
priate choices about his personal life.

With medical care averaging 8 percent of
the Gross National Product at present and climb-
ing rapidly, cost must be a very significant factor
for those of us in the middle income group who
pay the majority of taxes. Efficiency of physi-
cians and hospitals has already been seriously
degraded by the increase in paper work and new
activities required. The review activities of the
recent PSRO Program are failing to show any
substancial savings in its attempts to decrease
utilization. Secretary Califano has himself said
that the problem is a lack of motivation on the
part of physicians and patients to economize in

continued on page 5
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Contraindications; Active hepatic disease, such

as acute hepatitis and active cirrhosis; if previous

methyidopa therapy has been associated with liver

disorders (see Warnings): hypersensitivity

Warnings; It is important to recognize that a
positive Coombs test, hemolytic anemia, and
liver disorders may occur with methyidopa
therapy. The rare occurrences of hemolytic
anemia or liver disorders could lead to poten-
tially fatal complications unless properly recog-
nized and managed. Read this section carefully
to understand these reactions.

With prolonged methyidopa therapy, 10% to 20% of pa-

tients develop a positive direct Coombs test, usually

between 6 and 12 months of therapy Lowest incidence

IS at daily dosage of 1 g or less. This on rare occasions
may be associated with hemolytic anemia, which
could lead to potentially tatal complications. One can-
not predict which patients with a positive direct

Coombs test may develop hemolytic anemia Prior ex-

istence or development of a positive direct Coombs
test is not in itself a contraindicafion to use of

methyidopa. If a positive Coombs test develops during

methyidopa therapy, determine whether hemolytic

anemia exists and whether the positive Coombs test

may be a problem. For example. In addition to a posi-

tive direct Coombs test there is less often a positive in-

direct Coombs test which may interfere with cross

matching of blood.

At the start of methyidopa therapy, it is desirable to do
a blood count (hematocrit, hemoglobin, or red cell

count) for a baseline or to establish whether there is

anemia. Periodic blood counts should be done during
therapy to detect hemolytic anemia. It may be useful

to do a direct Coombs test before therapy and at 6 and
12 months after the start of therapy. If Coombs-posi-
tive hemolytic anemia occurs, the cause may be
methyidopa and the drug should be discontinued.

Usually the anemia remits promptly. If not, cor-

ticosteroids may be given and other causes of anemia
should be considered. If the hemolytic anemia is re-

lated to methyidopa, the drug should not be
reinstituted. When methyidopa causes Coombs
positivity alone or with hemolytic anemia, the red cell

is usually coated with gamma globulin of the IgG

(gamma G) class only. The positive Coombs test may
not revert to normal until weeks to months after

methyidopa is stopped.

Should the need for transfusion arise in a patient

receiving methyidopa, both a direct and an indirect

Coombs test should be performed on his blood. In the

absence of hemolytic anemia, usually only the direct

Coombs test will be positive. A positive direct Coombs
test alone will not interfere with typing or cross
matching. If the indirect Coombs test is also positive,

in hypertension
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problems may arise in the major cross match and the

assistance of a hemafologist or transfusion expert will

be needed

Fever has occurred within first 3 weeks of therapy, oc-

casionally with eosinophilia or abnormalities in liver

function tests, such as serum alkaline phosphatase,

serum transaminases (SCOT, SGPT), bilirubin, ceph-
alin cholesterol flocculation, prothrombin time, and
bromsulphalein retention. Jaundice, with or without

fever, may occur, with onset usually in the first 2 to 3

months of fherapy In some patients the findings are

consistent with those of cholestasis. Rarely fatal

hepatic necrosis has been reported These hepatic

changes may represent hypersensitivity reactions;

periodic determination of hepatic function should be

done particularly during the first 6 to 12 weeks of

therapy or whenever an unexplained fever occurs. If

fever and abnormalities in liver function tests or jaun-

dice appear, stop therapy with methyidopa. If caused
by methyidopa, the temperature and abnormalities in

liver function characteristically have reverted to nor-

mal when the drug was discontinued Methyidopa

should not be reinstituted in such patients.

Rarely, a reversible reduction of the white blood cell

count with primary effect on granulocytes has been
seen. Reversible thrombocytopenia has occurred

rarely. When used with other antihypertensive drugs,

potentiation of antihypertensive effect may occur. Pa-

tients should be followed carefully to detect side reac-

tions or unusual manifestations of drug idiosyncrasy.

Pregnancy and Nursing: Use of any drug in women who
are or may become pregnant or intend to nurse re-

quires that anticipated benefits be weighed against

possibie risks; possibility of fetal injury or injury to a

nursing infant cannot be excluded Methyidopa
crosses the placental barrier, appears in cord blood,

and appears in breast milk.

Precautions: Should be used with caution in pa-

tients with history of previous liver disease or dys-

function (see Warnings) May Interfere with measure-
ment of: urinary uric acid by the phosphotungstate

method, serum creatinine by the alkaline picrate

method, and SGOT by colorimetric methods Since

methyidopa causes fluorescence in urine samples at

the same wavelengths as catecholamines, falsely high

levels of urinary catecholamines may be reported.

This will interfere with the diagnosis of pheochromo-
cytoma. It is important to recognize this phenomenon
before a patient with a possible pheochromocytoma is

subjected to surgery. Methyidopa is not recommended
for patients with pheochromocytoma. Urine exposed to

air after voiding may darken because of breakdown of

methyidopa or its metabolites.

Stop drug if involuntary choreoathetotic movements
occur in patients with severe bilateral cerebrovascular

disease Patients may require reduced doses of

anesthetics: hypotension occurring during anesthesia
usually can be controlled with vasopressors Flyper-

tension has recurred after dialysis in patients on

methyidopa because the drug is removed by this

procedure

Adverse Reactions: Central nervous system:

tion, headache, asthenia or weakness, usually early

and transient, dizziness, lightheadedness, symptoms
of cerebrovascular insufficiency, paresthesias, parkin-

sonism, Bell's palsy, decreased mental acuity, involun-

tary choreoathetotic movements; psychic distur-

bances. including nightmares and reversible mild

psychoses or depression

Cardiovascular: Bradycardia, aggravation of angina

pectoris. Orthostatic hypotension (decrease daily

dosage). Edema (and weight gam) usually relieved by
use of a diuretic. (Discontinue methyidopa if edema
progresses or signs of heart failure appear.)

Gastrointestinal: Nausea, vomiting, distention, con-

stipation, flatus, diarrhea, mild dryness of mouth, sore

or “black" tongue, pancreatitis, sialadenitis.

Hepatic: Abnormal liver function tests, jaundice, liver
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Leukopenia, granulocytopenia, thrombocytopenia.

Positive tests for antinuclear antibody, LE cells, and
rheumatoid factor.

AHergic: Drug-related fever, lupus-like syndrome,

myocarditis

Other: Nasal stuffiness, rise in BUN, breast enlarge-
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libido, dermatologic reactions including eczema and
lichenoid eruptions, mild arthralgia, myalgia.

Note; Initial adult dosage should be limited to 500 mg
daily when given with antihypertensives other than

thiazides. Tolerance may occur, usually between sec-

ond and third months of therapy: increased dosage or

adding a diuretic frequently restores effective control.

Patients with impaired renal function may respond to

smaller doses. Syncope in older patients may be re-

lated to increased sensitivity and advanced ar-

teriosclerotic vascular disease; this may be avoided

by lower doses.

How Supplied; Tablets, containing 125 mg
methyidopa each, in bottles of 100; Tablets, containing

250 mg methyidopa each, in single-unit packages of

100 and bottles of 100 and 1000; Tablets, containing

500 mg methyidopa each, in single-unit packages of

100 and botfles of 100 and 500.

For more detailed information, consult your MSD
representative or see full prescribing information.
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health care, and perhaps 90 percent of such care

is already paid for by third party payors. De-

spite this rather accurate analysis of the prob-

lem, the obvious solution, which is to reduce the

influence of third party payment is ignored.

Were we to eliminate prepayment for the major-

ity of minor illnesses, we would save substan-

cially. We do not prepay our grocery bill or our

vacations! What would it cost if all of us were
taxed a fixed monthly fee and allowed to get

our groceries free “ad libitum?” Let us return

so called health insurance to what it literally

should be - - insurance against catastrophic loss

only and not a form of simple prepayment.
Only by giving true incentive in economy to

those of who can intelligently and flexibly make
operational decisions can we achieve savings

without disaster. As a patient, 1 much prefer

that that control be in my hands, so that I may
insure it be appropriately delegated to my phys-

ician. I want him to work forme. The alterna-

tive that the physician be given, financial incen-

tive for economy as in HMO’s, will reduce costs

but at the loss of direct interest in my welfare.

It has been said that the system for the deliv-

ery of health care is too important to be left to

doctors. (I don’t know how to deliver health.

do you?). But if this is true, given the track re-

cord, it should certainly be appreciated that it

is far, far too important to be left to bureau-

crats. As a citizen intimately familiar with those

of our present forms of medical care service

which are already socialized, I feverently plea

that these or similar systems not be extended -

- for reasons of economy; and that they not be
made mandatory - - for my personal protection.

The ironic feature of this entire problem is

that I detect no serious ground swell among the

presently well served middle American citizen

for a change in the system for receiving medical
care. He is to be penalized at the instigation of

some political and labor leader forces, ostensibly

to relieve a problem in the inner city and ghetto

areas which are admittedly not well served.

Anyone who has cared for this group however,

understands that money is not by any means the

only or most serious problem here, but that

there are social and educational problems as well

in achieving reasonable care. For the majority

of our citizens now reasonably well served, who
would almost certainly be disadvantaged by the

current proposals, it is most important that they

remain with freedom to control a most essential

service involving their very life, and not have

such control plucked from them!

ALASKA MEDICAL CENTER
PHARMACIES, INC.

located in Anchorages’ leading medical

buildings

MEDICAL ARTS PHARMACY
Providence Professional Building

Joy H. Donelson, Manager
277-2428 or 279-3713

PROFESSIONAL CENTER PHARMACY
LaTouche Professional Center

Marsha Holloman, Manager
276-1226

LAKE OTIS PHARMACY
Lake Otis Medical Center

Charles Decker, Manager
279-0416

SICKROOM SERVICE
Home Health Care Supplies

Medical Arts Pharmacy
3300 Providence Drive

276-3013

Patricia Van Brundt, R.N., Director

EASTCHESTER

SUPER DRUGS

In Carrs' Gambell Street

Shopping Center

ALASKA'S
FINEST DRUG STORE

Pharmacists on Duty

10 a.m. to Midnight

7 Days a Week

14th & GAMBELL 272-4574
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THE HUTCHINSON CANCER CENTER

-

ITS USE TO ALASKA PHYSICIANS

In 1972 the Fred Hutchinson Cancer Re-

search Center (FHCRC) was designated by the

National Cancer Institute (NCI) as one of eight-

een comprehensive cancer centers in the United
States with an area of responsibility rather loose-

ly described as the Northwest. The nearest com-
prehensive centers at that time were in Madison,
Wisconsin to the east and Los Angeles to the
south. Research was the primary mission of the

Hutchinson Center and received the most atten-

tion in planning and in dollars.

Excellent clinical cancer facilities existed in

several locations in Seattle and elsewhere in the

Northwest before the FHCRC came into being;

but except for programs developed by the Can-
cer Society, little in the way of community
cancer programs was in existence.

With the advent of the National Cancer Act
of 1971, the NCI was given a responsibility for

developing a cancer control program. This re-

sponsibility was accepted somewhat reluctantly

since the NCI prior to 1971 had been in the sup-
port of cancer research and teaching. To accom-
plish this new mission, a Division of Cancer Con-
trol and Rehabilitation (DCCR) was formed
within NCI and considerable planning has oc-

cured with implementation of some programs
including support of an Extramural Program at

the FHCRC. However, cancer control is a large

and complex problem and the guidelines from
NCI to carry it out have not always been suffi-

cient to the need.

* Associate Director, Cancer Contol Program; Fred Hutchinson

Cancer Research Center, 1124 Columbia Street, Seattle, Wash-
ington, 98104.

Donal R. Sparkman, M.D.*

At the Hutchinson Center, as at NCI, the

major thrust is in cancer research and few would
question the wisdom of this priority. However,
there is evidence that physicians are not always
and in all places applying to the best advantage
what is already known.

With these facts in mind, a group of phys-

icians from Washington State with an interest in

cancer, after a number of meetings with leaders

from the FHCRC, formed an Extramural Coun-
cil of the Center in 1973. Through this organ-

ization they hoped “to provide practicing phys-
icians, other health professionals and citizens

concerned with cancer a vehicle by which mut-
ually acknowledged needs in cancer detection

and management could be met at the local com-
munity level.” Stressed then and since was the
encouragement whenever appropriate of care in

the community as close to a patient’s home as

possible.

An Executive Committee of 20 cancer spec-

ialists from all parts of the state was formed and
has served as the governing body for the Extra-

mural Program of the Hutchinson Center. The
objectives of the Extramural Program are:

(1) Assistance to physicians to improve
their capabilities to detect, diagnose

and manage their cancer patients.

(2) Assistance in the development of a

Nurse Oncology Training Program.

(3) Assistance to communities and com-
munity hospitals in the development of

cancer rehabilitation programs.

(4) Assistance to communities, organiza-

tions, institutions and agencies in the

continued on page 7
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development of those cancer screening

programs which have proven to be

effective.

(5) Make known the best available informa-

tion regarding environmental carcino-

genesis and cancer prevention.

While the FHCRC mandate for geographic

involvelment was the Northwest, it seemed pru-

dent to restrict initial efforts to the state of

Washington, while beginning to establish con-

tacts with neighboring states.

The Extramural Program of FHCRC received

its first funding from NCI 21/2 years ago, and
after considerable planning, has a reasonably

good understanding of the resources and needs

for cancer detection and care in the state and
has begun to initiate programs to meet some of

these. In all of these activities, the Extramural

Program (EMP) works closely and cooperatively

with existing organizations and institutions with

an interest in cancer care and in particular with

the American Cancer Society Washington Div-

ision and with the Association of Community
Cancer Centers. It is the intent of the EMP to

assist existing programs and to avoid unneces-

sary duplication.

During the past year, as a result of meetings
with representatives from adjoining states with

an interest in cancer, a Northwest Oncology Co-
ordinating Council was formed. This is a loose-

ly-orginized group of physicians, nurses and
other health professionals from Washington,
Oregon, Idaho and western Montana who feel

that communication among themselves will pro-

vide a clearinghouse of information of value to

all. Only two meetings have been held, these

devoted largely to an exchange of information
and agreement as to the purpose of NOCC. An
example of the potential value of NOCC is in the

development of oncology nursing programs.

Oregon, Washington and Idaho all have plans in

this regard and every effort will be made to co-

ordinate our several plans and resources. The
NOCC would like to include Alaska. Two
Alaska physicians. Dr. Palmer and Dr. Snyder,
participated in a meeting September 16 -17, in

Yakima, Washington devoted to the develop-
ment of cancer programs in community hos-

pitals.

The distance between Seattle and Alaska and
the modest budget and staff of the Extramural
Program of FHCRC have limited our efforts to

be of assistance. However, several programs are

in existence or planned which could be of use

to Alaska physicians, nurses and other health

professionals. Some of these are as follows:

(1)

Telephone consultation to hospitals

and tumor hoards regarding clinical

problems in cancer diagnosis and care.

This is not intended to interfere with

existing referrals within Alaska, but to

take advantage of the views of differ-

ent cancer specialists medical oncolo-

gists, radiation oncologists and surgeons

focusing their combined attention on
difficult problems. While such consul-

tation will take place via the CTS sate-

llite between Seattle and Fairbanks as

a part of WAMI, the telephone has been
demonstrated to be satisfactory and
such conferences and can be arranged

by calling the Extramural Program of

FHCRC at (206) - 292-2468. We will

pay the toll. Closely related to the

foregoing is our interest in assisting in

the development of hospital cancer
programs in which we may be able to

help by phone, personal visit or in

meeting.

(2) Dial Access — This is a system spon-
sored by the Southern Medical Associ-

ation and the University of Texas Sys-

tem Cancer Center, and is a collection

of tapes containing the most recent di-

agnostic and therapeutic information

on specific cancer problems. The
FHCRC subscribes to the Dail Access

program and has available catalogs list-

ing more than 300 tapes. Special per-

mission has been obtained from Dial

Access to accept collect calls from
Alaska physicians since Alaska is not

a part of the ordinary toll-free system.

This special toll-free number is (713) -

790-1683.

(3) Guidelines for optimal cancer care have

been developed by the Breast, Skin and

Gyn Committees and have been distri-

buted to members of the FHCRC Ex-

tramural Council and to chairmen of

tumor boards in Washington hospitals.

Initial responses indicate these have

been helpful and more have been re-

quested.

(4) Library — We recognize that Alaska has

an excellent medical library in Anchor-

age with remarkably good usage by
physicians. The library at the Hutchin-

son Center with extensive holdings in

cancer cooperates closely with the

Northwest Health Sciences Library and

is available for any special assistance

from Alaska.

In addition to the usual library ser-

vices, the Hutchinson Center provides

a selected reprint service which is co-
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sponsored by the ACS Washington Div-

ision and in which outstanding articles

on all of the common kinds of cancer

will be available on request.

Also in the library are a variety of

audio-visual media as a self-learning

resource in cancer.

(5) Training in cancer nursing — Locally

and nationally there is a growing recog-

nition of the potential of nurses to aug-

ment traditional cancer care. Plans are

underway at the Center for the devel-

opment of oncology nursing training

programs to be carried out in conjunc-

tion with the ACS Washington Division,

University of Washington School of

Nursing and others. Funds have been
requested which, if approved, could re-

spond to interest from Alaska.

(6) Cancer rehabilitation — Related to on-

cology nursing is the recognition of
the needs of cancer patients in contin-

uing care, rehabilitation and terminal

care. The Rehabilitation Committee
of the Extramural Program has begun
to develop guidelines for several areas

of cancer rehabilitation and its mem-
bers are available for consultation on
request.

(7) Preceptorship — Funds have been re-

quested from NCI for support of a one-

to-one teaching experience for physi-

cians and nurses in a cancer center of
their choice in Washington.

(8) Cancer registries — Cancer registries in

Washington and Alaska present a prob-
lem for which we are able to provide
limited assistance beyond consultation,

advice and the training of cancer regis-

trars.

(9) Epidemiology of cancer — If there is

reason to suspect an unusually high in-

cidence or mortality rate of certain

kinds of cancer in areas of Alaska,

epidemiologists at the FHCRC are avail-

able for consultation and possibly for

investigation.

Good medical relations between Washington
and Alaska have existed over the years and were
reinforced by the experiences of the Alaska
RMP and the WAMI programs. While the
mechanism for exchange between the two states

in cancer is not as clearly prescribed, we hope
the Hutchinson Cancer Center, and in particular

its Extramural Program, can be helpful. Some
of the ways in which we think we might assist

are listed in the foregoing. Even more important
are your views on your needs in cancer detec-

tion, diagnosis, treatment and rehabilitation.

Without assuring that we can meet them, we
welcome hearing what they are.

\jJORK6>Hof^

-r

No. no, Doctor, it's the art of subtle persuasion.
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JET ALASKA

THE 49TH STATE’S FLYING AMBULANCE*

Flip Toddt

Jet Alaska, the state’s only charter Learjet

operator, has been helping to save lives in the

most remote regions of the state for several

years thanks to its ability to carry severely in-

jured patients to major medical facilities at more
than 550 miles per hour.

The company began its Learjet charter ser-

vice in 1969 (when it was known as Dziuk Aero
Service) and now operates two Learjet 24s and

a single Learjet 24 D, a slightly newer model.

Each plane is capable of flying for three hours

or roughly 1,300 nautical miles from its base at

the Air Associates hangar at Anchorage Inter-

national Airport without refueling.

Nearly a quarter of the company’s business

is derived from medical evacuations, the remain-

der coming from business travel by executives

in a hurry to reach remote sites such as Prudhoe
Bay.

Medical evacuations have varied over the

years from flying a botulism patient to Anchor-
age from Nome, to bringing a Japanese seaman
to the Alaska Native Medical Center from Dutch
Harbor who had had both legs severed below
the knee by an onboard conveyor belt system.

“Cardiac arrest is one of the most common
reasons for people to call us,” explained Linda

Hinson, Jet Alaska’s office manager who is a

former Pacific Northern Airlines stewardess who

* This unsolicited article is presented for its informational value

and no endorcement is necessarily implied or given,

f .\lr. Todd is a free - lance writer from .Anchorage.

likes to fly her own plane and is a registered

nurse as well. She frequently goes out on flights

with the company aircraft to minister to pati-

ents who need care on the way back to Anchor-

age or Fairbanks before the ambulance meets

the plane.

In addition to flying three Learjets, Jet

Alaska also operates a Merlin Metro II manufac-

tured by Fairchild Industries which seats 18 or

can fly six stretcher patients at more than 300
miles per hour. The company charges 8775.00
per hour of flying time in the Learjet and

$675.00 per hour for the Merlin. Both types of

planes can accommodate large Stryker frames

for burn patients because of their large cargo

doors. On the Learjet, for example, the door is

36 inches wide to make moving stretcher pati-

ents on and off the plane easy. Burn patients in

Stryker frames have been flown to the Brooke
Army Medical Center near San Antonio, Texas

on a number of occasions. Much of Jet Alaska’s

medical evacuation work is done on contract to

the Public Health Service which uses the air am-

bulance service to bring severely injured patients

to the largest hospital in its system in Alaska at

Anchorage. But foreign nationals who are in-

jured aboard merchant vessels and fishing boats

in the Gulf of Alaska and the Bering Sea are

another major source of medical evacuees. Be-

cause the federal government has the responsi-

bility of caring for the injured seaman under an

international treaty, most of them are brought

to the federally run Public Health Service hos-

continued on page 10
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Social Security Bill Is Signed;

Gives Pensions to Aged, JobU

RooseveltApproves Message Intended to Benefit 30,000,

Persons When States Adopt CooperatingLaws-He Cat

the Measure ^CornerstoneofHis Economic Program.

SENATE APPROVES

18-YEAR OLDVOTE

INALLELECTIONS

Amendment to Constitution

is Sent to House, Where

Passage is Expected

WASHINGTON, Aug. 14, 1
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PATIENTPACKAGE INSERTS:A
CONCEPT WHOSE TIMEHAS COME?

The consumers right to know is an ir-

reversible and desirable trend of the

Seventies. It extends, and properly, to a

patient's right to know more about his

or her prescription medications. One
way, gaining favor, is through patient

package inserts. Wisely-prepared and
properly distributed when medically in-

dicated, they could markedly improve

patient knowledge and drug therapy—
laudable goals by anyone’s standards.

The PMA endorses these goals and
will work with government, the health

professions and consumers to achieve

them.

The Advantages

The concept holds promise of benefits;

better patient understanding of the

product prescribed, better adherence

to the treatment plan, and more aware-

ness of possible side reactions.

Every doctor has had patients

who fail to finish antibiotic regimens

because they feel better. Some patients

assume that if one tranquilizer or

analgesic is good, two may be twice as

g(xjd. Still others fail to report dizzi-

ness while on antihypertensive therapy

—and so on.

Problems like these might arise

less often if the patient received writ-

ten information in addition to verbal

instructions. Some studies suggest
that patients are more receptive to

such materials, and they more often

understand the verbal instructions and
follow them, when inserts are used.

The Disadvantages

There are also some potential prob-

lems. Obviously, the inserts must be

clearly phrased, without extraneous or

complex detail. How much information

is enough? How can it be kept current?

Should all patients receive the same
information? Should inserts be in-

cluded with all drugs? Should only

potential problems be listed or are

patients better off with a “fair balance”

presentation that describes usefulness

as well as drawbacks?

These and similar questions

require answers, since model inserts

have yet to be properly developed and

tested. Despite the need for these

studies, the FDA is proceeding pre-

maturely with inserts on selected

products. We think the Congress is the

only place where the matter can be

given the proper legal status and
direction, particularly since it repre-

sents a conceptual change in the legal,

medical and social framework of the

nation’s prescription drug information

system.

The Solution

The PMA believes that carefully-

devised pilot studies of various kinds

of inserts are needed. They should be

developed and implemented with full

participation by doctors, pharmacists,

consumers, communications experts

and the drug industry. Such studies

will provide reliable pathways to

follow, so that inserts will be useful

aids to medical practice.

And particularly we think that

you should be closely involved in this

debate and in these studies and deci-

sions. Otherwise, people with less

experience and qualifications may
control the purposes, content and use

of a tool with considerable promise for

improved patient care. It could make a

difference in your practice tomorrow,

and more importantly, in the health

of your patients.

DVIk
THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION

1155 FIFTEENTH ST, N W, WASHINGTON, D C 20005



An injured youth in Barrow is boarded for a one hour and forty-one

minute flight to Anchorage and the Alaska Native Hospital.

pital in Anchorage as well. Public Health Service

doctors and nurses frequently fly along with the

patients to care for them in flight.

But for cases that do not involve the Public

Health Service and no local doctor has become
involved with the case. Jet Alaska provides pro-

fessional medical care through an agreement

with the College Village Medical Clinic which
employes four physicians, one of whom is on
call 24 hours a day. College Village Medical

Clinic has also helped Jet Alaska stock enough
medical equipment and drugs to take care of

almost any medical emergency that might arise

in mid-air as the Learjets are cruising back to a

hospital. The twin-engine jets normally cruise

at 41,000 feet, as high as any non-military air-

craft, and well above the turbulence that com-
mercial flights encounter at altitudes of from

29,000 to 37,000 feet.

Among the lifesaving apparatus carried on
board Jet Alaska medical evacuation flights, are

a whole range of equipment that includes a port-

able oxygen supply, a cardioscope, defibrilator,

suction apparatus, a respirator, an incubator for

premature babies, tracheal tubes, intravenous

devices, a Lifepak 3 emergency care kit and two
well stocked emergency care kits.

Pnge ID

To date no patients have died aboard one of

Jet Alaska’s aircrafts, although several have been

so severely injured that they died before the

plane arrived to evacuate them and some have

expired of complications after they arrived at

the hospital.

“We tell people our response time to get a

plane off the ground from the time we are first

notified of an emergency is an hour, but we can

usually beat that during the day,” said vice pres-

ident of operations, Ernie Fife.

Fife, who has more than 17,000 hours of

time in the cockpit of an airplane, is the most
experienced of Jet Alaska’s nine pilots, but the

average pilot has more than 7,000 hours flying

time making the firm’s pilots some of the most
experienced in the state. Their background cov-

ers almost all aspects of aviation from military,

to scheduled charter and commuter airlines, as

well as corporate aircraft. Fife, for example,

began flying in the Navy and has since passed

through the ranks from line captain to director

of flight operations for a major U.S. airline,

flown Standard Oil Co. of Ohio corporate air-

crafts and eventually equipment as large as

four-engine DC—8s for Trans International

Airways.

In the evening when no one is at the com-

I nlume 20, i\ umber I



pany office located in the Air Associated hangar

at 3600 International Airport Road, Jet Alaska’s

243-3316 telephone number automatically rings

in the home of the pilot on duty who is ready

to leave home at a moment’s notice after calling

a line boy to fuel the airplane (the aircrafts are

kept near empty because there is no point in

carrying more fuel and weight than necessary)

and filing a flight plan.

When the pilot in command calls the Federal

Aviation Administration’s flight control station

it uses the prefix “Lifeguard” before identifying

the aircraft by its tail number which notifies the

air traffic controller that a human life may be

at stake and to give the plane priority to take

off and landing.

For more than a year an Anchorage pedia-

trician, Dr. Alex Russell, who also held an airline

transport rating (ATR) with a type rating to

fly both Learjets and the Metro II, worked for

the company as a combination pilot and phys-

ician. On non-emergency flights he went as the

co-pilot on the Learjet or pilot-in-command on
the Merlin Metro II. When a case was a life and

death one, Russell would ride in the back of the

plane as a passenger so he could devote his full

attention to the patient. He has since set up a

full time practice in Soldotna and confines his

flying to strictly pleasure jaunts in his own
airplane that both he and his wife fly.

Although Jet Alaska was the first air taxi to

fly executive jets in the state in 1969 and the

first to fly medically equipped jets for medical
evacuations, it is no longer the only operator of
meci-vac Learjets. Teamsters Local 959 which
also operates a pair of Learjets, has also equip-

ped its planes with a wide range of medical gear

to carry its union members back from remote
accidents to skilled medical care in Anchorage
and other major cities, proving that imitation

is indeed the highest form of flattery.

Like Jet Alaska, the Teamsters primarily

use their jets for non-medical business, but

when both planes are being used the union
calls Jet Alaska and puts the company on
standby to evacuate any of its members who
may need the specialized medical evacuation
service that no one else can provide.

SPEND LESS TIME

worrying about your real estate invest-

ments .... call us about our compu-

terized real estate management ser-

vices, giving us a unique advantage in

BROKERAGE, REAL ESTATE

SECURITIES AND

PROPERTY MANAGEMENT

norsholl

^Bssociotes, Inc.
^® ® fcevl estote • t>foi»crc*ge » retecvch • securaies • nrxwogcmcrt*

51 5 F Street

Anchorage, Alaska 99501

(907) 276-6810

AMA Acts to

Strengthen
Medical
Discipline
A report by the AMA Ad Hoc Com-
mittee of Medical Discipline, sum-
marizing the current status of

medical discipline in the United
States and containing six recom-
mendations for improvements, was
adopted at the AMA Clinical Conven-
tion in December. Among the re-

commendations were: increased
education in ethics at all levels in

medical schools: state medical as-

sociation participation in reviewing

and improving licensure and discip-

linary mechanisms: participation by
medical leaders m developing effec-

tive programs to review the quality of

physician-provided care.

\laska Medicinp. January 1978 Pagp / /



of Dr. Fish and Dr. Whaley, presented at this

committee’s hearing in Anchorage.
There are two announcements I would like

to make. First, we have hired Mr. Jeff Landry
to be our lobbyist. He will be in Juneau during
the legislative session and available to all mem-
bers to answer questions on any legislation in

which they are interested. Secondly, I hope
many of you will plan to spend three days in

March at Alyeska for the State meeting. The
meeting is scheduled for March 10 - 12, 1978,
and will be planned in such a manner that bus-
iness can be combined with pleasure.

Whatsgpod forHpper\blta
isgpod fortheUSA.

Somewhere in the hills of

Upper Volta there are rich deposits

of manganese. The problem is

getting there. The solution is a

railroad, built with a loan from the

United Nations Development
Program.

The UN has also helped unearth

iron in Bolivia. Copper in Malaysia.

Tin off the coast of Indonesia.

America needs these raw

materials. In return, the develop-

ing nations become markets for

American goods and know-how.

The fact is 8()7o of American
money given through the UN to

developing nations is returned in

the form of orders for American
products and services.

The UN means business.

American business should know.
Get the whole story. Send tor a free PVH
booklet, “'I he \'ou in the UN!' Write to I
UN Assoc., .VtS I!. 46th St., N.V. 10017. Couicil

A Public Service ot This Magazine & The Advertising Council

NEW GIFTS TO THE
ALASKA HEALTH SCIENCES LIBRARY

Sustaining Donors
Rehabilitation Medicine Associates (J. Michael James, M.D.),

Anchorage (year to date, $150.00), $100.00
Contributors

Family Planning Volunteers, Fairbanks

Others who wish to contribute may make checks payable to the

Alaska Hospital Research & Education Foundation and send them to

the Alaska Health Sciences Library, 3211 Providence Drive, Anchor-

age, Alaska 99504.
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NOW
atwo-piece 14oz. can

for Soyalac

A two-piece can

means no soldered

seam. No solder means

no possibility of lead

contamination from the

container. Soyalac is the

first infant formula with this

packaging innovation.

There are improvements, too,

in the formulation. Soyalac now has

25% more iron than known competitive

hypoallergenic milk-free formulae. In fact,

the entire formula has been slightly modi-

fied to reflect the cur-

rent U.S. RDA levels

set by the Food and

Drug Administration.

Soyalac — formula for

infants on regular feed-

ing and for those who re-

quire milk-free diets; concen-

trate and single strength, ready-

to-use. Made from the whole soybean.

I-Soyalac concentrate, made from soy

isolate, with no soy carbohydrates and no

corn products.

For detailed information and samples call or write:

Western U.S.

LOMA LINDA FOODS
11503 Pierce Street

Riverside, CA 92515

(714) 785-2444

Eastern U.S.

LOMA LINDA FOODS
13246 Wooster Road

Mount Vernon, OH 43050

(614) 397-7077
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AUTHOR INDEX SUBJECT AND TITLE INDEX

Albrecht, C.E 72

Beal, D 53,66
Bloom, J.D 7

Brodie, R 69

De Leo, D.M 15

Alaska Health Sciences

Library 4,58,59
Alaska State Medical
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Anemia at High Altitude 49

Books Received 67

Fish, W 1

BTitz, M.H 43

Hurw'itz, R 60

James, H.H 7

Johnson, W 4

Langdon, J.R 34
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Commissioner’s Page 29
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Current Management of

Malignancy - Other Solid Tumors 19
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Eye Drops .43
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Periarteritis Nodosa in a Two Year Old 15
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We can do
much more
together.

Subsistence Foods 60

Tension Headache and the

MPD Syndrome 69

WANTED
F.P. or General Internist willing to do general

practice in well-established two-man office.

Position available immediately, salary negotia-

ble with possible partnership. Exciting prac-

tice in exciting area. CONTACT: Rud C.

Wasson, M.D., Island Medical Center, A Prof.

Corp., Box 766, Kodiak, AK 99615—Tele-
phone: (907) 486-5719.
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THE
ANXIETYSPEanC.

• a predictable pattern of patient response

• seldom associated with serious side eftects, in proper dosage

• rarely interferes with mental acuity

• used concomitantly with many primary medications

• three dosage strengths meet most patient needs

UBRIUMT
chlordiazepoxide HCI Roche

5mg,10mg, 25mg capsules

Libritahs® (chlordiazepoxide) available

in 5 mg, 1 0 mg and 2 5 mg tablets.

individual pharmacologic effects, particu-

larly in use of potentiating drugs such as

MAO inhibitors and phenothiazines. Ob-
serve usual precautions in presence of

impaired renal or hepatic function. Para-

doxical reactions (e.g., excitement, stimu-

lation and acute rage) have been reported

in psychiatric patients and hyperactive ag-

gressive children. Employ usual precau-

tions in treatment of anxiety states with evi-

dence of impending depression; suicidal

tendencies may be present and protective

measures necessary. Variable effects on

blood coagulation have been reported

very rarely in patients receiving the drug

and oral anticoagulants; causal relation-

ship has not been established clinically.

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Relief of anxiety and tension

occurring alone or accompanying various

disease states.

Contraindications: Patients with known
hypersensitivity to the drug.

Warnings: Warn patients that mental and/

or physical abilities required for tasks

such as driving or operating machinery

may be impaired, as may be mentai alert-

ness in children, and that concomitant

use with alcohol or CNS depressants may
have an additive effect. Though physical

and psychological dependence have rare-

ly been reported on recommended doses,

use caution in administering to addiction-

prone individuals or those who might in-

crease dosage: withdrawal symptoms
(including convulsions), following discon-

tinuation of the drug and similar to those

seen with barbiturates, have been reported.

Usage in Pregnancy: Use of minor
tranquilizers during first trimester
should almost always be avoided
because of increased risk of con-
genital malformations as suggested
in several studies. Consider possi-
bility of pregnancy when instituting

therapy; advise patients to discuss
therapy if they intend to or do
become pregnant.

Precautions: In the elderly and debilitated,

and in children over six, limit to smallest

effective dosage (initially 10 mg or less per

day) to preclude ataxia or oversedation,

increasing gradually as needed and toler-

ated. Not recommended in children under
six. Though generally not recommended, if

combination therapy with other psycho-
tropics seems indicated, carefully consider

Adverse Reactions: Drowsiness, ataxia

and confusion may occur, especially in the

elderly and debilitated. These are revers-

ible in most instances by proper dosage
adjustment, but are also occasionally ob-

served at the lower dosage ranges. In a

few instances syncope has been reported

Also encountered are isolated instances of

skin eruptions, edema, minor menstrual

irregularities, nausea and constipation,

exfrapyramidal symptoms, increased and

decreased libido— all infrequent and gen-

erally controlled with dosage reduction:

changes in EEG patterns (low-voltage fast

activity) may appear during and after treat-

ment: blood dyscrasias (including agranu-

locytosis), jaundice and hepatic dysfunc-

tion have been reported occasionally,

making periodic blood counts and liver

function tests advisable during protracted

therapy.

Usual Daily Dosage: Individualize for

maximum beneficial effects. Oral—Adults:

Mild and moderate anxiety and tension,

5 or 1 0 mg t.i.d. or q.i.d.: severe states,

20 or 25 mg t.i.d. or q.i.d. Geriatric patients:

5 mg b.i.d. to q.i.d. (See Precautions.)

Supplied: Librium® (chlordiazepoxide HCI)

Capsules, 5 mg, 10 mg and 25 mg— bottles

of 100 and 500; Tel-E-Dose® packages of

1 00, available in trays of 4 reverse-num-

bered boxes of 25, and in boxes containing

1 0 strips of 1 0; Prescription Paks of 50,

available singly and in trays of 1 0.

Libritabs® (chlordiazepoxide) Tablets,

5 mg, 1 0 mg and 25 mg— bottles of 1 00

and 500. With respect to clinical activity,

capsules and tablets are indistinguishable.

Roche Products Inc.

Manati, Puerto Rico

Please see following page.
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Bactrim has shown high clinical effectiveness in recur-

rent cystitis as a result of its wide spectrum and dis-

tinctive antimicrobial action in the urinary, vaginal and
lower intestinal tracts.

The probability of recurrent urinary tract infection

appears to be enhanced by the establishment of large

numbers of E. coli or other urinary pathogens on the

Vaginal introitus. The trimethoprim component of

Bactrim diffuses into vaginal fluid in effective concen-
trations, thus combating migration of pathogens into

the urethra.

Studies have shown that Bactrim acts against£/7fero-

bacteriaceae i n the bowel without the emergence of resis

tant organisms. Thus, Bactrim reduces the risk of introitE

colonization by fecal uropathogehs. It has no signifi-

cant effect on other normal, necessary intestinal flora.

Bactrim fights uropathogens in the
urinary tract/vaginai tract/iower intestinai tract

Please see reverse side for summary of product information.
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PERFORMANCE.PROVEN
EFFECTIVENESS WITHIN A
WIDE SAFETY MARGIN.

While Roche Laboratories already

knows more about the performance of

Librium than anyone else, we keep on

learning every day.

For example, the highly favorable

benefits' to- risk ratio of Librium is a well-

documented matter of record.

And, of course, the specific calm-

ing action of Librium has been demon-

strated in millions of patients around the

world. In a large number of these patients.

Librium was used concomitantly with other

primary medications.

Proven performance within a wide safety margin. Basically, that’s what Librium

is all about.

UBNUM^
chlordiazepoxide HCI/Roche

THEANXIETYSPECIHC
Before prescribing, please consult complete
product information, a summary of which fol-

lows:

Indications: Relief of anxiety and tension occur-

ring alone or accompanying various disease

states.

Contraindications: Patients with known hyper-

sensitivity to the drug.

Warnings: Warn patients that mental and/or

physical abilities required for tasks such as driv-

ing or operating machinery may be impaired, as
may be mental alertness in children, and that

concomitant use with alcohol or CNS de-

pressants may have an additive effect. Though
physical and psychological dependence have
rarely been reported on recommended doses,

use caution in administering to addiction-prone

individuals or those who might increase dosage;
withdrawal symptoms (including convulsions),

following discontinuation of the drug and similar

to those seen with barbiturates, have been re-

ported.

Usage in Pregnancy: Use of minor tran-

quilizers during first trimester should
almost always be avoided because of

increased risk of congenital malforma-
tions as suggested in several studies.

Consider possibility of pregnancy when

instituting therapy; advise patients to

discuss therapy if they intend to or do
become pregnant.

Precautions: In the elderly and debilitated, and
in children over six, limit to smallest effective

dosage (initially 10 mg or less per day) to pre-

clude ataxia or oversedation, increasing gradu-

ally as needed and tolerated. Not recom-
mended in children under six. Though generally

not recommended, if combination therapy with

other psychotropics seems indicated, carefully

consider individual pharmacologic effects, par-

ticularly in use of potentiating drugs such as

MAO inhibitors and phenothiazines. Observe
usual precautions in presence of impaired renal

or hepatic function. Paradoxical reactions (e.g.,

excitement, stimulation and acute rage) have
been reported in psychiatric patients and
hyperactive aggressive children. Employ usual

precautions in treatment of anxiety states with

evidence of impending depression; suicidal ten-

dencies may be present and protective mea-
sures necessary. Variable effects on blood coagu-
lation have been reported very rarely in patients

receiving the drug and oral anticoagulants;

causal relationship has not been established

clinically.

Adverse Reactions: Drowsiness, ataxia and con-

fusion may occur, especially in the elderly and
debilitated. These are reversible in most in-

stances by proper dosage adjustment, but are

also occasionally observed at the lower dosage
ranges. In a few instances syncope has been
reported. Also encountered are isolated in-

stances of skin eruptions, edema, minor
menstrual irregularities, nausea and constipa-

tion, extrapyramidal symptoms, increased and
decreased libido—all infrequent and generally

controlled with dosage reduction; changes in

EEC patterns (low-voltage fast activity) may ap-
pear during and after treatment; blood dys-

crasias (including agranulocytosis), jaundice
and hepatic dysfunction have been reported

occasionally, making periodic blood counts and
liver function tests advisable during protracted

therapy.

Supplied: Librium® Capsules containing 5 mg,

10 mg or 25 mg chlordiazepoxide HCI. Libritabs®

Tablets containing 5 mg, 10 mg or 25 mg
chlordiazepoxide.

Roche Products Inc.

Manati, Puerto Rico 00701
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Original Article

EXERCISE THERAPY IN CARDIAC REHABILITATION:

AN OVERVIEW AND THE PROGRAM

AT THE ALASKA TREATMENT CENTER

Carol D. Larsen*

Fifty years ago, when Dr. Paul Dudley
White first began warning America against

“physical indolence” and its harmful effects on
the cardio-vascular system, exercise had not
been identified as a factor in prevention of
coronary heart disease (see box) nor was it

incorporated into treatment of patients with
coronary heart disease (CHD). Today the media
is saturated with reports and advice about the
benefits of exercise in preventing cardio-vascular

disease, and exercise therapy programs, similar

to the Alaska Treatment Center’s flourish.

Changing Attitudes Toward Activity

Foliowing Myocardial Infarction

Traditional treatment for patients who
have suffered byocardial infarction (MI) has
been severe restriction of physical activity and
extended bedrest. In 1944 when Levine wrote
about adverse effects of prolonged bedrest in the
early phase of acute MI he was ahead of his con-
temporaries. (1) Standard practice then was to

allow MI patients only brief periods of super-
vised walking beginning in the fourth week of
recovery. (2) In the early fifties, Levine and
Lown presented furthur evidence to support
early ambulation. They reported a 23% reduc-
tion in cardiac output when a patient was lifted

from bed to chair. (3) Then, patients in New
York City were reportedly allowed to sit in a

chair only during the second week after MI and
to slowly ambulate the third week. (2)

* Consultant for special projects in education and health.

Now it is generally recognized that pro-

longed bedrest following uncomplicated MI
causes generad deconditioning of the whole pati-

ent, increases the risk of embolization, and ad-

versely affects the patient’s attitude toward his

recovery. (2) Slow ambulation can set the stage

for depression, which is frequent in CHD, and
has been called “the most formidable problem in

convalescence and rehabilitation.” (4) One
theory about the basis for depression in CHD
patients is the fear of loss of autonomy and in-

dependence and the fear of invalidism. As the

patient sees that he can perform normal self-

care activities and can get around, his fear of
invalidism is allayed, helping to prevent de-

pression. (4)

The Development of Cardiac
Rehabilitation Programs

The earliest experiences with cardiac rehabil-

itation exercise programs in the United States

were reported in 1963 by Herman Hellerstein.

His Cleveland cardiac center bagan with facilities

for bicycle ergometer testing and psycho-socio-

economic assessment and developed to include

exercise training and risk factor advice. (5)

Since the early sixties, reports have come from
other cardiac rehabilitation programs in the U.S.

and in Europe, Israel and Canada. The programs
have varied in the intensity and modality of
exercises; some lasted for weeks and others in-

volved participants for years. To illustrate the

extremes, one inpatient cardiac rehabilitation

program begins in the Coronary Care Unit dur-

ing the first day following MI when the patient
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After the first set of laps, each participant's heart rhythm and rate are monitored
with a two-lead EKG.

is given a footboard and is encouraged to tap his

feet. (6) At the other end of the scale, the Tor-
onto Cardiac Rehabilitation Center has trained

eight patients who have finished the Boston Mar-
athon. Since then more than twenty of their pa-

tients have finished at least sixty marathons.(7)

The Effects of Exercise

Training for CHD Patients

The design of the many exercise programs
on which data has been gathered varies too
greatly to draw conclusions from the collected

body of data, but general results from the pro-

grams have been similar. Naughton summarized
the reported effects:

Increased physical working capacity: Most
patients entering exercise programs had a perfor-

mance capacity ranging from 5 to 8 METS.*
After a year, most patients exceeded 9 METS,
some reaching thresholds of 11 and 12.

Significant reduction of systolic blood
pressure and heart rate at rest and comparable
levels of submacimal work.

Significant decreases in myocardial work at

rest and submacimal work: The systolic blood
pressure-heart rate product is significantly re-

duced, indicating that myocardial O 2 require-

* A MET is a basic metabolic unit, which is equal to approxi-

mately 3.5 ml/02 /kg body weight/minute. It' approximate body
energy expended while sitting quietly in a chair.

ments have been lowered;

Significant changes in body composition;
reduced fat increased muscle mass.

Improvement in the central and peripheral

circulation.

Evidence of altered myocardial perfor-

mance: A shortening of the left ventricular

ejection time is reported, which probably
indicates that exercise training enhances myo-
cardial contractile process.

Evidence of altered myocardial perfor-

mance: A shortening of the left ventricular

ejection time is reported, which probably
indicates that exercise training enhances myo-
cardial contractile process.

Altered life style: Post infarct patients who
participate in exercise programs are much more
likely to stop smoking, maintain a more normal
weight, sleep better, drink fewer alcoholic bever-

ages, require less medication, and return sooner
to normal activity than those who do not
exercise.

There is much additional testimony of the
benefits of a regular supervised exercise program
for cardiac patients. (4,10-19) Hel

Evidence of altered myocardial perfor-

mance: A shortening of the left ventricular

ejection time is reported, which probably
indicates that exercise training enhances myo-
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cardial contractile process.

Altered life style: Post infarct patients who
participate in exercise programs are much more
likely to stop smoking, maintain a more normal
weight, sleep better, drink fewer alcoholic bever-

ages, require less medication, and return sooner

to normal activity than those who do not

exercise.

There is much additional testimony of the

benefits of a regular supervised exercise program
for cardiac patients. (4,10-19) Hellerstein, et.al.

found positive results from data gathered on 254
convalescent arteriosclerotic heart disease sub-

jects receiving physical training in the Case Wes-
tern Reserve/Jewish Community Center Study.

Sixty to 75% of the patients (with MI but with-

out congestive heart failure and/or controlled

arrhythmias) responded favorably to the super-

vised long-term reconditioning programs. Heller-

stein’s results corroborated those summarized by
Naughton, above, and in addition reported the

following:
— improvement of subjective well-being and

decrease of psychological depression
— decreased lactate production for the same

workload
— lowering of serum lipid levels

— enhanced oxygen extraction by the peri-

pheral tissues

— suggestive reduction in mortality
“ enhancement of intercoronary collaterals

rarely demonstrated by coronary angio-

grams
“ partial or complete normalization of pre-

training pathological ballistograms

— enhancement of sexual activity (17)
Do patients on a supervised training program

live longer? Are there fewer coronary events
among those who participate in exercise train-

ing? Although Hellerstein and others (20-21)
have seen positive data from their exercise pro-
grams in regard to these questions, researchers

seem to agree on only one point. Further study
is needed. Currently, Naughton, Fox and Heller-

stein are directing the National Exercise and
Heart Disease Project, a five year study involving
1000 coronary patients. It is anticipated that if

a high level of adherence to the program can be
maintained, significant conclusions may be
reached on the merits of physical training for

the coronary patient. (22)
Even though there is no conclusive evidence

that supervised, regular exercise therapy lowers
the mortality and recurrence rate of CHD, the
observed positive effects coupled with physio-
logic chances that occur strongly indicate that

exercise therapy improves the quality of life.

This has been reason enough to cause cardiac ex-

ercise therapy programs to flourish in the past
few years.

The Alaska Treatment Center’s

Cardiac Rehabilitation Program
The first structured cardiac rehabilitation

program in Alaska began in February 1964 when
the Alaska Treatment Center for Crippled Child-

ren and Adults (ATC) offered exercise therapy
for CHD patients. At ATC the plan for patients

is similar to that found at Seattle’s Cardio-Pul-

monary Research Institute (CAPRI), La Crosse

Patients participate in specific exercises between two sets of laps.
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Wisconsin’s cardiac rehabilitation program, and

the Western Reserve Case University /Jewish

Community Center program in Cleveland, Ohio.

The components these programs share are:

-- evaluation of the patient’s cardio-vascular

system prior to admission
- an individualized prescribed exercise reg-

imen based upon the evaluation
- a regular, gradual progression of intensity

of exercise dependent upon the patient’s

response to exercise
- use of exercise modalities which enhance

cardio-vascular fitness and an avoidance of

strenuous isometric exercises
-

' advice on smoking, diet, weight control

and lifestyle

ATC’s program, modeled after the CAPRI
program in Seattle, admits patients by phys-

ician referral only. Those admitted must be able

to climb an average flight of stairs or walk one
level city block. Their disease must be chronic,

not acute. Coronary heart patients eligible for

admission are those at least three month post-

myocardial infarction; those with angina or

other ischemic manifestations; hypertension;

post-surgical debilitation and certain other car-

dio-vascular diseases. Those predisposed to

cardiopulmonary problems are accepted in the

program if openings are available.

Dr. George Rhyneer, Anchorage cardiolo-

gist, classifies patients he refers to ATC’s rehab

program into three categories: post coronary

artery surgery patients; post myocardial infarct

patients and patients who have not yet had MI,

but display high risk factors and are best man-
aged medically.

In all three types of patients, the emotional
benefits of the exercise sessions are at least equal

to the physical benefits, according to Rhyneer.
The post surgery patients are referred because

they need to develop motor function skills and
stamina. As they gain strength, they have an im-

proved attitude about the success of their treat-

ment. They can see progress; they are impress-

ed by it; and are relieved from fear of “over-

doing.”
Rhyneer believes that the greatest benefit of

an exercise therapy program is to post MI pa-

tients who may not have had damage, but who
have become emotionally disabled as a result of

their infarct. Through the cardiac rehabilitation

program, life style changes occur; Those who
smoked, stop; patients lose weight and become
attuned to keeping in good condition. As with
post surgery patients, when physical condition
improves and evidence of progress is seen, emo-
tional attitude alters and fear dimishes.

The third group of patients are those who
have become invalids through habits of extreme-

ly sedentary life and run high risk of coronary
attack. Rhyneer describes such a patient as one
who has not yet had MI, but has other manifes-

tations of CHD and has become even more in-

active as a result. “This class of patient has a

great potential for recuperation through a pro-

gram such as ATC’s,” says Rhyneer.
Not all CHD patients can benefit from exer-

cise therapy. Those with arrhythmias, signifi-

cant hypertension, frequent ventricular pre-

mature beat, advanced stenosis of three major
coronary arteries, valvular disease, acute myocar-
ditis and impending infarction are not consid-

ered to be suitable candidates for ATC’s exercise

regimen.

A Description of the Program
Before the patient participates in ATC’s

program, the results of a recent exercise toler-

ance test meeting recommended standards must
be in the hands of the therapist. The stress test

assesses the hazards of exercise to the patient,

give a preliminary assessment of the patient’s

cardio-vascular system and function status, and
provide a maximal heart rate from which the

patient’s individual exercise prescription is de-

termined.

Each patient’s appropriate exercise level is

determined by the duration and intensity of

activity which will raise his heart rate to within

60 to 85% of maximum heart rate (MHR)
achieved during the exercise test. Below 60% of

MHR, biochemical and physiological responses

are not sufficient to produce a favorable effect

on aerobic metabolism and physical fitness;

above approximately 85% of MHR, the cardio-

vascular system begins to exceed its capacity to

deliver oxygen to the tissues. As the patient be-

comes physically conditioned he can do more
work before attaining MHR and is moved to the

next highest exercise level.

The exercise sessions, held in the ATC gym
from 6:15 to 7:00 a.m. Mondays, Wednesdays,
and Fridays, are led by a registered physical

therapist trained in cardiac rehabilitation. A
physician is present during each session, and
necessary emergency equipment is on hand.

Participants weigh in each morning before

the sessions begin. Each phase of the session is

done according to individual prescription; how-
ever, participants work through the program to-

gether, which consists of: warm-up; walking

and/or jogging; calisthenics; walking and/or

jogging; cool-down. The patient’s responses to

exercise are monitored; a single lead electro-

cardiogram is given in the middle of the session

and pulse is counted at the middle and end of

the session. Blood pressure is taken after the

cool-down period. Electrocardiagram tracings
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and a record of weight, pulse, and blood pres-

sure are placed in the patients’ charts.

After the patients shower and change, they

gather in the kitchen area of Occupational Ther-

apy for coffee and fruit. An important part of

the program takes place there. Clinically termed
the socialization process, the time is used to

trade low-fat recipes; compare pounds or inches

lost; congratulate one another on a positive

physician’s report or promotion to a new exer-

cise level. A feeling of mutual support and ca-

maraderie exists.

Since February 1974, 58 patients have par-

ticipated in ATC’s cardiac rehabilitation pro-

gram. The average age of the participants is 51;

9 females and 49 males.

Patients referred to the program have had
the following primary diagnoses:

Ml (non surgery) 27
Post coronary surgery 14
(7 had suffered Ml)

Angina 3

Hypertension 2

Abnormal stress electrocardiogram 2

Other 2

Each session has a physician in attendance. Here, Dr.

Buffington Burt is reads EKG results.

Twenty five patients are currently enrolled

in the program. Of those no longer participat-

ing, the average length of enrollment was 4.6

months. The current enrollees have participated

for an average of 6.2 months. The trend has
been toward increased enrollment and a lower
drop out rate.

Of the 33 patients who left the program,
the following reasons were given for their

withdrawl:

Dropped out (no reason/

poor attendance) 12
Moved 7

Conflict with work 6
Began to exercise

independently 3

Physician recommendation/
poor health 3

Other 2
No follow up has been done on those who

left and no deaths have occurred to those par-

ticipating in the program.

A Summary
ATC’s cardiac rehabilitation program was

not designed as a study; there fore no conclu-
sions can be reached as a result of the experi-

ence. Physicians who refer patients to the pro-

gram have found, however, some of the results

from exercise training and the group effect that

have been reported from other programs. Rhy-
neer summarizes observed effects and that, “In
addition to increased exercise tolerance, lowered
blood pressure, less chest pain with exertion and
lowered pulse rate with a given amount of exer-

cise, patients who participate in the program feel

better, act better, look better and are more sat-

isfied with themselves as human beings.”
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Health and Safety Tip
From the American Medical Association ^ *

535 North Dearborn Street/Chicago, Illinois 60610

Treatment Can Halt

Most Asthma Attacks

Asthma Cuts

Breathing
Asthma is a chronic illness in

which the victim has difficulty in

breathing. It is not contagious and,

fortunately, most attacks of asthma
are relatively mild. If neglected, it

increases in severity, and endangers

health as time goes on.

1 he American Medical Associa-

tion points out that most asthma at-

tacks are triggered by an allergen. It

could be almost anything - foods,

furs, feathers, pollens - that starts

the Hare-up. Sometimes a bacterial

infection of the throat, nose or

sinuses can touch off an asthma at-

tack. Nervous tension sometimes is a

factor.

In a severe attack, the victim ap-

pears to be suffocating. He becomes

pale and turns bluish, perspires

heavily. He is using all of his

strength just to breathe. Fortu-

nately, these attacks can be relieved

by medical treatment.

Finding the allergen is the first

step in dealing with chronic asthma.

Occasionally, it is obvious, but most

often a series of tests are required.

If the allergen is something you

can avoid, such as a dog or a cat,

your problem can be solved with

relative simplicity. If it should be

pollen in the air or dust particles, the

case is more difficult. But it still can

be kept under control, with proper

medical direction.

Occasionally, an asthma patient

will be helped by a change of

climate, but doctors advise that you

proceed with caution in making a

cross-country move. You may
develop a new allergy to things in the

new climate. If you plan to move,

try to arrange an extended visit to

the proposed new home area to find

out for yourself whether you feel

better.

Asthma can be controlled in most

cases. In almost all cases, a doctor

can provide relief from asthmatic at-

tacks, and by careful management
reduce the frequency and severity of

attacks.

April 1978

Frank Chappell

Science News Editor

AMA



EYE PATCH

Milo H. Fritz, M.D.*

The title refers to a couple of very different

ways of covering one eye and the reasons there-

fore.

In these days when the respect for vitreous

has reached the level accorded the effluent of

your sewage disposal plant an article on the indi-

cations, contraindications and proper use of eye

patches may seem trifling. However, as I walk
about the streets uptown and villages of Alaska

and the lower 48 I am appalled at the number of

people I see wearing eye patches that are im-

properly applied especially when I see them
walking out of or about the lobby of medical

arts buildings. I have noticed this in Seattle, San
Francisco, New York and Iowa City, all hot beds

of modern ophthcilmology.

First, as used by the laity with a black string

around the head at a rakish angle, is the black

patch as worn by the late General Mihail Kutu-
zov, Commander in Chief of the Russian Army
under the Czars. He was famous for not doing
any more than was absolutely necessary to de-

feat the hothead Napoleon in 1812. Kutuzov
was almost court martialed for cowardice and
poor judgement for saving the lives of many
thousands of Russian soldiers by letting “Gen-
eral Winter” (Kutuzov’s own happy term) do
the work for him. He had great vision even if

he was monocular.
Another famous wearer of the black patch

was Wiley Post, who lost his life and that of his

famous passenger. Will Rogers, near Point Bar-

row, Alaska in the 1930’s. Carburetor icing

caused the accident, not monocular vision.

The best General around today. General
Moshe Dyan of Israel, also wears a black eye
patch. He is the great man who whipped his en-

emies is six days after being attacked by them,
taking considerable enemy territory to make it

all worthwhile. For some reason, probably

* Box 158, Anchor Point, Alaska 99556.

having nothing to do with his eye patch, he re-

fuses to return the land he conquered to the

people who attacked him in the first place. Odd.
Finally, in the black patch hall of fame is a

successive number of handsome young men who
model Hathaway shirts. They all wear a black

patch and sell many shirts. Whether they all had
to have a defomiing operation on the eye, eye-

lids or orbits, before getting the job or applying

to the advertising agency handling the Hathaway
account or because they already wore a black

patch is not clear. It is also possible, of course,

that the whole thing is an advertising hoax and
the models have two normal eyes like most of

us.

Which eye and adnexae and for what reason

Kutuzov, Post and Dyan wore patches I do not

know. I went to the Anchor Point Public Li-

brary, open only on Wednesday afternoons, for

help. But it’s literary fare is meager. I could not
even find a copy of Wair and Peace written by
that other great author, Leo Tolstoi.

Disturbed by my inability to do proper his-

torical research, I considered trying to get a

grant. I read in a recent medical journal about a

doctor who got $216,000. from the N.I.H. to

study the Spinal Fluid Crypton in Kala Azar at

23,000 Feet or Above. All I wanted was
$12,000. to visit libraries in Anchorage and San
Francisco and hire a typist who could use a dic-

tating machine and not move her lips when she

read.

1 even got some copies of a journal devoted

to grantsmanship which revealed that there are

literally millions of dollars available for grants

not only from the N.I.H. but also numerous
foundations and individual eccentrics who left

lots of money for research after they had passed

in their dinner pails. So I wrote for a grant ap-

plication, 4 pages long and did pretty well until I

got to “academic credits, list of previous publi-

cations, and the name of the head of the depart-
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ment of university hospital and medical school

with which you are affiliated (if head of depart-

ment, so state)”. Well, now you know why my
historicail background is incomplete, no refer-

ence is made to Fink’s spot, the probability

curve is missing and this appears in Alaska

Medicine instead of the New England Journal of

Medicine.
The white eye patch was first used by

Hippocrates it consisted of cotton soaked in

the serum of a pregnant unicorn sandwiched be-

tween two pieces of papyrus and applied with

strips of papyrus which had pine pitch on one
side.

Today the white eye patch usually applied

improperly and for the wrong reason by most
physicians including, 1 regret to say, many oph-

thalmologists, consists of sterile layers of cotton

between two layers of sterile gauze and packed
in a sterile envelope.

As World War 11 was drawing to a close 1 was
sent for recreation and rehabilitation by a grate-

ful commander to the Florida sea coast. After a

wonderful day’s swimming, one eye became irri-

tated. The next day after a sleepless night 1

turned in to the eye clinic where the good colon-

eal dug a piece of sand off my upper tarsal plate,

told me 1 had gouged up the cornea pretty well,

as shown with fluorescein stain, and put an eye
patch over the closed lids after applying oint-

ment in the lower fornix, securing it in position

with 4 strips of adhesive tape -
- just as 1 would

have done had our positions been reversed. He
pressed the tape down on my cheek and fore-

head and ordered me into the dispensary over-

night.

It was a long night because my eyelids under
the patch kept opening and closing in a most
irritating way. This in turn kept the eye uncom-
fortable until the next day when the patch was
removed along with the tape and adherent bits

of sunburned skin. It was then 1 began to think

about eye patches.

INDICATIONS: For injured eyelids or after

operations upon them a piece of Teflon gauze
should be layed over the closed lids and then the
eyepatch. Then it will not stick to the wound.
An injured cornea, lacerated or abraded, or a

cornea with a pit or groove left in it after the re-

moval of a foreign body is one of the common-
est indications for the use of an eye patch for

prompt healing because the patch acts much as a

plaster cast does in the healing of a broken bone.
If you suspect a perforating wound and have, of
course, killed the pain with anesthetic drops and
prevented iris prolapse by dilating the pupils

with atropine drops you apply the patch till you
can undertake repairs.

PROCEDURE: If a patient has an eye as

prominent as a grasshopper, one eye patch will

do, if the eyes are deep set like Lincolns it may
take two, three or occasionally four patches, the
purpose of which, of course, is to immobilize
the lids, exerting just enough pressure with the

tape to do so but not enough to cause the ocular

contents to squirt out through a laceration that

you might have missed involving the cornea or

sclera.

Always have the patient lying on an examin-
ing table if available or as nearly horizontal as

your examining chair will allow. Clean the
cheek and the forehead with ether or your favor-

ite defatting material, telling the patient what
you are doing but never using the word ether be-

cause patient’s often think they will go to sleep

with the first whiff. Put the single patch or mul-
tiple eye patches over the closed lids. Hold the

tape between thumb and forefingers of each
hand. If a nurse or the patient can steady the
patch with a fingertip, so much the better. Have
the patient close both eyes before you start. If

you lay the patch on and then tell him to close

both eyes he will open his eyes to hear you bet-

ter and of course the patch will fall on the floor.

Expensive and embarrassing. Then with the 4th
finger of the hand holding the upper end of the

tape onto the forehead and gently against the

patch. Then with the 4th finger of the hand
over the cheek, pull the cheek up toward the eye
and press the tape on. When released the skin

of the forehead and cheek will try to spring back
to it’s normal position exerting just enough pres-

sure to keep the lids closed, the patient un-

annoyed and comfortable with no danger of ex-

pulsion of ocular contents through a wound.
If the patient has had eye patches on his eye

before he will almost always say, ‘‘Gosh Doc,
that feels good, why didn’t my other doctors
put the patch on like that?” Modesty will for-

bid you answering this so you pretend you
didn’t hear it.

The tape should be parallel to the groove be-

tween the lateral naisal border and the anterior

maxilla and never hooked coyly over the root of
the nose toward the medial canthus of the other
eye and on the temple skin on the affected side.

If the patient affects a beard and it reaches up
too close to the lower lid to give you adequate
space for your tape, dry shave the lout and
enjoy the pleasure of a little legitimate sadism
for a change.

If you don’t believe that the across-the-nose-

to-the-temple technique is a mark of the ama-
teur I refer you to any of the medical TV pro-

grams that are available where you live.

If the patient is not an industrial case, has

no insurance, or you suspect that he will not pay
his bill, you can catch some of the hairs of his
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eyebrow in the tape and watch him squirm when
you remove the patch the next day.

If the patch is not properly applied the pa-

tient will always come back with it in his hands
and say, “It came off.” Vary rarely is it pulled

off if it’s comfortable.

If properly applied it is comfortable, the lids

are held immobile, like the broken bone by a

splint, and most important, the patient can wear
glasses over the patch. This is accomplished by
gently inserting the nose pad of the frame be-

tween the tape and the nasal skin where the nose
pad rests on the nose near the medial canthus.

CONTRAINDICATIONS: Infection of the

conjunctiva and eyelids is the leader of this sec-

tion. A patch applied in such circumstances will

slow down healing as the tear film, heated up by
the body and not circulating as it does with the

lids open, makes an excellent bacterial culture

medium. Spread of conjuctivitis to meibomian
glands and hair follicles of cheek and brows is

common if an eye patch and tape are used in

the presence of infection.

CONCLUSIONS: A black eye patch can
help you beat Napoleon, fly an airplane, save

your country from it’s enemies (while increasing

you real estate holdings), or sell shirts. It is also

romantic like lean sensitive hands, an enigmatic

smile and riding boots.

A properly applied white patch is an exce-

llent therapeutic device that hastens healing,

relieves pain and allows one who needs them at

the same time to wear her (or his) glasses.

Did somebody once believe in you?

Remember? There was a time in your life when you had to start thinking about what you were
going to do with your life. You didn’t know where you wanted to go— or how to get there either.

But a little special coaching by someone who cared put you on the proper course. The course
that brought you to where you are today.

Now it's your turn. Because right now there is at least one person around you who needs
you. Someone who has great promise but no plan of action. And you can help this individual by
advising him or her to write to “Careers" at the address below. The U S. Office of Education will

send out a free record and color brochure explaining the most wide-open area of opportunity in

the country today. Technical schools.
Entitled "You Can Be More Than You A re. "this entertaining prog ram features Tony Orlando

and Dawn, who describe how technical schools have helped millions of individuals improve the
quality of their lives. How just one or two years of training can help direct someone with promise
into one of the one million challenging and rewarding technical jobs still available in this country
today. How certain individuals like Kelly Blixton and Fred Parham actually went out and became
better than they were as a result of technical training.

Look around. It might be a co-worker, a
neighbor, a friend. But there is somebody with potential

who needs you right now. Needs you to pass along a

few encouraging words. Including this address:

A Public Service of This Magazine
U S. Office of Education
& The Advertising Council

CAREERS
Box 111

Washin3ton, D.C. 200kk

ti
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PATIENTPACKAGE INSERTS:A
CONCEPT WHOSE TIMEHAS COME?

The comumer’s right to know is an ir-

reversible and desirable trend of the

Seventies. It extends, and properly, to a

patient's right to know more about his

or her prescriptioti medications, (hw
way, gaining favor, is through patient

package inserts. Wisely-prepared and
properly distnbuted when medically in-

dicated, they could markedly improve

patient knowledge and drug therapy—
laudable goals by anyone’s standards.

The PMA endorses these goals and
will work with government, the health

professions and consumers to achieve

them.

The Advantages

The concept holds promise of benefits;

better patient understanding of the

pnxluct prescribed, better adherence

to the treatment plan, and more aware-

ness of possible side reactions.

Every doctor has had patients

who fail to finish antibiotic regimens

because they feel better. Some patients

assume that if one tranquilizer or

analgesic is good, two may be twice as

g(x)d. Still others fail to report dizzi-

ness while on antihypertensive therapy

—and so on.

Problems like these might arise

less often if the patient received writ-

ten information in addition to verbal

instructions. Some studies suggest

that patients are more receptive to

such materials, and they more often

understand the verbal instructions and

follow them, when inserts are used.

The Disadvantages

There are also some potential prob-

lems. Obviously, the inserts must be

clearly phrased, without extraneous or

complex detail. How much information

is enough? How can it be kept current?

Should all patients receive the same
information? Should inserts be in-

cluded with all drugs? Should only

potential problems be listed or are

patients better off with a “fair balance”

presentation that describes usefulness

as well as drawbacks?

These and similar questions

require answers, since model inserts

have yet to be properly developed and

tested. Despite the need for these

studies, the FDA is proceeding pre-

maturely with inserts on selected

products. We think the Congress is the

only place where the matter can be

given the proper legal status and
direction, particularly since it repre-

sents a conceptual change in the legal,

medical and social framework of the

nation’s prescription drug information

system.

The Solution

The PMA believes that carefully-

devised pilot studies of various kinds

of inserts are needed. They should be

developed and implemented with full

participation by doctors, pharmacists,

consumers, communications experts

and the drug industry. Such studies

will provide reliable pathways to

follow, so that inserts will be useful

aids to medical practice.

And particularly we think that

you should be closely involved in this

debate and in these studies and deci-

sions. Otherwise, people with less

experience and qualifications may
control the purposes, content and use

of a tool with considerable promise for

improved patient care. It could make a

difference in your practice tomorrow,

and more importantly, in the health

of your patients.

EMK
THE PHARMACEUTICAL MANUFACTURERS ASS(XIATION

1155 FIFTEENTH ST, N W, WASHINGTON, D C 2CXX)5



THE NO-WAY MAMA DENTAL CLINIC

OF KIPNUK

by WUliam P. Fell, D.D.S.

A bush dental clinic, using a general anesthe-

tic to reduce pain and fear in very young pa-

tients needing massive dental treatment, was my
goal. We soon named it the “No-Way, Mama,
Dental Clinic,” because of a statement made
over and over again by a little four-year-old girl,

as her mother pulled her through the door of

the clinic for treatment.

The need for such a clinic came to my mind
after the first examinations we made of the chil-

dren of Kipnuk in 1974. At that time, we found
90% of the 1 to 4 year olds with massive decay
and oral infection.

To accomplish complete treatment of infec-

tion in the limited time we are in the village,

would require extreme self control and under-
standing even in adult patients. To gain the

cooperation of children of pre-school age, some
of whom do not understand much, if tmy,

English, is difficult. Combine this with an

acquired fear, real or unreal, of “gussicks” and
the dentist, and it becomes virtually impossible

to provide complete dental care without the pa-

tient also incurring adverse psychological effects.

For several years, in my Anchorage practice,

I have treated the very young patients, and those

psychologically unable to tolerate dental treat-

ment, by admitting them to Providence Hos-

pital. At Providence, the necessary treatment is

accomplished while the patient is asleep and un-

der constant observation and care by the anes-

thesiologist. This allows complete treatment

with a minimum of psychological trama.

1 began thinking, why not Kipnuk? There
are, of course dangers and risks in giving general

anesthetic even in a hospital situation; so the

question was, could a general anesthetic be given

safely outside a hospital situation.

I was extremely fortunate in knowing a ded-

icated and adventuresome anesthesiologist by
the name of Dr. Joe Chandler. Together we
planned this clinic for two years. To say we met
with little opposition, would be a gross under-

statement. However, I was lucky that Joe be-

lieved in the potential of the project as much, or

more, than I did.

After much planning, we were again fortu-

nate in obtaining the help of Bill Elliot, Principal

of the Kipnuk School; Mike Kern, a Kipnuk
teacher; Jessie Gunlik who is an outstanding
Health Aid; Jessie’s assistants, Martha Attie and
Alice Martin; former Kipnuk teacher, Kate
Crotty, and her sister, Melanie; Bill Colvin;

Anchorage Pharmacist, Larry Smith; Dick
Olsen, dental equipment and supplies; and the

cooperation of Wien Airlines and Sea Airmotive

Inc.

We arrived in Kipnuk on Sunday, September
25, 1977. We set up our equipment that night,

in order to be ready for work on Monday
morning.

Our aim was to treat as many as possible of

the 1 to 7 year olds who would be brought in

for treatment by their parents. The first day
was slow, as we anticipated. The people were
uncertain of what to expect, especially after my
talk before the village council and my subse-

quent correspondence, explaining the risks of

general anesthesia.

By the second day, we were treating, under
general anesthetic, between six and eight chil-

dren per day, as well as some patients using local

anesthetic. The reason for the rapid increase in

attendance was that the parents began to see

how efficient and almost pain-free this method
was for treating their children.
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All the small children who were brought to

the clinic were given physicail examinations by
Dr. Chandler. Some were even treated, by him,

for other health problems. A few received sev-

eral days of antibiotic therapy before we could

even begin treating their dental infection. There

was a dramatic improvement in the general atti-

tudes and well-being of these children, and there

could be no doubt in our minds that massive

dental infection has a profoundly adverse effect

on general health.

The actual treatment procedure was as

follows;

1. Dr. Chandler gave a physical examination,

and I followed with a dental examination.

2. Mrs. Chandler, a nurse, conducted labora-

tory tests on those selected for general

anesthetic.

3. Scheduling was next, with instructions to

the parent not to allow the child any food

or drink on the day of the surgery.

4. Arrival of the patient at the clinic accom-
panied by the parent. Parents and others

often remaiined to watch.

5. Dr. Chandler administered the general

anesthetic.

6. I performed all necessary dental treatment

with my wife assisting. Most of the pa-

tients required 6 to 8 stainless steel

crowns, anterior restorations and/or, ex-

tractions, during the one to one and a half

hours of work, with none of the usual

obstacles in the way of attempting com-
plete dental treatment.

7. Dr. Chandler slowly awakened the child

and carried him, or her, to the recovery
room. This was on the other side of the

kindergarten room in which we were
working. Mrs. Chandler was the recovery
room nurse.

8. The child completed the recovery with
little or no recollection of pain or anxiety;

the teeth were restored, and infection,

hopefully, brought under control.

Following the above procedure, we treated

all the preschoolers, those in kindergarten, and
all the first graders who were presented to us by
their parents.

The change in attitude of these young chil-

dren was profound. What had begun as avoid-

ance and fear of me as a dentist during the first

two days, changed to warm smiles, the bringing
of small gifts, and following us about in a confi-

dent Pied Piper manner, making the whole pro-

ject rewarding for all of us; and giving me the

feeling that we must be on to something really

good.

As our stay in Kipnuk came to an end, Joe
and Marlene Chandler, and Mimi and 1 were
most moved when some of the parents gave us

personal thanks for treating their children. Be-
lieve me, in a world which, most of the time,
takes for granted services provided, to say
nothing of the work and time spent in the prepa-
ration of such services, appreciation of that qual-

ity will always remain in our hearts.

My special thanks to Mrs. Sally Smith for

her assistance in writing this article.
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ANCHORAGE SCHOOL DISTRICT

SPORTS MEDICINE SYMPOSIUM

FRIDAY - APRIL 14, 1978

5:30 - 6:45 p.m.

Registration

University of Alaska

Cuddy Center
7 : 30 p.m.

Banquet
Welcome: William J. Mills, Jr. M.D.
Introduction: 1. Mayor George Sullivan

Anchorage
2. Dr. John Peper,

Supt. of Schools,

Anchorage
3. Others including

Dr. Garrick & Crew

SATURDAY - APRIL 15, 1978
WEST HIGH SCHOOL AUDITORIUM

Registration: 7:00 a.m. -8:30 a.m.

Morning Session:

1. 8:30 a.m. - 8:50 a.m.

J'he Language of Sports Medicine

Wm. Edwards MD
2. 8:50 a.m. - 9:10 a.m.

Endurance Training

Keith Brownsberger MD
3. 9:10 a.m. - 9:30 a.m.

Exercise Induced Bronchospasm
John Tower MD

4. 9:30 a.m. - 9:50 a.m.

Athletics and the Handicapped Child

Ms. Libby Buhite

5. 9.50 a.m. - 10:10 a.m.

School Nurse, First Aid Kit and

Training Room
Ms. Betty Wild, et.al.

6. 10:10 a.m. - 10:20 a.m.

Care and Transport of the Injured Athlete

Mr. Travis EMS

7. 10:20 a.m. - 10:40 a.m
Weight Loss and Gain in Athletes

John Tower MD
8. 10:40 a.m. - 11 :00 a.m.

Nervous System Trauma
Tom Feller MD

9. 11 .00 a.m. - 11 :20 a.m.

Spine Injuries in Athletic Competition
David McQuire MD

10. 11:20 a.m. - 11:40 a.m.

Injuries to the Growth Plate

Wm. Mills MD
11. 11:40 a.m. - 12:00 p.m.

Prevention of Gymnastic Injuries

Ms. E. L. Cassel

12. 12:00 p.m. - 12:30 p.m.

Panel Discussion

12:30 p.m. - 2:00 p.m. Break for lunch

SATURDAY AFTERNOON
MODERATOR: DR. DOUGLAS SMITH
2 00 p.m. - 2.45 p.m.

Early Recognition of Knee Injuries

Dr. James Garrick

2.45 p.m. - 3:15 p.m.

Rehabilitation of the Injured Knee
Mr. Gary Derscheid

3.15 p.m. - 3:45 p.m.

Recognition and Management of

Ankle Sprains

Ms. Sherry Kosek
3:45 p.m. - 4:05 p.m.

Taping Workshop
Ankle Taping Technique

Mr. Gary Derscheid

4.05 p.m. - 5:00 p.m.

Practical Experience

Coach and Trainers

Ms. Sherry Kosek
Mr. Gary Derscheid
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SUNDAY - - APRIL 16, 1978
Morning Session;

1. 8:30 a.m. - 8:50 a.m.

Injuries to the Knee and Ankle

Douglas Smith MD
2. 8:50 a.m. - 9.10 a.m.

Injuries of Hockey
Paul Dittrich MD

3. 9:10 a.m. - 9.30 a.m.

Medical Aspects of Swimming
Goe. Stewart MD

4. 9:30 a.m. - 9:50 a.m.
Injuries of the Hand and Upper Extremity

John Frost MD
5. 9:50 a.m. - 10:10 a.m.

Injuries of Wrestling

Edward Yoke MD
6. 10:10 a.m. - 10:20 a.m.

The Athlete in the Cold

K. Brownsberger MD
W. Mills MD

7. 10:20 a.m. - 10:40 a.m.

Medical-Legal concerns for Teacher, Coach,

Trainer,and Physician

Anchorage Borough Attorney

8. 10:40 a.m. - 11 :00 a.m.

Role of the Physiotherapist in the

Rehabilitation and Restoration of Function

Mr. Tom Sutton

Mr. Ben Miller

9. 11:00 a.m. - 11:20 a.m.

Injuries of the Eye
Jan Nyboer MD

10. 11:20 a.m. - 11:40 a.m.

Barotrauma

Goe. Stewart MD

11. 11 :40 a.m. - 12:00 p.m.

Role of the Referee in the Prevention of

Sports Injuries

Mr. James Mason
Mr. Gary Spidahl

12. 12:00 p.m. - 12:30 p.m.

Panel Discussion

12:30 p.m. - 2:00 p.m. Break for lunch

SUNDAY AFTERNOON
MODERATOR: DR. MARIAN WITT

Section A (Women’s Sports)

2:00 p.m. - 2:30 p.m.

Women Athletes and Their Injuries

Dr. James Garrick

2:30 p.m. - 3:15 p.m.

Training, Conditioning & Injury

Prevention in Women Athletes

Ms. Sherry Kosek

MODERATOR: DR. KEITH BROWNSBERGER
Section B (Men’s Sports)

3 15 p.m. - 4.00 p.m.

A Strength & Flexibility Program
Using the Universal Gym
Mr. Gary Derscheid

4:00 p.m. - 4:30 p.m.

Shoulder Injuries in Contact Sports

Dr. James Garrick

4.30 p.m. - 5:30 p.m.

Taping Workshop
Special Taping Techniques

Ms. Sherry Kosek

5.30 p.m. - 6.00 p.m.

Practical Experience

Mr. Gary Derscheid

I understand the new AMA road show is a smash hit
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A. M. A. DELEGATE’S REPORT

1 February 1978
Dear Doctors;

Going to a meeting in Chicago in the middle

of the winter is not exactly my idea of a reward-

ing experience. The temperatures were between
5 below and 5 above and with the gale force

winds that were blowing the chill factor was nor-

mally between 35 and 50 below each day. All

you fellows here in Alaska were certainly more
comfortable than that.

I found this meeting rather dull and relative-

ly unproductive as far as my shaking ideas in

AMA policy is concerned. However, the meet-

ing did get off to a pretty good start on Sunday
afternoon when there was the first floor battle

concerning a commission report that the AMA
had authorized in March of 1976. This report

was finalized and became available just two or

three days before the beginning of the meeting
on Saturday. Naturally the report was leaked to

the press before the doctors or the AMA had
time to put out an official review of the report.

This caused much consternation among many of

the delegates and they wished to have the com-
mission report brought to the floor and discus-

sed in this meeting. However, any new resolu-

tion introduced at this time requires a two-
thirds majority vote and the motion was voted

down. Therefore the commission report was not
up for consideration at this meeting but will be
considered at the June meeting in St. Louis.

The local press and national press interpreted

the findings of the commission as recomenda-
tions that AMA be run and regulated as a major
utility. The commission was composed of 27
individuals who were representatives of business,

labor, government, consumer groups, academia
and various components of the health care sys-

tem. Eleven of the members were physicians

and Doctor Max Parrott, past-President of the

American Medical Association was the chairman.
The delegates were issued a resume of the AMA
position on this report and I will send a copy of

this one, hoping that it can be distributed to our
AMA members for consideration before our
meeting in March. I still do not have a full copy
of the 43 recommendations that were set forth

in the summary report that was made public at

the end of November.
The Committees met on Monday as usual to

consider and hear testimony on all of the resolu-

tions and all the reports of the board and the

various councils and committees. On Tuesday
the essential debate was that concerning the

opening up of the house of delegates to repre-

sentatives from all the National Medicad Spec-

ialties Societies. This was debated rather heated-

ly because it will dilute the membership by
approximately 37 specialty societies that now
have 1000 or more AMA members, and there are

11 others that have fewer than 1000 members,
but have been represented previously on section

councils. Each medical specialty society with

over 1000 members would now be entitled to

one delegate to the house of dedegates. Of
these 37, several already have direct representa-

tion to the section council. So this will mean an

addition of approximately 28 new seats. The
rest of the business was rather routine, house-

cleaning type of consideration. However, on
Wednesday the final day of the meeting the

question of whether the AMA should have a

National Health Insurance Bill in Congress, was
debated rather heatedly. The debate this time
was much shorter than it has been in previous

times. The battle lines already having been pre-

viously fixed. Louisiana, Ohio, and Indiana

voted in block against such a proposal however
when the vote was taken the proposal did pass

again by approximately 2 to 1. Where as pre-

viously I have been pretty well convinced that

we should have a bill I presonally have become
pretty edgy about the situation since I feel that

we do not have as many friends in this Congress

as we have possibly had in the past and that

under previous Administrations I think we
would have heard in relation to any health care

financing program. However, under the present

administration I feel as though we would be just

a voice crying in the wilderness, or would not be

heard at all such as happened under the Johnson
Administration when AMA was not allowed to

be heard on the original medicare bill. I imagine

this too will be discussed at our annual meeting.

The AMA is again becoming fiscally sound
since the dues increased in 1976, and I feel that

Dr. Sammons is doing an excellent job in keep-

ing a firm fiscal hold on the budget and ex-

penses. For the year ending November 30, 1977
there will be a net operating profit of about 15.6
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million dollars compared with operating loss of

$146,000.00 in 1975. As you probably remem-
ber in 1975 we had to spend over 3 million dol-

lars in equity that we had left in order to pay
current expenses. Other than the land and pro-

perties involved had very little in securities or

cash. We now have in cash as liquid assets of

over 20 million dollars. At present the AMA is

under investigation and review by the IRS for

taxes on all the publications back to 1967. If

we loose this case in court settling that would

take approximately 20 to 23 million dollars as

estimated by our officers.

All in all it was a good time to renew friend-

ships and participate in some of the committee
discussions but I was certainly happy to return

to Fairbanks and a nice zero degree temperature
after living in the frigid north of Chicago for a

week.

Respectively Submitted,

Joseph M. Ribar, M.D.

Howasneezeon the
other side oftheworld can

affect yourwork force.

Flu is serious business. It

spreads like wildfire. And has been

known to cripple a nation’s

work force.

The UN's World Mealth

Organization keeps track of flu and

identifies viruses so that people

can be inoculated in time.

The UN also has just about

wiped out smallpox all over the

world. It keeps check on cholera,

yellow fever, polio, and malaria.

By helping people everywhere,

the UN is helping people right here.

And that's nothing to sneeze at.

TheUN means business.
American business should know.
Get the whole story. Send for a free MHH
booklet,' 1 he You i n t he UN!' W ri te to I

UN Assoc., 34 5 H. 46th St., N.Y. lOOU. CoLnCll

A Public Service of This Magazine & The Advertising Council

\l(isk(i Mptlicine, March I97H Page 29



Did somebody
once believe inyou?

Think about it. would you be where you are right now

—

professionally, financially, physically, mentally, you name
it— if at some strategic point in your development there

wasn’t someone who ‘‘believed in you?” Somebody who
came forth and said, “Hey man, you can do it— I know
you can do it.”

Chances are good that there was. And, as you think

back you realize that it was a selfless act on his part,

probably requiring only a minimum of time and energy.
But look at the impact it had. On you. Because you went
out and did it. And kept on doing it to get where you are

today.

Right now, there is at least one person within your
sphere of influence who needs his or her-“believer.”

Needs someone to say, “Hey friend, this is one great way
to go—and / believe you can get there.”

You can help this individual right now by advising
him or her to write to the address below. The person you

believe in will then receive an audio-visual program

produced by the U.S. Office of Education which expounds
on the most wide-open opportunity available in the

country today. Technical schools.

Entitled “You Can Be More Than You Are,” the

program includes a record and color brochure featuring

Tony Orlando and Dawn, who convey the technical school

phenomenon in an unbiased and entertaining manner.
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school training.
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AMERICAN INDIAN ALCOHOLISM

ETIOLOGY AND IMPLICATIONS FOR

EFFECTIVE TREATMENT

INTRODUCTION
The federal, state, community and tribal

programs responsible for the assessment and del-

ivery of health care to the American Indian

people have long identified alcoholism as a top
priority problem. Despite this strong consensus

regarding need, attempts at effective address-

ment have often been characterized by program
fragmentation, inter-agency bounce and polari-

zation, and low staff morale. The frequent re-

sult has been high staff turnover and general

program ineffectiveness as evidenced by the con-
tinuing rise of alcohol use and abuse in many
areas of the population with all the attendant
medical/psycho/social sequelae. There does
appear to be some agreement among those of us

working in this area of health care that the prob-
lem is of a large magnitude and attempts to

date to conceptualize, develop and implement
meaningful treatment programs have been less

thap successful. A frequent interpretation is

that “nothing works.”
As an IHS psychiatrist working with Amer-

ican Indian populations in Arizona and Alaska
over the last three years, I have been exposed to

a diversity of transcultural phenomena, many of
which are frequently interpreted as pathological

by the dominant culture, but issues of alcohol

use and abuse by Native Americans seem to take
first place as an area of concern. Most commun-
ities with a significant Native population, urban
or rural, are impacted by alcohol abuse and have

W. Winn, M.D.

some spectrum of programs to address the prob-

lem. Unfortunately, the very deversity of ser-

vices is often symptomatic of inter-agency con-

fusion regarding role; rarely are helping and
potentially helping agencies and individuals

effectively coordinated, working together from a

common conception of the nature of the prob-

lem toward shared treatment goals of objectives.

Sometimes these agencies are relatively neutral

in interaction resulting in a smorgasboard of

services from which those in need may pick and
choose. Much more frequently, community
agencies are polarized in approach and philos-

phy, and competing for power, funding and
staff, forcing those in need of services to “take

sides” and experience a fragmented care system.

I would like to suggest that individuals and
agencies working in the area of alcohol services

could greatly increase their impact and effective-

ness even within existing resources if they shared

a mutual, meaningful, and accurate concept of

the etiology and dynamics of alcoholism as man-
ifested in the American Indian population, and
would like to propose a model employing “em-
bedded layers of pathology” (Appendix 1) as a

starting point for sorting things out.

11. A MODEL
In formulating a model for the evolution of

pathological drinking behavior in the American
Indian population, a number of assumptions

have been made including;
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1. When alcohol is used repetitively and in

excess to the point of interfering with an indivi-

dual’s ability to effectively function physically,

psychologically and/or socially, such use is path-

ological and wai'rants intervention.

2. There is an etiological progression in the

evolution of the Native alcoholic with the 1°

roots running deep into cultural and identity

issues which are frequently masked by “tip of

the iceberg symptoms”; i.e., acutely intoxicated

individuals, violence, etc.

3. Genetic predisposition and biological

sensitivity are etiologically irrelevant in the path-

ogenesis of the Native alcoholic.

4. Alcohol is a necessary but not sufficient

factor in the development of alcoholism in this

population; a large amount of groundwork
(levels 1 and 2) must be laid before alcohol per

se can play its role in the development of the

alcoholic.

A. Levels:

Level 0 - Traditional existence prior to accul-

turation pressures. Family ties and non-Western
social controls intact. Very few Native xAmeri-

cans exist at this level today, but some of our
rural isolated ^Alaskan villages would be an ap-

proximation.
Level 1 - Acculturation trauma with its at-

tendent problems for individuals per se (identify

confusion), individuals vis a vis the group (role

loss) and the group as a whole (cultural ennui).

Level 2 -Manifest Psychopathology including

depression, anxiety, family disorganization,

psychosomatic conditions, etc., all growing out
of roots in Level 1. xAlthough these are often

seen as “symptoms” of “mental illness” by the

Western mental health clinician and token men-
tion is made of the “transcultural flavor” in this

population, the cultural issues are often seen as

contaminants of what the Western practitioner

defines as more basic psychodynamic factors.

This model would suggest something quite dif-

ferent; i.e., the cultural factors (Levels 1 and 2)

are 1° to the manifest psychopathology (Level 2).

This is the main reason why, what to the Wes-
tern eye looks like “classical symptoms of
psychopathology” in the ^American Native do
not respond well to Western mental health

intervention techniques.

Level 3 - Alcohol(ism) Abuse can be seen
as an attempt at self-medicating Level 2 for

anxiety reduction and the production of a state

of consciousness temporarily oblivious to feel-

ings of depression, preoccupation with somatic
concerns, and the necessity of dealing with real

world issues (family responsibility, employment,
housing, etc.) in a hostile environment (preju-

dice, poverty, etc.). ^Although this level is most
immediately linked with Level 2, the roots of

alcohol use and abuse run deeper. For example,

xAmerican Natives are seldom solitary drinkers;

almost all alcohol intake occurs in a group (soc-

ial) setting as a substitute for lost traditional

social institutions (Level 0) and to provide the

drinker with a contrived indentity in relation-

ship to his role in the group (Level 1).

Level 4 - The medical, surgical and behavior-

al sequela of alcohol abuse are well known to

our medical staff, especially in the Emergency
Room as well as to the citizen on the street.

Level 5 - Death via suicide, homicide or med-
ical/surgical complications is the all too frequent

consequence of Level 4.

B. Transitions:

Anyone with exposure to Native xAmerican

problem drinkers realizes there is no smooth
course of development of alcoholism and that in

the real world there is a diversity of manifest
behaviors that may or may not involve alcohol

use at any point in time. The model allows for a

number of alternatives to a regualr progression

from Level 0 through Level 5.

Examples would include:

1. “Traditionalization” as an escape from
Levels 1 and 2; this is often a conscious and vol-

utional choice.

2. “Acculturation” as an alternative to Le-
vel 1. This is a process often requiring genera-

tions rather than a viable alternative to an indi-

vidual at Level 0.

3. “Externalization” of conflicts at Level 2

(manifest psychopathology) can result in tre-

mendous overt anger toward the dominant cul-

ture which may be acted out individually (iso-

lated acts of violence) or as a group (radical

Indian underground). The externalization and
acting out of conflicts in this manner is “radi-

calization”. ^Another alternative to progression

from Level 2 to 3 is internalization of conflicts

and fixation at Level 2, resulting in a non-alco-

holic psychiatric cripple.

4. Repetitive transitions between Levels 3

and 4 are frequent and make up the “revolving
door” that occupies the time of most Native
^American alcoholics. Some ways out of this

vicious cycle include progression to Level 5

(death), sobriety, or the development of a non-

pathological drinking pattern.

C. Barriers:

The Model alludes to barriers that exist in

many communities and are supported by various

agencies or disciplines that tend to inhibit pro-

gression from level to level. Each community
has its own set of “barrier rules” that relate to

number, type and effectiveness (permeability)

of the barriers used. Such barriers include hos-

pitalization (medical and psychiatric), legal

sanctions, economic sanctions, Antabuse, psy-
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chotropic meds, etc.

D. Roles:

It appears that identification of aireas (Le-

vels) of 1° effectiveness for various agencies and
disciplines is possible within the framework of

the model developed. Such a division of respon-

sibility is not absolute, but should serve as an aid

in sorting out community responsibility. Levels

0 and 1 are all too often not addressed at all,

due to the much greater visibility of Levels 3

and 4. I would suggest that educational systems,

religion and Native American communities (tri-

bal groups) themselves have the greatest poten-

tial for impact on these two all important levels.

At Level 2 psychiatry and the mental health

community would seem to be viable candidates

for the leadership role, especially to the extent

they can operate with constant awareness of the

primacy of Level 0 and 1 factors. Level 3 is the

natural province of a community alcohol pro-

gram, including a sleep-off center, AA type

groups, etc. The medical model and health care

providers can make their unique contribution to

Level 4 problems with the police held in reserve

for only the most unmanageable of the be-

havioral sequela.

III. CONCLUSION:
No one agency, program, discipline or ap-

proach can comprehensively address the wide
diversity of factors with etiological relevancy as

well as deal with the frequent attendant compli-
cations once an alcohol abuse pattern is estab-

lished. Each agency and discipline is maximally
relevant to a part of the whole to be addressed,

and will be most effective if it:

a. Concentrates its efforts in that area, and
b. works with other agencies and discplines

forging working relationships but allowing them
the non-competitive autonomy to do what they
do well.
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EVALUATION OF ALASKA NATIVE

AMBULATORY HEALTH SERVICES

I : Examination of Health Systems Performance

*Edward Helmick, M.P.H.
**Paul A. Nutting, M.D.

tWilliam Thomas McClure, M.A.

INTRODUCTION
In recent years, concerned health profes-

sionals, consumers, medical organizations and
the federal government have shown considerable

interest in the assessment of patient care. How-
ever, the majority of emphasis in quality assess-

ment programs has centered on hospital care. (1)

Methods for specifically evaluating outpatient

and field health care are not well established.

The primary mode of health care for Alaska
Natives is ambulatory care. The ambulatory
workload of the Alaska Native Health Service is

approximatley 268,409 (2) visits per year which
makes ambulatory care an important area of

concern and a fertile area for quality appraisal

research.

* Mr. Helmick is the Chief of the Office of Planning,

Evaluation and Legislation, Navajo Area Indian Health
Service, Window Rock, Arizona and formerly Director,

Health Care Evaluation Projects, Alaska Native Health
Board, Anchorage, Alaska.
** Dr. Nutting is the Associate Director for Research
and Quality Assurance, Office or Research and Devel-

opment, Indian Health Service, Tucson, Arizona,

t Mr. McClure is the Director, Health and Social Ser-

vices, Association for Retarded Citizens of Anchorage
and Executive Director, Health Systems Research and
Development, Anchorage, Alaska. Mr. McClure was
formerly Associate Director, Health Care Evaluation
Projects, Alaska Native Health Board, Anchorage, Alaska.

Between February 1975 and March 1977,
the Alaska Native Health Board conducted stud-

ies to examine the quality of ambulatory health

care programs. The details of the methodology
of the study have been presented elsewhere (3,

4, 5) and are summarized in this report. This
methodology emphasizes effectiveness as the

central issue in quality assessment and repre-

sents a feasible approach to measuring the ef-

fectiveness of outpatient services. Several

examples of data from the study are cited in

order to demonstrate the orientation of the

study and the application of the results.

METHODOLOGY
A set of health problems called tracer con-

ditions was selected as representative of the

ambulatory care workload. Explicit criteria

were developed for each tracer condition in or-

der to monitor provider performance and the

continuity of the health care process.

Be design the criteria were to include the

functional elements of problem solving (infor-

mation gathering, assessment and treatment
planning) and the clinical elements of preven-

tion, screening, diagnosis, treatment and follow-

up.

Within Alaska, recognized experts for the
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selected health problems of streptococcal dis-

ease, rheumatic fever, lacerations, iron defici-

ency anemia, hypertension, urinary tract infec-

tions, prenatal care and infant care developed
the initial draft of the evaluation criteria. This

first draft was then distributed to Alaska Native

Health Service clinicians and to the Alaska
Department of Health and Social Services, Div-

ision of Public Health. In this manner, clinicians

were encouraged to take on active roles in pro-

ducing the standards against which the medical
care system would be audited. The criteria went
through four drafts before they represented the

general expectations of the providers.

Criteria which were considered to be the

benchmarks of effectiveness were then trans-

lated into audit questions called indicators

which were the actual measures of health care.

A total of 102 indicators were identified for the

8 selected health problems. Medical record

audits then served as the basis for tracking pati-

ents through the process of care at the various

provider agencies and facilities. These included

a review of Community Health Aide records,

Alaska Native Health Service medical records,

and State of Alaska Public Health nurse files.

The indicators were of three types. The
population-based indicators were patient-orient-

ed and tracked individuals through the problem
solving process to determine the distribution,

continuity, and end results of care. They ex-

pressed a percent of the total community which
had received a particular health service. This

class of indicators characterized the extent to

which the health care system was meeting the

health service needs of its patient population
that have condition under investigation.

Health status indicators were also population
based and expressed the percent of patients for

whom a change in health status had been docu-
mented. (One should be cautioned against

equating health status indicators with measures
of incidence or prevedence since the latter re-

quires a random sampling of the population.)
Health status indicators reflected a change in

health status of selected patient groups, e.g.,

only those who were followed-up.

Finally, provider-based indicators focused on
health worker performance, rather than system
performance as a whole. They expressed a per-

cent of contacts between patients and the health

care system in which particular services were
received. This class of indicator characterized

the adequacy of health services provided when
patients utilized the health care system.

RESULTS AND DISCUSSION
Ambulatory health services in four Alaska

Area Native Health Service, Service Units involv-
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Combined TEGOPEN’^ (cloxacilhn sodium)
CapsuJes and Oral Solution

For complete information, consult Official Package
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cillin sixfium is in the treatment of infections due to

penicillinase-producing staphylococci, it may be used to

initiate therapy in such patients m whom a staphylococcal
infection is suspected. (See Important Note below.)

Bactenologic studies to determine the causative organ-
isms and their sensitivity to cloxacilhn stxJium should be
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ment be initiated before defimtive culture and sensitivity

results are known, the choice of cloxacilhn sodium should
take into consideration the fact that it has been shown to

be effective only in the treatment of infections caused by
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lococci. If the bacteriology report later indicates the

infection is due to an organism other than a penicillin

G-resistant staphylococcus sensitive to cloxacilhn stxjium.

the physician is advised to continue therapy with a drug
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staphylococcal isolates resistant to penicillin G outside

the hospital is increasing, approximating the high per-

centage of resistant staphylococcal isolates found in the

hospital. For this reason, it is recommended that a peni-

cillinase-resistant penicillin be used as initial therapy for

any suspected staphylococcal infection until culture and
sensitivity results are known,

Cloxacilhn sodium is a compound that acts through a

mechanism similar to that of methicillin against pemcillin

G-resistant staphylococci. Strains of staphylococci resis-

tant to methicillin have existed in nature and it is known
that the number of these strains rejxirted has been increas-

ing. Such strains of staphylococci have been capable of

prtxiucing serious disease, in some instances resulting in

fatality. Because of this, there is concern that widespread
use of the penicillinase-resistant penicillins may result in
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strains which are resistant to these penicillins.

Methicillin-resistant strains are almost always resistant

to all other penicillinase-resistant penicillins (cross-

resistance with cephalosponn denvatives also occurs

frequently). Resistance to any penicillinase-resistant peni-
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m vitro sensitivity may be encountered when more than

one penicillinase-resistant penicillin is tested against the

same strain of staphylococcus.
Contraindications: A history of a previous hypersensi-

tivity reaction toany of the penicillins is a contraindication.

Warning: Serious and occasionally fatal hypersensitivity

(anaphylactoid) reactions have been reported in patients

on penicillin therapy. Although anaphylaxis is more fre-

quent following parenteral therapy it has occurred in

patients on oral penicillins. These reactions are more apt

to occur in individuals with a history of sensitivity to

multiple allergens.

There have been well documented reports of individuals

with a history of penicillin hypersensitivity reactions who
have expenenced severe hypersensitivity reactions when
treated with a cephalosporin. Before therapy with a peni-

cillin. careful inquiry should be made concerning previous

hypersensitivity reactions to penicillins, cephalosporins,

and other allergens. If an allergic reaction occurs, the drug
should be discontinued and the patient treated with the

usual agents, e g ,
pressor amines, antihistamines, and

corticosteroids.

Safety for use in pregnancy has not been established.

Precautions: The possibility of the occurrence of super-

infections with mycotic organisms or other pathogens

should be kept in mind when using this compound, as with

other antibiotics. If superinfection occurs during therapy,

appropriate measures should be taken.

As with any potent drug, periodic assessment of organ

system function, including renal, hepatic, and hemato-
poietic, should be made during long-term therapy.

Adverse Reactions: Gastrointestinal disturbances, such
as nausea, epigastric discomfort, flatulence, and loose

stools, have been noted by some patients. Mildly elevated

SCOT levels (less than lOO units) have been reported in a

few patientsforwhompretherapeutic determinations were

not made. Skin rashes and allergic symptoms, including

wheezing and sneezing, have occasionally been encoun-

tered. Eosinophilia, with or without oven allergic mani-

festations, has been noted in some patients dunng therapy.

Usual Dosage: Adults: 250 mg. q.6h.
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Children weighing more than 20 Kg. should be given the

adult dose. Administer on empty stomach for maximum
absorption.
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VENT THE OCCURRENCE OF ACUTE RHEUMATIC
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IN THE ANCHORAGE AREA,
STAPH RESISTANCE
HASNOW REACHED 82%.*
’resistance to penicillin G among community-acquired
staph infections. Data on file, Bristol Laboratories.
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WHEN YOU CAN’T RULE OUT STAPH,CONSIDER

TEGOPEN
(cloxadllin sodium)
.“THE PENICILLIN OF TODAY”

Effective against nonpenicillinase-producing staphylococci,

beta-hemolytic streptococci, and pneumococci.

t

fNOTE: The choice of Tegopen should take into consideration the fact that it has been shown to be effective only in the treatment
of infections caused by pneumococci. Group A beta-hemolytic streptococci, and penicillin G-resistant and penicillin G-sensitive
staphylococci. If the bacteriology report later indicates that the infection is due to an organism other than a penicillin G-resistant

staphylococcus sensitive to cloKacillin sodium, the physician is advised to continue therapy with a drug other than cloxacillin sodium
or any other penicillinase-resistant semisynthetic penicillin. The clinical significance of in uitro data is unknown.

10 times more active against strep than staph.

Well absorbed from the G.I. tract.it
fMciximum absorption occurs when Tegopen is taken on an empty stomach, preferably 1-2 hrs. before meals.

Please see brief summary
for prescribing information.



ing 27 communities were evaluated during the

26 month project. The information provided by
this study was extensive and a complete discus-

sion of the results and alternative interpretations

are presented elsewhere. (3) This discussion

will summarize highlights of the study and sug-

gest the perspectives from which the data might
be viewed.

The primary purpose of this study, as with

any effort at quality assessment, was to identify

the relative weaknesses of the health care system
in order that they may be corrected. In inter-

preting the results, however, it is noted that any
system of health care provision to rural Alaska
residents faces unusual constraints of distance,

weather, communication, and cost.

The prenatal care indicator titled “Preg-

nancy Induced Hypertension (PIH) Screen

Rate” was studied as a population-based indica-

tor. The measurement was defined as the pro-

portion of patients who had blood pressure

checks at least three times in the second trimes-

ter and five times in the third trimester. Based
on this criteria, only 23% of pregnant women
are adequately screened for pregnancy induced
hypertension.

Contrast this to the PIH screening rate as a

provider based indicator which was defined as

the proportion of visits made by pregnant wo-
men in the second and third trimester resulting

in a documented blood pressure. The provider-

based PIH screening rate was 93%. These data

indicate that, although the population is not

adequately screened for PIH, all providers do an

excellent job in screening when they have the

opportunity. In this case, increased provider

recognition of patients overdue for PIH screen-

ing would not appreciably improve health care.

Accessibility to care and patient utilization of

services appear to be the main barriers to ade-

quate screening for PIH.

A different pattern emerges from an examin-
ation of the population based and provider

based indicators for the Rheumatic Fever
Prophylaxis Coverage Rate. The study data indi-

cated that post rheumatic fever patients requir-

ing prophylaxis were covered prophylactically

only 29% of the time. This relatively low figure

could be due in part to the patient’s failure to

return to a provider. However, the prophylaxis
renewal rate for all providers was shown to be
only 27%: i.e., when a patient, overdue for pro-

phylaxis, contacted a provider for any type of

health care, penicillin prophylaxis was given

only 27% of the time. A censory analysis sug-

gests that if all the opportunities to renew pro-

phylaxis had been exploited (prophylaxis re-

newal rate for patients who presented them
selves of 100%) the prophylaxis coverage rate

might have been increased from 29% of an over-

all 44%. In other words, although accessibility

and patient compliance may be relative barriers

to adequate rheumatic fever prophylaxis, a sig-

nificant improvement could have resulted from
additional recognition on the part of the provid-

ers of those individuals overdue for prophylaxis.

On January 1, 1976, the Alaska Area Native

Health Service, Office of Program Development
implemented a computerized surveillance system
to track rheumatic fever patients. One of the

functions of the system was to increase the

prophylaxis coverage by identifying those pati-

ents overdue for prophylaxis. Since the time
frame of this study included the six months
preceding and the six months following imple-

mentation of the system, it was possible to draw
some preliminary conclusions on its impact in

this study. The data for the 36 patients requir-

ing prophylaxis are shown in Figure 1. The pre-

liminary data suggests that implementation of

the system led to a significant (p <C .01) in the

prophylactic coverage of patients with rheuma-
tic fever.

These two examples from the study results

illustrate the utility of examining both popula-

tion based and provider based criteria. The
results help distinguish between health worker
deficiencies, health system deficiencies and pa-

tient compliance and can give direction to future

health care planning and evaluation activities.

Another set of indicators which deal with

recognition and task performance rates deserves

comment. The results of the audit for hyperten-

sion reflects that a major weakness appears to be
the relatively low recognition rate for persons

overdue for screening (57%), however, this is

contrasted to the relatively high recognition of

patients in need of follow-up (86%). The hyper-

tension drug coverage rate asks “What percent

of hypertension patients on medication were
covered by a prescription at least 80% of the

study year?”. The results suggest that less than

half the hypertensive population had achieved

this degree of coverage. Similar deficiencies

were found in the screening, diagnosis, treat-

ment, and follow-up of iron deficiency anemai
and urinary tract infection.

CONCLUSION
The methodology of this study assessed am-

bulatory medical services by the use of tracer

conditions and indicators of the process of

health care. Elements of the process of health

care were selcted as indicators when they were
considered to be essential to high quality health

care.

The results of the study were based on data

found in the case specific records of the various
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provider agencies. While the written record may
or may not reflect the actual care provided, fail-

ure to document provision of essential services is

a deficiency in itself, particularly in a system in

which multiple providers interact with the same
patient. The written records themselves could

serve to alert inter and intra-agency providers as

to the screening, treatment, and follow-up re-

quirements of specific patients.

These findings suggest that discontinuities

in the process of health care are not entirely due
to failures in patient compliance with a revisit

schedule. The need for either a manual or com-
puter based method to stimulate recognition of

the population to be screened and treated could

improve the provision of outpatient medical

services.

It is obvious from the results of this study
that the health care delivery system has a num-
ber of strengths which should be applauded. It

is also obvious that certain weaknesses exist and
the effectiveness of the various providers could
be improved. The fact that residents of remote
villages receive health care at all is a tribute to

the Community Health Aides, Public Health
Nurses, Physician Assistants, and Registered

Nurses on duty in those sites.

Correspondence and requests for reprints

should be sent to Mr. Helmick, Office of Plan-

ning, Evaluation and Legislation, Navajo Area
Indian Health Service, Box G, Window Rock,
Arizona.

The views expressed herein are the authors

and do not necessarily reflect those of the Alas-

ka Area Native Health Service, IHS,PHS, DHEW.
This Project was carried out under Contract

243-75-0358 issued by HSMA, Alaska Area
Native Health Service.

Figure 1: Rheumatic Fever Prophylaxis Cover-

age Rates Before and After Imple-

mentation of Computerized Surveil-

lance System. Before (7-1-75 to

12-31-75), After (1-1-76 to 7-1-76).

BEFORE AFTER
Patient months of
prophylaxis required

216 216

Patient months of
prophylaxis provided 45 84

Prophylaxis
Coverage Rate 21% 39%
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CONTACT LENSES AS A

CANCER PREVENTIVE

*Milo H. Fritz, M.D.

tJohn H. Spahn, Guild Optician

INTRODUCTION
About 10 years ago we were getting about a

60% satisfaction index with out lense patients

using at that time only conventional (hard) con-

tact lenses. Ill-satisfied with thes success rate we
decided to review the cases we had fitted with

contact lenses to see if we could find the reason

for our low success rate. We excluded cases with

more than IV2 diopters of astigmatism and all

cases with any organic disease that had to be
cleared up before lenses were fitted.

Before we had finished our tabulation of the

cases we found that 80% of our failures smoked
cigarettes. Culling the cigarette smoker’s charts

we found only 40% of them were wearing their

contact lenses after 6 months compared to the

nonsmokers 85%. Another reason for failure

was the use (so far among female only, but you
never know) of mascara and eye shadow. But
we had not inscribed this information in every

chart hence this was just a clinical impression.

GENERAL OBSERVATIONS
When patients consult us now regarding con-

tact lenses, hard or soft, we of course note the

* Box 158. Anchor Point, Alaska 99556

t 277 Shorewood Drive, Pox Island, WA 98333

patient’s general appearance. General neatness

and a well-scrubbed look are registered on the

plus side. General sloppiness is not going to

stop with poor personal hygiene, dirty finger-

nails, and matted hair, but will also govern the

use of contact lenses. A fastidious patient does
better than the slob.

If while doing a routine ophthalmological
examination the patient recoils when the eyelids

are touched as from a hooded cobra, prescribe

glasses only and tell her (or him) that the

chances of success are slim if general manipula-

tion of the lids causes this kind of reaction.

Quite casually we ask, “How much do you
smoke?”

“I don’t smoke”.
“I quit.” (better find out when, it may have

been after breakfast that same day).
“10-60 cigarettes a day”.

These are the usual answers. Remember
Mark Twain’s statement that he could never

understand why people had trouble giving up
smoking. He never had any trouble and he gave

up smoking every night.

If the patient has not been off cigarettes for

3 months the rate of recidivism is very high and
experience again has told us that if they have

not been off the weed for 3 months they are apt

to get back on it again at the first minor crisis
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nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap-

pears the drug should be discontinued.

Although available evidence suggests a temporal association ot these reactions
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Administration of single dose of 10 mg, intramuscularly may result in hypoten-

sion and tachycardia. These symptoms are more pronounced in higher doses.

For these reasons single intramuscular doses exceeding 10 mg. are not recom-
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tervals may be employed.

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets,

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per

2 ml. ampul, box of six 2 ml. ampuls,
U S Pat No 3,056,836
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(ISOXSUFR[NE HCII
20-mg tablets
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QUIBRON
Each copsule or foblespoonful (15 ml) elixir contains

theophylline (anhydrous) 1 50 mg ond glyceryl guoiocolote

(guoifenesin) 90 mg. Elixir: olcohol 15%

high theophylline for effective

around-the-clock therapy
GXiibron may give the asthmatic up to eight hours of

bronchodilotion with eoch dose ond provides the

high dosoges of theophylline which ore now believed

necessary to keep potients free of ocufe ottocte ond
chronic wheezing.

100% free theophylline
CJuibron helps ochieve high serum theophylline levels

with minimol dosoge volume. ..delivers I00%free
theophylline in comporison to mony other com-
pounds which contain from 47% to 9l % effective

theophylline.

individualized theophylline
dosage schedule
Todoy's more efficient usoge of theophylline includes

individuolizing dosoge ond monitoring serum theo
phylline levels. The usuol recommended dosoges of

Quibron ore: Adults— I to 2 copsules or toblespoon-

fuls every 6 to 8 hours: dosoge moy be coutiously

odjusted upword when necessory to o moximum of

2000 mg theophylline per 24 hours. Children under
12—4 to 6 mg theophylline per kg/body weight
every 6 to 8 hours: dosoge moy be coutiously od-

justed up to 9 or 1 0 mg/kg every 6 hours.

Now, for the asthmatic

who requires

high-dose theophylline

therapy for therapeutic

serum concentrations

Meod Johnson
Phormoceuticol Division

onnounces

QUIBRON-300
Each capsule contains 300 mg theophylline

(anhydrous) and 1 80 mg glyceryl

guoiacolote (guaifenesin)

For Brief Summary,

please see the lost page
of this advertisement.



Quibron'-300^ Eoch capsule confoins 300 mg theophylline (onhydrous)

and 180 mg glyceryl guoiocolote (guoifenesin)

The new high-dose theophylline capsule...

for dependable theoph^line therapy

when products of lower dosage do not

adequately control asthma symptoms.

Specially formulated
...for optimal efficacy
Quibron-300 is oppropriote theropy for osthmo
potients whosesymptoms ore not odequotely con-

trolled on lower doses of theophylline, portic-

ulorly for patients whose theophylline dosoge hos
been odjusted upword to ochieve theropeutic

serum levels. In one study' on overage peok in-

creose in FEV, of 35% wos demonstroted ofter o
single dose equivolent to one Quibron-300 cop-

sule, ond significont improvement in this pul-

monory function losted for nearly eight hours ofter

odministrotion.

...for optimal predictability
One Quibron-300 copsule q6-8h yields theropeutic

serum levels (10-20 mcg/ml) in mony odults.

With o single dose, more thon 75% of patients

ochieved serum levels potentiolly providing clinicol

benefit (5- 1 5 mcg/ml). Holf-life of theophylline

vories widely from potient to patient, moking
monitoring of theophylline theropy important.

Potient response moy be monitored clinicolly if

blood levels ore not ovoiloble os long os dosoge
does not exceed 1200 mg in 24 hours for odults.

...for optimal dosoge convenience
The simple, convenient dosoge of new
Quibron-300 —one copsule every six to eight

hours —mokes it eosy for potients to comply with

high-dose regimens often required to ochieve
theropeutic serum levels. Quibron-300 copsules

moy provide moximum theropeutic value with

moximum convenience. In fact, the switch from o
low-dose to o high-dose regimen moy be occom-
plished by merely switching copsules, by stepping

up to Quibron-300 copsules.

...for minimal theophylline

side effects
Adverse reactions to theophylline ore reloted to

serum levels and ore usuolly not o problem at

concentrations below 20 mcg/ml. Of 45 patients

studied' ofter o single dose, only seven reported
odverse reoctions. The mostcommon reoction wos
o feeling of lightheadedness by three of these
seven patients.

Reference ) Dora on file. Mead Johnson Phormoceuficol Division.

Indications: For the sympfomotlc treotment of bronchospostic conditions

such os bronchial osthmo, asthmatic bronchitis, chronic bronchitis, ond
pulmonory emphysema.
Dosoge: Quibron—Adults: 1-2 capsules or 1-2 toblespoonfuls elixir every
6-8 hours. Children under 12: 4-6 mg theophylline/kg body weight

every 6-8 hours.

Quibron-300— Adults: 1 capsule every 6-8 hours.

Theophylline dosoge moy be cautiously increased to 2000 mg/24 hour

in odults and 9 or 10 mg/lsg every 6 hours in children. Monitoring of

serum theophylline levels ot higher dosages Is recommended.
Precoutions: Do not odminister more frequently than every 6 hours, or

within 12 hours after rectal dose of ony preporotion contoining theo-

phylline or omlnophylline. Do not give other xonthine derivatives con-

currently. Use in cose of pregnancy only when clearly needed.

Adverse Reoctions: Theophylline may exert some stimulating effect on
the central nervous system. Its administration moy cause locol irritotion of

the gastric mucoso, with possible gastric discomfort, nausea, and vomit-

ing. The frequency of adverse reoctions is related to the serum theo-

phylline level ond is not usuolly o problem at serum theophylline levels

below 20fig/ml.

How Supplied: Quibron Elixir: Bottles of 1 pint ond 1 gallon. Quibron

Copsules: Dottles of 100 ond 1000 ond unit-dose poclss of 100.

Quibron-300 Copsules: Dottles of 100.

PHARMACEUTICAL DIVISION © 1978 Mead Johnson & Company • Evansville, Indiana 47721 USA MJL 7-4280



that arises in their lives.

While on the subject explain that soft con-

tact lenses absorb the products of the cigarette

combustion and that the smoke is absorbed by
the lenses. So this smoke is in contact with the

eye as long as the lense is worn.
During the examination we repeat at least 6

times that smoking, because it irritates the eyes

and because it is absorbed by soft lenses, reduces
the chance of success in an otherwise good
candidate for wearing contact lenses by 50%.

THE CHILDREN
It has been the custom in our offices upon

finding considerable hyperopia or beginning
myopia at ages before the eye stabilizes to talk

to the youngsters (age7-ll) about contact lenses.

The young patient is usually sitting down and
we make it a point to sit down also so that we
are eyeball to eyeball, so to speak, and not
staring down at the patient making him feel as

though he were being lectured to, reprimanded
or being urged to lead a nobler life. We explain

that smoking will cut the chances of successful

use of contact lenses from almost 100% to 50%.
“So”, we say, “It’s up to you to make the

choice. Be a wise guy and smoke and have a

50-50 chance of not being able to wear your
lenses or not smoke and have almost a 100%
chance of wearing your lenses happily ever

after.”

Does this do any good? We know it does.

For hardly a week passes but that a young per-

son comes in for contact lenses.

“How much do you smoke?” we ask.

“I don’t smoke! Don’t you remember when
I was a little kid you told me if I didn’t smoke I

could wear contact lenses?” This little episode
with small variations has been repeated hundreds
of times in our offices over the years.

THE OTHER GUY’S (OR GAL’S) PATIENTS
Many patients we see because contact lenses

both hard and soft prescribed by others, are no
longer comfortable. Occasionally a defect in

the lenses is found, but most often nothing is

found after the most careful examination of the
contact lenses and the cornea with and without
fluorescein.

Then we ask slyly, “How much do you
smoke?” One or two pack a day is a frequent
answer.

The ladies are often adorned with eye shad-
ow, mascara or artificial lashes. The men, not
so far.

“How many hours a day do you wear your
glasses?” we ask. “Oh I don’t wear glasses any-
more, I wear my contact lenses all day.”

In our offices, before starting the examina-
tion we make it clear that the patient is to pur-
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chase and wear glasses at least 4 hours a day
continuously. Wearing spectacles 4 hours a day
prevents the corneal warping that excessive

contact lens wearing often causes. This system
provides patients with excellent vision both with

glasses and with contact lenses for years.

In almost all cases in response to “But I

suppose your doctors told you all this when he
prescribed your contact lenses,” is “Oh no, he
didn’t tell me anything.”

MAKING THE OTHER EYE DOCTOR
LOOK GOOD MAKES US LOOK BETTER

So in the absense of any demonstrable lesion

we stop the use of the lenses for 3 days and pre-

scribe hot, wet compresses and zinc eyedrops
(complete with a practice session of how to use

them properly). Then we recommend 3 hours
of initial wear increasing the wearing time daily

by increments of one hour until a 12 hour
wearing time is reached, either continuously or

divided according to the patient’s schedule. The
rest of the day the patient wears his glasses.

Eye shadow, artificial lashes and mascara are

interdicted because, we explain, granules from
these preparations often get in the rear film un-

der the contact lenses and irritate the eye, some-
times abrade, it and sometimes cause a corneal

ulcer. We also advise them to quit smoking al-

together. This works in one out of ten among
those who smoke more than 20 cigarettes a day.

Those who smoke 10 or less a day have little

difficulty in giving up the habit.

We go over the importance of hand washing,

contact lense cleaning methods and repeat that

soft lenses absorbs smoke as well as eyedrops.

On the return visit, most of the patients

are following these directions and can wear
their old contact lenses in comfort. If the

patients do everything except give up smoking
the success rate is lower, of course, but still

impressive.

Occasionally on followup, when looking at

the eye with slit lamp, the tear film and the

caruncle look like the city dump with fragments
of mascara, eye shadow and artificial lashes pre-

sent in great profusion. The patient is then
sternly accused of using these cosmetics after

being warned of their pernicious effect when
they get under the contact lens as is often the

case.

“Oh,” they say, “I always wipe the mascara
and eye shadow off my eye before I put in the

contact lenses.”

Of course they mean they wipe it off the

lids, not the eye and we have to go over the

script again, showing then that they don’t “wipe
it off the eye” but wipe off the lids which, of
course is not important.
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GENERAL OBSERVATIONS
Now in this practice we have fitted several

hundred contact lenses, both hard and soft, to

young, middle-aged and old, to infant and aged
aphakes and folks with various corneal diseases.

We recognize that with the rapidly changing
technical improvements the time will soon come
when contact lenses may be worn continually.

But, in our experience, the time is not yet here.

Of the patients we have seen one in ten

smokers consuming 20 and more cigarettes a

day manages to quit. Among others a certain

number never embraced the pseudosophisti-

cation represented by starting to smoke at 12
or 15 because they believed us when we leveled

with them as children, telling them about the

success rate and the absorption characteristics

of soft lenses in terms that they could under-

stand.

Some of our visitors have suggested that we
write all this out because much time is wasted,

they think, telling this to every patient or to sev-

eral if their appointments happen to be at the

same time. Well, we have tried it. When on re-

turn visit often we find they obviously have not
been following the directions. We ask them,
“Did you study the pamphlet?” and the over-

whelming majority of patients either didn’t

understand it or said, “Oh, I didn’t have time to

read all that,” or “I lost it!” Besides the per-

sonal contact and dialogue eyeball to eyeball,

free of condescension, moral overtones and long

words establishes a rapport no pamphlet, how-
ever attractive and well written, will ever do.

THE PREVENTIVE ASPECT
We know now that amongst those whom we

prevented from becoming cigarette addicts or

who overcame the addiction to tabacco, diseases

of the lung, heart, bladder and blood vessels are

infinitely less likely to occur. We believe, there-

fore that properly prescribed contact lenses

could, if those fitting contact lenses will follow

our method, reduce the number of people suf-

fering and dying every year from tobacco engen-

dered diseases. How many of our patients will

not get cancer of the nose, tonsil, larynx, bron-

chi, lungs, bladder or die of coronary occlusion,

stroke or emphysema when compared to a simi-

lar cohort (to use a fashionable word) who were
identical in every way except for the interdic-

tion of smoking we cannot say. But the number
has to be significant. If our system of fitting

lenses should become popular, smoke engen-

dered diseases will become less.

NEW GIFTS
TO THE

ALASKA HEALTH SCIENCES LIBRARY

Sustaining Donor
Alaska Paramedical Association, $220

Contributors

Annette Burst, M.D., Anchorage

Michael R. Gecewich, Tanana

Charles F. Johnson, M.D., Anchorage

R.W. Keller, M.D., Anchorage

Susan D. Moch, Anchorage

Betsy Nobman, Anchorage

Patricia K. Taylor, Anchorage

Others who wish to contribute may make

checks payable to the Alaska Hospital Research

& Education Foundation and send them to the

Alaska Health Sciences Library, 3211 Provi-

dence Drive, Anchorage, Alaska 99504.
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David Beal, M.D.

During the latter par,t of February and the

first part of March, I was fortunate to be able to

attend national meetings of the American Col-

lege of Surgeons and the American Medical

Association. At these meetings, issues now un-

der active review by these organizations were
studied. These issues are recertification, health

service areas (HSA), the cost containment com-
mission report, quality assurance-patient safety

(risk management), unnecessary surgery, volun-

tary cost containment, the joint commssion of

hospital accreditation function and action, and
what membership means to the organizations

involved.

A great deal of information has been assimi-

lated about these issues and will be distributed

to the members of the organizations in the
hope that they will think about the problems
and that clear answers will come from the mem-
bership to allow the organizations to persist in

attempts to achieve the goals. The goads are

similar. Both organizations were formed
primarily to promote the art and science of med-
icine and to increase the health of the American
people. The basic methods of achieving these

goals have been through education. This has

been carried out with publication of journals

and involvement with such activities as form-

ation of the boards and residency review com-
mittees. Furthermore, the maintenance of cen-

tral libraries and health education centers has

been carried out. In the attempt to promote the

art and science of medicine it has often been
the responsibility of these organizations to pro-

tect this art and science from outside sources.

At many times over the years these organiza-

tions have had to actively resist attempts of
change or take over by Federal and State Gov-
ernments, private foundations, and at times the

University educational systems. It is in this

area of defending the art and science of medi-
cine from the roads of the Federal Government

system that there may be a breakdown in acti-

vity by these organizations at this time.

It seemed to me that these organizations are

not looking at the current demands by the Fed-
eral Government in the way they did in the past.

Many of the issues mentioned are essentially

those that have been placed in and on our med-
ical system by the Federal or State Govern-
ments. The American College of Surgeons and
the American Medical Association are respond-
ing to these government challenges in an ex-

tremely condescending way. They are working
the cost containment issue with such vigor, it

could appear that we must be guilty of wrong
doing. The Joint Commission of Hospital

Accreditation with seven (7) AMA members on
the twenty (20) member Board is trying to do
exactly what the Department of HEW wants.

They are attempting to achieve standards that

HEW demands so that HEW doesn’t do it to us

for them. This seems to me to be a dangerous
position to assume.

If you look at what we have done by medi-
cine, there is nothing of which to be ashamed.
We have increased the length of life four years

for men to age 68 and four years for women to

age 73 in the past six years. The quality of that

life has increased. People in the United States,

in spite of all major calamities, have become one
of the healthiest societies on the face of the
earth. In doing this job, we have increased the

quality of life of the health worker from the jan-

itor to the physician. Increased wages, increased

benefits and increased rewards for being in the
field of medicine have occurred at all levels.

Some of these increases have been from a pov-
erty level where a nurse worked for a place to

sleep, car fare and a dollar a day in 1942, to

their present living wage. During this time a

great wonderful Government has decreased the
value of our dollar, increased its cost, and in-

creased spending 2,473 percent or to a level at
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PATIENTPACKAGE INSERTS:A
CONCEPT WHOSE TIMEHAS COME?

The camumer's right to knoiv is an ir-

reversible and desirable trend of the

Seventies. It extends, and properly, to a

patient's right to know more about his

or her prescription medications, (hie

way. gaining favor, is through patient

package inserts. Wisely-prepared and
properly distributed when medically in-

dicated. they could markedly improve

patient knowledge and drug therapy—
laudable goals by anyotie’s standards.

The PMA endorses these goals and
will work with government, the health

professions and consumers to achieve

them.

The Advantages

The cx)ncept holds promise of benefits:

better patient understanding of the

product prescribed, better adherence

to the treatment plan, and more aware-

ness of possible side reactions.

Every doctor has had patients

who fail to finish antibiotic regimens

because they feel better. Some patients

assume that if one tranquilizer or

analgesic is good, two may be twice as

g(K)d. Still others fail to report dizzi-

ness while on antihypertensive therapy

—and so on.

Problems like these might arise

less often if the patient received writ-

ten information in addition to verbal

instructions. Some studies suggest
that patients are more receptive to

such materials, and they more often

understand the verbal instructions and
follow them, when inserts are used.

The Disadvantages

There are also some potential prob-

lems. Obviously, the inserts must be

clearly phrased, without extraneous or

complex detail. How much information

is enough? How can it be kept current?

Should all patients receive the same
information? Should inserts be in-

cluded with all drugs? Should only

potential problems be listed or are

patients better off with a “fair balance”

presentation that describes usefulness

as well as drawbacks?

These and similar questions

require answers, since model inserts

have yet to be properly developed and

tested. Despite the need for these

studies, the FDA is proceeding pre-

maturely with inserts on selected

products. We think the Q)ngress is the

only place where the matter can be

given the proper legal status and
direction, particularly since it repre-

sents a conceptual change in the legal,

medical and social framework of the

nation’s prescription drug information

system.

The Solution

The PMA believes that carefully-

devised pilot studies of various kinds

of inserts are needed. They should be

developed and implemented with full

participation by doctors, pharmacists,

consumers, communications experts

and the drug industry. Such studies

will provide reliable pathways to

follow, so that inserts will be useful

aids to medical practice.

And particularly we think that

you should be closely involved in this

debate and in these studies and deci-

sions. Otherwise, people with less

experience and qualifications may
control the purposes, content and use

of a tool with considerable promise for

improved patient care. It could make a

difference in your practice tomorrow,

and more importantly, in the health

of your patients.

DMk
THE PHARMACEUTICAL MANUFACTURERS ASS(XIATION

1155 FIFTEENTH ST, N W, WASHINGTON, D C 20005



this day in 1978 of spending $85,000 a minute.
This is brought about a notable increase in taxes,

decreased buying power, and a noticable de-

crease of quality of life in the area of planning.

The responsibility for the majority of ills in our
system and in the smaller health care area lies

within and because of the government and
should be foisted back upon it.

In Alaska we have a small but irreplaceable

medical community. We have demonstrated on
a small scale that we don’t need to be the ploy
of a bad government idea or system. For this

reason we now should look beyond our micro-
cosm and to out potential leverage on the nat-

ional scene. If as a group we said to the govern-

ment we will not cap our hospital expenditures
to a 2 percent rise over the gross national pro-

duct unless the Federal Government does the
same, the cost containment program being pre-

sented to medicine would make more sense. In

the same fashion, if we as a group said we deny
the Joint Commission of Hospital Accreditation
the right to increase our hospital cost by their

rules, regulations, and surveys that often seem to

serve little purpose unless they could demon-
strate these indeed improve health care.

In keeping a watch on the government, there

are several other things that should be brought
to the members’ attention. At this time medi-

cine is being attacked vigorously by several divi-

sions of the Government. The HEW through
investigative efforts called “Project Integrity’’,

“Project 500”, or “Project Fastsurge” has been
using policies and methods which seem to be
unacceptable such as invading hospitals and
physicians offices unannounced, microfilming

patients’ confidential records for review by third

parties, not revealing to the physician that he
is being investigated or declaring why the investi-

gation is being conducted. This is occurring in

HEW susposedly to protect the Medicare or

Medicaid patient. One brave Alaska hospitad

staff and administration and community is re-

jecting the federal “right” to look at private

records without the approval of the patient.

This effort is being carried out by the citizens of

Cordova and should be applauded and supported.

Another large division of government also

has recently decided that they are privy to the

same type of information. The Department of

Labor through its investigative arm ERISA has

subpoenaed the private records of patients who
have been treated by a private clinic which also

has a major responsibility in taking care of pen-

sion and health fund patients from a large labor

union. The announced excuse for this invasion

of privacy without individual authorization is

to be sure that the same medical care is deli-

vered to union members as to private members.
A last threat from the Federal Governement,

faced ailmost uniformly by all physicians, is the

demand by the Internal Revenue Service to exa-

mine their records in their offices at any time.

This again is an invasion of privacy carried out
on a federal level by regulation and not by law.

These manipulations by federal agencies

through policy and regulation need to be re-

sisted by all citizens but with increased vigor by
those in organized situations such as medicine.

I would urge each member of this Association

to recognize these issues and to become involved

with methods or organizations which might
bring a favorable resolution to the problems
which have been generated.

Sincerely,

David Beal, M.D.
President

Health Care Administration Available

June - August for Organ.

Planning, Empl. Training, Research, etc.

Bus, degree, experience all levels of care

Reply Box 727, Tarzana, CA 91356
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APRO UPDATE

Glenn B. Crawford, M.D.

PSRO is functioning in Alaska, as the Alaska

Professional Review Organization (APRO). If

you have occasion to call the office (279-4536),

the chances are the phone will be answered by
Renee Wilcox, an attractive, competent secre-

tary. Depending on your question, she may re-

fer your call to one of the following:

Betsey Graser, who has already replaced

Marv Janzen as Executive Director when he re-

signed to take a position in Oregon. Betsey is

a nurse whom many liaisons with the hospitals.

It was in the battleground of bureaucracy that

she learned to deal effectively with state and
federal Medicare and Medicaid staff. In addition

to making many daily decisions regarding the

appropriateness and levels of care, she took the

Nursing Home Administrator’s Examination and
became a licensed administrator.

Kay Burrows, Data Management. Some of

you know Kay from the Alaska Hospital and
from a recent statewide audit on alcoholism.

She combines a medical background with a rare

understanding of the computer’s mentality.

This lady is not easily intimidated and actually

approaches a pile of “printout sheets” with
enthusiasm.

Dee Davis, Financial Management. Federal

budgeting and reporting is a field in which the

rules of ordinary bookkeeping and accounting
have been suspended and replaced with some-
thing only a handful of people like Dee under-
stand.

APRO began in the summer of 1974. The
original statute did not allow an established state

or local medical association to assume the role

of PSRO. It had to be an independently incor-

porated body of physicians with membership
open, without dues or fees, to all licensed prac-

ticing physicians in the PSRO area. Consequent-
ly a few of us incorporated in the summer of

1974 and applied for and received a PSRO plan-

ning contract. The contract provided for the

rental of an office and hiring of a staff. The
Board of Directors retained Mr. Marv Janzen as

APRO’s administrator or executive officer.

Marv had many years of experience with the

now defunct RMP program. Under his able

direction, negotiations proceeded with the fed-

eral programs staff in the Seattle based Region
X office and the contract officers in Washington
D.C. During this planning period, a scheme of

procedure was written and rewritten several

times defining how APRO was to review Medi-

caid/Medicare hospital admissions and gather

profiled data in such a way as to assure its accur-

acy and confidentiality. As part of planning,

agreements and memorandums of understanding

(MOU’s) were developed with the hospitals. Blue

Cross as the fiscal agent for Medicare, and the

state Medicaid office in Juneau. The MOU’s de-

fine the authority and responsibility of various

parties in carrying out the plan of review.

In 1976 APRO was designated a conditional

PSRO and began the actual review process.

When a Medicaid or Medicare patient is admitted
to the hospital the review coordinator (RC) is

notified. Within a day or two of admission, the

RC is using the admitting diagnosis and other

information that may be available in the chart,

assigns an initial length of stay check point

based on AMA criteria and standards and PAS
length of stay statistics. A change in the diagno-

sis or complication in the patient’s course may
result in an extension of the original length of
stay. If the RC has reason to question the neces-

sity of admission or the length of stay, the case

is presented to a physician advisor. If the phys-

ician advisory agrees that the case is question-

able, he may contact the attending physician for

further information and/or present the case to
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the utilization review committee. If a consensus
is that hospitalization is no longer appropriate, a

notice of non-certification is issued to the pati-

ent, the attending physician, and the Medicaid
or Medicare programs, and payment for further

stay is denied. In contested cases there is an
appeal mechanism through APRO for patient or

physician.

In the process of doing the review the coor-

dinator completes a certification stating that the

hospitalization was medically necessary and the

length of stay was appropriate. This certifica-

tion is attached to the billing by the hospital and
indicates to the Medicare and Medicaid program
that the bill is to be paid, without further a do
and without endless requests for copies of the
chart or letters to the physician. Cases ques-

tioned by Fiscal Intermediaries are referred post

payment to APRO for review and reconsidera-

tion. APRO utilizes the UR Committee of the

hospital for problem case review.

In addition to this certification the review

coordinator completes a data abstract which is

forwarded to the APRO office for review. This

sheet includes patient, physician and hospital

identifiers as well as medical data such as diagno-

sis, operative procedures, and length of stay.

After the in-house review for completeness and
accuracy, the abstract is mailed to the computer
company and eventually returns with a printout

of several different profiles comparing individual

doctors/hospitals procedures and so forth.

Other than a small but manageable epidemic
of 36 year old newborns and a scattering of

prostatectomies in females, the review process

data gathering seems to be working. There are

problems that are not glaringly amusing in assur-

ing the accuracy and completion of the ab-

stracts and in developing a reliable consistency

in the use of the criteria. Hopefully, these will

resolve as the process matures and becomes
established.

Since the vast majority of hospitalizations

are clearly and unquestionably indicated and
rarely exceed the expected length of stay, it is

probable that most physicians are not aware that

cases have been reviewed. If questions do arise,

the current review coordinator and physician

advisors are:

Review Coordinator
The Alaska Hospital

Sharon Eastin

Bartlett Memorial
Lu Hunt, ART
Central Peninsula General
Alyce Rideout, RN, ART. Peter Cannava, M.D.
Cordova Community

Physician Advisors

Burritt Newton, M.D.

Kim Smith, M.D.

Kay Sherman, RN
Fairbanks Memorial
Reva Cody
Faith

Jan Johnson, RN
South Peninsula

Edna Morris

Ketchikan General
Heather Myrick
Kodiak Island

Doris Backus, ART
Norton Sound Regional

Betty Lindholm
Petersburg General
Alice Stafford, RN

Arthur Tilgner, M.D.

John R. Wilton, M.D.

James S. Pinneo, M.D.

Paul Eneboe, M.D.

Gary Carlson, M.D.

Tom Wood, M.D.
Providence
Mary Tomasiewicz, RN Gilbert Blankinship, M.D.
Seward General
Mary-Elizabeth Lee
Sitka Community
Mary Kay Reller

Valley

Ann Demming, ART
Valdez Community
Val Stasch, ART
Wrangell General
Cindy Patrick

John E. Gray, M.D.

J. Paul Lunas, M.D.

David Werner, M.D.

Bernard Gerard, M.D.

Harriett J. Schirmer, M.D.

There are facets of the PSRO program that

are much more interesting and deserve the inter-

est and participation of the APRO membership.
These include the profiles from the data, confi-

dentiality problems, medical audit requirement
and procedures, the review process in small hos-

pitals, review of nursing homes, review of ancil-

lary services, and fraud and abuse responsibilities

of PSRO. Subsequent columns will deal with

these and other topics.
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Impgptant data on the pain of acute cystitis:

In87% of patients

studied [303 of 349],
Hzo GantanoTreduced
pain andtir burning
wHNn Z4 hours'
A controlled, multicenter study assessed the efficacy of

Azo Gantanol in relieving pain and/or burning associated with

acute urinary tract infection in

patients with at least 100,000
colonies per ml of a sulfonamide-
sensitive organism, usually £. coli.

In 87% of patients with initial

symptoms rated "moderate to

severe," Azo Gantanol therapy re-

sulted in improvement within 24
j

hours.

Fast pain relief plus effective antibacterial action

RzoGantanor
Each tablet containsO.5 Gm sulfamethoxazole and 100 mg phenazopyridine HCI.

for for
the pain the pathogens

Before prescribing, please consult complete prod-

uct information, a summary of which follows:

Indications: In adults, urinary tract Infections

complicated by pain (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms

(usually £. coli, Klebsiella-Aerobacter, Staphylo-

coccus aureus, Proteus mirabilis, and, less fre-

quently, Proteus vulgaris) in the absence of

obstructive uropathy or foreign bodies. Note: Care-

fully coordinate in vitro sulfonamide sensitivity

tests with bacteriologic and clinical response; add
aminobenzoic acid to follow-up culture media. The

increasing frequency of resistant organisms limits

the usefulness of antibacterials including sul-

fonamides. Measure sulfonamide blood levels as

variations may occur; 20 mg/100 ml should be
maximum total level.

Contraindicabons; Children below age 12; sul-

fonamide hypersensitivity; pregnancy at term and
during nursing period; because Azo Gantanol con

tains phenazopyridine hydrochloride it is contrain-

dicate in glomerulonephritis, severe hepatitis,

uremia, and pyelonephritis of pregnancy with G.l

disturbances.

Warnings: Safety during pregnancy not establishec

Deaths from hypersensitivity reactions, agranuloc,

tosis. aplastic anemia and other blood dyscrasias

have been reported and early clinical signs (sore

throat, fever, pallor, purpura or jaundice) may in-

dicate serious blood disorders. Frequent CBC ano

urinalysis with microscopic examination are rec-

ommended during sulfonamide therapy.

Precautions: Use cautiously in patients with im-

paired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate

dehydrogenase-deficient individuals in whom
dose-related hemolysis may occur. Maintain

adequate fluid intake to prevent crystalluria and
stone formation.

Adverse Reactions: Blood dyscrasias (agran-

ulocytosis. aplastic anemia, thrombocytopenia,

leukopenia, hemolytic anemia, purpura, hypopri

thrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions,

Stevens-Johnson syndrome, epidermal necrolysi',

urticaria, serum sickness, pruritus, exfoliative

dermatitis, anaphylactoid reactions, periorbital

edema, conjunctival and scleral injection, photc

sensitization, arthralgia and allergic myocarditis

G.l. reactions (nausea, emesis, abdominal pains

hepatitis, diarrhea, anorexia, pancreatitis and
stomatitis); CNS reactions (headache, peripheral

neuritis, mental depression, convulsions, ataxia

hallucinations, tinnitus, vertigo and insomnia);

miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis

nodosa and L. E. phenomenon). Due to certain

chemical similarities with some goitrogens, di-

uretics (acetazolamide, thiazides) and oral hypo

glycemic agents, sulfonamides have caused rare

instances of goiter production, diuresis and hype

glycemia. Cross-sensitivity with these agents ma'.

exist.

Dosage: Azo Gantanol is intended for the acute,

painful phase of urinary tract infections. Usual

adult dosage: 2 Gm (4 tabs) initially, then 1 Gm
(2 tabs) B.I.D. for up to 3 days. If pain persists,

causes other than infection should be sought.

After relief of pain has been obtained, continued

treatment with Gantanol (sulfamethoxazole) may
be considered.

NOTE: Patients should be told that the orange-red i

dye (phenazopyridine HCI) will color the urine.

Supplied: Tablets, red, film-coated, each contain-

ing 0.5 Gm sulfamethoxazole and 100 mg
phenazopyridine HCI—bottles of 100 and 500.

<
'V Roche Laboratories

ROCHE > Division of Hoffmann-La Roche Inc
j/ Nutley, New Jersey 07110



THE ANNUAL SESSION

By Rodman Wilson, M.D.
Secretary-Treasurer

The Annual Session of the Alaska State

Medical Association convened at Alyeska Re-

sort, Girdwood, Alaska, March 10-12, 1978.
Sixty-three physicians registered during the

three days, but the maximum count at any
particular lecture or other function was thirty-

eight. Voting at business sessions was usually

by about twenty members. Exhibitors, wives,

children, friends, staff, and special guests, such
as Mrs. Chester Young, President of the Aux-
iliary to the American Medical Association made
the meeting appear better attended than it was.
No one came from Juneau, Sitka, or Kodiak and
only one from the Kenai Peninsula.

This year President David Beal chose week-
end timing and confined attention to business

matters. Scientific sessions were not scheduled.
Sessions were liberally interlarded with skiing,

both alpine and nordic. Evenings were for

drinking, banqueting, and things like that.

A highlight was the presence on the second
day of Governor Hammond who pondered
sympathetically with us matters of current legis-

lation which would repeal the present require-

ment to buy medical malpractice insurance from
the state source. Many physicians have stood
brazen and bare against the 1976 law. The
Governor jokingly said that whenever anyone
asks if he will veto a particular act, he always
says “probably”; but less facetiously (we hope)
he promised not to veto this legislation. Indeed,
he and his insurance commissioner, Richard
Block, who accompanied the Governor, strongly

support the much needed revision to the statute

which created the Medical Indemnity Corpora-
tion of Alaska.

Dr. Bradford Cohn, San Francisco pediatri-

cian and chairman of the Board of Directors of
the Medical Indemnity Exchange of California,

a successful physician owned malpractice insur-

ance company, spoke learnedly and optimisti-

cally about our problems and the possibility of

his company’s extending coverage to physicians

in Alaska (as the company has done in Idaho)

if mandatory insurance can be repealed. Dr.

Douglas Smith, Anchorage orthopedic surgeon,

has developed this possibility for the Association

with the California company.
Another guest. Dr. John Kelly, President,

American Academy of Family Physicians, from
Reno, described the dubious joys of practicing

without the mantle of insurance as many in

Nevada do. Comfort was cold. Mr. Robert
Aurelius of Charles Stedman Company, a group-

practice malpractice insurer, discussed the cosy
feeling which came from their system of internal

“safety” audits.

Resolutions were scarce this year. We adopt-

ed four and rejected one. The resolutions ap-

pear below. Resolution 5 on a statute of limita-

tions was rejected because most of what was
called for was already being done.

We spent tedious hours perfecting new by-

laws which had been prepared by the By-laws

Committee and distributed to members one
month before the meeting. As finally adopted
the new by-laws provide for membership for

osteopaths; clearer definition of who can be

active, associate, and honorary members; setting

of terms for officers to run from July 1 to June
30 (except AMA delegate and alternate delegate

who serve two calendar years); renumeration of

officers if voted for at a future annual session;

election of officers by polling members by mail

in June of each year; and providing for issuance

of “charter” or “recognition” status to local

medical societies depending upon whether the

local society requires respectively Association
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membership or not.

Rejected was a By-laws Committee amend-
ment to allow policy to be determined by
polling members by mail. Our Articles of Incor-

poration were also amended in minor ways.
Since the method of election was changed,

officers were not elected. Current officers will

serve in their posts through June 30. President-

Elect, Joseph Worrall, Fairbanks, will succeed

to the presidency on July 1. A new President-

Elect and a new Secretary-Treasurer will be elec-

ted in June by mail poll. Nominations, which
are now closed, for President-Elect are Dr.

Winthrop Fish and Dr. Douglas Smith, for

Secretary-Treasurer, Dr. Janice Kastella, and for

Alternate-Delegate to the American Medical

Association, Dr. J. Ray Langdon. All nominees
practice in Anchorage.

Dr. Robert Mallin, plastic surgeon of Anch-

orage, was chosen as the Physician of the Year
for his brilliant personal success in controlling

his own weight (loss of 310 pounds in one year

and maintainance of normal weight for another
year) and his fine newspaper column about con-
trol of weight without gimickry. Dr. Spencer
Falcon, Kodiak generalist, was honored with the

A. H. Robins Company for Community Service

for his successful challenge of the state “conflict

of interest” law, which requires public officials -

-he was on the school board - - to name sources

of income over one hundred dollars. The Alaska
Supreme Court decided that this compromised
patients.

The Alyeska meeting was generously sup-

ported by numerous pharmaceutical houses.

The Nugget Inn was noisy and warm. Some of

the food was memorable.

EXHIBITORS
Abbott Laboratories

Armour Pharmaceuticals

Bristol Laboratories

Burroughs Wellcome Company
Ciba Pharmaceuticals

Eli Lilly & Company

E.R. Squibb and Sons, Inc.

Geigy Pharmaceuticals

Lederle Laboratories

McNeil Laboratories

Ortho Pharmaceuticals

Parke, Davis & Company
Syntex Laboratories

Warner-Chilcott Laboratories

William H. Rorer & Company
Wyeth Laboratories

CONTRIBUTORS
A.H. Robins Company
Organon, Inc.

DIAL ACCESS

LInfortunately, the collect call number listed

for Dial Access users in Alaska has been discon-

nected for the past month. The number - (713)

790-1683 - was reconnected for your use on

March 15, 1978.

Catalogs listing the more than 300 tapes

available may be requested from the Fred Hut-

chinson Cancer Research Center, 1124 Colum-

bia, Seattle, WA 98104.
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TRIAMTERENE CONSERVES POTASSIUM
WHILE HYDROCHLOROTHIAZIDE

LOWERS BLOOD PRESSURE

wsaax
Each capsule contains 50 mg. of Dyrenium® (triamterene,

SK&F Co.) and 25 mg. of hydrochlorothiazide.

MAKES SENSE

Before prescribing, see complete prescribing

information in SK&F Co. literature or PPR,
A brief summary follows;

Warning
This drug is not indicated for initial therapy
of edema or hypertension. Edema or hyper-
tension requires therapy titrated to the in-

dividual. If this combination represents the

dosage so determined, its use may be more
convenient in patient management. Treat-

ment of hypertension and edema is not
static, but must be reevaluated as conditions
in each patient warrant.

* Indications: When the combination represents

the dosage determined by titration: Adjunctive
therapy in edema associated with congestive
heart failure, hepatic cirrhosis, the nephrotic

syndrome. Corticosteroid and estrogen-induced
edema, idiopathic edema; hypertension, when
the potassium sparing action of triamterene is

warranted. (See Box Warning.) Routine use of

diuretics in healthy pregnant women is inap-

propriate; they are indicated in pregnancy only
when edema is due to pathological causes.

Contraindications; Further use in anuria,

progressive renal or hepatic dysfunction,

hyperkalemia. Pre-existing elevated serum
potassium. Hypersensitivity to either com-
ponent or other sulfonamide-derived drugs.

Warnings: Do not use potassium supplements,
dietary or otherwise, unless hypokalemia develops
or dietary intake of potassium is markedly impaired.
If supplementary potassium is needed, potassium
tablets should not be used. Hyperkalemia can occur, and
has been associated with cardiac irregularities. It is

more likely in the severely ill, with urine volume
less than one liter/day, the elderly and diabetics
with suspected or confirmed renal insufficiency.

Periodically, serum levels should be deter-

mined, If hyperkalemia develops, substitute a

thiazide alone, restrict K+ intake. Associated
widened QRS complex or arrhythmia requires
prompt additional therapy. Thiazides cross the

placental barrier and appear in cord blood. Use
in pregnancy requires weighing anticipated

benefits against possible hazards, including
fetal or neonatal jaundice, thrombocytopenia, other
adverse reactions seen in adults. Thiazides appear and triamterene may
appear in breast milk. If their use is essential, the patient should stop
nursing. Adequate information on use in children is not available.

Precautions: Do periodic serum electrolyte determinations (particularly

important in patients vomiting excessively or receiving parenteral fluids).

FOR LONG-TERM CONTROL
OF HYPERTENSIONr

SERUM K^AND BUN SHOULD
BE CHECKED PERIODICALLY.
(SEE WARNINGS SECTION.)

Periodic BUN and serum creatinine determina-

tions should be made, especially in the elderly,

diabetics or those with suspected or confirmed

renal insufficiency. Watch for signs of impend-
ing coma in severe liver disease. If spironolac-

tone is used concomitantly, determine serum
frequently; both can cause K+ retention and
elevated serum K+. Two deaths have been re-

ported with such concomitant therapy (in one,

recommended dosage was exceeded, in the

other serum electrolytes were not properly

monitored). Observe regularly for possible

blood dyscrasias, liver damage, other idiosyn-

cratic reactions. Blood dyscrasias have been
reported in patients receiving triamterene, and
leukopenia, thrombocytopenia, agranulocytosis,

and aplastic anemia have been reported with

thiazides. Triamterene is a weak folic acid

antagonist. Do periodic blood studies in cir-

rhotics with splenomegaly. Antihypertensive
effect may be enhanced in post-sympathectomy
patients. Use cautiously in surgical patients.

The following may occur: transient elevated

BUN or creatinine or both, hyperglycemia and
glycosuria (diabetic insulin requirements may
be altered), hyperuricemia and gout, digitalis

intoxication (in hypokalemia), decreasing alkali

reserve with possible metabolic acidosis.

‘Dyazide’ interferes with

fluorescent measurement
of quinidine.

Adverse Reactions;

Muscle cramps, weak-
ness, dizziness,

headache, dry mouth;
anaphylaxis, rash,

urticaria, photosensi-

tivity, purpura, other

dermatological conditions;

nausea and vomiting, diarrhea,

constipation, other gastrointestinal

disturbances. Necrotizing vasculitis,

paresthesias, icterus, pancreatitis,

xanthopsia and, rarely, allergic pneumonitis
have occurred with thiazides alone.

Supplied; Bottles of 100 and 1000 capsules;

Single Unit Packages of 100 (intended for

institutional use only).

SK&F CO., Carolina, P.R. 00630

SK&F CO.
a SmilhKIine company





RESOLUTIONS

Passed Unanimously
Distribution: Alaska Methodist University

Alaska Medicine

RESOLUTION NO. 78-1

SUBMITTED BY: Frederick R. Hood Jr., M.D.
Anchorage Medical Society

SUBJECT: Sponsorship of Continuing Medi-

cal Education Programs in Alaska.

WHEREAS the practice of medicine requires

that each physician maintain his or her know-
ledge and skills at the highest level possible;

therefore

BE IT RESOLVED that the Alaska State

Medical Association join with Alaska Methodist
University and the Anchorage Medical Society in

a sponsorship of quality programs in continuing

medical education in Alaska.

Passed Unanimously
Distribution: Alaska Medicine

State Medical Board

RESOLUTION NO. 78-2

SUBMITTED BY: Council
SUBJECT: Regulation of Paramedical

Personnel

WHEREAS the roles of physician’s assis-

tants, nurse practitioners, paramedics and other
“physician extenders” have yet to be clearly de-

fined, and these roles are often in conflict, and
WHEREAS present statute allows full use of

paramedical personnel under adequate physician
supervision and responsibility, and

WHEREAS no unmet need and/or urgency
for regulations defining the roles of such para-

medical personnel has been demonstrated to

exist

BE IT THEREFORE RESOLVED that the
ASMA strongly urge the Alaska Board of Medi-
cal Examiners to delay further regulation defin-

ing the roles of PAs or other paramedical groups
until their role in society and interactions are

better understood.

Passed Unanimously
Distribution: Cordova Community Hospital

Alaska State Hospital Association

RESOLUTION NO. 78-3

SUBMITTED BY: Council
SUBJECT: Privacy of Medical Records

WHEREAS the State of Alaska, throughout
the state, routinely reviews the personal and
confidential hospital records of private patients

without their consent, and
WHEREAS there is no statutory authoriza-

tion for this invasion of personal privacy, and
WHEREAS no benefit to the public welfare

has been demonstrated by these activities which
clearly contribute to increased hospital costs,

and
WHEREAS Cordova Community Hospital

has brought suit against the state to cease these

activities

BE IT THEREFORE RESOLVED that the

ASMA fully support the City of Cordova and
Cordova Community Hospital in their action to

preserve personal freedom and privacy, and
BE IT THEREFORE FURTHER RE-

SOLVED that the ASMA urge the Alaska State

Hospital Association to lend their support in

addition.

Passed Unanimously
Distribution: ASMA Auxiliary President

ASMA Auxiliary Secretary

ASMA Auxiliary Treasurer

RESOLUTION NO. 78-4

SUBMITTED BY: Rodman Wilson, M.D.
SUBJECT: ASMA Auxiliary

RESOLVED that the ASMA express appre-

ciation to the Auxiliary to the ASMA for their

fine support of ASMA activities and for its own
educational and scholarship programs.
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Case Report

TRANSTYMPANIC TUBES AS AN

ADJUNCT TO DEEP SEA DIVING

The discovery of off shore oil has made deep
sea diving common place in Alaskan waters.

Such diving differs from that in other parts of

the world, as the off shore waters of Alaska are

generally colder, dirtier, (due to glacier activity),

and have more current. These additional adver-

sities have led to some unusual methods of deep
sea diving. The inspection of eight minutes or

less of under water construction is a major con-

trol on most projects. A “bounce dive” can be

utilized for such inspections in waters to a depth
of 250 feet. The term “bounce dive” describes

the rapid desent of a diver without decompres-
sion to the desired depths, and an immediate
return to the surface. The success of this activ-

ity is directly related to the ability to “clear”

the middle ear. Rarely do individuals have the

“clearing” ability to equilibrate middle ear

pressure rapidly enough to accomplish a deep
“bounce” dive.

Placement of transtympanic tubes has al-

lowed middle ear equilibration to be readily

accomplished by a diver after irreversible eus-

tachian tube dysfunction followed a upper
respiratory infection. In June, 1976, a 25 year

old healthy professional diver sought E.N.T.

consultation for help in clearing as he had lost

this ability following a viral upper respiratory

infection. The inability to clear has caused a

major financial hardship for this individual as

David D. Beal, M.D.

he was unable to dive to any depth because

of pain.

The usual systemic and topical deconges-

tant treatment failed. After a prolonged dis-

cussion about the possibilities of using transtym-

panic tubes, the diver and physician felt they

had enough mutual understanding of benefits

and dangers to justify tube placement. The
diver agreed that he would carefully dry dive

with a helmet and air compressor hose system.

Transtympanic tubes, (castelli type), were
placed in May of 1977, and gradually the diver

returned to all types of diving activities. Subse-

quently he has found that he has been able to

dive faster and deeper because of the instan-

taneous pressure adjustment. He is now emi-

nently successful in the use of the “bounce”
dive.

No complications have occured. The diver

has successfully utilized scuba techniques but

to lesser depths, and with considerable efforts

to keep the ear area dry in the scuba activity.

There have been no episodes of vertigo, infec-

tion, or failure to clear in continuous diving

for almost one year.

This case may be unique and is certainly

not enough to regard transtympanic tubes in

these individuals lightly. However, I feel it

can be considered in divers if they understand

their purpose, use, and complications.
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Librium
chbrdiazepoxideHO/Roche

Proven antianxiety performance

An unsurpassed safety record

Predictable patient response

Minimal effect on mental acuity at
recommended doses

Minimal interference with many
primary medications, such as antacids,

anticholinergics, diuretics, cardiac
glycosides and antihypertensive agents

25mgcapsules

Before prescribing, please consult complete product infor-

mation, a summary of which follows:

Indications: Relief of anxiety and tension occurring alone
or accompanying various disease states. Efficacy beyond
four months not established by systematic clinical studies.
Periodic reassessment of therapy recommended.

Contraindications: Patients with known hypersensitivity
to the drug.

Warnings: Warn patients that mental and/or physical abil-

ities required for tasks such as driving or operating ma-
chinery may be impaired, as may be mental alertness in chil-

dren, and that concomitant use with alcohol or CNS depres-
sants may have an additive effect. Though physical and psy-
chological dependence have rarely been reported on recom-
mended doses, use caution in administering to addiction-
prone individuals or those who might increase dosage; with-
drawal symptoms CIncluding convulsions), following discon-
tinuation of the drug and similar to those seen with barbi-
turates, have been reported.

Usage in Pregnancy: Use of minor tranquilizers during
first trimester should almost always be avoided be-
cause of increased risk of congenitai maiformations as
suggested in several studies. Consider possibility of
pregnancy when instituting therapy; advise patients
to discuss therapy if they intend to or do become
pregnant.
Precautions: In the elderly and debilitated, and in chil-

dren over six. limit to smallest effective dosage (initially 10
mg or less per day) to preclude ataxia or oversedation, in-

creasing gradually as needed and tolerated. Not recom-
mended in children under six. Though generally not recom-
mended, if combination therapy with other psycho-
tropics seems indicated, carefully consider individual phar-
macologic effects, particularly in use of potentiating drugs
such as MAO inhibitors and phenothiazines. Observe usual
precautions in presence of impaired renal or hepatic func-
tion. Paradoxical reactions (^g^. excitement, stimulation and

acute rage) have been reported in psychiatric patients and
hyperactive aggressive children. Employ usual precautions in

treatment of anxiety states with evidence of impending de-
pression; suicidal tendencies may be present and protective
measures necessary. Variable effects on blood coagulation
have been reported very rarely in patients receiving the drug
and oral anticoagulants; causal relationship has not been es-
tablished clinically.

Adverse Reactions: Drowsiness, ataxia and confusion
may occur, especially in the elderly and debilitated. These
are reversible in most instances by proper dosage adjust-
ment, but are also occasionally obserA/ed at the lower dos-
age ranges. In a few instances syncope has been reported.
Also encountered are isolated instances of skin eruptions,
edema, minor menstrual irregularities, nausea and constipa-
tion, extrapyramidal symptoms, increased and decreased
libido— all infrequent and generally controlled with dosage re-

duction; changes in EEG patterns Clow-voltage fast activity)

may appear during and after treatment; blood dyscrasias (in-

cluding agranulocytosis), jaundice and hepatic dysfunction
have been reported occasionally, making periodic blood
counts and liver function tests advisable during protracted
therapy.

Usual Daily Dosage: Individualize for maximum beneficial
effects. Oral— Adults: Mild and moderate anxiety and ten-
sion, BorlOmgt.i.d. orq.i.d.; severe states, 20 or 25 mg
t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. (See
Precautions.

)

Supplied: Librium ®(chlordiazepoxide HCl) Capsules, 5
mg. 10 mg and 25 mg— bottles of 100 and 500; Tel-E-Dose®
packages of 100, available in trays of 4 reverse-number-
ed boxes of 25, and in boxes containing 10 strips of 10;
Prescription Paks of 50, available singly and in trays
of 10, Libritabs ®(chlordiazepoxide) Tablets, 5
10 mg and 25 mg— bottles of 100 and 500. Wil
spect to clinical activity, capsules and tab-
lets are indistinguishable.

synonymous withreliefofanxiety

Roche Products Inc.

Manati, Puerto Rico 00701 Please see following page.
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Librax'^
Each capsule contains 5 mg chlordiazepoxide HCI
and 2.5 mg clidinium Br,

Please consult complete prescribing informa-
tion, a summary of which follows:

Indications: Based on a review of this drug
by the National Academy of Sciences

—

National Research Council and/or other in-

formation, FDA has classified the indications

as follows:

"Possibly" effective: as adjunctive therapy in

the treatment of peptic ulcer and in the

treatment of the irritable bowel syndrome (ir-

ritable colon, spastic colon, mucous colitis)

and acute enterocolitis.

Final classification of the less-than-effective

indications requires further investigation.

Contraindications: Glaucoma, prostatic hyper-
trophy, benign bladder neck obstruction, hyper-
sensitivity to chlordiazepoxide FICI and/or
clidinium Br.

Warnings: Caution patients about possible com-
bined effects with alcohol and other CNS depres-
sants, and against hazardous occupations requir-

ing complete mental alertness (e.g. , operating
machinery, driving). Physical and psychological
dependence rarely reported on recommended
doses, but use caution in administering Librium*
(chlordiazepoxide FICI) to known addiction-prone
individuals or those who might increase dosage;
withdrawal symptoms (including convulsions) re-

ported following discontinuation of the drug.

Usage in Pregnancy: Use of minor tran-

quilizers during first trimester should
almost always be avoided because of

increased risk of congenital malforma-
tions as suggested in several studies.
Consider possibility of pregnancy when
instituting therapy. Advise patients to

discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation

may occur.

Precautions: In elderly and debilitated, limit dos-
age to smallest effective amount to preclude
ataxia, oversedation, confusion (no more than 2
capsules/day initially; increase gradually as
needed and tolerated). Though generally not rec-

ommended, if combination therapy with other

psychotropics seems indicated, carefully consider
pharmacology of agents, particularly potentiating

drugs such as MAO inhibitors, phenothiazines.
Observe usual precautions in presence of im-

paired renal or hepatic function. Paradoxical reac-
tions reported in psychiatric patients. Employ
usual precautions in treating anxiety states with

evidence of impending depression, suicidal ten-

dencies may be present and protective measures
necessary. Variable effects on blood coagulation
reported very rarely in patients receiving the drug
and oral anticoagulants; causal relationship not

established
Adverse Reactions: No side effects or manifesta-
tions not seen with either compound alone re-

ported with Librax. When chlordiazepoxide HCI is

used alone, drowsiness, ataxia, confusion may
occur, especially in elderly and debilitated; avoid-
able in most cases by proper dosage adjustment,
but also occasionally observed at lower dosage
ranges. Syncope reported in a few instances.
Also encountered; isolated instances of skin erup-
tions, edema, minor menstrual irregularities,

nausea and constipation, extrapyramidal symp-
toms, increased and decreased libido— all infre-

quent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and
after treatment; blood dyscrasias (including agran-
ulocytosis), jaundice, hepatic dysfunction re-

ported occasionally with chlordiazepoxide HCI,
making periodic blood counts and liver function
tests advisable during protracted therapy. Ad-
verse effects reported with Librax typical of

anticholinergic agents, ;.e., dryness of mouth,
blurring of vision, urinary hesitancy, constipation.

Constipation has occurred most often when
Librax therapy is combined with other spasmo-
lytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701
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National Committee for

Employer Support of the

Guard and Reserve

X
Title:

Employer

... to the Statement of Support for
the National Guard and Reserve.

Because . .

.

Guard plus Reserve plus active
force will add up to the All-Volun-
teer Total Force necessary to give
our nation the military security it

needs in the years ahead.
The cost of maintaining a Guard

or Reserve member is only one-fifth
of what it takes to maintain a full-

time active member of the military.
It permits normal life as a citizen

and member of the military.
Means less disruption of normal

business and civilian life than caused
by the draft.

Let us send you a Statement of
Support signed by National Chair-

man J. M. Roche.
Then add your name.

Write to: National Committee for
Employer Support of the Guard and
Reserve, 400 Army-Navy Drive,
Arlington, Va. 22202.

Or call: (202) 697-6902
Today would be a good time.

Employer
Support of
theGuardand
Reserve i33R

A PuWic Service of Thus Magaarie & The AtJverlisjng Council



Health and Safety Tip
From the American Medical Association ^ *

535 North Dearborn Street/Chicago, Illinois 60610

Childhood Beginning

Of Dental Care Urged

Dental Care

Is Stressed

It is good to encourage your

children to emulate George
Washington, but not where dental

health is concerned. Our first

president had a long history of

troubles with his teeth, and later

with his dentures.

Your children’s teeth should

last their entire lifetime. Of
course, this is true provided

youngsters have been started on

the way to good dental health at a

young age.

Dental health habits must be

learned in childhood, the

American Medical Association

points out. In fact, youngsters

should have their first dental ex-

amination at the age of two and

one-half years — when all their

primary teeth have erupted.

Those first teeth are important

to future dental health. One basic

function of primary teeth is to

preserve proper space for perma-

nent teeth, and if they are lost too

soon — through decay, for ex-

ample — the development of

permanent teeth is often crooked.

Poorly aligned teeth can affect ap-

pearance, eating habits and

speech. Frequently, misshapen

dentition can only be corrected by

orthodontic treatment, which may
be lengthy and costly. And, if a

child’s appearance is seriously af-

fected by unsightly teeth, emo-

tional problems may result.

On the initial dental visit, the

dentist will check for any signs of

beginning decay and other dental

problems. He will also give your

child — and you — instructions

for proper home care. Usually the

first appointment is a “get ac-

quainted’’ period and is designed

to make the child receptive to

treatment at regular intervals.

To start your child on a lifetime

of good dental health at home,

make certain he or she always

brushes properly after meals and

after snacks. If the child is in the

habit of eating a lot of sweets, cut

down on them; sweets are a major

cause of decay. And, the child

should be drinking fluoridated

water to help prevent decay. If

your community’s water is not

fluoridated, the dentist can sug-

gest alternate methods for your

child to receive fluoride’s benefits.

Dental decay is one of

childhood’s most prevalent health

problems. Teach your child how
to care for his or her teeth at

home, and, if the child is already

three or older, make the first den-

tal appointment.

June, 1978

Frank Chappell

Science News Editor

AMA
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Original Articles

A TREATMENT PROGRAM FOR RAPE

VICTIMSl

Rape is the fastest growing reported crime
in America. In Anchorage, Alaska there were
102 reported rapes in 1977, a marked increase

from 62 reported just five years earlier in 1972.2
It is estimated that 50 to 90% of rapes still go
unreported. In the past few years the public at

large and the medical profession have gradually

become aware of the freauency of this crime
and the needs of its victims, and the old stereo-

types and myths about rape are being replaced

by new knowledge. On a trip to Alaska in the

summer of 1977, I discovered growing interest

in the problems of rape victims but a dearth of
specific programs which integrated provisions

for all the needs of rape victims, including needs
for counseling, medical care, and proper
evidence-gathering to aid in a prosecution

process. In general, where hospital emergency
rooms have developed some treatment pro-

cedures, these have not been integrated with
provisions for support and counseling. An all-

volunteer program in Anchorage, the Alaska
Rape and Assault Center, had been set up to

provide peer counseling belatedly after sexual

assault, but it was not operating when I visited

and had been trying to function with little or

no funding and professional backing. In order to

provide optimal care and to minimize later

medical and psychological complications of
rape, victims need to have access to comprehen-
sive programs which make early intervention

* Eleanor Schuker, M.D., is the Co-Director, Rape Inter-

vention Program, St. Luke’s Hospital, New York, New
York 10025. She is also Attending Psychiatrist at the

Columbia University Health Service, Collaborating Psy-

choanalyst at the Columbia University Psychoanalytic
Center, and in private practice. Address reprint requests
to Dr. Schuker at 150 West End Avenue, New York,
New York, 10023.

By Eleanor Schuker, M.D.*

available, and which provide resources within

an atmosphere that is consistent with the needs
of the victim. Typically, when resources are not
established and known by the community to be
adequate and available for early intervention,

the rape victim may avoid treatment altogether.

At best she may receive haphazard medical care

with inadequate evidence-gathering, and may
have an emotionally traumatic experience when
she is at the hospital. It is likely that she will

then be reluctant to return for medical follow-

up care. She may then come for gynecological

care only when she develops venereal disease

or becomes pregnant, or may seek psychiatric

help or counseling only when the unsupported
crises has progressed to sequelae such as

depression, phobias, paranoia, interpersonal or

sexual difficulties, or regression in functioning.

As a psychiatrist I have seen women who came
to treatment because of chronic symptons - -

such as those listed above - - and in whom the

diagnosis of a previous rape was made only when
the victim slowly remembered or was able to

talk about the sexual assault that had occurred

months or years previously. Professional

therapists such as those I visited at the Langdon
Clinic in Anchorage, as well as volunteer peer

counselors in women’s health centers such as

those I met at the Alaskan Women’s Resource
Center, have also reported seeing rape victims

who came for help months to years after the

rape itself. I believe that early intervention

and support can drastically reduce the incidence

of long-term morbidity for rape victims, as well

as reduce the severity of the initial acute crisis

and immediate recovery period. With proper

care and support this traumatic event can be
successfully mastered and the victim can go on

Page IH I olnme 20, Number 4
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to lead a healthy and productive life.

This article proposes some specifics for the

establishment of a comprehensive program for

rape victims that can be introduced into the
Emergency Services of the general hospital with
maximum efficiency and minimal cost. This
program could provide intervention immediatley
after the assault and would involve medical care,

evidence-gathering, and supportive counseling. It

is based on my experience organizing and direct-

ing the Rape Intervention Program at St. Luke’s
Hospital in New York City, where we have
integrated support from the community itself

and from the hospital staff. Our program was
developed through the efforts of individual

community members and women’s groups who
cooperated enthusiastically with representatives

from the staffs of Emergency Medicine,
Gynecology, Psychiatry, Nursing and Social

Services. A medical protocol was developed
and a corps of responsible volunteers were
trained to serve in an on-call system as

Advocates for the victims. The Advocate
provides immediate support and crisis coun-
seling for the victim during her Emergency
Room stay and help minimize the trauma of the

hospital experience.

Who Are the Victims and the Rapists?

Any woman can be raped. Rape is defined

as sexual intercourse without consent.^ It can
include sodomy or oral penetration; ejacula-

tion need not occur. Rape is the ultimate act

of violation of the self, short of murder, for it

denies the woman’s humanity. Victims range
over all social classes and personality types

and include an age range from infants to elderly.

The act is one of violence, intimidation, and
humiliation, the motivation behind which is

power over or aggression toward the woman.
In the past, myths about rape have served to

deny voilence, hostility, and aggression in rape

and instead have focused on blaming the woman
for seducing the criminal into what is distortedly

seen as a sexual act. Studies'^ have now shown
that aggression or power is the motive, while

also reporting that most rapists have more
normal sexual relations with their wives or other
women, while committing rape as a separate and
usually repetitive act. Recidivism is very high

among rapists^, often with increased violence

with each event. Most rapes are planned before-

hand. The rapist usually selects his victim at

random. He may attack suddenly or may estab-

lish some communication with his victim prior

to the attack as part of the rape plan. Rapists

do not usually attempt normal seductive sexual

engagement with their victims, and when they
act they do so violently. About one-third of

victims have some prior acquaintance with the
rapists or are raped by a relative. (Some rap-

ists operate by an elaborate “conning” of the
victim, such as those who prey on women in the
“singles” scene or at universities. These very
dangerous “con-artists” engage the confidence
of vulnerable women and even continue in an
apparent courtship before suddenly abruptly
becoming violent and raping and sodomizing the
victim. Women who are raped by relatives or
by someone they have trusted are very
emotionally traumatized and also may have
difficulty with legal recourse.) Almost half

of all rapists are sexually dysfunctional at the
time of the rape, e.g. they fail to ejaculate. The
absence of sperm therefore makes prosecution
more difficult. Most rapes are intra-racial. Al-

though most rape victims are selected at

random, in some instances victims seem to be
chosen because of some special vulnerability,

e.g. the elderly, physically ill, handicapped and
retarded.®

The evidence shows clearly that the victims

do not choose to be raped. Despite these facts,

however, mythologies about rape may be believ-

ed by both the victim and those around her
and lead to self-blame and to the victim’s being
shunned, avoided, or even given inadequate
care. Perhaps many people find it easier to

believe (falsely) that the victim had control
over the event rather than face how helpless

and powerless she was and we ourselves or our
loved ones might be. The victim may also blame
herself as a way of telling herself that she could
have anticipated and prevented the danger. It

is easier to fault the victim’s judgement or her
lifestyle^ than to face that rape is common in

our society and that even when using one’s

own best judgement a woman may be vulnerable

to this loss of autonomy. In our culture, men
and women commonly fantasize about mix-
tures or confusion of sex with violence, and
about women being treated in a depersonalized

controlled way. Fantasies of this kind are a very

different matter than acting upon such fantasies

in reality. However, since people often feel

guilty about these fantasies, when a woman is

actually raped there is a tendency to condemn
her as responsible for the loss of control. The
victim may find herself unsupported by family

and friends when she seeks their comfort and
wants to tell the disturbing story over and over.

She may thus feel increasingly isolated and de-

serted. Families often do not realize that

recovery from rape may take weeks to months
or longer and they get increasingly impatient
with the victim. Personnel in institutions, such
as the hospital and the court may be inadequate-

ly prepared to deal with rape victims and may
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multiply the original trauma and reinforce

destructive patterns.

The Psychology of the Rape Victim
All persons working with rape victims should

have some knowledge of the normal expect-

able psychological reactions of rape victims so

they are prepared to cope with the victim by
understanding her behavior and responding in a

supportive way. Education about the psych-

ological reactions of rape victims is provided for

all members of our hospital staff who are

involved with the victims. The psychological

reaction to rape traums is similar in kind to the

stress reaction seen in victims of any unpredict-

able, sudden, arbitrary and overwhelming crisis,

with some additional effects because of the

specific nature of the sexual assault.^ Some of

the acute symptoms are similar to those suffer-

ed by persons in an acute grief state who are

victims of a sudden, overwhelming loss, such as

symptoms reflecting disruption of normal
patterns of coping, regression to a helpless

state, and increased accessibility to suggestion.

The overriding trauma for victims of sexual

assault is the experiencing of a situation where
the victim has feared for her very survival. She
is often aware that she could have been murder-
ed, and she hais been confronted with her own
powerlessness, helpessness, and a loss of
autonomy and control over her life. In addition,

there has been an intrusion into her most
private personal body space. She often feels

there has been an attack on her very sense of

self. The nature of the loss may vary with the

individual and the circumstances of the assault.

The loss may involve a sense of invasion of

privacy, feelings of being vulnerable, intruded

upon, passive and helpless, or of being physi-

cally weak. Her self-esteem may be shattered

because she sees herself as unable to keep from
danger or prevent attack, or as having poor
judgement, as being defiled, or as unworthy of

respectful human treatment. During the rape

itself the victim may have responded

emotionally by being stunned, confused,
paralyzed with anxiety, or vigilant and cool.

All these are normal responses to a crisis, though
the victim is vulnerable to damaged self-esteem

if she perceives her behavior as having been
inadequate or abnormal. Immediatley after the

rape her patterns of emotional reactivity and
thinking are likely to gradually return. When she

is seen in the hospital in the hours after the rape

she is likely to be in what has been termed “the
acute impact phase.” Burgess and Holmstrom®
have described two categories of emotional
response in the hours to days after the rape;

both these categories are normal. The expressed

style may include evidence of acute anxiety,

fearfulness, sobbing, sense of relief, or displaced

anger or paranoia or other massive emotional
response. The controlled style may include

little evidence of distress and the victim may
appear calm, cool, and collected. ^ This latter

pattern may reflect denial, shock, or exhaustion,
and the victim may even comment “This will hit

me later.” Some of these latter victims were
often though to be malingering in the past and
therefore were not given adequate care. How-
ever, they have suffered severe trauma and
should be told that indeed it may hit them later!

Both the victims with the expressed and the

controlled style need acceptance and direct

reassurance that they are experiencing normal
reactions to the rape trauma. They need to

anticipate that their emotional response may
evolve over time, and that they may want to

seek help to deal with feelings and with reality

issues so that they can feel safe again. The
presence of a supportive person who can listen

and respond to the victim’s requests is especially

helpful in this acute phase to reduce the overall

trauma. In the acute phase, victims also may
express a variety of physical complaints, some of

which may be a guide to the parts of the body
that were assaulted.

In the week following the rape some observ-

ers have described a period of “pseudo-adjust-
menf’H in which the victim tries to return to

her normal life pattern and tends to reassure

herself and others that everything is back to

normal. However, insomnia, nightmares, phobic
symptoms, changes in relationships and some
degree of disturbance of functioning may
persist. Very often rape victims who have been
raped at home may try to move. This phase may
be followed by a longer phase of a year or more
in which feelings about the assault, the assail-

ant and the victim’s own reactions all have to

be resolved and reintegrated. During this last

phase the victim may be depressed and there

may be difficulty in functioning, she may also

be more self-blaming and more lacking in con-

fidence. Though these symptoms may be part of

a normal process of recovery, victims may want
to return to counseling at this time. Some pre-

liminary work at our rape intervention program
suggests that this reorganization process may be

more smooth, with less need for denial and pre-

mature announcing of recovery, if the initial

crisis is given more adequate support. Every

rape victim responds to the crisis with specific

problems based on the details of the assault

(e.g. if it involved specific forms of humilia-

tion and degradation, if it involved kidnapping

and prolonged attack) and based on her indivi-

dual life stage and the personal issues with which
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she was dealing at the time of the rape.^^ For
example, concerns about autonomy and the

ability to take care of herself are stirred up in

a woman who was in the process of making a

separation from her family, or in the elderly

single women. A women in an on going relation-

ship with a man will be concerned about his

reaction and the effect on their relationship.

Spouses often are traumatized by the assault

and are also thrown into crisis. Women may be
concerned about how to deal with their child-

ren. Persons with serious medical or physciatric

problems before the rape, or persons who have

suffered severe physical damage as a result of
the rape may have more difficulty in coping. A
later section of this article will discuss the coun-
seling process in detail.

Overall Organization of A
Hospital-Based Program

Organizing a hospital-based program for rape

victims required cooperation of persons from
several disciplines. At St. Luke’s Hospital, we
investigated our records and found that ten to

fifteen victims of sexual assault are seen each

month in our Emergency Room. We therefore

decided that a program was sorely needed. Key
persons from several disciplines were invited to

participate in the planning process. Representa-

tives from Gynecology, Emergency Medicine,

Psychiatry, Emergency Room Nursing and
Nursing Education, Social Services and Hospital

Administration were joined by representatives

from a group of volunteers. Representatives

from each department were able to educate
their own staff about our program. Staff

members assisted each other in interdisciplinary

teaching. There was a ripple effect in changing
attitudes toward rape victims throughout the

hospital. Many doctors and nurses gradually

expressed relief at being helped to cope with this

group of patients who had previously stirred

up considerable anxiety.

The Emergency Room is the usual point of
primary contact for the rape victim. She is often
brought in by the police or may be brought by
family or friends. She may be confused about
what she needs, she is facing a host of medical
procedures as well as decisions about legal

matters, and is in a state of psychological crisis.

At our hospital we recognize that the emo-
tional trauma is a very important health matter
and we make this the top priority of the treat-

ment approach. After triage, the victim is given

immediate privacy, rather than having to endure
a long public waiting period. The rape counselor
on call - at our hospital a trained volunteer who
serves as patient Advocate - - is called

immediately and stays with the victim through-

out her time in the emergency room. She
provides a humane presence, emotinal support,

and crisis couseling.

Unless there are serious medical injuries or

needs, the victim first has a chance to talk alone

with the Advocate. The gynecologist is then

called at a point that the victim understands
why the medical examination is recommended
and is feeling ready to face that examination.
We have found that victims, including those who
have not been previously examined, rarely refuse

what can be perceived as an unpleasant
experience when they have been adequately pre-

pared for it. The gynecologist takes a brief

medical history and performs a general medical
examination as well as the gynecological exa-

mination during all of which he/she gathers

evidence which is then available if the patient

decides to prosecute. The gynecologist also

provides treatment for prevention of venereal

disease and at times, provides pregnancy pre-

vention. The Advocate is usually present during
the examination and later spends time reviewing

the treatment plan that the physician has out-

lined, making sure that the patient understands
it and has asked whatever question she wishes.

Pediatric victims are usually seen by the

pediatrician rather than the gynecologist, and in

some cases are hospitalized. We have also seen a

few male victims of sexual assault, including

both children and adults. In our brief

experience, the female Advocate was helpful,

indeed preferred, since the assailant had been
male. In these cases we have adapted the
program that was set up for female victims for

the individual male case.

The Medical Examination in

the Emergency Room
The medical examination should follow a

standard protocol so that it is thorough and
provides for the collection of evidence. In our
hospital we have developed a sexual assault

form to guide the examination, as well as a pre-

packaged “sexual assault kit” to collect speci-

mens. (Some drug companies provide these
ready-made, but they are more expensive than

ones individually designed by the hospital.)

Written consent for pelvic examination for

adults is not required at our hospital, but we
require the patient’s consent to authorize
supplying specimens to law enforcement agents.

Sometimes patients may not have decided to

prosecute in the immediate aftermath of the

rape; therefore specimens are collected in every

case and held for thirty days at the hospital (so

that the victim can later authorize turning over
the kit if she so wishes). After collection, the

sexual assault kit is sealed and signed for in

Alaska Medicine. July 197H Pafne 5

1



transfer, and all slides have been labelled with a

diamond pencil in order to maintain the “chain
of evidence.” Before initiating the examination,
all the procedures in the examination should be
explained by the physician. It is also useful to

keep the patient informed and reassured

throughout the examination. In our program,
the Advocate is usually present to help calm the

patient during the examination. History-taking

by the physician allows the development of
rapport. It should be confined to the informa-
tion needed for appropriate examination and
treatment. The physician is not called upon to

judge whether the patient was indeed raped, but
rather to report his/her medical findings. Infor-

mation about sites of penetration, menstrual
history and data to evaluate possibility of preg-

nancy are necessary (L.M.P., contraception).

The physician should also enquire about a

history of drug allergies and take a general

medical history. The general physical examina-
tion is very important and should include

examination for foreign material, bruises,

lacerations and tender areas. Any injuries must
be appropriately treated. Torn clothing and
clothing which is semen-stained is collected

and included in the final sexual assault kit pack-
age. In our locale, the police Sex Crimes Unit
can be called to take photographs of brusises

and contusions, both immediatley in the Emer-
gency Room and after a couple of days when
discoloration is more prominent. Pelvic

examination should be complete. If the patient

has bathed or douched, this will reduce chances
of successful evidence-collection; examination
should nevertheless be performed. The entire

external genitalia should be inspected for

trauma and smears should be made of suspicious

secretions. A Woods lamp is useful to detect

semen externally. A water-moistened, non-lub-

ricated speculum must be used for inspection

of vagina and cervix, with careful search for

tears and for seminal fluid. A thorough bimanual
examination must be done and can detect

adnexal pathology and an enlarged pregnant
uterus. A wet mount of material from the fornix

and from areas of seminal fluid should be care-

fully examined immediatley for motile sperm. In

addition, smears should be made and swabs
taken for a gonococcal culture. A vaginal pool
aspirate for acid phosphatase (an enzyme in

semen) is taken and may detect semen in small

amounts, even from the non-ejaculating rapist.

Smears and swabs of throat and anus are

indicated in specific cases where these sites have
been attacked. Pubic hair combings for foreign
hair are usually taken by the patient with the
Adovcate’s assistance. V.D.R.L. and a pregnancy
test are taken as baseline measures and must be

repeated at the follow-up visit. In discussing

treatment, the options should be respectfully

explained to the patient. At our hospital, we
usually institute treatment to prevent
gonorrhea and syphilis (4.8 million units

Procaine, Penicillin I.M., plus 1 gram Probenecid
p.o. is given unless there is an allergic history,

which indicated that Tetracycline might be used
instead). Testing for resistant infections is

imperative at the one month or six weeks
follow-up visit. Tetanus Toxoid, or booster, is

also indicated at the time of the first Emergency
Room visit in cases with broken skin injuries.

Careful evaluation of the possibility that

the patient may have been impregnated by the

rapist should be done. The chances of being im-

pregnated by the rapist are statistically small,

but the psychological trauma that may occur
can be marked. The use of pregnancy prophy-
laxis is highly controversial. SeltzerlS feels that

use of Diethylstilbestrol (D.E.S.) is almost never
warranted in light of the risks of potential car-

cinogenesis and other damage to the possible

fetus and to the woman herself. At our hospital,

we do offer Norinyl (1 + 50, one tablet t.i.d. for

five days) to those patients who are in the high

risk group and feel they must choose pregnancy
prophylaxis. All patients are given a medical

instruction sheet when they leave the hospital

as well as information from the counselors.

Careful follow-up is important for victims of

sexual assault, though many hospitals report

that the medical rates are low. 16 Victims fre-

quently move their residence following a rape,

or avoid contact with the hospital because of

a wish to deny the rape or because of a pattern

of passivity and neglect of oneself that is precip-

itated by this trauma. Efforts at improved com-
munication between the patient and the rape

intervention team at our hospital, including

staff-initiated phone calls, has improved our fol-

low-up rate to some extent. In all cases, we re-

main respectful of the patient’s right and need
to control her own life and make her own de-

cision. We do let the patient know that for the

follow-up examination, we arrange an appoint-

ment with a female examiner who has had spec-

ific experience with rape victims, and this is

often preferred by the patient.

Pediatric cases are a special category. In our
locale, cases of sexual assault in persons under
18 must be reported because of child abuse laws.

In pre-menarchal children, where there is suspi-

cion of penetration, the patient may be elective-

ly hospitalized to perform a thorough examina-

tion under anesthesia. Children and adolescents

require sensitive psychological couseling work
and we routinely recommend that all families be

counseled. We are also instituting a group ther-
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apy program for adolescents. In some instances,
the assailant is another family member or family
friend. These cases are especially difficult and it

is important not to leave the patient feeling
guilty and responsible for the assault. Parents of
children and adolescents are likely to feel guilty
themselves and to feel they somehow should
have protected their children. A parent who is

guilty, who blames the child or sees the child as
damaged can cause further psychological dam-
age.

Details of counseling and crisis intervention
are discussed in the next section. The Advocate
provides the initial and most crucial crisis inter-
vention. She informs the patient about the med-
ical follow-up appointment and about the avail-

ability of both individual counseling and group
therapy meetings where they are available. The
social worker also initiates telephone contact
with all victims within a few days after the as-

sault to enquire about the victim’s emotional
state and remind her of her availability. In our
program, psychiatric consultation at the time of
the Emergency Room visit is not routinely ad-
vised. Our experience is that within a program
that provides patient-Advocate support for the
acute crisis, psychiatric consultation was not
necessary, except for about 1% of the patients.
In these cases, there was a serious psychiatric
problem, such as the presence of an acute psy-
chosis which antedated or was precipitated by
the rape or a need to evaluate suicid^ thinking
or severe depression.

Practical Counseling Considerations - -

The Advocate Role
Most medical programs try to provide rape

victims with some form of counseling or referral
to counseling agencies. Our program begins by
providing immediate crisis intervention with the
goal of preventing further trauma by means of
this early intervention. The Advocate who es-

corts the patient throughout her Emergency
Room stay is the therapeutic backbone of the
program. We provide immediate support and
crisis intervention so that the overall trauma is

minimized and the victim is helped to recover
her self-esteem and return to normal functioning
as soon as possible.

The Advocate listens to the victim’s feelings,
recognizes and acknowledges her reactions, and
helps her to identify her needs. The Advocate
is knowledgeable and may be able to provide
direct help or information (including written
material about psychological reactions to rape
and about medical care for both the patient
and her family). This helps the victim to feel
more safe and more in control. While those in
the environment of the rape victim may not al-

ways be supportive, the Advocate helps mobilize
them by talking with accompanying loved ones
and helping them to deal with their own feelings
and myths.

Advocate Training
Our volunteers are eager for the opportunity

to work with victims and have been completely
reliable in remaining at their telephones when on
call and in responding promptly when called.
The initial training and the monthly follow-up
meetings help provide adequate support and op-
portunity for ventilation of feelings and for
feedback so that the volunteers are well inte-
grated into the functioning of the Emergency
Room. Volunteers have derived satisfaction
from this opportunity to help other women in

a very tangible way, meeting their own indivi-
dual ideals of service or of feminist sisterhood.
(Though our group includes many women who
would identify themselves as feminists, we have
been clear in training that women who have
been raped should not have one’s own political
agenda or consciousness-raising imposed on
them.) Before the actual training the volunteers
are screened so that they are acceptable to the
hospital volunteer department and to the pro-
gram itself. The all-female volunteer group in-
cludes members of religious and other commun-
ity groups, members of a feminist health col-
lective, graduate students and medical students
from the nearby university, as well as profes-
sionals such as teachers, ministers, and social
workers from the community. Most are middle
class, educated, young white women, with
blacks. Orientals, Hispanics and older women
constituting a small minority. Several have had
other previous peer counseling or volunteer
experience. About 20% have had some personal
experience of their own in the past with sexual
assault or violence. After the initial training
program, the volunteers and the professioncil
supporting staff meet regularly every month.
This provides a very important opportunity for
case review, continuing education and contin-
uing evaluation and improvement of the pro-
gram. The meetings are a crucial way to provide
mutual support for this stressful work and an
opportunity to express feelings about this stress,
so that the empathic capacities of both the pro-
fessionals and the volunteer staff are maintained.
The active participation and feedback of the vol-
unteers is another crucial feature in maintaining
quality of the care that they give to the patients.

Counselors are initially trained in small
groups in an intensive two day weekend program
that covers several areas: the myths and facts
about rape, exploration of personal attitudes,
phychological reactions of rape victims and their
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BOTENTPACKAGE INSERTS:A
CONCEPT WHOSE TIMEHAS COME?

The consumer’s right to know is an ir

reversible and desirable trend of the

Seventies. It extends, and properly, to a

patient's right to know more about his

or her prescription medicatiotis. (hw
way, gaining favor, is through patient

package inserts. Wisely-prepared and
properly distributed when medically in-

dicated. they could markedly improve

patient knowledge and drug therapy—
laudable goals by anyone’s standards.

The PMA endorses these goals and
will work with government, the health

professions and consumers to achieve

them.

The Advantages

The concept holds promise of benefits;

better patient understanding of the

product prescribed, better adherence

to the treatment plan, and more aware-

ness of possible side reactions.

Every doctor has had patients

who fail to finish antibiotic regimens

because they feel better. Some patients

assume that if one tranquilizer or

analgesic is good, two may be twice as

good. Still others fail to report dizzi-

ness while on antihypertensive therapy

—and so on.

Problems like these might arise

less often if the patient received writ-

ten information in addition to verbal

instructions. Some studies suggest
that patients are more receptive to

such materials, and they more often

understand the verbal instructions and

follow them, when inserts are used.

The Disadvantages

There are also some potential prob-

lems. Obviously, the inserts must be

clearly phrased, without extraneous or

complex detail. How much information

is enough? How can it be kept current?

Should all patients receive the same
information? Should inserts be in-

cluded with all drugs? Should only

potential problems be listed or are

patients better off with a “fair balance”

presentation that describes usefulness

as well as drawbacks?

These and similar questions

require answers, since model inserts

have yet to be properly developed and

tested. Despite the need for these

studies, the FDA is proceeding pre-

maturely with inserts on selected

products. We think the Congress is the

only place where the matter can be

given the proper legal status and
direction, particularly since it repre-

sents a conceptual change in the legal,

medical and social framework of the

nation’s prescription drug information

system.

The Solution

The PMA believes that carefully-

devised pilot studies of various kinds

of inserts are needed. They should be

developed and implemented with full

participation by doctors, pharmacists,

consumers, communications experts

and the drug industry. Such studies

will provide reliable pathways to

follow, so that inserts will be useful

aids to medical practice.

And particularly we think that

you should be closely involved in this

debate and in these studies and deci-

sions. Otherwise, people with less

experience and qualifications may
control the purposes, content and use

of a tool with considerable promise for

improved patient care. It could make a

difference in your practice tomorrow,

and more importantly, in the health

of your patients.

DMK
THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION

1155 FIFTEENTH ST, N W, WASHINGTON, D C 20005



families, principles of crisis counseling, the med-
ical examination, principles of gynecological

treatment and evidence-gathering, and aspects of

the legal system and the law enforcement role.

We also cover many practical matters that may
be of concern to the victim, and give the volun-

teers first-hand experience about the nature of

the functioning of the hospital Emergency
Room, its procedures and its staff members, so

that the volunteers can function within this sys-

tem. We utilize videotapes, films, discussions,

active participant exercises, such as sensitivity

training and role playing, to teach content, to

clarify feelings, prejudices and fears, and to ap-

ply what is learned. Each counselor is also pro-

vided with optional study materials and with
written information sheets which she can bring

with her to the Emergency Room when she is

called and even share with the victim and the

victim’s family, if she so chooses. The training

process has intense emotional impact and it is

this shift in attitudes within the context of a

group training process that enables the Advocate
to identify effectively with the victim while

being calm and supportive rather than judgemen-
tal. The Advocate uses both her interpersonal

skills, which have been refined by the training,

and the factual knowledge she has gained to

provide support for the victim. The training

program is a combined effort of the profes-

sionals from the various disciplines involved and
representatives from the corps of trained volun-

teers, some of whom were involved in the ini-

tial founding of the program.

Follow-Up Counseling
Follow-up counseling is provided on an op-

tional basis for victims by psychiatric social

workers participating in our program who have
been trained in this specific area. The social

worker calls the victim within a few days if she
has not initiated contact on her own, and en-

quires about her condition. About three-quar-

ters of the victims have wanted some subsequent
contact with these counselors, either by tele-

phone and/or by direct interview. The goal of

this counseling is to return the victim to her pre-

vious level of functioning. This may involve

continuing the crisis intervention work and
dealing with specific issues aroused by the occur-

rence of the rape.l 3 xhe social worker may also

coordinate other aspects of care, for example
medical follow-up, use of community resources

or working with law enforcement agents. Meet-
ings with families (spouses, children, parents) are

often requested and are provided. Usually, more
frequent sessions or csdls in the first several

weeks are followed by occasional telephone
contact intermittently for months. At the time

that a victim may have to go to court, should
she prosecute and the assailant be found, she
may require some special support because of the
resurgence of feelings that these events may
bring. One woman who had been through our
program, however, reported that she was in a

much better position to handle her own feelings

at the time of the Grand Jury presentations than
were the other half-dozen victims of this single

assailant who had not had Advocate support
during the initial crisis. She felt that this help in

the acute phase had enabled her to acceop the
unpleasant reality of the rape experience, and to

integrate it into her life without feeling that she
herself had been damaged. She was able to pro-

vide support for some of the other victims and
to refer others to our program.

In summary, a comprehensive, hospital-

based program for providing medical treatment
and immediate psychiatric intervention and sup-

port for rape victims has been described. Such a

program can do much toward mitigating the

effects of the trauma of sexual assault on its

victims, and help them to return to normal
productive lives.

Footnotes
1. This article was prepared with the assistance of Alan

Melowsky, Ph.D., who participated in the research

gathering in the field and in the editing process.

Ivan Strausz, M.D., F.A.C.O.G., Co-Director, St.

Luke’s Hospital Rape Intervention Program, com-
mented on the gynecological portion.

2. Anchorage Police Department, Charles G. Anderson,
Chief of Police.

3. Male victims of sexual violence are legally classified

as sodomy victims.

4. (a). “Rape: A Sexual Deviation,” A. Nicholas
Groth and Ann W. Burgess, Presented at the Amer-
ican Psychological Association September 5, 1976
in Washington D.C. (b). “Rape: Power, anger and
sexuality,” A.N. Groth, et al. Am. J. Psych., 134
(11): 1239-1243. Nov, 1977.

5. A 1973 study of 300 convicted rapists in New York
City found that 30% actually had a prior conviction
for the same crime. (Personal communication. De-
tective Terry Enterlin, Chief, Sex Crimes Unit).

Considering the difficulty in obtaining convictions
for rape, this is a formidible recidivism rate.

6. A small portion of rape victims in most studies have
had a previous history of sexual aissault. Michael
Soules, M.D., et al. in “The Spectrum of Alleged

Rape,” J. Reprod. Medicine, 20 (1): 33-39, January,

1978, report this to be as high as 24% of rape vic-

tims. They suggest that these victims may be living

in a social environment with a high incidence of

assault. Another hypothesis is that the initial as-

sault may damage these women’s capacity to dis-

criminate danger situations, thus making them more
vulnerable. Another hypothesis is that the women
signal their fear and vulnerability to attackers.

7. Every rape counselor encounters an occasional wo-

Page 54 Volume 20, Number 4



ciliietidine
How Supplied: Pale green, 300 mg. tablets in bottles

of 100 and Single Unit Packages of 100

(intended for institutional use only).

Injection, 300 mg./2 ml., in single-dose vials

in packages of 10.

SK&F LAB CO.
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Important data on the pain of acute cystitis:

InB7% of patients
studied [303 of 349],
Hzo Gantanofreduced
pain ancfdr burning
within 24 hours'
A controlled, multicenter study assessed the efficacy of

Azo Gantanol in relieving pain and/or burning associated with

acute urinary tract infection in

patients with at least 100,000
colonies per ml of a sulfonamide-

sensitive organism, usually f. coli.

In 87% of patients with initial

symptoms rated “moderate to

severe,” Azo Gantanol therapy re-

sulted in improvement within 24
hours.

hps

Fast pain relief plus effective antibacterial action

Hzo Gantanor
Each tablet contains 0.5 Gm sulfamethoxazole and 100 mg phenazopyridine HCI.

for for
the pain the pathogens

Before prescribing, please consult complete prod

uct information, a summary of which follows;

Indications; In adults, urinary tract infections

complicated by pain (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms

(usually E. coli, Klebsiella-Aerobacter, Staphylo-

coccus aureus, Preteus mirabilis, and, less fre-

quently, Proteus vulgaris) in the absence of

obstructive uropathy or foreign bodies. Note; Care-

fully coordinate /n vitro sulfonamide sensitivity

tests with bacteriologic and clinical response; add
aminobenzoic acid to follow-up culture media,. The

increasing frequency of resistant organisms limits

the usefulness of antibacterials including sul-

fonamides. Measure sulfonamide blood levels as

variations may occur; 20 mg/100 ml should be

maximum total level.

Contraindications; Children below age 12; sul-

fonamide hypersensitivity; pregnancy at term and

during nursing period; because Azo Gantanol con-

tains phenazopyridine hydrochloride it is contrain-

dicate in glomerulonephritis, severe hepatitis,

uremia, and pyelonephritis of pregnancy with G.l.

disturbances.

Warnings: Safety during pregnancy not established

Deaths from hypersensitivity reactions, agranulocy-

tosis, aplastic anemia and other blood dyscrasias

have been reported and early clinical signs (sore

throat, fever, pallor, purpura or jaundice) may in-

dicate serious blood disorders. Frequent CBC and

urinalysis with microscopic examination are rec-

ommended during sulfonamide therapy.

Precautions; Use cautiously in patients with im-

paired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate

dehydrogenase-deficient individuals in whom
dose-related hemolysis may occur. Maintain

adequate fluid intake to prevent crystalluria and

stone formation.

Adverse Reactions; Blood dyscrasias (agran-

ulocytosis, aplastic anemia, thrombocytopenia,

leukopenia, hemolytic anemia, purpura, hypopro-

thrombinemia and methemoglobinemia); allergic

reactions (erythema multiforme, skin eruptions,

Stevens-Johnson syndrome, epidermal necrolysis,

urticaria, serum sickness, pruritus, exfoliative

dermatitis, anaphylactoid reactions, periorbital

edema, conjunctival and scleral injection, photo-

sensitization, arthralgia and allergic myocarditis);

G.l. reactions (nausea, emesis, abdominal pains,

hepatitis, diarrhea, anorexia, pancreatitis and

stomatitis); CNS reactions (headache, peripheral

neuritis, mental depression, convulsions, ataxia,

hallucinations, tinnitus, vertigo and insomnia);

miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis

nodosa and L. E. phenomenon). Due to certain

chemical similarities with some goitrogens, di-

uretics (acetazolamide, thiazides) and oral hypo-

glycemic agents, sulfonamides have caused rare

instances of goiter production, diuresis and hypo-

glycemia. Cross-sensitivity with these agents may

exist.

Dosage: Azo Gantanol is intended for the acute,

painful phase of urinary tract infections. Usual

adult dosage: 2 Gm (4 tabs) initially, then 1 Gm
(2 tabs) B.I.D. for up to 3 days. If pain persists,

causes other than infection should be sought.

After relief of pain has been obtained, continued

treatment with Gantanol (sulfamethoxazole) may
be considered.

NOTE: Patients should be told that the orange-red

dye (phenazopyridine HCI) will color the urine.

Supplied: Tablets, red, film-coated, each contain-

ing 0.5 Gm sulfamethoxazole and 100 mg
phenazopyridine HCI—bottles of 100 and 500.

<
X Roche Laboratories

ROCHE y Division of Hoffmann-La Roche Inc

/ Nutley, New Jersey 071 10
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tolazamide,Upjohn

Please contact your Upjohn representative for additional product information.

Upjohn
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man who took risks that seem foolish or self-de-

structive or neglectful. Each person has the right to

decide on her own lifestyle (there is a price for cau-

tion too). Even a self-neglectful or self-destructive

woman never truly antisipates the actual real-life

traumatic effects of a rape.

8. (a). The Rape Victim, by Elaine Hilberman, M.D.,

Basic Books, 1976. (b). Also see “Crisis Interven-

tion and the Investigation of Forcible Rape” by
Morton Bard and K. Ellison, The Police Chief, 41:

5, 68-7 3, May, 1974. This article is also reproduced
on pages 165-171 of “Rape and Its Victims: A Re-

port for Citizens, Health Authorities, and Criminal

Justice Agencies.” Prepared by Center for Women’s
Policy Studies, Washington D.C., April, 1975. Cop-
ies are available from the Law Enforcement Assis-

tance Administration, Washington, D.C. 20531.

9. (a). Rape: Victims of Crisis, by Ann W. Burgess and
Lynda L. Holmstrom, Robert J. Brady Company,
1974. Also see (b). “Rape Trauma Syndrome,”
American Journal of Psychiatry, 131: 9, 1974,

pp. 981-985, by the same authors.

10. In Soules’ study, also cited in footnote 6, 73% were
classified as calm. Note that this initial calm is not

necessarily correlated with a smooth recovery.

11. “Patterns of Response among Victims of Rape,” by
S. Sutherland and D. Scherl, American Joprnal of

Orthopsychiatry, 40: 3, 503-511, April, 1970.
12. The pseudo-adjustment pattern may be more strik-

ing in victims who feel more intense shame about

being raped and in victims whose personalities have
an investment in being in control, being responsible
and performing well, and in victims where the en-
vironment is very unfavorable to catharsis.

13. “The Rape Victim: Psychodynamic Considera-
tions,” M. Notman, and C. Nadelson, American
Journal of Psychiatry, 133: 4, pp. 408-413, April,

1976.
14. Among the materials thay may be useful in this kind

of training include a series of audiotape cassettes

put out for nurses working with rape victims by the
Trainexx Corporation, P.O. Box 1116, Garden
Grove, California, two films on medical care of the
rape victims including “The Rape Examination” put
out by Abbott Laboratories and “Management of
the Sexually Assaulted Patient” produced by the
University of Washington and available from the
Health Sciences Learning Resource Center, T-252,
Health Sciences Building, 5B56, Seattle, Washington
98195, and a film in the process of being produced
covering the spectrum of Emergency Room care,

“You Make a Difference,” produced by Gail Abar-
banel. Director of Social Services, Santa Monica
Hospital Medical Center, 1225 15th Street, Santa
Monica, California.

15. Vicki Seltzer, M.D., “Medical Management of the

Rape Victim,” Journal of the American Medical
Women’s Association, Vol. 32, 4, 141-144 (April,

1977).
16. Medical follow-up rate in Soules’ study (footnote 6)

was only 6%.

JOIN US.

We can do
much more
together.
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CONGENITAL THYROID DISEASE

DETECTED BY SCREENING PROGRAM

Jon Lyon, M.D.

David A. Spence, M.D.

Screening an entire population for a particu-

lar disease is effective whenever three conditions

are met: ( 1 ) the disease under consideration is

of sufficient frequency or severity; ( 2 ) there is

an accurate, affordable screening test; and (3)

there is effective treatment for the condition

once it is detected. Congenital hypothyroidism
(cretinism) meets these three criteria. There-

fore, since October of 1975, all Alaskan new-
born infants from whom the heel stick blotter

card has been taken have been screened for con-

genital thyroid disease. Following are case

descriptions of two of the five infants in whom
thyroid disease has been detected through this

screening program.

Case I: Congenital Hypothyroidism
Baby girl T was born 10/12/76. Preg-

nancy and delivery had been uncomplicated
with the exception of a partial placental tear

and infrequent, late fetal heart decelerations

Abbreviations used in this Article;

mg/dl = micrograms per deciliter (per 100 milliliters)

ug/dl = micrograms per deciliter

uU = Micro units

T4 = thyroxine hormone
T3 = tri-iodothyronine hormone
cms = centimeters
ml = milliliter

TSH = thyroid stimulating hormone
TBG = thyroxine-binding globulin

Normal Range for Laboratory Values;

T4 ; 6.0-13.7 ug/dl

T3 ; resin uptake; 25-30%
TSH; less than 7 uU/ml
TBG; 10-26 mg/dl

in the latter part of labor. Mother is a 17
year old girl. Gravida I, Para I. Family
history was negative. Apgars were 7 at one
minute and 9 at 5 minutes. Gestational age

was estimated to be 38 weeks with a birth

weight of 8 lbs. 6-V2 ozs, head circumference

of 36.5 cms, length of 58.5 cms.

Nursery physical exam was noted as

entirely normal. Throughout the nursery

stay there were no significant variations

from normal newborn behavior. She fed

well, taking 1 to 1-^2 ozs. of formula. A
single low axillary temperature of 35.6

degrees centigrade was recorded. Mild

jaundice with a total bilirubin of 7.4 mg%
was noted at 2 days of age on discharge

examination. Metabolic screening, including

T4 was obtained per usual newborn routine

at discharge.

At two weeks of age (10/26/76) a

routine office visit to her pediatrician was
made. She was taking more than 20 ozs. of

formula a day and had gained weight to 8

lbs 12 ozs. Stooling pattern was normal.

The pediatrician noted that the mother felt

she was a peaceful baby who slept 4 hours at

a time and all night long. Her mother
related that she was getting lots of rest.

Physical examination was noted as normal
with the exception of a small umbilical

hernia. Repeat metabolic screening was
obtained per usual office routine.

On 11/22/76, a report came from the

state metabolic screening program that the
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baby’s T4 was less than 1 ug/dl and TSH
more than 100 uU/ml. The mother and

baby were contacted and seen in the pediat-

rician’s office. The mother related that she

was continuing to be a peacful baby and was
now sleeping up to 12 hours at night.

Stooling had continued to be normal. On
physical examination the weight was 10 lbs.

10-*/2 ozs. She appeared to have a thick

tongue, her cry was hoarse, and the unbili-

cal hernia was still present. Her tone was re-

ported as normal and she had obtained

appropriate milestones for age. Synthyroid
was begun at a dose of 50 micrograms per

day. On a serum specimen obtained the

same day the T4 was 0 ug/dl, the TSH was
greater than 50 uU/ML, but there was
insufficient serum for the T3 resin uptake
test.

The baby has been maintained in euthy-

roid state on Synthroid. Her most recent

checkup at one year of age showed her

growth and development has continued to

be normal.

Case II: Thyroxine-Binding
Globulin Deficiency

Baby boy J was born 11/6/76. Preg-

nancy and delivery had been uncomplicated.
His mother is a 26 year old Gravida H, Para I

Ab I. She had a past history of an asympto-
matic thyroid nodule which had been re-

moved, otherwise the family history was
negative. Apgars were 8 and 9. Birth weight

was 7 lbs. 13 ozs. Head circumference 36.5
cms. Length 53 cms. No abnormalities were
noted on admission or discharge examina-
tion and the nursery course was considered

entirely normal. He was breast fed. Meta-
bolic screening was ordered per usual nur-

sery routine, however, it was not appropri-

ately processed and consequently was not
sent to the state metabolic screening lab-

oratory.

At two weeks of age (11/20/76) a rou-

tine office visit was made to his pediatrician.

The mother had changed to formula feedings

which the baby was taking quite well, and he
was gaining weight. Stooling, sleeping be-

havior, and physical examination were all

considered normal. Metabolic screening was
obtained on this visit.

On 12/24/76, a report came from the

state metabolic screening program that the
baby’s T4 was 3.3 ug/dl. TSH report was
pending. The mother and baby were con-
tacted and seen in the office. Review of
systems and physical examination were nor-
mal. He was begun on Synthyroid 50 micro-

grams per day. A T4 obtained the same day
was 2.6 ug/dl.

On followup one week later the mother
reported no behavior changes with the ex-

ception that he was perhaps slightly more
wakeful at night. A repeat of T4 was ob-

tained and was 4.7 ug/dl.

On 1/17/77 a letter from the metabolic
screening program reported that the original

TSH was 2 uU/ml and a T3 resin uptake was
45.5%. At that point, since the diagnosis of

primary congenital hypothyroidism was
ruled out by the normal TSH level, the Syn-
thyroid was discontinued over the next two
weeks without any observable clinical

change. On 2/3/77, off all medications for

one week, T4 was 2.4 ug/dl, T3 resin uptake
40%, and TSH 11 uU/ml. The tentative

diagnosis of thyroxine-binding globulin de-

ficiency was confirmed when a thyroxine-

binding globulin level returned at 7 ug/dl

(normal 10 to 26). He has been continued
on no medication and at last visit, age one
year, growth and development have contin-

ued to be normal.

Discussion of Cases

Case I is a classical example of congenital

hypothyroidism. The lack of, or subtleness of,

signs and symptoms to suggest the diagnosis in

early examinations is not unusual. A large pos-

terior fontanelle (more than 0.5 cm), an umbil-

ical hernia, hypotonia, lethargy, hypothermia,
decreased stooling, bradycardia, mottling, res-

piratory distress, edema, and hyperbilirubinemia
have all been cited as suggestive of hypothy-
roidism. The significance of several of these

symptoms, however, is easily overlooked as were
the umbilical hernia and hypothermia in this

case. The presence of normal or near-normal T3
during the first few months in affected infants

may explain this insidious onset of clinical mani-

festations. (Ref. 1)

The importance of early diagnosis and treat-

ment of congenital hypothyroidism is well es-

tablished. In a study by Klein (Ref. 2), if hypo-
thyroid infants were treated before 3 months of

age, 70% had a IQ of more than 85; however, if

treatment was delayed until between 3 months
and 7 months, 85% had definite retardation.

Using this required screening test on newborn in-

fants, detection, diagnosis, and initiation of

treatment can readily be accomplished within

the first 6 weeks of life.

Case II is an example of congenital defic-

iency of thyroxine-binding globulin. This

entity is entirely asymptomatic and is not
associated with any morbidity. It is inherited

in most cases as an X-Iinked dominant condi-
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tion. The deficiency of thyroxine-binding
globulin is reflected in a decreased total serum
level of T4 (i.e., protein-bound plus free) in the

presence of a normal TSH. In fact, there is a

normal level of free thyroxine. The current

importance of this condition is that for every 2

or 3 congenital hypothyroid cases picked up in a

T4 screening program, one case of congenital

TBG deficiency will be detected. (Ref. 3).

Clues to the correct diagnosis are that TSH is

normal, T3 resin uptake is elevated, and the

second T4 specimen will not be lower than the

original as it would be in untreated congenital

hypothyroidism. Confirmation can be made
by directly measuring thyroxine-binding
globulin, as was done in this case.

Discussion of Screening Program
The thyroid screening program is based

on a pilot study conducted in the Province
of Quebec where a thyroid screening test was
developed making use of the blotter card which
was already being collected for phenylketonuria
screening. (Ref. 4). During the initial 4 years of
operation in Quebec, there have been 212,000
newborns screened. This screening program has

made no false diagnosis and has shown preva-

lence rates for congenital hypothyroidism of 1

in 5,000 births. Subsequent refinements of this

screening method have included utilization

of a thyroid stimulating hormone (TSH) assay

from that same initial blotter card of blood for

those specimens which have abnormally low T4
values. (Ref. 5) This refinement has minimized
false positive screening results. This refined

screening test has been utilized for the past 2V2
years on Alaskan infants. During this time,

approximately 16,000 newborn infants have
been screened and there have been four (4) cases

of congential hypothyroidism detected. In

achieving this result there have been false

positive screening results on only six ( 6 ) infants

which necessitated a second specimen to be
collected in order to demonstrate normality. No
instances of false negatives (i.e., missed cretins)

have been reported to the Division of Public

Health during this period of time. The Amer-
ican Thyroid Association has published recom-
mendations (Ref.6 ) for screening programs for

congenital hypothyroidism. Alaska’s screening

program is in line with these recommendations.

Regulations

This test is required by Alaska Statute

18.15.200 on all newborn infants. It is the

responsibility of the attending physician or

nurse to assure that this test is obtained. Reg-
ulations have been developed and distributed in

April, 1978 for this screening activity and are

reprinted as Appendix I for the convenience of
the reader.

These regulations specify the time frame in

which this screening activity must be conducted.
Careful consideration has been given to the
timing of this single, required screening speci-

men. This time frame is based upon a composite
rationale for the six conditions screened for in

this procedure. Several of the conditions (galac-

tomsemia, methionemia, histidinemia) could be
detected in a cord blood sample. However,
these conditions are extremely rare with only
one or two cases of each occurring in every

100,000 births. Phenylketonuria can only be
reliably detected from a specimen from the new-
born who is at least 24 hours of age, so that the

phenylalanine level has had time to increase to

diagnostic levels in the serum of the newborn
infants. In the early years of PKU screening it

was felt important to establish milk feedings

prior to collection of this specimen. It is now
known, after 15 years of experience, that no
cases of phenylketonuria have been missed when
the blood specimen has been collected at or be-

yond 24 hours of life, regardless of milk intake.

The rate of false positives, however, is related,

especially for premature infants, to maturation
of their enzyme system in which case testing

beyond five days of age would be preferable.

These regulations as stated reflect the optimal
timing for a single specimen, baised on the as-

sumption that the collection of one specimen
on every Alaskan newborn is most likely to

achieve the greatest good for infants. Any phys-

ician who continues to feel it necessary to col-

lect a second specimen of blood, for example, at

two weeks of life, is welcome to do so. It is re-

quested, however, that these specimens be
labeled as “repeat examinations.” This repeat

examination will not supplant the specimen
which is required between the 1st and 5th day
of life.

Results

Timeliness of reporting of abnormal results

is of critical importance. Notification of screen-

ing positives by 6-7 weeks of life, as illustrated

in these two case histories, has been the experi-

ence in this program to date. Some reduction

of this reporting time is possible with careful

attention to the following procedures:

a) careful completion of all information on
the requisition slip;

b) daily mailing of specimens directly to

the Portland Laboratory;
c) all abnormal screening results will be re-

ported by telephone to Dr. Pauls or Dr.

Spence in Juneau who, in turn, will notify

by telephone the physician or public
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health nurse who has most immediate
access to the patient.

Though the present laboratory report does
not state the results of the T4 hypothyroidism
screening test, every blotter card specimen is

routinely checked for hypothyroidism. If there

is no notation on the report form, the screening

test was negative. In some cases, the T4 could

not be done due to insufficient specimen or the

specimen was too long in transit and unsuitable

for the T4 . In such instances, the non-perfor-

mance and reason is stated on the returned

screen test report. In all cases of abnormal
findings, the responsible physician is contacted.

The fact that the negative hypothyroidism
screening test results do not appear on the final

metabolic disorder screening report has been a

topic of appropriate concern to physicians.

Since this is a regional program (four states) and
uniformity of reporting format is necessary, this

change in the reporting procedure will be dis-

cussed at a four-state regional meeting in April.

The normal thyroid screening results will appear
on the report in the near future as required by
regulation.

Other Thyroid Conditions
Hypothyroidism which is secondary to pitu-

itary or hypothalamic dysfunction may be de-

tected by this screening program. The frequen-

cy of these secondary cases in Ontario’s program
has been 1 case in 70,000 births. Their T4
values are less than 4 ug/dl and their TSH values

are low to normal. With hypothalamic dysfunc-
tion TSH would rise in response to a challenge

injection of thyroid releasing hormone.
Other conditions such as dyshormonogenesis

and lingual or other ectopic thyroid locations

may be detected in this screening program.
Diagnostic thyroid scans using Technetium 99m
or ll23 are useful in differentiating these cases.
Since accuracy of diagnosis is the cornerstone
of prognosis and genetic counseling, thyroid
scans should be obtained in all cases prior to

initiation of treatment.

Diagnostic Testing

It is important to remember that serum for

definitive diagnosis must be collected prior to

starting therapy for any of the conditions being

screened for in this program. Definitive serum
testing through the Oregon Laboratory and thy-

roid scan (or even an inpatient workup, if neces-

sary) through the Handicapped Children’s Pro-

gram are available at no charge to the family.

Conclusion
This expansion of metabolic screening of

newborn Alaskans to include screening for hy-

pothyroidism has exciting potential for preven-

tion of mental retardation. The investment of
time on the part of physicians and nurses and
the investment of funds on the part of the

Division of Public Health ($2.50 per test) are

being well rewarded. Through screening of

16,000 newborns, four instances of retarda-

tion have probably been prevented by early

intervention.
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Foot Note for first page of article:

Gratitude is expressed to Stephen La Franchi, M.D. of
Portland, Ore. for his helpful review of this article.
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The Physician and Optimum Body Weight for

Junior High and H^h School Wrestlers:

Summary: A physician confronts the prob-
lem of assaying how much weight a prospective
wrestler may lose in the light of the immediate
pitfalls of rapid weight loss and the perceived
peril of future loss of adult stature and sketches
out a stratagem for arriving at an approximate
competing weight in a rapid and practical

manner.
Doctors are confronted every fall with pros-

pective competitors in junior high or high school
who need to have the Alaska High School Ac-
tivities Association Health Examination Form
filled out and signed. This stipulates for wres-
tling that the examining doctor answer, “Yes”
or “No” whether weight loss is to be permitted
to make a lower weight class and if the answer is

“Yes,” that a definite number of pounds be
written in which may be subtracted from the
weight stated on the top part of the form and
obtained at the time of the examination.

It is a pregnant question to answer, “How
much weight may the growing adolescent lose?”
It begs to be defined not from the would-be-
wrestler’s frame of reference; to wit, at what
achievable weight will I compete most success-

fully, but medically in reference to what weight
will play no havoc with the wrestler’s greatest

vigor, strength endurance and the prospects for

his realization of his expected adolescent growth
through the years of his growth spurt. There is

the even more pragmatic question of what tech-

niques or calculations might be available to

estimate, short of an “eyeball” guess, the num-
ber of pounds that might be lost. A brief liter-

ature search discloses (1-10) quite a modest
outpouring of articles on this rather specialized

area of sports medicine.

Physicians instinctively grasp that if weight

John Tower, M.D.

is to be lost at all in one competing in such a

strenuous sport it must be in the form of fat

lost slowly without sudden perilous loss of body
water and salt. He also knows from his daily

fray with the obese that the simple anthro-

pometric indices of height and weight and their

standards for age are no accurate measure of
adiposity. The doctor who acts as team wres-

tling physician appreciates that most experi-

enced wrestlers are as a lot lean in comparison
to their peers.! l

)

Although there is lively research interest in

measuring “lean body mass” and “body fat” in

athletes of all stripe, including wrestlers, even

the sophisticated methodologies invoked like

body densitometry by underwater weighing,

40K whole body counts, and complex anthropo-

metric modes requiring many different diameter

and circumference measurements all show un-

predictable errors in the range of 5 - 10% and
quite marked specificity to the population sur-

veyed.! 2, 3 ) None of these methods are remote-

ly feasible for mass screening of high school

wrestlers.

Tcheng and Tipton! 4) in their Iowa Wrest-

ling Study derived probably the most valid

formula for the prediction of a “minimal”
body weight of what percent of the wrestler’s

body weight is fat weight. Then to subtract the

estimated body fat percentage from the desired

5% body fat, to mulitply this by the subject’s

current weight in pounds, is easy. Viz.; esti-

mated body fat (15%), minus desired body fat

(5%), equals 10 multiplied by current weight in

pounds (155) equals 15 pounds fat that may be
lost given sufficient time.

Dr. Nathan J. Smith, Pediatrician, Nutri-

tionist and Professor on the faculty of the
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University of Washington, describes this strategy

in his excellent book, FOOD FOR SPORT. (5)

In his example the wrestler constructs a graph

with his actual weight at the left hand ordinate

and desired competing weight at the right hand
abscissa separated by the number of weeks to

the wrestling season. (See graph.) Dr. Smith
recommends that the rate of weight loss not

exceed three pounds per week and that it be
accomplished by using a 2,000-calorie-a-day

diet coupled with daily two-hour strenuous

workouts so that fat will be consumed but at

the same time muscle built. It requires a deficit

of 3,500 calories to use up a pound of fat and a

surplus of 2,500 calories to build a pound of

muscle.

The mechanics of making this fat estimation

hinge on procuring a skin fold caliper and be-

coming acquainted with its use. These are of

two varieties, the Lange (U.S.) and the Heirpen-

don (U.K.). The latter is available from the

Quinton Scientific Co. in Seattle for $150. It

is quick work to measure and record the triceps,

subscapular, supra-iliac and periumbilical fat

thickness with a skin fold caliper, total these

data and get their mean. (6)

I believe that the data of Tcheng and Tipton
specifying the mean fat thickness of each
championship weight category should be avail-

able and used as the 5% fat thickness. (4

)

Weight Class High School (lbs.) Mean Skin Fold (mm.)
109 and below 5.53

110-119 5.84

120-129 5.85

130-139 6.47

140-149 6.42

150-159 6.92

160-169 7.16

170-179 7.46

180-189 10.25

190 and over 16.0

Example: Measured means of subscapular.

triceps, supra-iliac and abdominal skin folds in

a 155-lb. boy in October, 22.0 minus 5% fat

level for championship 155-lb. wrestlers 6.92 =

15% estimated body fat. Fifteen percent esti-

mated body fat minus 5% desired body fat =

difference of 10% of 155-lb. body weight
= 15 lbs. Strategy: 2,000-calorie well-balanced
diet a day combined with five-day-a-week, two-
hour-a-day endurance and weight workouts to

permit 2 -lb. weight loss a week with some regain

of weight over the Christmas holidays to arrive

at January wrestling season fit and weighing 145
lbs., (a weight loss of 15 lbs. fat with the forma-
tion of 5 lbs. increased muscle bulk.)

Example: Measured mean of a 200-lb. foot-

ball player after the last game in October 21.0

mm., minus 5% fat level for championship 190
and over wrestlers 16.0 mm. equals difference

of 5% or 200 lbs. = 10 lbs. The athlete could
lose to 190 lbs. but should wrestle in the heavy
weight category and not below 185 lbs.

The skin fold calipers are easy to use repro-

ducibly, particularly in a fit population like

prospective wrestlers. One picks up the fold of
skin to be measured, usually in the vertical

plane, with the thumb and forefinger of the left

hand so that a good fold of skin and subcutan-
eous tissue is raised up. The calipers are pressed

apart with the right hand, then the trigger finger

is released so that the calibrated tension spring

in the calipers compresses the caliper tips just

below the left hand supporting the ridge of skin

and several readings are taken. These usually

average out between .2 and .4 mm. By conven-
tion in the United States the readings are taken
on the left.

Triceps: Arm is placed in a relaxed but

extended dependent position and a vertical skin

fold taken half way between acromium and ole-

cranon is measured.
Scapula: An oblique fold running parallel

to the axillary border of the inferior angle of
the scapula is measured.

Supra-iliac: A vertical skin fold is measured
at the site midway between the crest of the

ilium and the twelfth rib at the mid-axillary line.

Abdominal: A horizontal skin fold is mea-
sured approximately 2.54 cm. from the center

of the unbilicus.(4

)

The Anchorage School District junior high

and high school wrestling coaches seem com-
mitted to maintaining the optimum health of

their wrestling charges and would welcome help

from physicians who may volunteer to act as

team physicians and who might with their exper-

tise advise a wrestler what his minimal wrestling

weight may be before the wrestling season in

time enough that weight may be slowly and ju-

diciously lost.(5) They are aware of the reputa-

tion of wrestling as the “largest internal water
sport” in the United States(4) and know from
their own past experience of making weight by
sweating in saunas, vomiting, starving themselves

and thirsting that this may well be done by their

wrestlers in an excess of zeal to wrestle in a

lower weight class.(i. 7, 8, 9) The use of sauna
and wet suits for this purpose is proscribed in

junior and high school. The wrestling coach,

however, has the dilemna of having to provide

16 weight classes in junior high and 12 in high

school or risk a penalty point loss for each class

not represented on his team. Unfortunately,

the weight classes for junior high and high

school wrestling! 7) (l) (8) do not correspond to

the frequency distribution of male students
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which fits a characteristic bell-shaped Gausserian

distribution curve with the mean of approxi-

mately 145 lbs. and a standard deviation of 21
lbs. Accordingly(8 ), 75% of the prospective

wrestling team ( wrestlers) would be expected
to fall within 50% of the(6) of the weight divi-

sions. Only 1 of 12 would naturally fall into 5

of the lower weight divisions. This is a decided
force acting to coerce the wrestler to compete
below his optimum weight.

Described herein is a rather simple and quick
system for providing the prospective wrestler

with an optimum weight to achieve by January,

the start of the wrestling season. If this deter-

mination could be made in October, enough
time is at hand for the wrestler to lose weight in

the form of fat but to train and condition him-

self so that he relatively more muscular and fit

and ready to wrestle at the start of the season,

not requiring any 5 to 10% quick weight loss to

make weight. An interested physician who
could adopt himself as on-going team physician

to the same team over a period of years could

also mediate exceptions to the optimum weight

that seemed justified and by serial measurements
ensure that the competitors through their junior

high and high school years were indeed gaining

weight and growing taller by expected amounts
and not compromising their expected adult

stature.
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Features

PRESIDENT’S PAGE

Next year’s Annual Meeting will be in Sitka

in late May or early June. Dr. Robert Taylor of

Fairbanks has agreed to be the Convention

Chairman. Dr. Edward Spencer of Sitka has ag-

reed to be the local contact person. We will try

to have a balanced format of business, medical-

scientific lectures, other subjects for lectures,

and time for fun. I appreciate the suggestions

received on the returned annual convention

questionnaires.

One physician suggested we do away with

the Annual Meeting. He is a local colleague and
he is not a frivolous fellow. Are there others

who feel the same? Let me know.
I hope Rod Wilsom will present an anadysis

of the new malpractice law. MICA stays as long

as it does a prescribed share of the business, and
commercial companies may enter the Alaska

market. Physicians may go bare if they wish.

The Medical Advisory Panel has been retain-

ed. Although Dave Beal has already sent a letter

to each doctor pointing out the importance of

this panel, I would like to emphasize this. I be-

lieve that physicians are the only ones who can

properly evaluate the nuances of medical mal-

occurance, and assign responsibility fairly. It is

very important that we be willing to serve when
called, and that we do a good job. I am not sure

there is any evidence that medicEil screening pan-

els are helpful (although I believe they should be
very helpful), but if this Alaskan experiment
fails, I do not want it to fail because of lack of

cooperation of the physicians.

You state Association has agreed to sponsor
the Medical Insurance Exchange of California

(MIEC) in Alaska. This means that this Califor-

nia doctor’s malpractice insurance operation will

sell insurance to Alaskan physicians, pending
approval by the State Director of Insurance, and
pending approval of the rates by your Associa-

tion.

I suppose every President has a major issue.

It looks like mine will be cost containment. I

am not sure what role the Association will play
-

- perhaps cost containment will primarily be a

hospitcil matter.

I received plenty of comments from doctors,

about a variety of things, in the annual conven-
tion questionnaire returns. Most of you have

AI Worrall, M.D.

plenty to say, and have strong feelings. How
about contributing your thoughts to “Alaska
Medicine”, either as a formal paper, or a letter

to the editor?

Most of us cannot comprehend the size and
shape of the government takeover, because it

happens little by little, tree by tree. Perhaps we
can get Win Fish to write an overview. I know
most of us want to do something to slow or stop

the takeover, but unless we understand the big

picture, we will not be effective. Much is writ-

ten on the subject, but most of what is written

concerns a specific tree in the forest, or presup-

poses a lot of background knowledge that most
of us do not have. We need a primer. How
about it. Win?

Not all of our members are happy about the

passage of the new malpractice law. An impor-

tant minority wanted things left alone, because

they were very happy with the original MICA.
I hope that they will not be adversely affected

by the new law.

Finally, a word about the 50 tor 60 doctors

who challenged the old law, at considerable risk

to themselves. I am by nature a compiler, and
do not advocate non-complience, but I believe

we will all be better off with the new mal-

practice law, and we all owe the non-compliers a

vote of thanks. I for one stand a little in awe.

I may begin my new life of non-complience
by no longer heeding the Editor’s bi-monthly

request for the President to write his page.
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BETH ISRAEL HOSPITAL CONFERENCE
& INSTITUTE PROGRAM

1979 WINTER SCHEDULE

FOURTH ANNUAL VAIL FAMILY
PRACTICE CONFERENCE
February 10 to 17, 1979
The Mark, Vail, Colorado

SECOND ANNUAL
VAIL UROLOGY CONFERENCE

February 10 to 17, 1979
Lion Square Lodge, Vail, Colorado

FIFTH ANNUAL
VAIL OB/GYN CONFERENCE

February 17 to 24, 1979
The Mark, Vail, Colorado

FOURTH ANNUAL
VAIL PSYCHIATRY CONFERENCE

February 17 to 24, 1979
Lion Square Lodge, Vail, Colorado

FIRST ANNUAL VAIL EMERGENCY
MEDICINE/CRITICAL CARE CONFERENCE

February 17 to 24, 1979
Kiandra-Talisman Lodge, Vail, Colorado

NINTH ANNUAL
ASPEN RADIOLOGY CONFERENCE

February 24 to March 3, 1979
Aspen Institute for Humanistic Studies

Aspen, Colorado

SECOND ANNUAL
VAIL CANCER CONFERENCE

March 3 to 10, 1979
Kiandra-Talisman Lodge, Vail, Colorado

FOURTH ANNUAL VAIL GENERAL
SURGERY CONFERENCE

March 10 to 17, 1979
The Mark, Vail, Colorado

FIRST ANNUAL
VAIL GERONTOLOGY CONFERENCE

March 10 to 17, 1979
Lion Square Lodge, Vail, Colorado

FOURTH ANNUAL VAIL INTERNAL
MEDICINE CONFERENCE

March 17 to 24, 1979
The Mark, Vail, Colorado

FIRST ANNUAL
VAIL PEDIATRICS CONFERENCE

March 17 to 24, 1979
Lion Square Lodge, Vail, Colorado

Inquiries should be directed to the parti-

cular meeting (e.g., Vail Ob/Gyn Conference),

P.O. Box 11366, Denver, CO 80211.

Brief Summary of Prescribing Informalion
Combined TEGOPEN* Icloxacillin sodium I

Capsules and Oral Solution
For complete information, consult Official Package
Circular. ( 12) TEGOPEN 9/1 1/73
Indications: Although the principal indication for cloxa-
cillin sodium is in the treatment of infections due to
penicillinase-producing staphylococci, it may be used to
initiate therapy in such patients in whom a staphylococcal
infection is suspected. (See Important Note below. I

Bacteriologic studies to determine the causative organ-
isms and their sensitivity to cloxacillin sodium should be
performed.
Important Note: When it is judged necessary that treat-

ment be initiated before defimtive culture and sensitivity

results are known, the choice of cloxacillin sodium should
take into consideration the fact that it has been shown to

be effective only in the treatment of infections caused by
pneumococci. Group A beta-hemolytic streptococci, and
penicillin G-resistant and pemcillin G-sensitive staphy-
lococci. If the bacteriology report later indicates the
infection is due to an orgamsm other than a penicillin

G-resistant staphylococcus sensitive to cloxacillin sodium,
the physician is advised to continue therapy with a drug
other than cloxacillin sodium or any other penicillinase-

resistant semi-synthetic penicillin.

Recent studies have reported that the percentage of

staphylococcal isolates resistant to penicillin G outside
the hospital is increasing, approximating the high per-

centage of resistant staphylococcal isolates found in the

hospital. For this reason, it is recommended that a peni-

cillinase-resistant penicillin be used as initial therapy for

any suspected staphylococcal infection until culture and
sensitivity results are known.

Cloxacillin sodium is a compound that acts through a
mechanism similar to that of methicillin against penicillin

G-resistant staphylococci. Strains of staphylococci resis-

tant to methicillin have existed in nature and it is known
that the number of these strains reported has been increas-

ing. Such strains of staphylococci have been capable of

producing serious disease, in some instances resulting in

fatality. Because of this, there is concern that widespread
use of the penicillinase-resistant penicillins may result in

the appearance of an increasing number of staphylococcal
strains which are resistant to these penicillins.

Methicillin-resistant strains are almost always resistant

to all other penicillinase-resistant penicillins (cross-

resistance with cephalosporin derivatives also occurs
frequently). Resistance to any penicillinase-resistant peni-

cillin should be interpreted as evidence of clinical resis-

tance to all, in spite of the fact that minor variations in

in vitro sensitivity may be encountered when more than
one penicillinase-resistant penicillin is tested against the

same strain of staphylococcus.

Contraindications: A history of a previous hypersensi-

tivity reaction toany of the penicillins is a contraindication.

Warning: Serious and occasionally fatal hypersensitivity

(anaphylactoid) reactions have been report^ in patients

on penicillin therapy. Although anaphylaxis is more fre-

quent following parenteral therapy it has occurred in

patients on oral penicillins. These reactions are more apt

to occur in individuals with a history of sensitivity to

multiple allergens.

There have been well documented reports of individuals

with a history of penicillin hypersensitivity reactions who
have experienced severe hypersensitivity reactions when
treated with a cephalosporin. Before therapy with a peni-

cillin, careful inquiry should be made concerning previous

hypersensitivity reactions to penicillins, cephalosporins,

and other allergens. If an allergic reaction occurs, the drug
should be discontinued and the patient treated with the

usual agents, e g., pressor amines, antihistamines, and
corticosteroids.

Safety for use in pregnancy has not been established.

Precautions: The possibility of the occurrence of super-

infections with mycotic organisms or other pathogens
should be kept in mind when using (his compound, as with

other antibiotics. If superinfection occurs during therapy,

appropriate measures should be taken.

As with any potent drug, periodic assessment of organ
system function, including renal, hepatic, and hemato-
poietic. should be made during long-term therapy.

Adverse Reactions: Gastrointestinal disturbances, such

as nausea, epigastric discomfort, flatulence, and loose

stools, have been noted by some patients. Mildly elevated

SGOT levels (less than ICiO units) have been reported in a

few patients forwhom pretherapeutic determinations were
not made. Skin rashes and allergic symptoms, including

wheezing and sneezing, have occasionally been encoun-

tered. Eosinophilia, with or without overt allergic mani-

festations, has been noted in some patients during therapy.

Usual Dosage: Adults: 250 mg. q.6h.

Children: 50 mg./Kg./day in equally divided doses q.6h.

Children weighing more than 20 Kg. should be given the

adult dose. Administer on empty stomach for maximum
absorption.

N.B.: INFECTIONS CAUSED BY GROUP A BETA-
HEMOLYTIC STREPTOCOCCI SHOULD BE
TREATED FOR AT LEAST 10 DAYS TO HELP PRE-
VENT THE OCCURRENCE OE ACUTE RHEUMATIC
FEVER OR ACUTE GLOMERULONEPHRITIS.
Supplied: Capsules— 250 mg. in bottles of 100, 500 mg. in

bottles of 100. Oral Solution— 125 mg./5 ml. in 100 ml. and
2(X) ml. bottles.
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WHEN YOU CANT RULE OUT STAPH,CONSIDER

TEGOPEN
(cloxacillin sodium)
“THE PENICILLIN OF TODAY”

Effective against nonpenicillinase-producing staphylococci,

beta-hemolytic streptococci, and pneumococci.f
fNOTE: TTie choice of Tegopen should take into consideration the fact that it has been shown to be effective only in the treatment
of infections caused by pneumococci. Group A beta-hemolytic streptococci, and penicillin G-resistant and penicillin G-sensitive
staphylococci. If the bacteriology report later indicates that the infection is due to an organism other than a penicillin G-resistant

staphylococcus sensitive to cloxacillin sodium, the physician is advised to continue therapy with a drug other than cloxacillin sodium
or any other penicillinase-resistant semisynthetic penicillin. The clinical significance of in vitro data is unknown.

10 times more active against strep than staph.

Well absorbed from the G.I. tract.^
Maximum absorption occurs when Tegopen is taken on an empty stomach, preferably 1-2 hrs. before meals.

Please see brief summary
for prescribing information.



COMMISSIONER’S PAGE

Commissioner Helen D. Beirne

Department of

Health and Social Services

I am pleased to have this opportunity to ad-

dress the members of the Alaska State Medical
Association and to outline for you some of the
priorities of the Department of Health and
Social Services in meeting the needs of the peo-
ple of Alaska. Since I assumed my position as

Commissioner in January of this year, I have
come to appreciate more than ever the absolute
necessity of developing and maintaining a com-
prehensive approach to health and social prob-
lems. This is a difficult task, and the Depart-
ment of Health and Social Services is complex
in parallel with the complexity of the people-
oriented problems we address; but 1 can hon-
estly say that I am thoroughly enjoying the chal-

lenge. The people of Alaska deserve all of our
best efforts, and applying the efforts of myself
and my staff to the resolution of human service

problems is very rewarding.

A comprehensive approach to human ser-

vice problems involves a wide range of commun-
ity services and institutional facilities which cut
across both health and social areas. It also re-

quires a continuity of care for the person in

need which provides for a choice of services,

movement within the system to meet changing
needs, and the closest possible integration of
the varied elements in the systems of care. Such
choice and continuity of care require a full

range of settings and services that are available

and accessible in suitable quality and adequate
quantity.

In planning for and evaluating the services

and facilities necessary to carry out a compre-
hensive human service program, the Department
is currently focusing on a wide range of support

services to provide alternatives to institutionali-

zation. We have most recently addressed the
issue of alternatives to long-term institutional

care in relation to Alaska’s senior citizens, con-
vinced as we are that the majority of individuals

would prefer to remain outside of the confine-

ment of an institution if possible. I would like

to describe briefly some of our findings.

Alaska’s senior citizens prefer to remain
independent and self-reliant, and they can be
helped toward this goal if we give greater con-
sideration to their needs before they find it

necessary to enter a long-term care facility. I

feel that a far greater benefit could be derived

by Alaska’s senior population if more funds
were diverted to home health care, homemaker
services, rental subsidies, and support systems
such as day care, family foster care, and recre-

ation. It has been demonstrated that the recent

trend toward later admissions to pioneer homes
and nursing homes can be directly attributed to

the development of progressively better com-
munity support systems for the elderly. In-

creased resources would enable the development
of yet additional alternatives throughout the

State.

Quality home care services can be provided

for 50 to 75% of the cost of nursing home or

pioneer home care. Indeed, the only time home
care is more expensive, according to a federal

General Accounting Office study just completed
this year, is when the elderly person is greatly

impaired. An investment in home health pro-

grams would appear to be a small and cost-

effective price to pay to begin to reduce the in-

stitutional bias of our response to growing older.
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The advantages of keeping people in their

own homes are numerous. Most people prefer

it. It enhances morale and provides security.

Persons receive more individualized care than in

institutions, and families in turn tend to become
more involved with the elderly when they reside

in their own homes or close by. It is clear that

many older people perceive institutionalization

as “punishment” for getting sick or feeble.

They fear the isolation, the loneliness, and the

sepciration from familiar patterns and people,

not to mention the boredom. The thought of

“dying along” becomes a frightening preoccu-

pation. People should not have to reside in any
institution, even a pioneer home, unless it is

their personal preference or they have become
too ill to do otherwise.

While “deinstitutionalization” is commonly
espoused as a favored philosophy, public fun-

ding has yet to adjust itself to the concept.

Currently most governmental sources of revenue
at the federal level are attached irrevocably to

the facility of institution. Realizing the need to

avoid duplicating costly health facilities, legis-

lation was enacted recently at both the federal

and state level which focuses heavily on the

demonstrated need by the community for such
facilities and the services they provide. Alaska’s

Certificate of Need law became active in July of

1977 and will affect virtually any facility pro-

viding nursing care. Alaskans have been gener-

ous with their financial resources in supporting
the pioneer home program, but that program to

date has been restricted to the construction and
operation of facilities. A more realistic and
greater good may evolve from the dedication of
public funds to a broader-based pioneer program
- - one that repsonds to the preference of the
pioneer or other senior to remain independent
and self-reliant and one which assists him to do
so for the longest possible time.

The recommendations of the State Policy

Workshop on Aging bear witness to this posi-

tion. The recommendations urge the State to

formulate a policy which implements health care

programs for the elderly in addition to pioneer
homes, hospitals and nursing homes. An empha-
sis on such concepts as swing beds, homemakers,
home helpers, subsidized home care based on
medical and financial need, foster home, day
care, etc., is encouraged. The recommendations
state that the responsibility for implementing
and managing these programs should be placed
with local entities, leaving technical and finan-

cial assistance to the State.

In an effort to assist Alaskan policymakers

to establish specific alternatives to institutional

care for our senior citizens, the Department of

Health and Social Services has committed itself

to working with communities to develop alter-

native programs suitable to the needs of senior

Alaskans. I would emphasize our attachment to

the notion of “community design.” Each com-
munity should determine for itself the best way
of providing the range and mix of services for

its senior Alaskans, with the State’s role restric-

ted to the provision of technical and financial

assistance. The State should not be telling com-
munities they need expensive institutions if

more nurses to help the elderly remain in their

homes is what they want. And we all know
that, unfortunately, we cannot always have
both.

The Department’s focus on alternatives to

institutionalization is also being explored in

relation to the criminal justice system. The
Governor has appointed a Master Plan Advisory
Committee to study the issue. Although we are

interested in the entire criminal justice system, a

major emphasis of the Department of Health

and Social Services in the Master Plan study is a

review of medical care for inmates. I have con-

tracted with Dr. Ted Mala to evaluate the medi-
cal services currently provided in the State’s

correctional facilities and to make recommenda-
tions for the future. Nationally, there is a trend

in this direction. One of the results sought by
the State through this study is the implementa-
tion of adequate health care and alcohol and
drug abuse treatment programs in long-term in-

stitutions to minimize, if possible, further

institutionalization after the serving of a crimi-

neil sentence. We are also concerned with the
medical care provided to short-term and presen-

tenced inmates. The Department feels strongly

that the services offered under a comprehensive
health and social care system should continue
even though institutionedsization may be neces-

sary.

The Department will continue to explore
alternatives to all types of institutionalization

in other program areas as well as aiging and cor-

rections in order to enable all Alaskans to have
a choice of those support services they feel are

necessary to retain their independence and self-

reliance. The medical community can contri-

bute significantly to the analysis of medical
issues in the development of a range of services

and facilities designed to enhance non-institu-

tional care and to the assurance that those

services are appropriate to each community. I

will depend on your assistance.

Pa^e 66 Volume 20, Number /



111 icii.iiii.aiiiig me paiiieipaiiuii e>i men eiigiL/ic eiiipiuyces in vjuaiu aiiu
Reserve programs, without impediment or penalty.

We therefore join members of the American business community in

agreement that:

1. Our employees' job and career opportunities will not be limited or
reduced because of their service in the Guard or Reserve;

2. Our employees will be granted leaves of absence for military training
in the Guard or Reserve without sacrifice of vacation time; and

3. This agreement and the resultant policies will be made known through-
out the organization and announced in publications and through
other existing means of communication.

National Conuniftee for Employer Support Title

of the Guard and Reserve

Employer

, 19

Kbuought toodd yourname.
Sign the Statement of Support for the Guard and
Reserve.

Many employers have already pledged themselves
to encourage their employees to become members in the
National Guard and Reserve units.

And, in so doing, they are supporting . .

.

The President's Strategy for Peace.

As Americans, we all share the President’s hope
and objective: a “Generation of Peace.” To help attain
it, our nation must remain militarily strong for deter-

rent and defensive purposes.
But without a draft, how will we meet our military

manpower needs?
In the President’s strategy for peace, our nation

will have an All-Volunteer military. A smaller active

force augmented by a strong, well-equipped, highly-
trained Guard and Reserve ... all volunteers.

Together, Guard plus Reserve plus active force,

add up to the 'Total Force necessary to give our nation
the security we need in the years ahead.

The Strategy is Sound—for our Country.

Because the cost of maintaining a Guard or Reserve
member is only one-fifth of what it takes to maintain a
full-time active member of the military.

Because—today’s Guard and Reserve, in training
and equipment, are a true complement to our active

force. They represent about 30'4 of our total military

force, as provided by Congress, and stand ready to serve
in periods of national and local emergency, or when
natural disaster strikes.

The Strategy is Sound—for your Employees.

Because—service is voluntary, on a basis selected

by the individual.

Because—Guard and Reserve service permits nor-
mal life as a citizen and member of the military.

Because— it gives your employees an attractive re-
tirement program complete with medical and other
benefits.

Because— it provides them with extra income.

The Strategy is Sound—for You.

Because— it gives you employees highly-trained in
technical skills.

Because— it means less disruption of normal busi-
ness and civilian life than caused by the draft.

Because— it gives you more stable employees—less
likely to leave the community in which their Guard and
Reserve units are based.

Make Support of the Guard and Reserve your Com-
pany Policy.

Join other members of the American business com-
munity in agreement that:

1. Our employees’ job and career opportunities will

not be limited or reduced because of their service in the
Guard or Reserve.

2. Our employees will be granted leaves of absence
for military training in the Guard and Reserve without
sacrifice of vacation time; and

3. This agreement and the resultant company poli-

cies will be made known throughout the organization
and announced in company publications and through
other existing means of communication.

To receive your Statement of Support, or get fur-
ther details, write to : National Committee for Employer
Support of the Guard and Reserve, 400 Army-Navy
Drive, Arlington, Va. 22202.

Or call: 202-697-6902.
Today would be a good time.

Employer Support off

theGuardand Reserve rm
A Public Servtce o( This Magazine & The Advertising Council



Before prescribing, please consult complete product information, a
summary of which follows:

The effectiveness of Valium (diazepam) in long-term use, that is, more than
4 months, has not been assessed by systematic clinical studies. The
physician should periodically reassess the usefulness of the drug for the
individual patient

Contraindications: Tablets in children under 6 months of age, known
hypersensitivity, acute narrow angle glaucoma; may be used in patients
with open angle glaucoma who are receiving appropriate therapy
Warnings: As with most CNS-acting drugs, caution against hazardous oc-
cupations requiring complete mental alertness {e g .

operating machinery,
driving) Withdrawal symptoms (similar to those with barbiturates, alcohol)
have occurred following abrupt discontinuance (convulsions, tremor,
abdominal/muscle cramps, vomiting, sweating). Keep addiction-prone indi-

viduals (drug addicts or alcoholics) under careful surveillance because of
predisposition to habituation/dependence.

Usage in Pregnancy: Use of minor tranquilizers during
first trimester should almost always be avoided because
of increased risk of congenital malformations, as sug-
gested in several studies. Consider possibility of preg-
nancy when instituting therapy; advise patients to dis-
cuss therapy if they intend to or do become pregnant.

ORAL Advise patients against simultaneous ingestion of alcohol and other
CNS depressants.

Not of value in treatment of psychotic patients: should not be employed in

lieu of appropriate treatment When using oral form adjunctively in convul-
sive disorders, possibility of increase in frequency and/or severity of grand
mal seizures may require increase in dosage of standard anticonvulsant
medication, abrupt withdrawal in such cases may be associated with tem-
porary increase in frequency and/or severity of Seizures,

INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local
irritation, swelling, and. rarely, vascular impairment when used I V inject
slowly, taking at least one minute for each 5 mg (1 ml) given, do not use
small veins. i,e

, dorsum of hand or wrist, use extreme care to avoid intra-
arterial administration or extravasation Do not mix or dilute Valium with
other solutions or drugs in syringe or infusion flask If it is not feasible to
administer Valium directly I V. it may be injected slowly through the infusion
tubing as close as possible to the vein insertion.

Administer with extreme care to elderly, very ill, those with limited pulmo-
nary reserve because of possibility of apnea and/or cardiac arrest, con-
comitant use of barbiturates, alcohol or other CNS depressants increases
depression with increased risk of apnea, have resuscitative facilities avail-
able When used with narcotic analgesic eliminate or reduce narcotic dos-
age at least 1/3, administer in small increments. Should not be administered
to patients in shock, coma, acute alcoholic intoxication with depression of
vital signs.

INJECTABLE Although promptly controlled, seizures may return, readminister
if necessary, not recommended for long-term maintenance therapy
Laryngospasm/increased cough reflex are possible during peroral
endoscopic procedures; use topical anesthetic, have necessary coun-
termeasures available. Hypotension or muscular weakness possible, par-
ticularly when used with narcotics, barbiturates or alcohol Use lower doses
(2 to 5 mg) for elderly/debilitated

Adverse Reactions: Side effects most commonly reported were drowsi-
ness, fatigue, ataxia. Infrequently encountered were confusion, constipa-
tion, depression, diplopia, dysarthria, headache, hypotension, incontinence,
jaundice, changes in libido, nausea, changes in salivation, skin rash
slurred speech, tremor, urinary retention, vertigo, blurred vision Paradoxical
reactions such as acute hyperexcited states, anxiety, hallucinations, in-

creased muscle spasticity, insomnia, rage, sleep disturbances and stimula-
tion have been reported, should these occur, discontinue drug
Because of isolated reports ot neutropenia and jaundice, periodic blood
counts, liver function tests advisable during long-term therapy Minor
changes in EEG patterns, usually low-voltage fast activity, have been ob-
served in patients during and after Valium (diazepam) therapy and are of
no known significance

INJECTABLE Venous thrombosis/phlebitis at injection site, hypoactivity, syn-
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups
neutropenia

In peroral endoscopic procedures, coughing, depressed respiration, dysp-
nea, hyperventilation, laryngospasm/pain in throat or chest have been
reported

Management ot Overdosage: Manifestations include somnolence, confu-
sion, coma, diminished reflexes Monitor respiration, pulse, blood pressure,
employ general supportive measures, I V fluids, adequate airway Use
levarterenol or metaraminol for hypotension, caffeine and sodium benzoate
for CNS-depressive effects Dialysis is of limited value

Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500;
Tel-E-Dose‘ (unit dose) packages of 100, available in trays of 4 reverse-
numbered boxes of 25, and in boxes containing 10 strips of 10, Prescription
Paks of 50, available singly and in trays of 10, Ampuls, 2 ml, boxes ot 10,
Vials, 10 ml, boxes of 1, Tel-E-Jecf (disposable syringes), 2 ml. boxes of
10 Each ml contains 5 mg diazepam, compounded with 40% propylene
glycol, 10% ethyl alcohol, 5% sodium benzoate and benzoic acid as buf -

ers, and 1.5% benzyl alcohol as preservative

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 071 10

Has precipitated tonic status epilepticus in patients treated for petit mal
status or petit mal variant status.

Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc-
curred following abrupt discontinuance (convulsions, tremor, abdominal/
muscle cramps, vomiting, sweating) Keep addiction-prone individuals
under careful surveillance because of predisposition to habituation/
dependence. Not recommended for OB use
Efficacy/safety not established in neonates (age 30 days or less); pro-
longed CNS depression observed. In children, give slowly (up to 0,25
mg/kg over 3 minutes) to avoid apnea or prolonged somnolence: can be
repeated after 15 to 30 minutes If no relief after third administration,
appropriate adjunctive therapy is recommended
Precautions: If combined with other psychotropics or anticonvulsants,
carefully consider individual pharmacologic effects—particularly with known
compounds which may potentiate action of Valium (diazepam), ; e.,

phenothiazines, narcotics, barbiturates, MAO inhibitors and antidepres-
sants. Protective measures indicated in highly anxious patients with ac-
companying depression who may have suicidal tendencies. Observe usual
precautions in impaired hepatic function, avoid accumulation in patients
with compromised kidney function Limit oral dosage to smallest effective
amount in elderly and debilitated to preclude ataxia or oversedation (ini-
tially 2 to 2’/2 mg once or twice daily, increasing gradually as needed or
tolerated).

2-MG, 5-MG,
lO-MG SCORED
TABLETS
TEL-E-DOSE®
REVERSE-
NUMBER PACKS
2-MLTEL-E-JECT®
DISPOSABLE
SYRINGES
2-ML AMPULS
lO-ML VIALS

5 MG/ML

ONLYNAUUM (diazepam)

GIVESYDU THS CHOICE OF DOSAGE
FORMSAND FLEXBUTY
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Ubrax®
Each capsule contains

mg chlordiazepoxide HCI and
2.5 mg clidinium Br.

Librax is;linique among G.I. medications in providing

the specific antianxiety action of Librium® (chlordiaz-

epoxide- HCI) as well as the potent antisecretory and
antispasmodic actions^gf Qparzan® (clidinium Br) for

adjunctive therapy of irritabie,bowel syndrome* and
duodena! ulcer.*

'
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Librax'^
Each capsule contains 5 mg chlordlazepoxide HCI
and 2.5 mg clldinlum Br

Please consult complete prescribing informa-
tion, a summary of which follows:

Indications: Based on a review of this drug

by the National Academy of Sciences

—

National Research Council and/or other in-

formation, FDA has classified the indications

as follows:

"Possibly” effective: as adjunctive therapy in

the treatment of peptic ulcer and in the

treatment of the irritable bowel syndrome (ir-

ritable colon, spastic colon, mucous colitis)

and acute enterocolitis.

Final classification of the less-than-effective

indications requires further investigation.

Contraindications: Glaucoma, prostatic hyper-

trophy, benign bladder neck obstruction; hyper-

sensitivity to chlordiazepoxide HCI and/or
clidinium Br.

Warnings: Caution patients about possible com-
bined effects with alcohol and other CNS depres-

sants. and against hazardous occupations requir-

ing complete mental alertness (e.g. ,
operating

machinery, driving). Physical and psychological

dependence rarely reported on recommended
doses, but use caution in administering Librium®

(chlordiazepoxide HCI) to known addiction-prone

individuals or those who might increase dosage,
withdrawal symptoms (including convulsions) re-

ported following discontinuation of the drug.

Usage in Pregnancy: Use of minor tran-

quilizers during first trimester should
almost always be avoided because of

increased risk of congenital malforma-
tions as suggested in several studies.

Consider possibility of pregnancy when
instituting therapy. Advise patients to

discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation

may occur.

Precautions: In elderly and debilitated, limit dos-
age to smallest effective amount to preclude
ataxia, oversedation, confusion (no more than 2
capsules/day initially; increase gradually as
needed and tolerated). Though generally not rec-

ommended, if combination therapy with other

psychotropics seems indicated, carefully consider
pharmacology of agents, particularly potentiating

drugs such as MAO inhibitors, phenothiazines.

Observe usual precautions in presence of im-

paired renal or hepatic function. Paradoxical reac-

tions reported in psychiatric patients. Employ
usual precautions in treating anxiety states with

evidence of impending depression; suicidal ten-

dencies may be present and protective measures
necessary. Variable effects on blood coagulation
reported very rarely in patients receiving the drug
and oral anticoagulants; causal relationship not

established.

Adverse Reactions: No side effects or manifesta-
tions not seen with either compound alone re-

ported with Librax. When chlordiazepoxide HCI is

used alone, drowsiness, ataxia, confusion may
occur, especially in elderly and debilitated; avoid-

able in most cases by proper dosage adjustment,
but also occasionally observed at lower dosage
ranges. Syncope reported in a few instances.

Also encountered; isolated instances of skin erup-
tions, edema, minor menstrual irregularities,

nausea and constipation, extrapyramidal symp-
toms. increased and decreased libido—all infre-

quent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and
after treatment; blood dyscrasias (including agran-
ulocytosis), jaundice, hepatic dysfunction re-

ported occasionally with chlordiazepoxide HCI,

making periodic blood counts and liver function

tests advisable during protracted therapy. Ad-
verse effects reported with Librax typical of

anticholinergic agents, /.e., dryness of mouth,
blurring of vision, urinary hesitancy, constipation.

Constipation has occurred most often when
Librax therapy is combined with other spasmo-
lytics and/or low residue diets.
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Original Articles

EVALUATION OF ALASKA NATIVE AMBULATORY
HEALTH SERVICES

IT APPRAISAL OF THE CONTINUITY OF THE
HEALTH CARE PROCESS

Edward Helmick,M.P.H.* *

Paul A. Nutting, M.D.*

William Thomas McClure, M.A.*

Introduction

In February of 1975 the Alaska Native

Health Board undertook a study to evaluate

ambulatory medical care. The initial intent of

this effort was to monitor specific clinical

activities for selected health problems. Early

in the conceptual design of the study, however,
it become apparent that while compliance
with standards of care may be met, these ac-

tivities may not be assimilated into an effective

problem-solving process. In a health care

* Mr. Helmick is the Chief of the Office of Planning,

Evaluation and Legislation, Navajo Area Indian Health

Service, Window Rock, Arizona and formerly Director,

Health Care Evaluation Projects, Alaska Native Health
Board, Anchorage, Alaska.
* Dr. Nutting is the Associate Director for Research
and Quality Assurance, Office of Research and Develop-
ment, Indian Health Service, Tucson, Arizona.
* Mr. McClure is the Director, Health and Social

Services, Association for Retarded Citizens of Anchorage
and Executive Director, Health Systems Research and
Development, Anchorage, Alaska.
* Correspondence and requests for reprints should be
sent to Mr. Helmick, Office of Planning, Evaluation and
Legislation, Navajo Area Indian Health Service, Box G,
Window Rock, Arizona.

The views expressed herein are the authors and do
not necessarily reflect those of the Alaska Area Native

Health Service, IHS, PHS, DHEW.
This Project was carried out under Contract 243-

75-0358 issued by HSMA, Alaska Area Native Health
Service.

system, such as the Alaska Native Health Service,

where a relatively large number of professional

disciplines and providers are providing health

services, there is the distinct possibility that

comprehensive health care is not continuous.

A patient may be screened positive by the

State public health nurse, but fails to receive a

diagnostic evaduation from the physician for

that problem, or fails to receive follow-up
care from the village Health Aid. Clearly,

focusing on the adequacy of provider per-

formance will not yield information on the

distribution and continuity of health care

throughout the community.
This report summarizes a method of exam-

ining the continuity of ambulatory care, pre-

viously described in greater detail^^^and presents

selected data from the study illustrative of the

results, analysis, and interpretaion.

Methodology
The Health Problem solving process includes

primary prevention, screening, diagnostic eval-

uation, treatment and follow—up. In general,

a required health task is performed only when
three basic steps occur: first, there must be
contact between the patient and the provider

of health services; the need for the health

service must be recognized; and finally, the

component health care tasks must be performed.
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Establishing contact with the health care
system for required services (first step) is the
responsibility of the patient. The recognition
function is the shared responsibility of the
patient (who may state, “I’m here for my
follow-up visit.”) and the provider who reviews
the patient’s record. Finally, the performance
of the health care task is largely the respon-
sibility of the provider.

Each element of the health problem solving
process can be viewed as a discrete step in a
continuous process and each can be expressed
as a conditioned probability based on em-
pirical data. For example, the “evaluation
contact rate” for anemia expresses the pro-
bability that an individual with an abnormal
result will make contact with the system.
The “abnormal screening recognition rate”
expresses the probability that the abnormal
result will be recognized if the contact is made.
Likewise, the “work—up rate” expresses the
probability that a work—up will be done if the
abnormal result is recognized.

The transition rates through multiple suc-
cessive elements of the process of care can be
expressed as the product of the intervening
rates. For example, the probability that a
patient with an abnormal screening result
will make contact with the system, will have
the abnormal result recognized, and receive
a diagnostic work-up can be expressed by the
product of each transition rate. Perhaps the
most publicized sequence of transition rates
is the “

1/2 X V2” series used to describe the care
of hypertensive patients. According to one
public health advertising campaign, only one-
half of the hypertensives in the U.S. have been
diagnosed, and of these, only one—half are
under treatment. The produce of these (0.5
X 0.5 = 0.25) expresses the probability that a
given hypertensive individual has been diagnosed
and placed on medical management.

Hypertension, iron deficiency anemia, and
urinary tract infections were studied specifically
to examine the continuity of the health care
process. Explicit criteria for each element of
the process were developed and translated
into indicators of the process of care. As an
example, the indicators for iron deficiency
anemia are shown in Table 1. Audit instruments
were designed and served as the basis for track-
ing patients through the process of care pro-
vided by the various agencies and facilities

attempting to impact Alaska Native health.
Twenty-six communities in two Service

Units of the Alaskan Native Health Service
were selected as study sites. Service Unit
medical records. Community Health Aid records,
and State of Alaska PHN files were reviewed

in an attempt to examine the content of all

patient contacts with providers of health care.
Patients not residing in the communities under
study were not included in the study cohort.

Results and Discussion
The detailed results of the study have been

previously described (i) and include detail be-

yond the scope of this report. The data obtain-
ed for iron deficiency anemia are presented here
as an illustration of the study results, and
application of analysis and interpretation.

Table 1 describes the results obtained
from the study for iron deficiency and re-

veals several interesting patterns. The “overall
process success” describes the probability that a
patient screened positive for anemia will suc-
cessfully pass through all succeeding steps of
the process. The overall process success rates
are mathematically derived from the product
of each successive transtion rate. In a similar
manner, the probability of successful patient
contact can be expressed as the product of the
“evaluation contact rate” and the “contact
for follow—up rate,” resulting in (1.0 x 0.33 =

0.33) for Service Unit “A” and (1.0 x 0.73 =

0.73) for Service Unit “B”. The probability
of successful recognition of service need can be
estimated from the product of the “abnormal
screening recognition rate” and the “follow-
up recognition rate” resulting in (0.85 x 0.20
= 0.17) for Service Unit “A” and (1.00 x 0.75
0.75) for Service Unit “B”. Finally the provider
performance of diagnostic treatment, and
follow-up tasks can be estimated from the
appropriate rates, or (0.35 x 0.88 x 1.0 =

0.31) for Service Unit A and (0.18 x 1.0 x
1.00 = 0.18) for Service Unit “B”.

It is possible to estimate the impact of
improving selected clinical events by substituting
in the cross product equation. For example,
the benefit derived from increasing the recog-
nition functions to an ideal level can be esti-

mated by substituting 1.0 for the recognition
steps. Since an improvement of this magnitude
may be somewhat unrealistic, an estimate
can be made of the impact of increasing the
recognition rates to a level midway between
the observed and ideal rates. This is done by
substituting

Observed rate + — observed rate )

2
for the recognition indicators.

As an example, Table 1 compares the
observed “overall process success rates” for iron
deficiency anemia with those derived from
increasing selected functions to a level halfway
to ideal. Although"the overall process success
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rate for Service Unit “A” is observed to be
only 1.7%, it doubles to 3.5% with improvement
in contact rates. However, Service Unit “A”
achieves the greatest improvement (from 1.7%
to 5.6%) through projected improvements
in the recognition function. In contrast. Service

Unit “B” derives substantial improvement
only through improvement in the diagnostic

work—up rate (from 9.8% to 34%).
However, a slightly different pattern emerges

from examination of the screening functions

using hypertension as a tracer as shown in

Table 2. In this instance. Service Unit “A”
derives similar benefit from improving any of
the clinical elements, while Service Unit “B”
most improves continuity through improvement
in the contact rates.

Finally, it is interesting to explore the

relative rates of contact, recognition, and task

performance by mathematically aggregating the

appropriate rates for both Service Units across

all three tracers used in this study. Table 3

Table 1. Iron Deficiency Anemia: Study results

and Projections of Overall Success Rate

Through Improvement in Selective Clin-

ical Events.
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Table 2. Hypertension Screening: Study Results

and Projestions of Overall Process

Success Rates through Improvements
in Selective Clinical Events.

presents these data and points out that in

general the probability that a patient will make
an appropriate contact with the health care

system exceeds the probability that appropriate

tasks will be performed. This suggests that

discontinuities in the health care process are

not entirely due to failures in patient utili-

zation of health care providers.

Conclusion
In conclusion, the study suggests that

discontinuities exist between the clinical ele-

ments of health care, screening, diagnostic

evaluation, treatment, and follow—up. Conse-
quently, the health care system as a whole
often misses the opportunity to provide needed
health services on subsequent patient visits.

Substantial improvements in the continuity

of care would appear possible through the

recognition of patient service needs.

CONTACT RATES

Anemia
1. Evaluation contact rate
2. Contact rate for follow-up

UTI
1. Evaluation contact rate
2. Follow-up contact rate

HTN
1. Screening contact rate
2. Abnonnal screening re-

contact rate

RECOGNITION RATES

Anemia
1. Abnormal screening

recognition rate
2. Follow-up recognition rate

UTI

1. Abnormal screening
recognition rate

2. Follow-up recognition rate

HTN
1. Abnormal screening

recognition rate

TASK PERFORMANCE RATES

Anemia
1. Diagnostic work-up rates
2. Treatment rate
3. Follow-up rate

UTI
1. Diagnostic Evaluation rate
2. Treatment rate
3. Follow-up rate

HTN
1. Screening rate

2. Re-screening rate

Service Unit "A” Service Unit "B"
Aggregate Aggregate

Rate n Rate n

.83 177 .83 234

.90 58 .84 115

.72 171 .74 240
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Does it influence

your choice of a

peripheral/cerebral

vasodilator'?

• vasodilan—compatible
with coexisting diseases

• vasodiian— compatible
with cohcomitant therapy

• \^sodilan—compatible
with your total regimeh
for vascular insufficiehcy

Indications: Based on a review of this drug by the National Academy of
Sciences-National Research Council and/or other information the FDA has
classified the indications as follows:

Possibly Effective

1 For the relief of symptoms associated with cerebral vascular insufficiency.

2. In peripheral vascular disease of arteriosclerosis obliterans, throm-
boangiitis obliterans (Buerger's Disease) and Raynaud's disease.

Final classification of the less-than-effective indications requires further in-

vestigation.

Composition: Vasodiian tablets, isoxsuprine FICI, 10 mg and 20 mg,
Vasodiian iniection, isoxsuprine FICI, 5 mg,, per ml.

Dosage and Administration: Oral 10 to 20 mg
, three or four times daily.

Intramuscular 5 to 10 mg ( 1 or 2 ml.) two or three times daily Intramuscular
administration may be used initially in severe or acute conditions.

Contraindications and Cautions: There are no known contraindications to oral
use when administered in recommended doses Should not be given immediately
postpartum or in the presence of arterial bleeding

Parenteral administration is not recommended in the presence of hypotension or
tachycardia

Iritravenous administration should not be given because of increased likelihood
of side effects.

Adverse Reactions: On rare occasions oral administration of the drug has
been associated m time with the occurrence of hypotension, tachycardia,
nausea, vomiting, dizziness, abdominal distress, and severe rash If rash'ap-
pears the drug should be discontinued.

Although available evidence suggests a temporal association of these reactions
with isoxsuprine, a causal relationship can be neither confirmed nor refuted.

Administration of single dose of 10 mg, intramuscularly may result in hypoten-
sion and tachycardia. These symptoms are more pronounced in higher doses.
For these reasons single intramuscular doses exceeding 10 mg. are not recom-
mended Repeated administration of 5 to 10 mg. intramuscularly at suitable in-

tervals may be employed.

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose Tablets
20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per'
2 ml, ampul, box ot six 2 ml, ampuls,

U S Pat No 3,056 836

VASODIlAUr
{ ISOXSUFRINE HCI

)

20-mg tablets

PHARMACEUTICAL DIVISION

© 1978 MEAD JOHNSON a COMPANY . EVANSVILLE. INDIANA 47721 U S A. MJL7-426e



This asthmatic

Isn’t worried about his next hreath...
lie’s active

he’s effecllvely

malnlahied en

Each capsule or tablespoon ( 1 5 ml) elixir

contoins theophylline (onhydrous) 150 mg
and glyceryl guoiocolote (guaifenesin)

90 mg. Elixir; olcohol 15%

• theophylline for effective

around-the-clock

bronchodilotor therapy

• 100% free theophylline

Indicotions: For the sympromotic relief of bronchospostic

conditions such os bronchial asthma, chronic bronchitis, and

pulmonory emphysema,
Wornings: Do not administer more frequently than every

6 hours, or within 12 hours ofter rectal dose of ony prep-

aration containing theophylline or ominophylline. Do not

give other compounds containing xanthine derivatives

concurrently.

Precautions: Use with courion in patients with cardiac

diseose, hepotic or renol impairment. Concurrent adminis-

tration with certoin ontibiotics, i,e. dindomycin, erythromy-

cin, troleondomycin, may result in higher serum levels of

theophylline. Plosmo prothrombin ond foctor V moy
increose, but ony clinicol effect is likely to be smoll. Metobo-

lites of guaifenesin moy contribute to increased urinory

5-hydroxyindoleacetic ocid reodings, when determined

with nitrosonophtol reagent. Sofe use in pregnancy has nor

been established. Use in cose of pregnoncy only when

clearly needed.

Adverse Reoctions: Theophylline moy exert some stimulat-

ing effect on the central nervous system. Its odminisrrotion

moy cause local irrirorion of the gosrric mucoso, with possi-

ble gastric discomfort, nausea, and vomiting. The frequency

of adverse reactions is relored to the serum theophylline

level ond is nor usuolly o problem or serum theophylline

levels below 20 /xg/ml.

How Supplied: Capsules in bonles of 100 ond 1000 ond

unit-dose pocks of 100: Elixir in bottles of 1 pint and 1 gallon.

See Dockage insert for complete prescribinq informotion .

PHARMACEUTICAL DIVISION

©1978 Mead Johnson & Company • Evansville Indiana 4772 1 U S A MJL 6-4220R3



OFFICE TESTING FOR EXERCISE-INDUCED ASTHMA

John Tower, M.D.*

Doctors who are not “in to” allergy and

asthma may not recall that asthma is the leading

chronic disease of childhood, (1) that nearly

4% of all school children and young adults

are involved, that asthma is the number one

cause of school absence. For every student

with asthma there is another with atopic dis-

ease without asthma or with asthma outgrown.

It is a reasonable expectation that every class-

room of thirty students might include at least

one child with asthma and one with allergic

rhinitis.

Bronchospasm induced by excercise was
known but not investigated until 1962 when
Jones’ studies(2) in England began to provide

the backbone of current understanding. A
number of papers attest to this sequence of

events with prolonged exercise. In asthmatic

children 63%(3) will experience initial bronchial

dilatation during the first 2-4 minutes of con-

tinuous exercise followed by significant and

increasing bronchospasm as effort is continued

into the fifth and sixth minutes. With rest,

most of the bronchospasm wears off by 20
minutes and some athletes can “run through”

the period of bronchospasm if they continue

running. An unexpected finding has been

that not only do asthmatic children and young
adults experience this handicap with continued

exercise but so do allergic young people with

hay fever or with a history of childhood “out-

grown” asthma and so do young people related

to asthmatics. The incidence of Exercise-in-

duced Asthma in allergic non-asthmatic children

is 41%(3) (4).

Certain forms of continued exercise seem

*3300 Providence Drive

Anchorage, Alaska 99504

more asthmogenic than others(5) (6) and the

potential athlete with asthma has for some time

recognized that competitive swimming is more
successfully participated in than long distance

running events. Controlled studies have shown
that free running outside in the cold is pro-

bably one of the most asthmogenic stimuli

followed by treadmill running, cycling, kayaking

and swimming. The cause of Exercise-induced

Asthma is not know but it is appreciated now
that continued hard exertion lasting five to

six minutes, particularly in the cold and in

dry air, results in a greater degree of broncho-

spasm and a higher number of positive reactors.

The bronchospasm which appears to prin-

cipally involve the large airways is reflected in

many pulmonary function tests but most
simply and quite adequately by the easy de-

termination of the peak expiratory flow rate(8).

Three instruments which measure this are

the Wright Peak Flow Meter and the Monaghan
Electrical Peak Flow Meter, both available

for about $200 through the Monaghan Co.,

500 Alcott Street, Denver, Colorado, and the

Armstrong Peak Flow Gauge for $60 from the

Armstrong Co., 3384 Commercial Avenue,

Northbrook, Illinois 60062. These instruments
are easy to use: a disposable cardboard cylin-

drical mouthpiece is emplaced and the subject is

instructed to fill his lungs with air while the

instrument is held away from him, then sealing

his lips well about the mouthpiece, to exhale

with as much speed and vigor as he can muster.

Two of three readings in succession are re-

gistered and usually agree quite closely (plus

or minus 20 1/min.).

One does not have to slavishly approximate
a standard test set up to achieve worthwhile
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results. I use the general format of the test

used by Bierman, Kawabori and Pierson(9)

which requires running outside on a sidewalk

with a slight grade for five minutes under
supervision with determination of PEFR before

and after running and noting any symptoms
or undue breathlessness or audible wheezing.

My nurse, Lavonia James, explains the testing

to the student, registers the PEFR in our treat-

ment room, then exhorts the athlete to run

down the stairs and around the building for

five minutes with watch in hand, finishing

with a gallop up to our second floor office

where the second PEFR is immediately reg-

istered. The subject then quickly compares
the before with the after reading and we cal-

culate whether a 25% fall in PEFR has oc-

curred. It is common to find that the sub-

ject is wheeze-free prior to running but either

clinically wheezing at the test’s end or even

dyspneic and unable to finish five minutes

of running. The office charge for this test,

including the two PEFR determinations, is

$10.00.

During the school year, junior high and high

school students parade before their physicians

for required examinations for sports so that

the Alaska High School and Junior High School
Activities Association form can be filled out

and signed. In the course of this athletic “phy-
sical” it is a moment’s work to ask about the

student’s allergic history. The student with

the “constant cold”, the mouth breather, the

one with the allergic salute (upward rubbing

of the nose with the palm of the hand or rub-

bing eyelids), the one with the occluded nares

with pale and swollen turbinates and, of course,

the one with the obvious asthma or wheezing,

suggests to the interested doctor the candidate

for Exercise-induced Asthma.
Exercise-induced Asthma is a gratifying

diagnosis to make. Even known severely asth-

matics aire usually surprised to have this partic-

ular facet of their recurring disease demon-
strated to them. The athlete with hay fever of

past asthma is astonished to see that he may
have a real handicap in competing on a par with

his peers. For the student severely afflicted with

Exercise-induced Asthma, it is rewarding to

explain why swim competition may be the

appropriate sport to compete in, and for all

with this condition the time is well spent by
the physician explaining how this induced
bronchospasm can in almost all instances be
prevented and relieved by taking drugs shortly

before training or competition. It is important

to impress on the students that such use of

medication is allowed both locally and in

Olympic competition. He may recognize
by reputation such Olympic champions as

Bill Koch who successfully uses medication
before race time and Rich Dumont who by
tragic misfortune took the wrong medicine
and had to return his gold medal in swimming.

If Exercise-induced Asthma is diagnosed,
it remains for the student’s doctor to prescribe

one or more of the drugs which, taken before
the training or competition, will abolish it.(10)
One should have the student get from the
school authorities the permit slip for administra-
tion of medicine in school and take the trouble
to explain the business to the gym teacher or
coach in a note.

Trial will tell which medication is most
successful. A theophylline tablet, not sustained

release in a dose of 4-7 mg/kg. one hour before
the exertion, may be prescribed or the beta-2

adrenergic drugs metaproterenol (Alupent^)
20 mg. or terbutaline (BricanylR) 5 mg. one
hour beforehand. Cromolyn sodium (Aarane or
IntalR) by inhalation 10 to 15 minutes prior

to exercise also is effective. Cortisone and
beta-meclasone by inhalation eire not effective

in this use.(ll) Ephedrine-theophylline pre-

parations one-half tablet under ten, one tablet

over ten, one hour before workout are effective

but proscribed from USSA or Olympic com-
petition.(ll)

It is a singular satisfaction to help in this

simple way an asthmatic student not only in

regular gym but also in junior high and high

school sports. The young athletes who made
the swim squad or gymnastics team, the cross

country running and skiing squads, even the

severely wheezy girl who took a medal back
from the Jesse Owens competion in Los Angeles

in 1977, are not soon forgotten.

BIBLIOGRAPHY;

1. Ghory, J. E.: Exercise-Asthma; Overview and
Clinical Impact. Symposium on Exercise and
Asthma. Peds 56, II 844-75

2. Jones, R. S., Wharton, J. J., Bustong, O. N. ; The
effect of exercise on ventilatory function in the

child with asthma. Br J Dis Ch 56;78, 1962
3. Bierman, C. W., Kawabori, I., Pierson, W. E. ; In-

cidence of Exercise-induced Asthma in Children.

Symposium on Exercise and Asthma Part 2. Peds
56;847-850,75

4. Godfrey, S., Konig, P.; Exercise-induced Bronchial

Lability in Wheezy Children and Their Families.

Symposium on Exercise and Asthma. Peds. Part 2

56;851-855, 1975
5. Fitch, K. D., Godfrey, S. ; Asthma and Athletic

Performance. JAMA 236;152-157, 1976
6. Fitch, K. D. ; Comparative Aspects of Available

Exercise Systems. Symposium on Exercise and
Asthma. Peds 56; Part 2, 904-907, 1975

7. Strauss, R. H., McFadden, E. R. Jr., Ingram, R. H.

Jr., Jaeger, J. J. ; Enhancement of exercise-induced

Alaska Medicine, September 1978 Page 71



Important data on the pain of acuta cystitis:

In87% of patients

studied [3D3 of 349],

Hzo GantanoTreduced
pain andtir burning
within Z4 hours’
A controlled, multicenter study assessed the efficacy of

Azo Gantanol in relieving pain and/or burning associated with

acute urinary tract infection in

patients with at least 100,000
colonies per ml of a sulfonamide-

sensitive organism, usually £. coli.

In 87% of patients with initial

symptoms rated “moderate to

severe,” Azo Gantanol therapy re-

sulted in improvement within 24
hours.

Fast pain relief plus effective antibacterial action

Rzq Gantanor
Each tablet contains 0.5 Gm sulfamethoxazole and 100 mg phenazopyridine HCI.

for for
the pain the pathogens

Before prescribing, please consult complete prod-

uct information, a summary of which follows;

Indications: In adults, urinary tract infections

complicated by fwiin (primarily pyelonephritis,

pyelitis and cystitis) due to susceptible organisms

(usually £. coli, Klebsiolla'-Aerobacter, Staphylo-

coccus auraus, Proteus mirablijs, and, less fre-
}

quently, Proteus vulgaris) \nihe absence of

obstructive uropathy or forelgrt bodies. Note; Care

fully coordinate in v/tro sulfonamide sensitivity

tests with bacteriologic and clinical response; add
aminobenzoic acid to follow-up culture media. Thi

increasing frequency of resistant organisms limits

the usefulness of antibacterials including sul-

fonamides. Measure sulfonamide blood levels as

variations may occur; 20 mg/100 ml should be

maximum total level.

Contraindications: Children below age 12; sul-

fonamide hypersensitivity; pregnancy at term and
during nursing period; because Azo Gantanol con-

tains phenazopyridine hydrochloride it is contrain-

dicated in glomerulonephritis, severe hepatitis,

uremia, and pyelonephritis of pregnancy with (5.1.

disturbances.

Warnings; Safety during pregnancy not establishei

Deaths from hypersensitivity reactions, agranulocj

tosis, aplastic anemia and other blood dyscrasias

have been reported and early clinical signs (sore

throat, fever, pallor, purpura or jaundice) may in-

dicate serious blood disorders. Frequent CBC and
urinalysis with microscopic examination are rec-

ommended during sulfonamide therapy.

Precautions: Use cautiously in patients with im-

paired renal or hepatic function, severe allergy,

bronchial asthma; in glucose-6-phosphate

dehydrogenase-deficient individuals in whom
dose-related hemolysis may occur. Maintain

adequate fluid intake to prevent crystalluria and
stone formation.

Adverse Reactions: Blood dyscrasias (agran-

ulocytosis, aplastic anemia, thrombocytopenia,

leukopenia, hemolytic anemia, purpura, hypopro-

thrombinemia and methemoglobinemia); allergic
,

reactions (erythema multiforme, skin eruptions,

Stevens-Johnson syndrome, epidermal necrolysis,

urticaria, serum sickness, pruritus, exfoliative

dermatitis, anaphylactoid reactions, periorbital

edema, conjunctival and scleral injection, photo-

sensitization, arthralgia and allergic myocarditis);

G.l. reactions (nausea, emesis, abdominal pains,

hepatitis, diarrhea, anorexia, pancreatitis and
stomatitis); CNS reactions (headache, peripheral

neuritis, mentai depression, convulsions, ataxia,

hallucinations, tinnitus, vertigo and insomnia);

miscellaneous reactions (drug fever, chills, toxic

nephrosis with oliguria and anuria, periarteritis

nodosa and L. E. phenomenon). Due to certain

chemical similarities with some goitrogens, di-

uretics (acetazolamide, thiazides) and oral hypo-

glycemic agents, sulfonamides have caused rare

instances of goiter production, diuresis and hypo-

glycemia. Cross-sensitivity with these agents may
exist.

Dosage; Azo Gantanol is intended for the acute,

painful phase of urinary tract infections. Usual

adult dosage: 2 Gm (4 tabs) initially, then 1 Gm
(2 tabs) B.I.D. for up to 3 days. If pain persists,

causes other than infection shouid be sought.

After relief of pain has been obtained, continued

treatment with Gantanol (sulfamethoxazole) may
be considered.

NOTE: Patients shouid be told that the orange-rei

dye (phenazopyridine HCI) will color the urine.

Supplied; Tablets, red, film-coated, each contain-

ing 0.5 Gm sulfamethoxazole and 100 mg
phenazopyridine HCi—bottles of 100 and 500.

<
X Roche Laboratories

ROCHE > Division of Hoffmann-La Roche InJ

/ Nutley, New Jersey 071 10

Data on file. Hoffmann-La Roche Inc., Nutley, New Jersey 07110.



dmetidine
How Supplied: Pale green, 300 mg. tablets in bottles

of 100 and Single Unit Packages of 100

(intended for institutional use only).

Injection, 300 ing. 2 ml., m single-dose vials

111 packages of 10.

SI^&F LAB CO.
a SmithKIine company



Sore throat-
the most common complaint you’ll see this winter?

CEROSW
mouthwash/gargle and lozenges

relief of minor sore throat

when patients want it . .

.

In pharyngitis and tonsillitis, prompt temporary reiief of

pain is possibie even before patients leave your office...

Proven Anesthetic Effectiveness
The well-established topical effects of phenol in CEPASTAT Prod-

ucts, provide soothing temporary anesthesia to the irritated or

inflamed oropharyngeal mucosa. Relief occurs in minutes ... the

kind of relief especially appreciated by patients waiting for anti-

infective measures to take hold.

In two advanced formulations
CEPASTAT mouthwash/gargle (and spray) blends eugenol with

phenol to provide a new authoritative flavor that tells your patients

relief from discomfort is at hand.

CEPASTAT sore throat lozenges combine menthol with phenol to

provide a desirable cooling action and anesthesia. These active

ingredients are in a smooth-tasting sugar-free sorbitol base. The
result: temporary relief and a smooth, comfortable taste.

CEPASTAT Products are now available for your
recommendation 'at pharmacies everywhere.

From the
makers of

Cepacor Products
cEmsw

Merrell
MERRELL-NATIONAL LABORATORIEl
Division of Richardson-Merrell Inc.

Cincinnati, Ohio 45215

8-3963 <Y569A)
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Did somebody once believe inyou?

Think about It. Would you be where you are right now— professionally, financially, physically,

mentally, you name it— if at some strategic point in your development there wasn't someone who
"believed in you?" Somebody who came forth and said, "Hey man, you can do it— I know you

can do it."

Chances are good that there was. And, as you think back you realize that it was a selfless

act on his part, probably requiring only a minimum of time and energy. But look at the impact it

had. On you. Because you went out and did it. And kept on doing it to get where you are today.

Right now, there is at least one person within your sphere of influence who needs his or

her "believer." Needs someone to say, "Hey friend, this is one great way to go—and / believe

you can get there."

You can help this individual right now by advising him or her to write to the address

below. The person you believe in will then receive an audio-visual program produced by the

U.S. Office of Education which expounds on the most wide-open opportunity available in the

country today. Technical schools.

Entitled "You Can Be More Than You Are," the program includes a record and color

brochure featuring Tony Orlando and Dawn, who convey the technical school phenomenon in an

unbiased and entertaining manner They talk about facts. Like the fact that millions of lives have
already been improved as a result of technical schools. And the fact that there are still an

estimated one million challenging and rewarding technical |Ob opportunities available in the

country right now. Our TV stars even talk with real hie "stars" who actually became much more
than they were as a result of technical school training.

So give our address to someone you believe

in—today. After all, you really owe it to "yourself". "CAREERS**
A Public Service of Ttiis Magazine
U.S. Office of Education
& The Advertisina Council

Box 111

Washin3lon, D.C. 2004A
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I NEED NEW GLASSES DOC!

OR

WHY DO SO MANY OPHTHAMOLOGISTS HATE
REFRACTIONS?

INTRODUCTION;
The following ad appeared recently in an

ophthalmological journal under “Situations

Wanted”.

Ophthamologist: Board eligible. Age 31,

married. Just completed 4 year residency

including vitreus surgery, retinal surgery,im-

plant surgery. Licensed California, Arizona,

New Mexico. Seeks association in private

group. No office work or refractions.

Nice work if you can get it! Who wouldn’t
like to do nothing but surgery? But I’m afraid

this young physician is either still looking for

work or has lowered his sights somewhat.
In the same journal I found advertisements

for four refraction machines, ranging in cost

from $18,000 to $22,000. The ads, ever so

subtly, suggested that the ophthmologist could
avoid the unpleasent chore of refracting the

human eye and delegate it to a technician who
could use the machine. This, the ad contin-

ued, would increase doctor’s income while

decreasing the drudgery because the doctor
could see more patients every day and use his

mighty intellect on worthier challenges like

hang gliding or cross country skiing.

During the Viet Nam War, service in the U.S.

*Box 158
Anchor Point, Alaska 99556

Milo H. Fritz, M.D., F.A.C.S.*

Public Health Service in Alaska, where it is

known as the Alaska Native Health Service,

was equated with being shot at, wounded,
or killed in the steaming jungles of Viet Nam.

At one of the Friday, Ground Rounds, in

the Alaska Native Health Service Hospital in

Anchorage, a young patriot said, regarding an
itinerant clinic, from which he had just returned,

“You know, our shore boat was nearly swamped
in the sea off Kotzebue. I lost all my surgical

gear and my sleeping bag but — and wouldn’t
you know it? the damn refracting equipment
came through complete and intact. So, I had to

do nothing but refractions all the time I was in

Kotzebue. What a drag!
”

To me for ophthalmologists to hate refrac-

tions is like a general surgeon who can’t stand

the sight of blood.

Patient’s do not make appointments saying,

“I have von Hipple-Lindau’s syndrome and I

want it checked,” or “My posterior polar

cataracts are so far advanced I think they need
surgery.” Neither do they say, “I have re-

tinoschisis with flashing scotomata before my
left eye.” Instead they say, “I can’t see so good.
I think I need new glasses, doc.”

THE ART:
The process of refracting the human eye is a

challenge to some of us a source of great satis-

faction. It often presents the opportunity of
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developing rapport with the patient as you
struggle together to improve vision in one eye,

the other eye, both eyes together for infinity

and at the reading distance, obtainable in no
other way. As one changes the lenses before

each eye, gradually refining sphere, cylinder and

axis until the patient can be improved no more,

one gets a certain sense of accomplishment
when the patient’s vision hits the 20/10 line or

improves to 20/20 with the proper lens.

With patience and tact the patient is soon
free of selfconsciousness and fear. Even sullen

teenagers and shy Native people as soon as they

are hidden behind the phoropter become brave,

communicative and pleasant as one leads them
to the ultimate in their visual acuity. Slowly,

patiently and with no sign of impatience or

shouting. Behind the phoropter the shy become
brave, the patient whose English is halting

becomes quite eloquent and at the end when
the patient comes from behind the phoropter

he does not relapse into sullenness or become
inarticulate. You have established in the pa-

tient’s mind that you care and don’t consider

refraction a bore for so great a doctor as you
undoubtedly are.

It is easy to test the impression you are

making by saying as you near the end of the re-

fraction, “Now I have just one more boring

thing for you to do and then we’ll be finished.’’

You’ll often be rewarded when the patient

says, “That wasn’t boring at all, it was fun!”

THE ENGINE AND THE TECHNICIAN:
By delegating refractions to a $22,000

engine run by $1,000 a month technician I

feel one misses the opportunity of really selling

oneself to the patient as a compassionate phy-

sician deeply interested in the patient’s dif-

ficulty with his vision. And even after the most
skillful technician has used the refracting ma-
ching with great skill the ophthalmologist
worth his salt has to put the ultimate finish on
the job. For the last V4 diopter of astigmatism

and the last2V2 degrees of axis can make the

difference between just another pretty good set

of lenses to “Those glasses I got from you four

years ago are the best I ever had, doc.’’

On rare occasions the refracting machine
and the ophthalmic technician come out ahead.

For instance, I had one of these fancy machines
for 90 days on a trial basis. My technician was
taught how to use it and became very skillful.

Besides having a genuinely sympathetic attitude

towards all patients she was fully equiped

with the noblest breast south of the Yukon
and when she used the machine, instead of sit-

ting down she leaned over thereby exposing
enough of her equipment to improve the visual

acuity in young males and in some not so young,
from 20/200 to 20/10 in about 30 seconds
without doing anything except getting the

patient comfortably seated at the ocular end of

the refracting engine. But that still left the

women, girls, odd males and males upon whom
the wonders of nature exert little or no charm.

Of course, some refractions can be a chore like

some operations. Patients vary; but some
general observations might be useful to my
colleagues.

THE PATIENT:
The sharpest people are girls and boys of

14 to 16. Equally sharp are the checkers of any
age in supermarkets. Lawyers and engineers

are almost as sharp. But, the most difficult

of all people to refract with no close com-
petitors are school teachers. 90% of them
simply cannot follow the simplest directions

thus accounting in my mind perhaps for the

increase in the number of school dropouts.

They seem determined to orate and dem-
onstrate that they went to “collitch” and have
a vocabulary of over 600 words. Instead of

making the simple decision as to whether
lens 1 or lens 2 makes the test object clearer,

not so clear or whether there is no difference

between the two, they come out with poetic

descriptions of how the H is purple or that the

crossbar of the H is thicker with lens 1 and
side bar is thicker with lens 2. And you must
sternly say that you want a decision not a

description. Furthermore you may have to go

on to say by persisting in poetic description

they may prove themselves thicker than either

the crossbar of the H and the sides of the H
combined. Remarks like this will elIso reduce

your patient load.

My loyal assistants, when I become dif-

ficult or demanding, often purposely schedule
3-4 teachers in succession. When I totter out of

the refracting alley, a broken man, exhausted

by the ordeal they often relent and shoot in a

smart teenager or a checker or a lawyer before

and after each teacher so I can straighten out
my ravelled nervous system.

BONUSES:
One day a boy was brought in for exam-

ination by his mother. Examination of the boy
was negative. But, she was cross-eyed to a

painful degree. Having got around the initial

shyness of the boy as described above I was
in solid with him and his mother seemed happy
too so I said, “Why don’t you make an appoint-
ment and let me examine your eyes and perhaps

I can straighten them by surgery?” Of course
she bridled a little and said, “Oh, that doesn’t
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bother me anymore. I’m married and besides

I can’t afford it.” Even after I told her my fee

was about l/6th of what she expected she

left with her son and never made an appoint-

ment.
Two years later the mother returned for an

eye examination. She seemed a little grimly

set. After I had finished I found she needed eye

muscle surgery but no glasses. “I know”, she

said, “you told me that when I brought my son

two years ago.”

“What made you change your mind?”
She hesitated eind then said, “Well, I’ll tell

you, Frank came home from school with a

black eye. When I asked him what happened
he said, “Oh, it’s nothing mom. I just had a

fight.”

“Well, he doesn’t go in much for fighting so

I kept after him for details and finally he told

me that he had an argument with another

6th grader and as he appeared to be winning

the argument the other kid said, “Well, what can

you expect from a guy who’s mother is cock-

eyed?”
“So I decided if my son loves me enough

to fight when others make remarks about me,

I had better get brave and have this thing fixed.”

She did and turned out very well.

Had Elaine used the refractor on her son,

cutting my personal contact to a few moments,
I wonder if I would have had the mother as a

patient. Somehow I doubt it.

A young couple with a retarded son of 8

consulted me one day because of suspected

poor vision. Refraction was difficult but no

impatience was felt or shown. Glasses for a

marked hyperopia were prescribed and the

patient’s scholastic performance inproved dra-

matically.

The next year the young couple brought

in two members of the older generation. They
lived in Tucson and came to visit their son and

daughter-in-law every summer. Both parents

had cataracts. Both were operated upon and

recovered nicely with excellent vision.

The younger folks said, “We brought mom
and dad to you because you were so nice to our

son who is doing much better now that he

has glasses.”

Some years ago I went on my annual itin-

erant EENT clinic to St. Mary’s on the Andre-

yevski River. The priests and nuns were par-

ticularly anxious for me to see two students

who couldn’t see at all well and who were
still in the 2nd grade after 3 years there where
they seemed doomed to stay until they were

old enough to leave school, go to work, or

could no longer squeeze into their seats. They
paid no attention to the teachers, bullied their

smaller classmates and one of them was sched-

uled for a school for the blind.

The retinoscope revealed that the worse of
the two needed a -20 sphere before each eye
to improve vision to 20/30 and his equally

obnoxious classmate needed a -16 sphere with

a -3 diopter cylinder at an oblique axis.

With their trial frames and correct lenses

their mouths fell open as they could see the

river, the lovely autumn leaves, the airplane

on the runway, the students in boats and the

mountains in the distance. The thrill of pleasure

of seeing properly for the first time was only'

surpassed by the thrill I received watching them
and at the news a month later that they were
becoming outstanding students.

Later both became successful contact lens

wearers, graduated from high school and became
respected young citizens of St. Mary’s.

YOUNG MOTHERS:
Young mothers who bring in their infants

for examination are always upset if the baby
cries. They feel that crying babies upset the

great doctor. As you wash and dry your hands
before tackling the young patient you can
calm the young mother by saying, “Now don’t

worry about Christina crying. All babies cry

because they hate to be restained and have a

big ugly stranger shine lights in their eyes.”

As you chat you casually light up your
retinoscope and just as casually flick the beam
into the patient’s eye — seemingly paying no
attention to the patient. Next you casually

swing your 4 dot flashlight with it’s red and
green lights around the still ignored youngster

who follows it with his eyes. So you learn

a little more about him. Finally you get out

your trusty ophthalmoscope and as you talk

quietly with mom you get a look inside the eye

still paying no attention to the baby. Finally

you place a warm hand on his and casually

play with his fingers. Gradually, still paying

no attention to the patient, you get close and
have a look at the adnexa and you are finished.

Does this work everytime? — Of course not.

But attacking the infant without giving him a

chance to size you up and get used to you and
the surroundings will result in a riot almost

everytime. The bedside manner doesn’t fool

the youngest patient; he sees through it as

though it were window glass.

THE ANIMAL KINGDOM:
I am often asked if I’ll see a pet cat or dog

because of eye injury or infection. The same

pay—no—attention—technique works very well

with animals. If you talk to the worried owner
the animal often get quite upset at your callous
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neglect and will more often then not start

snuffling you over or licking you and then is

quite content when you pet him and pay a

little attention to him and that is your chance,
of course, to examine the eyes.

CONCLUSIONS:
Refracting human eyes can be fun. A

machine with a technician can do the job in

less time but only about 90% as well as you

can. Skill and consideration of the patient

will often provide you with unexpected surgical

cases and the heady remark, “The glasses you
gave me 2, 4, or 6 years ago are the best I’ve

ever had. I’ve been examined since then by
other doctors but the glasses were never right.

I always go back to yours. But now they’re

broke.’’

Do refractions properly and you never will

be.

Safety Tips Listed

For Taking Medicine

Safety Tips

On Medicine

There is a right way and a

wrong way to do most things,

including taking medicine.

When medicine is taken cor-

rectly. the exact dose is taken at

the proper time, under condi-

tions that insure against error.

The American Medical As-

sociation offers a few useful di-

rections for taking medicines

—

* Store medicines in a

cabinet, preferably locked,

away from the reach of chil-

dren.

Keep only medicines cur-

rently in use.

Destroy old prescriptions,

because many drugs lose po-

tency or may be chemically

changed by time.

Read the label m a good light

before opening the bottle or

box. Read it again before

taking the medicine.

If you have more than one

box of pills or capsules to

take, be sure one is closed

before opening the other.

This avoids switching cov-

ers, and also labels.

When pouring from a bottle,

keep the label up so that any
dripping will not soil the

label and make it hard to

read.

Never take medicines m the

dark. If it's late at night, turn

on the light. If you wear
glasses for reading, put them
on.

Keep medicines away from

the bedside table. Make it

necessary to get up and
cross the room to get them.

It's too easy to take an

overdose if the medication is

accidentally repeated during

the night while sleepy.

Keep medicines in the origi-

nal labeled container. If you
carry pills in a pill box, paste

a small label inside the lid.

Avoid using medicine for

children whiyh is disguised

as candy. The child may
find the medicine and take

the whole bottle.

September, 1978

Frank Chappell

Science News Editor

AMA
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Our
American
Economic
^ystemis
goodnbad.

(check one)

Most Americans (about

80 %) believe that our

economic system—with its

individual freedom—is the

best in the world, yet some

changes are needed. To

help give you a clearer

picture of our system on

which to base decisions, a

special booklet has been

prepared. For a free copy,

write: "Booklets” RO. Box

1887, New York, N.Y. 10001.

Brief Summary of Prescribing Information
Combined TEGOPEN^ (cloxacillin sodium I

Capsules and Oral Solution
For complete information, consult Official Package
Circular. ( 12) TEGOPEN 9/ 1 1 /75
Indications! Although the principal indication lor cloxa-
cillin sodium is in the treatment of infections due to
penicillinase-producing staphylococci, it may be used to
initiate therapy in such patients in whom a staphylococcal
infection is suspected. (See Important Note below.)

Bactenologic studies to determine the causative organ-
isms and their sensitivity to cloxacillin sodium should be
performed.
Important Notei When it is judged necessary that treat-

ment be imtiated before definitive culture and sensitivity

results are known, the choice of cloxacillin sodium should
take into consideration the fact that it has been shown to

be effective only in the treatment of infections caused by
pneumococci. Group A beta-hemolytic streptococci, and
penicillin G-resistant and penicillin G-sensitive staphy-
lococci. If the bacteriology report later indicates the
infection is due to an organism other than a penicillin

G-resistant staphylococcus sensitive tocloxacillin sodium,
the physician is advised to continue therapy with a drug
other than cloxacillin sodium or any other penicillinase-

resistant semi-synthetic penicillin.

Recent studies have reported that the percentage of

staphylococcal isolates resistant to penicillin G outside
the hospital is increasing, approximating the high per-

centage of resistant staphylococcal isolates found in the
hospital. For this reason, it is recommended that a peni-

cillinase-resistant penicillin be used as initial therapy for

any suspected staphylococcal infection until culture and
sensitivity results are known.

Cloxacillin sodium is a compound that acts through a

mechamsm similar to that of methicillin against penicillin

G-resistant staphylococci. Strains of staphylococci resis-

tant to methicillin have existed in nature and it is known
that the number of these strains reported has been increas-

ing. Such strains of staphylococci have been capable of

producing serious disease, in some instances resulting in

fatality, ^cause of this, there is concern that widespread
use of the penicillinase-resistant penicillins may result in

the appearance of an increasing number of staphylococcal
strains which are resistant to these penicillins.

Methicillin-resistant strains are almost always resistant

to all other penicillinase-resistant penicillins (cross-

resistance with cephalosponn derivatives also occurs

frequently). Resistance to any penicillinase-resistant peni-

cillin should be interpreted as evidence of clinical resis-

tance to all, in spite of the fact that minor vanations in

in vitro sensitivity may be encountered when more than

one penicillinase-resistant penicillin is tested against the

same strain of staphylococcus.
Contraindications: A history of a previous hypersensi-

tivity reaction toany of the pe nicillins is a contraindication.
Warning: Serious and occasionally fatal hypersensitivity

(anaphylactoid) reactions have been reported in patients

on penicillin therapy. Although anaphylaxis is more fre-

quent following parenteral therapy it has occurred in

patients on oral penicillins. These reactions are more apt

to occur in individuals with a history of sensitivity to

multiple allergens.

There have been well documented reports of individuals

with a history of penicillin hypersensitivity reactions who
have experienced severe hypersensitivity reactions when
treated with a cephalosporin. Before therapy with a peni-

cillin, careful inquiry should be made concerning previous

hypersensitivity reactions to penicillins, cephalosporins,

and other allergens. If an allergic reaction occurs, the drug
should be discontinued and the patient treated with the

usual agents, e.g.. pressor amines, antihistamines, and
corticosteroids.

Safety for use in pregnancy has not been established.

Precautions: The possibility of the occurrence of super-

infections with mycotic organisms or other pathogens
should be kept in mind when using this compound, as with

other antibiotics. If superinfection occurs during therapy,

appropriate measures should be taken.

As with any potent drug, periodic assessment of organ
system function, including renal, hepatic, and hemato-
poietic, should be made dunng long-term therapy.

Adverse Reactions: Gastrointestinal disturbances, such

as nausea, epigastric discomfort, flatulence, and loose

stools, have been noted by some patients. Mildly elevated

SGOT levels (less than 100 units) have been reported in a

few patients forwhom pretherapeutic determinations were
not made. Skin rashes and allergic symptoms, including

wheezing and sneezing, have occasionally been encoun-
tered. Eosinophilia, with or without overt allergic mani-

festations, has been noted in some patients during therapy.

Usual Dosage: Adults: 250 mg. q.6h.

Children: 50 mg. /Kg./day in equally divided doses q.6h.

Children weighing more than 20 Kg. should be given the

adult dose. Administer on empty stomach for maximum
absorption.

N.B INFECTIONS CAUSED BY GROUP A BETA-
HEMOLYTIC STREPTOCOCCI SHOULD BE
TREATED FOR AT LEAST 10 DAYS TO HELP PRE-
VENT THE OCCURRENCE OF ACUTE RHEUMATIC
FEVER OR ACUTE GLOMERULONEPHRITIS.
Supplied: Capsules— 250 mg. in bottles of 100. 500 mg. in

bottles of 100. Oral Solution — 125 mg. /5 ml. in 100 ml. and
200 ml. bottles.

BRISTOL L/kBORATORIES
Division of Bristol-Myers Company
Syracuse, New York 13201



IN THE ANCHORAGE AREA,
STAPH RESISTANCE
HASNOW REACHED 82%.*
'resistance to penicillin G among community-acquired
staph infections. Data on file, Bristol Laboratories.

WHEN YOU CAN’T RULE OUT STAPH,CONSIDER

TEGOPEN
(cloxacillin sodium)
.“THE PENICILLIN OF TODAY”

Effective against nonpenicillinase-producing staphylococci,

beta-hemolytic streptococci, and pneumococci.f
tNOTE: The choice of Tegopen should take into consideration the fact that it has been shown to be effective only in the treatment
of infections caused by pneumococci. Group A beta-hemolytic streptococci, and penicillin G-resistant and penicillin G-sensitive

staphylococci. If the bacteriology report later indicates that the infection is due to an organism other than a penicillin G-resistant

staphylococcus sensitive to cloxacillin sodium, the physician is advised to continue therapy with a drug other than cloxacillin sodium
or any other penicillinase-resistant semisynthetic penicillin. The clinical signi6cance of in uifro data is unknowTi.

10 times more active against strep than staph.

Well absorbed from the G.I. tract.^
^Meiximum absorption occurs when Tegopen is taken on an empty stomach, preferably 1-2 hrs. before meals.

Please see brief summary
for prescribing information.



HEALTH - RIGHT OR RESPONSIBILITY?

Verner Stillner, M.D., M.P.H.

Wishing someone good health is a universal

greeting. In addition to wishing for good
health people believe that more doctors, hos-

pital based technologies, and national health

insurance will improve their health. This is

more fantasy than reality.

While certain modem technological in-

novations in medicine, surgery, and diagnostic

radiology will significantly contribute to the

health care of select individuals; these advances
will have little impact upon the health of the

overall population.

What is involved in obtaining individual

and collective health? Health is simply not an
item that can be wished, purchased or delivered.

Our dependency on others for good health

passes with childhood. Adult health is a state

of being that needs to be actively pursued,
physically, psychologically, and socially.

The idea that health is a “right” is the

greatest impediment to preventing disease.!

Government is seen as responsible for maintain-

ing healthy minds and bodies. Abuses of the

mind and body are thought to be personal

freedoms which are subsidized by taxes and
insurance premiums. Unfortunately too many
people pay little attention to their health

until it is threatened or lost. Behaviors such

as overeating, overdrinking, smoking, excessive

pill taking, improper sleeping and underex-
ercising are not “rights”, but habitually un-

healthy behaviors that have little individual

or collective survival value. These same acquired

behavioral patterns will not be altered sig-

nificantly by more doctors, improved hos-

pital technology and national health insurance.

We need to evolve to a state of individual

and national consciousness that regards health

as a responsibility, not as a right. Individual

responsibility for maintaining health is the

beginning of disease prevention. Good sleep,

exercise, nutrition, proper utilization of med-

ication should be practiced daily. Additionally,
people need to establish good social relation-

ships with friends and relatives. A social support
network is a most valuable method for handling
stresses that accumulate from life changes.

The physician has the responsibility of
practicing and promoting positive attitudes

to health. During the process of taking a med-
ical history, careful detailed inquiry should
be made into the patient’s eating, sleeping,

drinking, smoking, exercising and pill taking

behaviors. Social functioning should be in-

vestigated by asking if the patient has a person
with whom he can share intimate thoughts
and feelings. When excesses or deficiencies

are noted in the history and physical exam-
ination, specific suggestions for behavioral

change should be made. Continuing medical
education programs designed by physicians

need to emphasize health promotion. Special

attention might be directed to the health pro-

blems of youth, especially in warning them
against the potential of using commonly abused
street drugs.

Many individuals demand of their em-
ployers fringe benefits of caffeine and nicotine

breaks. Ash trays and janitorial services for

emptying ash trays are commonly provided.

By contrast employees should request time
and facilities for health promotion. Exercising

and showering facilities will yield a better cost/

benefit ratio for the employee and employer
then ash tray services.

The universally desired state of health does
not come to us as a gift or a right. Health needs
to be pursued actively by all citizens. Illness

and disease can be effectively prevented and
treated only when we recognize health as an
individual responsibility rather than a right.

s/36

iRnowles, J. H.: The Responsibility if the individual

Daedalus, 106:57-80, 1977.
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There is trouble in our profession. We are

being attacked by Government, consumers, and

“society”. What should we do?

We must keep ourselves informed. This

will require a diligent effort on the part of

each member of our Association. We must
avoid taking positions that are fatuous. For
example, reguarding the new fee schedule

put out by the welfare people, it is not help-

ful to take the stance “They can’t do this

to me”, “It is illegal” or “I won’t go along

with it”.

It is not helpful to believe that we can

get the Government out of the health business,

or to believe that every complaint about health

care is untrue and malicious.

If each doctor makes an effort to be in-

formed about these matters, we will hope-

fully have a more realistic idea of where we
stand, what goals are possible, and what goals

are inappropriate. It is vital that physicians

have a correct feeling of our public image,

so that we will not waste resources fighting

battles that are already lost. For example,

I precieve a serious and valid concern for the

cost of medical care. There are many lies,

half truths and misinterpretations in the lit-

erature from both sides, but physicians make
a big error if they fail to share consumer and

government concern on costs.

Another example: there are serious con-

cerns about the quality of care. Here the

misinformation is even greater than in the

costs area, but physicians must seriously con-

cern themselves with quality of care.

Here is a list of items that we need to

know about:

1) Health Systems Agencies (HSA). Do you
know anything about them, what they

are for, and how they affect you?

2) How do you feel about Health Main-

tenance Organizations (HMO), prepaid

mediced care? Do you know how
Edward Kennedy, Jimmy Carter, and

Ralph Nader feel about fee for service?

A1 WorraU, M.D.

3) How do you feel about National Health

Insurance (NHI)? Do you know the

various plans being offered? Do you
understand the present squabble be-

tween Ed Kennedy and President Carter

reguarding President Carter’s NHI prin-

ciples?

4) Do you understand PSRO and what
they are supposed to do?

5) How about Certificate of Need? What
is it all about, who needs it, and who
grants it?

6) Cost Containment, Hospital Cap, and

Voluntary Effort?

Speaking of cost containment, we should

all inventory our practice routines and see

where we can make savings. I have for years

routinely ordered blood on call for C Sections

and hysterectomy, but I can’t remember when
I have last had an emergency at the operating

table and needed the blood. I’m considering

discontinuing the blood on call routine. Also,

I’m doing more outpatient surgery, and re-

examining the need to admit major surgical

patients the evening prior to sugery.

One area where large savings can be realized

is length of stay. Many doctors are reluctant

to apply a little pressure to get the patient

out. Patients who have been discharged at
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9 A.M. shouldn’t be allowed to remain in the

hospital till 6 P.M. when their husbands get

off work, or patients who could go home
Monday shouldn’t be allowed to remain till

Wednesday when their mother arrives from
Minneapolis.

There is no doubt in my mind that when
doctors become convinced that we really do
have to reduce the costs, we can do it far better,

and with less adverse impact than anyone
else .

OMISSION: VOLUME 20, NO. 4, JULY 1978

THE PHYSICIAN AND OPTIMUM BODY WEIGHT FOR
JUNIOR HIGH AND HIGH SCHOOL WRESTLERS

John Tower, M.D.

WRESTLER’S WEIGHT-LOSS GRAPH
This IS the weight reduction graph provided for a 16 year old high school |unior preparing

for the wrestling team He weighed 155 pounds and had an estimated level of fat of 15%
of his body weight It was recommended that he compete at 145 pounds, on the basis of

a 10% reduction ot body fat (15 pounds), and assuming he would increase his muscle
mass by 5 pounds through training
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Bactrim hasshown high clinical effectiveness in recur-

rent cystitis as a result of its wide spectrum and dis-

tinctive antimicrobial action in the urinary, vaginal and
lower intestinal tracts.

The probability of recurrent urinary tract infection

appears to be enhanced by the establishment of large

numbers of E. coli or other urinary pathogens on the

vaginal introitus. The trimethoprim component of

Bactrim diffuses into vaginal fluid in effective concen-
trations, thus combating migration of pathogens into

the urethra.

Studies have shown that Bactrim acts against Entero-

bacteriaceae in the bowel without the emergence of resis-

tant organisms. Thus, Bactrim reduces the risk of introita

colonization by fecal uropathogens. It has no signifi-

cant effect on other normal, necessary intestinal flora.

Bactrim fights uropathogens in the
urinary tract/vaginai tract/iower intestinai tract

Please see reverse side for summary of product information.
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Original Articles

POTENTIAL DEVELOPMENT OF NATIVE

IN COOK INLET REGION

HEALTH CARE

Bv Dan Slabv

Purpose

Almost ten years have transpired since the

first O.E.O. funded Native regional health

organization began operations. Since then there

has been gradual and increasing Native regional

development of health programs which has

brought changes in the health economics of the

State. The purpose of this discussion is to open

a public dialogue to review this growth and

foresee what long term impact Native involve-

ment could have on government and private

health economics. .As a result of public dia-

logue, an increase in general understanding of

the philosophical basis of Native regional de-

velopment should alleviate concerns by the

public and private sector regarding the aspira-

tions of Native people toward self determination.

Historical Roots of Native Health Programs

The origins of Federal involvement in

providing health ser\'ices to Alaska Natives lie

in a treaty signed with Russia in which the

United States agreed to provide health care for

the Native people in Alaska in the same manner
as it did for Indians elsewhere in the country.

-At first, health services were provided through

the Bureau of Education, but as the Bureau

of Indian Affairs became the prime agency for

Indian services, the .Alaska Native Services was
formed and the Anchorage Medical Center

opened in 1953. During these formative years,

discussions almost led to transferring ANS to

the territorial government, Alaska Department

* Mr. Slaby was the former Director of Operations and Plan-

ning for the Cook Inlet Native .Association. Prior to that he

was health director for C'INA. PresentU’ he is with Notaro and

Associates, 6454 .Arlington Blvd., Falls Church, Va. 22042.

of Health. However, the transfer was never

completed because of the Parran Report in 1954
which described the deplorable health conditions

of the Alaska Native people. .As a result of

national interest in public health, resulting

in the Public Health Sendee .Act, the Division

of Indian Health Sendee was created to respond

to Congressional findings. The IHS through the

regionalized structure of the .Alaska Native

Health Service and heavy reliance on para-

professional aides in the villages, successfully

stemmed the rampant epidemic of TB. The
passage of the .Alaska Native Claims Settlement

.Act of 1972 which defined land ownership

of .Alaska Natives had also the intent of review-

ing Federal involvement in public sendee com-
mitments with the expectation that the .Act

would elevate the standard of living sufficiently

to accommodate for health, education and

welfare needs. In response to the .Act. a G-2

Study was conducted to assess the status of

.Alaska Natives at that time. Recognizing the

impact of the .Act, the .Alaska Federation of

Natives conducted a Rural Health Conference

in 1974 to set the stage for a health policy

development, and after a long process of de-

liberation among the regional non-profit cor-

porations, the .Alaska Native Health Care Policy

Statement was issued. The .ANHCPS established

the purpose for transfer of management of IHS
programs to the regional health organizations

within a decade. Since the ANHCPS was issued.

Congress passed P.F. 93-638, Indian Self De-

termination and Education Assistance .Act.

which enabled tribes to enter into contracts to

perform the functions established by law in

the Department of Interior and Health Education
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and Welfare for services to Indian people. P.L.

93-638 seems to be the contracting vehicle for

implementing the ANHCPS. However, the

scope of health services to be provided to the

Alaska Native people through AANHS or con-

tract mechanisms had been ill defined until

P.L. 94437. The value of P.L. 94437. Indian

Health Care Improvement Act, is that it defines

the scope of health services that the Indian

people can expect to be provided, and author-

izes appropriations necessary to assure a level

of health services needed to elevate the health

status of Native people to national levels. At
present, the focus of the regions is to develop

health plans for implementation under P.L.

94437.

Underlying Assumptions of Native Regional

Development of Health Services

The development of regional programs is

based upon assumptions concerning the long

range projections of established historical

relationships;

1 . The Native community desire the level

of ownership of their health resources

with maximum participation in manage-

ment and health manpower development

consistent with maintaining the trust

responsibility of the Federal government;

2. There will be continued and increased

Federal, State and local involvement
and support for health services;

3. The demographic characteristics and

health status of the Native community
wilt be changed as the population

matures and the general social and

economic well being improves;

4. The trend of cultural development

will be co-assimilation into a pluralistic

community with Native people parti-

cipating in a greater variety of life-

styles without significant loss of ethnic

identity;

5. Progress to self-determination will encour-

age an increasing community organi-

zation and facilitate an expanded role of

tribal institutions in a pluralistic society

;

6. Subsistence as a way of life will sym-

bolically permeate the diversity of

lifestyles adopted by the Native com-
munity.

Traditional Cultural Influences

Historical continuity of development results

from basic philosophical directions rooted in

cultural tradition. If we examine Native cultural

tradition, the following philosophical traditions

predominate and influence regional health

system design-

1. Respect for Individuality: Because in

a subsistence economy the individual

plays a central role in productivity,

and the prestige associated with suc-

cessful subsistence activity is related to

skills learned from childhood through

experience. Native communities will

tolerate a wide variance in individual

behavior before taking steps to limit any

person, and then only after repeated

attempts to “advise against or ridicule”

inappropriate behavior.

2. Limitation on Interpersonal Com-
petition: In a subsistence economy
productivity is related to harvesting

natural animal population cycles; very

little is directed towards controlling

or increasing animal reproduction. No
matter how skilled a person may be,

success is related to “luck” and natural

factors beyond the control of the in-

dividual. People need to be able to rely

on the success of others when their own
luck is down, and too much competition

would prevent the community—wide
sharing necessary for survival of all

the members of the community.
3. Individual Responsibility: Native people

live extensively without visible external

constraints to their behavior, or with-

out any explicitly stated rules. Con-

sequently, the individual is expected

to exercise Judgement in determining

appropriate behavior and keeping in

good terms with others in the community.
4. Limitation on Resource Utilization:

In a subsistence economy in which the

individual or community exerted no
control over availibility of resources, and

no sophisticated food storage technology

was available, people were limited to

take only enough to meet immediate

personal and community needs. By
limiting resource utilization, human
harvest would not likely deplete the

breeding capacity to replenish animal

population levels, although the timing

and sequence of natural cycles brought

periods of plenty and scarcity.
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Altliougli during the last tew decades, the

Native cultures have been significantly impacted

by economic development in the State, we have

to realize the depth of change required of a

single, or two, generations. It was only after the

Parian Report in 1954 that any systematic

effort was made to deal with the health status

of the Alaska Native. It was only in 1972 with

the passage of the ANCSA, that Native com-

munities have had any contact with corporate

economic structures and been required to

manage any substantial amounts of money.

It is little wonder that management of corporate

structures has resulted in failures as well as

successes; but among all the prophets of doom,
1 think that recognition needs to be given to

the adaptive capacity of the Native cultural

heritage to respond to the new economic order.

Issues to be Resolved

If Cook Inlet Native Association is to

continue to develop a regional system of health

care, several issues need to be resolved. These

issues speak to the degree that CINA can inte-

grate a new economic order with traditional

life styles. Similarly, growth of CINA direct

service programs will be related to a diminished

direct IHS presence. The dangers to this de-

velopment is a lack of traditional roots to the

new economic order which may result in in-

stability for a long period, and diminishment

of direct Federal services may weaken the

trust responsibility for Native people. Cer-

tainly, the growth of health services to Indian

people has been a consequence of the self-

perpetuation of the IHS bureaucracy more than

any system response to identified health needs,

witness the avoidance of alcoholism and mental

health services to a population with the highest

rate in both.

The issues that need to be resolved are simply:

1 . What is the best method for CINA to

represent the interests of the Native

health consumer living in Cook Inlet

Region?

2. How can CINA implement the Indian

Self-Determination and Education As-

sitance Act while insuring that health

services will not be reduced or frag-

mented?
3. What are the real costs and benefits

of each of the options for CINA’s

input into or actual management of

health care programs?

4. What are the additional management
capabilities that CINA must develop

to implement any of the options for

future involvement in health care

programs?

5. How can CINA overcome contracting

and political barriers to implement
P.L. 93-638 and P.L. 94-437^

Optimum System Design

The ultimate responsibility for maintenance

of a state of health and well being rests with the

individual. First, to make the life style choices

that support health; and second, to participate

in the organization of resources that mimi-

mizes individual dependency on continued

and costly deliveiy mechanisms. Primary

emphasis needs to be placed on health education

and promotion of healthy behavior to reduce

the risk factors associated with the presence of

disease and disability. Because each individual

lives within an environment that includes both

natural and cultural factors impacting health

status, community organization to alleviate

environmental conditions which affect the life

cycle is essential. A health program must

address environmental health and preventive

medicine in the context of community organ-

ization and economic capacity.

Economic capacity is defined as the level

and scope of services that the community can

reasonably support under a market system.

Market scale is determined by interplay of three

factors: economy of scale of production process,

extent of demand and transportation costs.

Scale economies dictate the size a health facility

must be to operate efficiently and provide

a preferred scope of services to other choices

an individual has available. Extent of demand
relates to the demographic and epidemiological

characteristics of the service area, and trans-

portation costs involve both costs of itinerant

services and patient travel to distant facilities.

In general, a particular health service becomes

inappropriate for a community health facility

when the economy of scale exceeds the extent

of demand and costs of transportation. Geo-

graphical and systemic regionalization is one of

the most promising methodologies of adjusting

the economy of scale to local economic capac-

ity. Effective and efficient delivery of health

services must involve not only a better way of

allocating resources based on the economic
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Letter to the Editor

We were pleased to see the quality coverage

given to the treatment program for victims of

sexual assault in the July (1976) issue of Alaska

Medicine.

The author noted a dearth of specific pro-

grams in Alaska which intergrate provisions for

all the needs of rape victims including crisis

counseling, medical and legal advocacy. As
Alaskan women who are committed to aiding

victims of sexual assault, we would like to men-

tion the services available to victims of violence

in the Fairbanks area.

Crisis counseling is available every hour of

every day for victims of sexual assault. We
maintain close contact during this crisis phase,

but we also facilitate short-term readjustment

and long-term resolution. We will work with

family members (parents, spouses, children)

and significant others (lovers, peers). Advocates,

responding to a call from the Emergency Room
at the hospital or a request from a victim, assist

women through the medical examination

(providing empathetic support and company and
explaining procedures as necessary). For the

victim who wishes to report the crime and press

charges, we will work with police and legal per-

sonnel, acting as liason, interpreter, advocate or

counselor, as appropriate.

Since our inception in October 1977, we
have served 45 rape victims. Our first year has

been spent legitimizing our position in the

community through developing contacts with

medical, law enforcement and legal personnel.

As more of the general public learns of our

presence, we expect a dramatic increase in

requests for services.

We look forward to assisting more victims of

sexual assault in coping with the trauma forced

into their lives and in regaining their sense of

autonomy.
Incidentally, we offer comparable services

for victims of domestic violence.

Sincerely,

Patricia Livingston for WIC-CA, Inc.

Librax’
Each capsule contains 5 mg
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Please consult complete prescribing information, a
summary of which follows:

Indications: Based on a review of this drug by the

National Academy of Sciences—National Research
Council and/or other information, FDA has classified

the indications as follows:

“Possibly" effective: as adjunctive therapy in the

treatment of peptic ulcer and in the treatment of the

irritable bowel syndrome (irritable colon, spastic

colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indica-

tions requires further investigation.

Contraindications: Glaucoma; prostatic hypertrophy, be-

nign bladder neck obstruction; hypersensitivity to chlor-

diazepoxide FICI and/or clidinium Br.

Warnings: Caution patients about possible combined ef-

fects with alcohol and other CNS depressants, and
against hazardous occupations requiring complete mental

alertness {e g .
operating machinery, driving). Physical and

psychological dependence rarely reported on recom-
mended doses, but use caution in administering Librium®

(chlordiazepoxide HCI) to known addiction-prone individu-

als or those who might increase dosage; withdrawal symp-
toms (including convulsions) reported following discon-

tinuation of the drug.

Usage in Pregnancy: Use of minor tranquilizers

during first trimester should almost always be
avoided because of increased risk of congenital

malformations as suggested in several studies.

Consider possibility of pregnancy when institut-

ing therapy. Advise patients to discuss therapy if

they intend to or do become pregnant.

As with all anticholinergics, inhibition of lactation may occut'l

Precautions: In elderly and debilitated, limit dosage to

smallest effective amount to preclude ataxia, oversedation,

confusion (no more than 2 capsules/day initially; increase-

gradually as needed and tolerated). Though generally no*

recommended, if combination therapy with other psyctf'
^

tropics seems indicated, carefully consider pharmacology .

’

of agents, particularly potentiating drugs such as/(IAC .
,

•
-i'

hibitors, phenothiazines. Observe usual precautiok > in

presence of impaired renal or hepatic function. Parade^
cal reactions reported in psychiatric patients. Employ ^

usual precautions in treating anxiety states with evidence
of impending depression; suicidal tendencies may be
present and protective measures necessary. Variable ef-

fects on blood coagulation reported very rarely in patients

receiving the drug and oral anticoagulants; causal rela-

tionship not established

Adverse Reactions: No side effects or manifestations not

seen with either compound alone reported with Librax

When chlordiazepoxide HCI is used alone, drowsiness,

ataxia, confusion may occur, especially in elderly and de-

bilitated; avoidable in most cases by proper dosage ad-

justment, but also occasionally observed at lower dosage
ranges. Syncope reported in a few instances. Also

encountered; isolated instances of skin eruptions, edema,
minor menstrual irregularities, nausea and constipation,

extrapyramidal symptoms, increased and decreased

libido—all infrequent, generally controlled with dosage re-

duction; changes in EEG patterns may appear during and

after treatment; blood dyscrasias (including agranulo-

cytosis), jaundice, hepatic dysfunction reported occasion-

ally with chlordiazepoxide HCI, making periodic blood

counts and liver function tests advisable during protracted

therapy. Adverse effects reported with Librax typical of

anticholinergic agents, /.e,
,
dryness of mouth, blurring of

vision, urinary hesitancy, constipation. Constipation has

occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701



capacity of a coninuinity, hut must also involve

moving toward establishing effective health

status targets and techniques for planning and

control of systems with established priorities,

cost effectiveness measures, assurances of

conservation of resources, and capacity for

adaptation and innovation. A regional system

must be problem solving.

The economy of scale minimizes costs of

labor, technology and capital investment to

meet the extent of demand. To fulfill the sys-

temic requirements for accountability and

responsiveness, a problem-solving health system

operation must deal with the following problems:

1 . Existing, and rising high cost of essential

health resources;

2. Lack of local skills and community
self confidence;

3. Lack of adequate stable sources of in-

come;
4. Community fragmentation ; and
5. Environmental deterioration.

To meet the challenge of these problems and be

viable within the structure of a community
economic capacity, a regional health system

must develop a delivery technology with the

following characteristics:

1. Minimize the amount of capital invest-

ment required for operation to the

extent of retarding facility development

in preference of basic and preventive

services;

2. Simplify managemant and maintenance

of level of effort required to meet
health status goals;

3. Small scale operations related to iden-

tifiable, achievable objectives in pre-

ference to larger scale more sophis-

ticated secondary or tertiary levels of

service;

4. Energy efficiency to prevent escalation

of capital intensive investment;

5. Ecologically sound and protective of a

suitable living environment with capac-

ity for emphasizing sanitation;

6. Encourages group endeavors and social

cohesion in the community;
7. Emphasize the development of local

labor capacity through education and

labor-intensive program operations.

The optimum system design is a regionalized

problem-solving organization of health re-

sources based on local economic capacity

with an appropriately applied level of tech-

nology to enhance self reliance through de-

velopment of local human potential.

Options for Development

C'onsidering the complex factors that need

to be considered in evaluating options available

to CINA, and that these options must be poli-

tically acceptable to all concerned parties. CINA
has at least the following recourses to develop-

ment :

1. To advocate for adequate health pro-

grams operated by the Federal govern-

ment through the IHS and directed

through policy formulation by a

Native health board;

2. To operatesupplemental programs while

IHS continues to provide the core of

health services;

3. To operate a prepaid ambulatory

care program with satellite clinics

and rely of IHS to provide secondary

and tertiary level services;

4. To operate a prepaid ambulatory care

program with satellite clinics and

contract with local facilities for secon-

dary and tertiary level serv'ices;

5. To contract for health services with the

private sector through various mechan-

isms without any direct IHS or CINA
involvement in health care.

Review of Options

CINA is at a point in planning for the Indian

Health Care Improvement Act that a decision

to select one option as preferred would provide

guidance and direction for the next 5-7 years.

Certainly the direction CINA selects to pursue

affects the future role of IHS to provide direct

care in Alaska. Based on the preceding dis-

cussion. the following positive and negative

aspects are evident:

Option 1 : IHS with CINA Board Activity

Advantages:

A. Probably most assured method of

maintaining Federal funding support

to Indian programs.

B. Continuation of an established system

of health care.

C. An effort to achieve health manpower
requirements more likely to be suc-

cessful on a national level of recruit-

ment.
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Disadvantages:

A. Inflexible system prevents adequate

planning and management controls

over productivity;

B. No incentives tor cost control of reg-

ulation by economic capacity;

C. Limited tribal management role;

D. Does not provide tribal organizations

with the capacity to undertake de-

velopment;

E. Capital intensive approach.

Option 2: CINA Supplemental Programs to IHS

Advantages:

A. Does not require CINA to undergo de-

velopment efforts;

B. Little risk or responsibility for direct

care.

Disadvantages:

A. Lacks long term foundation for poten-

tial growth;

B. No direct control or management
of services;

C. Perpetual risk of inadequate cash

flow;

D. Supplemental programs have low fund-

ing priority.

Option 3: CINA Prepaid Ambulatory Care

Program with IHS Backup

Advantages:

A. Direct control and management of

health care;

B. Can implement regionalization of health

care;

C. Resolves cash flow problems;

D. Establishes CINA as direct provider

of services;

E. Minimize capital intensive investment;

E. Requires a continued direct Eederal

involvement in Native health care;

G. Does not require CINA to assume

responsibility for high risk areas;

H. Direct accountability and response to

Native health boards;

I. Can respond to changes in methods
for financing health care;

J. Can implement small scale operations

based on community economic ca-

pacity with spreading financial risk

regionally.

Disadvantages;

A. Requires sophisticated management ca-

pacity development;

B. Requires long term board commit-
ment to maintain program
effort;

level of

C. Native politics can affect

stability.

program

Option 4: CINA Prepaid Ambulatory Care

Program with Contract Backup

Advantages;

A. Direct control and management of

health care;

B. Can implement regionalization of health

care;

C. Resolves cash flow problems;

D. Establishes CINA as direct provider

of services;

E. Minimize capital intensive investment;

E. Direct accountability and response

to Native health boards;

G. Can respond to changes in methods
for financing health care;

H. Can implment small scale operations

based on community economic ca-

pacity with spreading financial risk

regionally.

Disadvantages;

A. Loss of direct Federal involvement

in providing direct care;

B. CINA assumes responsibility for high

risk areas;

C. Inaccurate actuarial data and rate

setting can cause financial distress;

D. No control over contract hospital

cost increases.

Option 5: Contract with Private Sector

Advantages:

A. Physician choice community wide;

B. Doesn’t require intensive capital in-

vestment;

C. Little risk or responsibility for direct

care.

Disadvantages;

A. Lack of incentives for cost control;

B. No regionalization capability;

C. No Native management capability;

D. Limited prevention, education and
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health promotion activity;

K. Limited Native health manpower de-

velopment;

F. Health program does not contribute

to the economic development of

Native people.

Discussion: Summary
The choice for future development of CINA

in health services appears most successful in

the development of a regionalized primary

care system financed through a mechanism of

a capitalized or prepaid contract. It seems

that the weakest link in the Federal system

is its administration and management which

do not have penalities for lack of fiscal control

and no rewards for cost-effective innovation

or improved efficiency such as exist in the

private sector. Likewise, to pursue Native

preference hire in the Federal system does not

promote or perpetuate Native cultural values

or cultural cohesion because the Federal person-

nel system has little, if any, direct accountability

to the Native community except to be con-

sumers of health care. Freedom of physician

choice means little without the freedom of

self determination of cultural values and goals.

Both the Federal and private system require

the medicalization of Native society, and do
not require or reward the individual respon-

sibility for self care. First and foremost needs

to be the emphasis on being well and promoting
self reliance.

Summary
I personally feel that CINA should pursue

Option 3 through a developmental strategy

established by the Ambulatory Care Improve-

ment Demonstration Project. The ACIDP is

a process of developing Ambulatory Care

jointly with IHS and enables the program
to be transferred to CINA at the point where
CINA has the capacity to assume responsibility

for the program. I envision a major Ambulatory
Care facility in Anchorage with satellite out-

patient clinics in rural communities. The
Anchorage facility would be staffed with a

group of family practitioners and some speci-

alities represented such as internal medicine,

pediatrics, OB/GYN, orthopedics, EENT and

psychiatry. Other major services which CINA
can reasonably provide is a full service dental

clinic and an Alaska Native Alcoholism Treat-

ment Program. For mental health services

I feel a joint program with the Anchorage
Community Mental Health Center is desirable.

Other services that CINA needs to consider

is rehabilitative and long-term nursing care,

but these have not been sufficiently evaluated

by me to come to any opinion. At some point,

CINA may want to consider expanding services

to the underserved element of the Anchorage
population, but not until a stable organization

has been formed.

Rural services need to be developed as a

community—wide seiwice. Separate Native

services in the rural areas would only create

artificial barriers between Native and non -

Native people and stitle the participation of
Native people in local social and economic
development. Rural seiwices need to be tied

into the local hospitals to provide additional

support to continuation of a needed community
service. Coordination and participation with

existing public health services in the various

communities is certainly desirable.

Improvement in environmental health will

significantly improve health status and will

result from efforts to improve housing, sanita-

tion and water supplies. Direct Federal and
State support for environmental improvement
programs will help, but the long range solution

will result from the overall economic develop-

ment of the Native community which would
elevate an overall standard of living. From
experience learned world wide, public and
environmental health becomes an issue when
economic development reaches a level when
basic survival needs are met. A CINA-spon-
sored regional health program can contribute

to the overall economic development of the

Native community.
Services located in a hospital are capital

intensive and required a capacity to absorb

a high financial risk. I would not recommend
CINA to assume this risk by management
ot inpatient care. The continuation of the

ANMC would be most benefical in this area.

However, ANMC inpatient functions can be

provided through a number of options. One
option is a separate facility. Another is to locate

the functions within existing hospital facilities.

A separate ANMC facility could be a new
replacement to the existing facility or remode-
ling of the present facility. My preference

would be to avoid costly capital intensive

development and transfer ANMC functions to

the under-utilized existing community hos-
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pitals. This transfer should guarantee Native pre-

ferenee liire and Native participation on hos-

pital hoards. Native staffing and board niemher-

ship of coninuinity hospitals are important for

the satisfaction and identification of Native

people with the services they receive. I hope that

this article will invite an open discussion to the

future of Native health care in Alaska and
bring the many vested interests into open
communication among each other for the bene-

fit of the Native people, and all Alaskans.

Lower Temperatures

Preferred for Health

Cool Homes

Healthier

Those of us who are responding

to energy conservation pleas by

keeping home temperatures some-

what lower this winter are likely to

stay somewhat healthier than those

who continue to overheat their

dwellings.

The American Medical Associa-

tion reminds that temperatures in

the mid-60s are healthier than tem-

peratures in the mid-70s.

Heating the interior of homes and

offices during the winter removes

moisture from the air. The higher

the temperature, the dryer the air.

Air with little moisture aggravates

bronchial and other respiratory

problems. It contributes to dry

throat and nose, coughs, and dry,

itchy skin.

The respiratory system doesn’t

cope well with sudden changes in

temperature. Moving from an

overly heated room into outside

cold affects the body adversely,

causing coughs and respiratory

problems. The body adjusts to tem-

perature changes gradually.

There are no major health advan-

tages inherent in keeping inside

temperature somewhat lower, but

there are minor advantages that will

add to comfort and well being dur-

ing the winter.

If the air inside your home is very

dry even with reduced temperature

levels, you might consider using a

humidifier to add moisture.

November, 1978

Frank Chappell

Science News Editor

AMA
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THE BUREAUCRATIZATION OE THE AUASKA

NATIVE HEAUTH MOVEMENT

By Don Bantz^ M.P.A.

It was 1 72 years after the federal government
first began providing health services to Indians,

that Congress finally formalized a commit-
ment to Indian self-determination and con-

sumer involvement in the provision of health

services. This was accomplished on January

4, 1975 with the passage of the Indian Self-

Determination and Education Assistance Act,

resulting in a significant social policy change

setting forth . . .

... a meaningful Indian self-determi-

nation policy which will permit an orderly

transition from Federal domination of

programs for, and services to, Indians

to effective and meaningful participation,

conduct, and administration of those

programs and services.

This Congressional policy of Indian Self-

Determination was an attempt to reform the

major institutional bureaucracies - Indian

Health Service (IHS) and The Bureau of Indian

Affairs (BIA) - in two major ways:

1) Transfer control of programs from
BIA/IHS to Indian tribes.

2) Render BIA/IHS more responsive to

their clients by providing mechanisms
for effective and meaningful parti-

cipation, conduct, and administration

by Indian tribes in the programs that

serve them.

DEFINITIONS
Bjur and Caiden argue that as public in-

strumental bureaucracies (an administrative

*Don Bantz, M.P.A. is a private health planning consultant,
having worked for the past two years in rural Alaska under
contrat with various Alaska Native Health Organizations. He is

presently pursuing his PhD in Public Administration through
a joint University of Alaska/University of Southern California

program.

bureaucracy set up for a specific purpose)

mature, they tend to evolve into institutional

bureaucracies . . .

Whenever an organization created for

instrumental purposes transcend that role

and comes to develop a value significance

. . . apart from their instrumental utility

. . . their permanence or survival assumes

a greater importance than economy or

efficiency. (1978:5)

Further . . .

They built up their autonomy (unre-

sponsiveness to clients) . . . muster their

own power bases . . . cherish their ability

to decide their own arrangements . . .

and resist reforms. (1978:5)

By this criteria, the Indian Health Service,

as with most federal bureaucracies, has become
institutional in the sense that survival is of the

utmost importance. Herbert Kaufman studied

the survival capabilities of 175 governmental

agencies from 1923-1973 and found that: 1)

85% of them were still alive and well, and 2)

those agencies that had gone out of existence

tended to see their functions survive (1976).

With the passage of the Self-Determination

Act, IHS faced an immediate threat to its

autonomy, power base, and survival. It reacted

in a manner consistent with that of any insti-

tutional bureaucracy.

This paper will explore the means by which
the reaction of this institutional bureaucracy

(IHS) has effectively neutralized the Congres-

sional attempts at reform by studying the

Alaska Native consumer health movement
during the period 1973 to 1978.

BACKGROUND
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The federal government has provided health
services to Native Americans as early as 1802.

However, the statutory authority for the pro-

vision of these services began with The Synder

Act in 1921. At that time, The Synder Act
authorized The Bureau of Indian Affairs to:

“direct, supervise, and expend such

monies as Congress from time to time

may appropriate, for the benefit, care,

and assistance of the Indian’s throughout

the United States for the following

purposes: For relief of distress and

conservation of health . . . for the em-

ployment of . .
.
physicians . . . (DREW:

1974).

The responsibility for the federal Indian

health program was shifted to the Public Health

Service of the Department of Health, Education,

and Welfare, in 1 954, which subsequently evolved

into the Indian Health Service.

The early 1970’s brought the “Indian

activist movement” to its peak. Indians began

organizing all over the country and began to

“mau-mau” the federal government. The War
on Poverty and the Office of Economic Op-
portunity provided the impetus for the establish-

ment of the First Alaska Native consumer
controlled health organizations - The Yukon—
Kuskokwim Health Corporation in Bethel and

The Norton Sound Health Corporation in Nome.
Shortly afterwards the “Health Right” pro-

gram of the Alaska Federation of Natives was

established and served as the statewide nucleus

from which to promote consumer controlled.

Native health entities at the regional level.

(For an excellent historical account of the pre—
“Native Health movement period” see Fortuine -

Health Care and the Alaska Native: Some
Historical Perspectives).

Chart #1

HEALTH ENTITY ORCANIZATIONAL STATLIS NATIVE REGION YEAR STARTED FORMAL HEALTH ACT1VITES

Alculun-Pnbilol

HealMi Dcpjrimenl

Aleuiian-Pnbilut

Islands Assovialion Ine Aleut

Bristol Buy Area
Health Corporution

Non-profit organisation

Bristol 6j\ l'^73

Cook Inlet

Health Oepartmenl
C ook Inlet Native

Assoeialion Cook Inlet 1974

Copper River

Health Department
Copper River Native

Association Inc Ahina 1974

Kodiak Island

Health Auihonty
Kodiak Area Native

Association Koniag 1973

Mauneluk
Health Department

Mauneluk
Nana 1973

North Patifii Rim
Health Department

North PaciTic Rim
Native Corporation Chugaeh 1974

North Slope Borough
Health Department

North Slope Borough
Arctic Slope 1974

Norton Sound
Health Corporation

Non-profit organization

Benng Straits 1969

South East Alaska
Regional Health Corp

Tlingil-Haida

Central Council Sealaska 1974

Tanana Chiefs

Health Authority

Tanana Chiefs

Doyon 1973

Yukon-kuskokwim
Health Corporation

Non-profit ogranizalion

Calista 1969
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By the year 1973, health entities modeled
after The Yukon—Kuskokwim and Norton
Sound models had been organized and were
performing advocacy roles on shoestring budgets

in the Bristol Bay, Koniag, Kana and Doyon
regions. By the end of fiscal year 1975 all

Native regions had established health entities.

(See Chart #1).

A series of rural health seminars helped to

crystallize the sentiments of the Native health

movement and express dissatisfaction with the

federal government’s failure to respond to the

needs of Natives. The result was a Health

Care Policy Statement, which set forth, in

principle, an Alaska Native Self-Determination

Act . . .

To promote the health and well-being

of Native people by establishing within

the next ten years Native ownership

and management of the health care

system serving them.

The period from 1973 to 1978 marked a

virtual budgetary explosion for the 12 Native

health entities. The rapid growth is seen in

Chart #2. (Note: This shows approximate

Chart #2

Indian Health Service Funding for 12 Regional Native Health Entities,

1973 1978*

• Does not include an additional $1.14 million in fiscal year 1978 self-determination

funds that had not been distributed to the regional health groups as of this time.

1 Does not reflect hospital budget.
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amounts as of 6/30/78 and does not include

otlier sources of federal funds nor state funds

which, in many cases are substantial).

The budget of the Alaska Area Office of the

Indian Health Senice has more than doubled

from Fiscal year 1972 to Fiscal year 1978,

going from 829,653,000 to $66,070,000 in the

six year period.

Utilizing the IHS population figures for

Alaska Natives (67,460 in 1978) residts in a per

capita health expenditure of 8979 for the

Indian Health Service, (cf. The U.S. per capita

health expenditures, public and private in

1975 was 8547).

METHOD
To assess the impact of the Congressional

policy of self-determination, and subsequent

IHS reaction, it is necessary to break the policy

into two component parts:

1 ) Degree of federal domination of

Indian Health programs and services,

2) Degree of effective and meaningful

participation by Indian tribes in the

conduct and participation of these

health programs and services.

The first component will be evaluated using

the following indicators:

control over funding

control over information

continuity.

The second component will be evaluated

by analyzing:

- degree of co-optation
- divide and conquer
- bureaucratization.

DEGREE OF FEDERAL DOMINATION OF IN-

DIAN HEALTH PROGRAMS AND SERVICES
There are many parallels between the

Community Action Program (CAPS) of the War
on Poverty and the Native health entities that

have survived the OEO demise. Daniel Moyni-
han, in his analysis of the War on Poverty,

concludes that in spite of all the hoppla, “the

CAPS were powerless and subject to D.C.

approval.” (1969)

In spite of the large budgets of the regional

health entities they too remain essentially

powerless, and subject to IHS approval. There

are three essential means by which IHS main-

tains power:

1)

control over funding

2) control over knowledge and in-

formation

3) continuity.

Control over funding.

The regions are subject to IHS approval

for virtually everything they do. The money is

distributed to the regions in the form of con-

tracts and, in some cases, through grants.

The regions must operate within the maze
of federal procurement regulations of DHEW.
Title I of the Self-Determination Act was the

major section by which Congress intended to

transfer control to the tribes. Congress attempted

to ease the contracting restrictions imposed by
the federal procurement process. However, the

General Accounting Office concluded in a

recent report to Congress.

. . . GAO found that after Title I was
implemented, very little control shifted

to the tribes . . . GAO’s review of all 50

Title I contracts . . . showed that only

1 resulted in a shift of services from the

agency to the contracting tribe (1978).

Control over knowledge and information.

One of the most effective ways for an

institutional bureaucracy to undermine Con-

gressional policy is the promulgating of the

regulations that implement the law.

The federal procurement is so complicated

that few, but the seasoned contracting officer,

know the rules of the game. Therefore, when
Congress attempted to simplify the process

for Indian tribes, the BIA and IHS pulled and

administrative coup. They both issued separate

sets of regulations for the Self-Determination

Act. This means that a tribe that wishes to

“self-determine” must now apply for funds

under four totally different sets of rules and

regulations for each of the following:

1 ) BIA contract

2) BIA grant

3) IHS contract

4) IHS grant.

Thus what Congress had intended to sim-

plify, was made even more complicated by
the institutional bureaucracies who enhanced
their powers by controlling the information

necessary to obtain funds and implement the

law.

This complicated system virtually pre-

cludes a village from applying for funds (The

1 2 regional organizations were set up for govern-
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mental convenience anyway to administer

Native issues - its far easier to deal with, or

contract with, 12 groups than 225 villages).

It also makes life miserable for the Native

regional organization that desires to pursue

grants and contracts from BIA and IHS. (While

on contract with a native health organization,

I witnessed the effects of this firsthand and can

safely say that it took at least of a full man-
year for the Native group to plan, negotiate, and

sign an IHS contract due to the red tape involved.)

Control over information is also used effec-

tively by IHS to increase the number of policies

and procedures that govern the contracting

process. From the regional health entities

point of view it’s very difficult to contest

these additional policies because it’s almost

impossible to trace their source - they may come
from an official interpretation of the law, the

regulations, IHS headquarters in D.C., Alaska

Area Native Health Service (AAHNS) or a par-

ticular section of AAHNS.
One of the most effective means of con-

trolling information to come along in years is

the new IHS Resource Allocation Criteria ( RAC).
RAC is a centralized manpower allocation

schema based upon time and motion studies

and detailed task breakdowns of the activities

of various health professionals.

RAC is being implemented throughout IHS

as the basis from which to allocate IHS positions

nationwide. RAC’s ability to generate statistics

and paperwork (the RAC application workbook
is over 1 ,000 pages long) concentrates the

power of information in the hands of a few

persons who really understand its use (most

IHS officals concede that even they don’t

understand it). Ironically, RAC came at a time

when self determination was supposed to shift

policy making to the tribes, yet RAC effectively

accomplished the opposite by centralizing

control in the IHS D.C. headquarters. (In-

cidentally, DHEW has high hopes for implement-

ing RAC throLigliout the department in the

future.)

Continuity.

A study of the ten relatively new Native

health entities reveals that 33 persons have

occupied the position of regional health di-

rector since 1973. This means that the key

person “turns over” once every 1.1 years. This

lack of continuity severely hampers their ef-

fectiveness in achieving control. It is known
that bureaucrats can effectively stifie temporary

occupants of the White House even over a

period of 4 years. In the case of Indian Health

Service, the more permanent officals constantly

have the “temporary” regional health personnel
at a substantial disadvantage. It is relatively easy

for an IHS offical to stifle a regional person

who is new to the game and will probably not

last longer than a year anyway.
Indeed, this inability to maintain their key

staff person is a major reason for the powerless-

ness of the health entities. The reasons for this

short life span are relatively obvious. A regional

health director is expected to be:

a) a good administrator - must have a

knowledge of contract management
planning, and negotiations.

b) a culture broker - able to work as an

intermediary between the protection

of Native cultural values and the

ministration of the IHS requirements

(many health directors end up be-

ing “culture breakers” instead Davis

:

1977).

c) a health professional - must have a

basic sense of health and health

care delivery systems.

d) a good politician - a prerequisite for

survival in any community organ-

ization, particularly in dealings with

the board of directors.

e) an organizer, advocate, motivator -

leadership qualities are necessary to

move the organization towards its

goals.

f) a good people manager - in a com-

munity controlled organization, the

director must be able to maintain

employee morale and be willing to

take the “fiack” and support the

staff so that they can get the work
done.

g) able to generate his/her own in-

trinsic rewards - substantial monetary
rewards nor “pats on the back” are

not a part of this type of work. A
person accepting this position must

be able to generate his/her own in-

ternal rewards.

The qualities necessary to survive in this

environment thus require a “super human ex-

pert generalist”. Indeed, many of these traits

are, by nature, at opposite ends of the spectrum,

i.e. the qualities of a good administrator (task

oriented, effeciency, written, impersonal, pro-
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cedural) are the antithesis of those qualities

necessary for successful village work (process

oriented, unhurried nature, verbal, personal).

In summary, the institutional bureaucracy
(IMS) has effectively neutralized Congressional

attempts to decrease federal domination over

Indian health programs by, 1 ) subcontracting

funds to the regional health entities, yet retain-

ing the power over how they will be utilized, 2)

forcing the regions to continue to play by the

rules of the game as determined, and made
further complicated by IHS, and 3) maintain-

ing policy- making authority by utilizing its

permanent continuous structure to control

the turbulent discontinuous nature of the

regional health entities.

MORE EFFECTIVE AND MEANINGFUL
PARTICIPATION BY INDIAN TRIBES

The Indian movement was, in large part, a

result of frustrated attempts to deal with

impersonal, unresponsive federal bureaucracies

(namely BIA, IHS). Indians wanted more
effective and meaningful participation in the

federal programs that impacted their lives.

To assess the impact of this second aspect of

the self-determination policy, three areas will

be analyzed:

1 )
co-optation of the “movement”

2) the ability of the Native health

entities to present a unified voice

3) the bureaucratization of the Native

health movement.
Co-optation.

Co-optation has been defined as “the process

of absorbing new elements into the leadership or

policy determing structure of an organization

as a means of averting threats to its stability

and existence.” (Selznick; 1953). Formal
co-optation seeks public acknowledgement of the

agency—constituent relationship, since it is

not anticipated that organizational policies

will be put in jeopardy. States Selznick, “What
is shared is the responsibility for power, not
the power itself.” (1953). The 12 regional

Native health groups formed the nucleus of the

attack on the Alaska Area Native Health Service

in the early 1970’s. Since then, the attacks

have lessened as the regional health budgets
have blossomed. It is reasonable to expect that

as an organization moves from a have-not
budget to a V2 million or even a million dollar

budget, they are less likely to criticize the

“hand that feeds them”. As the budgets in-

creased, administrators and planners began to

replace the advocates within the health or-

ganizations, and the attacks on IHS lessened.

During one such major change-over in a regional
health staff, a departing warrior told me . . .

“It’s no fun anymore . . . all of our
energy is drained into the administration

of our numerous contracts.”

Although the 12 Native health groups have

been “brought” into the system budgetwise,
they are still segregated from the overall system
operationally. They operate separate from,

and in many cases, in competition with, the

7 IHS Service Unit Hospitals within the State.

Divide and Conquer.
One of the most effective methods that a

government has in dealing with the demands
of minority groups is the old “divide and con-

quer” tactic.

As Daniel Moynihan in his observations

on the War on Poverty noted:

. . . there was more fighting over who
was going to run the war than fighting the

enemy . . .

and,

. . . the CAP (Community Action Pro-

gram) boards were torn between the

basic lack of understanding between
policy making and administration (1969).

A five year on—going battle over who is going

to “run the war” has plaqued the Native health

movement since its inception and has prevented

them from presenting an effective, unified

voice to the Indian Health Service. The battle

is between the Alaska Native Health Board
(ANHB), created by IHS to provide consumer
input (advisory only) to the Alaska Area Native

Health Service, and the Alaska Federation of

Natives, comprised of the administrators of the

12 regional health entities. (Note: a similar

problem has plaqued the California Indian

Health movement - additionally they face the

conflict between urban and rural Indians and
rural reservations versus rural non— reservation

Indians - Thus, “divide and conquer” is still

the most effective government tactic with re-

gard to Indian groups.)

The inability of these two groups to resolve

their differences between the administration

and the policy making functions has prevented

them from significantly affecting the policies

of AANHS.
The second manner in which Alaska Natives

have been frustrated and divided stems from
the definition of tribe under the Self- Deter-

mination Act. The definition, written for the

“lower 48” tribes, makes each village within

Alaska a tribe. Thus, in order for a regional

organization to provide health services under
the law, they must obtain a resolution in writing

from each village within their region, designat-

ing them to act on behalf of the villages. This
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has resulted in another major “in—house”
diversionary battle, i.e. between the regions

and the villages. The regions have gone so far

as to attempt to push through legislation desig-

nating themselves as the tribes and not the

villages. Further, the 12 regions attempted
to ouster the Director of the Bureau of Indian
Affairs for Alaska (himself an Alaska Native) be-

cause he took the position that the villages and
not the region were the tribes (as stated in the

law).

Bureaucratization.

As the budgets and the programs proli-

ferated, the health entities passed quickly
from the organizing and advocacy phase into

the Weverian bureaucratic mode, characterized

by the following:

1 ) Definite hierarchical structure and
centralized authority

2) Increasing concern with written

policies and procedures

3 ) Greater specialization

4) Orientation to the accomplishment
of tasks, roLitinization of work

5) Impersonal relationships

6) Shifting of control from board to

staff technicians.

Thus, in a very short time period, they came
to emulate the very bureaucratic model that

they had reacted so violently against in the

early 1 970’s.

The danger now exists that the Native

health entities (or the Native non-profit organ-

izations of which thay are a part) may quickly

mature into institutional bureaucracies.

As this happens, more effective and mean-
ingful participation on the part of Indian tribes

(i.e. Native villages) will steadily decrease as

the tendency toward institutional bureau-

cracies increase among the Native health entities.

There are many instances that this trend

is already occuring. Three examples are il-

lustrative of this fact:

1 ) A study by this author in May,
1976 (near the end of the fiscal

year) showed that the 10 “new”
health entities were spending at an

average of 50% of their total alloted

IHS budgets, yet all of them were

spending considerable energy clamor-

ing for additional funds for IHS.

2) Upon the conduct of some board

training for a regional health entity,

this author discovered that all but

one of the villages in the region

were precluded from serving on that

region’s board of directors, yet the

regional entity was purporting to

represent all of the villages in the

region and was already receiving

funds on their behalf.

3)

Indirect costs rates. An increasing

concern for indirect cost rates re-

flects a definite concern for the

administrative permanence and sur-

vival of the organization. Admin-
istrative overhead rates now average

28% among the Native health entities

with some as high as 50%. This

means that for every dollar awarded
to a Native health entity, an ad-

ditional 21<t must be awarded to

administer it. Thus for the fiscal

year 1978 budget of $8.5 million,

approximately $2.3 goes towards

administrative overhead for the re-

gional health entities. The over-

head rate is a necessity, but as

concern for it increases so does

concern for fancy office space,

desks, and other administrative nice-

ties - all at the expense of com-
munity concerns.

The time has come for the regional health

entities to take a step “outside themselves” and

objectively observe 1 ) what they have become
and 2) where they are heading. This would

most likely be a painful experience because most
of them would not like what they saw.

Examples of the type of questions they need

to ask of themselves include:

Do our administrative objectives con-

flict with the cultural norms of the

communities we serve?

Are we acting as cultural breakers rather

than brokers?

Are we willing to “work ourselves out of

jobs” and relinquish our programs to the

villages when they are ready to assume

them?

Do we really believe in a strong community
board of directors or do we manipulate

them to see things the way we do as

trained technocrats?

Are we responsive to our clients?

Do we view them as a part of our en-

vironment or outside of it?

Where are the bulk of our communi-
cations going - to the agencies or to the

communities? (In fact, two Native
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health entities operate in Ancliorage

whieh is totally outside their regional

boundaries.)

Do the villages really know what our

organization is doing?

Are we more concerned with building

our own power base, territory and adap-

tive survival techniques than serving

our clients, i.e. is our main business to

stay in business?

Do we pursue new federal grants just

because they are available?

Will we turn down new sources of funds

if they divert us from our organizational

goals? Do we even have organizational

goals?

The answer to some of these questions

may point out the degree to which “institution-

alists” has matured. It is far easier to reform

an instrumental bureaucracy than an institu-

tional one. It is far more difficult to admit the

fact that your organization has become one and

has lost sight of its original raison d’etre.

Conclusion

The paper has explored the efforts of an

institutional bureaucracy to effectively neu-

tralize a major Congressional policy which

threatened the agency’s autonomy, power

base, and survival.

Congressional attempts to reform IHS by

1 ) shifting control to the tribes, and 2) pro-

viding more effective and meaningful imput on

the part of the tribes has been undermined by

retaining control over major policy decisions

through the control of information, funding,

and the permanent nature of its bureaucracy;

co-optation; divide and conquer tactics; and the

bureaucratization of the Native Health Move-

ment.
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WILLIAM STOVER, M.D.
1937 - 1978

Early on a Saturday morning this past spring William “Smokey” Stover and his

two children, Patricia and Brett, set out in his plane from Anchorage for a fishing

trip in Homer. They never arrived. This initiated one of the most intensive searches

in the history of Alaska. His friends, his patients, and many concerned Alaskans

flew thousands of air hours looking for any possible clues to their whereabouts.

Those left on the ground simply hoped and prayed. After weeks of searching over

hundreds of miles, reluctantly the search was abandoned. Several weeks later

Smokey ’s body washed up on an oil platform in Cook Inlet. Neither the plane nor

the children have been found.

Bill was born January 29, 1937 in Moris, Oklahoma. At age 3, he moved to

Brazil with his parents who were Missionaries with the Baptist Church. At age 14,

he returned to Eort Worth, Texas to attend High School. He earned his M.D.

degree from Southwestern University in Dallas, Texas. He then served a total of

nine years in the U.S. Air Force, including his internship and orthopedic residency.

It was the Air Force that brought him to Alaska. After completing his tour of

duty in the Air Force he began the private practice of orthopedics in 1971. He was

a member of the American Medical Association and American Orthopedic Academy
as well as past President of the Alaska Orthopedic Society.

Those of us who worked with Smokey through the years will not forget him.

He was unique. He was described by his associate as “the most compassionate

physician I have ever known.” In a world of chronically aching backs, sever trau-

matic injuries with long hospitalizations, and problems of long term rehabilitation,

Smokey always took the time to listen and try to give encouragement. In an era

of alleged “impersonal medicine,” he not only took the time to listen, but was

genuinely concerned. This care and understanding was rewarded with a loyal and

appreciative group of patients.

William Stover was a skilled orthopedic surgeon who was always one of the

first to bring new techniques to Alaska. Although innovative, he was careful. Al-

though volatile at times, he addressed himself to the issues and not to personalities.

One could argue with him and at the same time enjoy working with him. He seemed

to enjoy particularly lively discussions about politics and economics. In the midst

of a heated debate in the lounge prior to surgery, he would be called to the opera-

ting room for his case, smile, and walk away down that surgical corridor with his

Linforgetable barefoot walk. We will miss him.

JJK
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Before prescribing, please consult complete product information, a

summary of which follows:

The effectiveness of Vallum (diazepam) in long-term use, that is. more than

4 months, has not been assessed by systematic clinical studies. The
physician should periodically reassess the usefulness of the drug for the

individual patient

Contraindications: Tablets in children under 6 months of age, known
hypersensitivity, acute narrow angle glaucoma, may be used in patients

with open angle glaucoma who are receiving appropriate therapy

Warnings: As with most CNS-acting drugs, caution against hazardous oc-

cupations requiring complete mental alertness (e g , operating machinery,

driving) Withdrawal symptoms (similar to those with barbiturates, alcohol)

have occurred following abrupt discontinuance (convulsions, tremor,

abdominal/muscle cramps, vomiting, sweating) Keep addiction-prone indi-

viduals (drug addicts or alcoholics) under careful surveillance because of

predisposition to habituation dependence

Usage in Pregnancy: Use of minor tranquilizers during

first trimester should almost always be avoided because
of increased risk of congenital malformations, as sug-
gested in several studies. Consider possibility of preg-

nancy when instituting therapy; advise patients to dis-

cuss therapy if they intend to or do become pregnant.

oral Advise patients against simultaneous ingestion of alcohol and other

CNS depressants

Not of value in treatment of psychotic patients, should not be employed in

lieu of appropriafe freatment When using oral form adjunctively in convul-

sive disorders, possibility of increase in frequency and-or severity of grand

mal seizures may require increase in dosage of standard anticonvulsant

medication; abrupt withdrawal in such cases may be associated with tem-

porary increase in frequency and.or severity of Seizures

INJECTABLE To reduce the possibility of venous thrombosis, phlebitis, local

irritation, swelling, and. rarely, vascular impairment when used I V inject

slowly, taking at least one minute for each 5 mg (1 ml) given: do not use
small veins, i.e., dorsum of hand or wrist, use extreme care to avoid intra-

arterial administration or extravasation Do not mix or dilute Valium with

other solutions or drugs in syringe or infusion flask If it is not feasible to

administer Valium directly I.V. it may be injected slowly through the infusion

tubing as close as possible to the vein insertion

Administer with extreme care to elderly, very ill, those with limited pulmo-
nary reserve because of possibility of apnea and/or cardiac arrest, con-

comitant use of barbiturates, alcohol or other CNS depressants increases

depression with increased risk of apnea, have resuscitative facilities avail-

able. When used with narcotic analgesic eliminate or reduce narcotic dos-

age at least 13, administer m small increments. Should not be administered

to patients in shock, coma, acute alcoholic intoxication with depression of

vital signs.

Has precipitated tonic status epilepticus in patients treated for petit mal

status or petit mal variant status

Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc-

curred following abrupt discontinuance (convulsions, tremor, abdominal'

muscle cramps, vomiting, sweating) Keep addiction-prone individuals

under careful surveillance because of predisposition to habituation,

dependence Not recommended for OB use

Efficacy'safety not established in neonates (age 30 days or less), pro-

longed CNS depression observed In children, give slowly (up to 0.25

mg.'kg over 3 minutes) to avoid apnea or prolonged somnolence, can be
repeated after 15 to 30 minutes If no relief after third administration,

appropriate adjunctive therapy is recommended

Precautions: If combined with other psychotropics or anticonvulsants,

carefully consider individual pharmacologic effects—particularly with known
compounds which may potentiate action of Valium (diazepam), ;.e

,

phenothiazines, narcotics, barbiturates. MAO inhibitors and antidepres-

sants Protective measures indicated in highly anxious patients with ac-

companying depression who may have suicidal tendencies Observe usual

precautions in impaired hepatic function, avoid accumulation in patients

with compromised kidney function Limit oral dosage to smallest effective

amount in elderly and debilitated to preclude ataxia or oversedation (ini-

tially 2 to 2V'2 mg once or twice daily, increasing gradually as needed or

tolerated)

injectable Although promptly controlled, seizures may return, readminister

if necessary, not recommended for long-term maintenance therapy

Laryngospasm/increased cough reflex are possible during peroral

endoscopic procedures, use topical anesthetic, have necessary coun-
termeasures available Hypotension or muscular weakness possible, par-

ticularly when used with narcotics, barbiturates or alcohol Use lower doses
(2 to 5 mg) for elderly/debilitated.

Adverse Reactions: Side effects most commonly reported were drowsi-

ness, fatigue, ataxia Infrequently encountered were confusion, constipa-

tion, depression, diplopia, dysarthria, headache, hypotension, incontinence,

jaundice, changes in libido, nausea, changes in salivation, skin rash,

slurred speech, tremor, urinary retention, vertigo, blurred vision Paradoxical

reactions such as acute hyperexcited states, anxiety, hallucinations, in-

creased muscle spasticity, insomnia, rage, sleep disturbances and stimula-

tion have been reported, should these occur, discontinue drug

Because of isolated reports of neutropenia and jaundice, periodic blood

counts, liver function tests advisable during long-term therapy Minor

changes in EEG patterns, usually low-voltage fast activity, have been ob-
served in patients during and after Valium (diazepam) therapy and are of

no known significance

INJECTABLE Venous thrombosisi phlebitis at injection site, hypoactivity, syn-

cope. bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups,

neutropenia

In peroral endoscopic procedures, coughing, depressed respiration, dysp-
nea, hyperventilation, laryngospasm. pain in throat or chest have been
reported

Management of Overdosage; Manifestations include somnolence confu-

sion, coma, diminished reflexes Monitor respiration, pulse, blood pressure,

employ general supportive measures, I V fluids, adequate airway Use
levarterenol or mefaraminol for hypotension, caffeine and sodium benzoate
for CNS-depressive effects Dialysis is of limited value

Supplied: Tablets. 2 mg, 5 mg and 10 mg, bottles of 100 and 500:

Tel-E-Dose- (unit dose) packages of 100. available in trays of 4 reverse-

numbered boxes of 25, and in boxes containing 10 strips of 10, Prescription

Paks of 50. available singly and in trays of 10 Ampuls. 2 ml, boxes of 10,

Vials. 10 ml, boxes of 1. Tei-E-Ject* (disposable syringes), 2 ml, boxes of

10 Each ml contains 5 mg diazepam, compounded with 40% propylene

glycol. 10% ethyl alcohol, 5% sodium benzoate and benzoic acid as buf -

ers, and 15% benzyl alcohol as preservative
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