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Blood Gases

Arterial
Base excess —3.0 to +3.0 mEg/L
Bicarbonate (HCO;) 18-25 mEqg/L
pO2 80-95 mm Hg
O, saturation 95-98%
pCO; 34-45 mm Hg
Total CO, 23-30 mEg/L
pH 7.35-7.45

Hematology and Coagulation Tests

White blood cell (WBC) count
Hemoglobin

Hematocrit

Red blood cell (RBC) count

Mean corpuscular volume (MCV)
Mean corpuscular hemoglobin (MCH)
MCH concentration (MCHC)

Red cell distribution width (RDW)
Platelet count

Reticulocyte count

WBC differential
Neutrophils
Lymphocytes
Monocytes
Eosinophils
Basophils

Sedimentation rate
Adult male
Adult female

Coagulation tests
Fibrinogen
Partial thromboplastin time (PTT)
Activated PTT
Prothrombin time (PT)

Venous

—5.0 to +5.0 mEg/L
18-25 mEg/L

30-48 mm Hg
60-85%

35-52 mm Hg
24-31 mEg/L
7.32-7.42

4.4-11.0 K/mm?
12.2-15.0 g/dL
37.0-54.0%

3.80-5.20 million/mm?
85.0-95.0 um?
26.0-34.0 pg/cell
32.6-36.0 g/dL
11.5-15.0%
150.0-420.0 K/mm?
0.5-1.5% of RBCs

38-70%
16-49%
2-9%
0-5%
0-2%

=15 mm/hr
=20 mm/hr

200-400 mg/dL
60-85 seconds
25-35 seconds
11-14 seconds

Note: The reference intervals shown are for adults and may vary according to technique or
laboratory, or as new methods are introduced. Always consult the reference range for your

own laboratory.
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For this sixth edition and my last as editor, it seems fitting that I come
full circle and repeat the dedication that I used in my book The
Practical Art of Medicine, published in 1972.

Here it is:

When I began collecting information for this book, a colleague sug-
gested that [ write to his old preceptor—a small-town New England
family physician who had served his patients and guided the destinies
of medical students for decades. “He knows more practical medicine
than any doctor I ever met. Once he spent an hour teaching me how
to bandage a finger properly. Over and over we practiced, until I fi-
nally had it right.”

My letter was never answered. The doctor had died the week before.

“What a loss, that all his knowledge should die with him,”
I said.

My friend smiled. “His knowledge didn’t die with him.”
I understood what he meant.

To this physician/teacher and the thousands like him—who over the

years made the house calls, treated disease with ingenuity when medi-
cine was lacking, offered comfort when medicine failed, and yet found
time to pass their knowledge to the new generation of physicians—this

sixth edition of Family Medicine: Principles and Practice is dedicated.



Preface

With the publication of this sixth edition, Family Medicine: Principles and Practice now
spans four decades and two millennia. With each new edition, we attempt to address what
is changing in family medicine and in health care, in general. Since the last edition, we
have seen a maturing emphasis on evidence-based medicine and its progressive integra-
tion into the fabric of our discipline. There has been a burgeoning interest in comple-
mentary and alternative medicine. Advances in genetics are bringing what was once a ba-
sic science into the primary care office. There has been renewed enthusiasm for
population-based medicine by family physicians and a new look at the ecology of health
care.! The book has discussions of each of these important topics.

In addition, the sixth edition has new chapters on Family Issues in Health Care, Se-
lected Problems of Aging, Home Care, and Medical Informatics, the Internet, and Telemed-
icine. Within other chapters, new topics have been added. These include: autistic spec-
trum disorder, HIV and AIDS in infants and children, Hantavirus infection, ischemic bowel
syndromes, thrombotic thrombocytopenic purpura, hemolytic-uremic syndrome, the hu-
man genome, and helpmg pauents with Medicare. Along with current traditional therapy,
alternative/compl; dies are discussed in many chapters.

This edition, for the ﬁrst time, has a list of Commonly Used Abbreviations, such as
CBC, CT and HIV; see page xxxi. There are also tables of Laboratory Reference Val-
ues and commonly used ICD-9 codes printed inside the front and back covers.

With all these additions, what is the same in the sixth edition? First and foremost, the
book continues to present the family practice approach to health care; as in previous edi-
tions, the lead authors of all chapters are family physicians. Also, the book’s organization
of chapters is the same format as that of the fourth and fifth editions, and thus readers will
find the sixth edition’s new information in a familiar “location.” Finally, the book retains
the clinical focus that has characterized all editions, telling the reader what the family
physician needs to know in clinical practice, including family and community aspects of
care.

The Associate Editors for this edition are: Alan K. David, M.D., Professor and Chair-
man of the Department of Family and Cc ity Medicine, Medical College of Wis-
consin; Scott A. Fields, M.D., Professor and Vice Chairman of the Department of Fam-
ily Medicine of the Oregon Health & Science University (OHSU) School of Medicine;
D. Melessa Phillips, M.D., Professor and Chairman of the Department of Family Med-
icine of the University of Mississippi School of Medicine; and Joseph E. Scherger,
M.D., M.P.H., Dean of the College of Medicine of Florida State University. In prepar-
ing this sixth edition, I have been privileged to work with Coelleda O’Neil and Lily
Cha at OHSU, and with Laurel Craven and Esther Gumpert, senior medical editors, at
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Preface

Springer-Verlag-New York. I express heartfelt thanks to these individuals and to the
book’s 204 contributing authors.

The following is a personal note to all our readers:

This is the last edition for which I will serve as chief editor.

The book began with a 1975 lunch meeting in New York City with Springer-
Verlag editor Charles F. (Chuck) Visokay, M.D. At that time I was in rural solo prac-
tice in New York’s Hudson Valley, and had worked with Chuck on three previous
medical books that I had written. Springer-Verlag New York Publishers decided to take
a chance on the new specialty and a family physician who had never edited a multi-
author volume. Chuck insisted that the book be clinical (‘“Otherwise nobody will buy
it!”), and not solely “philosophical.” We decided to integrate family practice concepts
into all clinical chapters. Chuck’s advice has proved to be sound, even though early
editions have a number of chapters on the history of the specialty, the family life cy-
cle, and the process of family medicine education.

The first two editions—published in 1978 and 1983—categorized clinical problems
into definitive care, shared care, and supportive care problems, with inclusive lists of
each that helped a number of family physicians define their bids for hospital privileges
in newly formed clinical departments of family practice.

The support of the first four associate editors—John L. Buckingham, E.P. Donatelle,
William E. Jacott, and Melville G. Rosen—helped a then-unknown family physician
editor recruit authors for the first edition. Since then our other associate editors have
been Thomas A. Johnson, Jr. and the four current associate editors listed previously.
There has been remarkable continuity, which has helped a great deal in the book’s evo-
lution.

With each new edition, published every five years, the book has become more clini-
cally oriented without losing the family medicine emphasis. The lists of disease cate-
gories were dropped in the third edition as no longer needed. With the fourth edition
began the current format of relatively short, problem-focused chapters, a suggestion of
associate editor Tom Johnson.

From the beginning, we have worked to compile a reference book that would be
useful for physicians around the world. As a result, this book and its companion stu-
dent textbook, Fund. Is of Family Medicine, have been translated into Spanish,
Japanese, Chinese, Italian, and Russian. On my visits abroad, young physicians in Eu-
rope, Asia, Africa, and South America have exclaimed, “Dr. Taylor, I have read the
big Family Medicine book.” I hope that our efforts are helping to spread the message
of family medicine around the world.

It has been a great honor and a privilege to serve as chief editor for six editions. I
know that, in 1975, Chuck and I never envisioned the impact and longevity the book
has enjoyed, thanks to the support of family physicians in both practice and academic
settings.

Medical editor Charles F. Visokay died at his home April 27, 2002. I received the
news while working on the manuscript for this sixth edition.

I will always be grateful to Chuck and to the Associate Editors and the hundreds of
chapter authors represented in the six editions of the book. We always tried to make
each edition the “best yet.” Your work in writing and editing has helped define our
discipline.

Although I step down as chief editor of this book, there will be a seventh edition 4
or 5 years from now. The next edition will have a new chief editor, whom I hope that
you will support as you have helped and encouraged me over the past 28 years.

Robert B. Taylor, M.D.
Portland, Oregon, USA
Reference

1. Green LA, Yawn BP, Lanier D, Dovey SM. The ecology of medical care revisited. N Engl J
Med 2001; 344:2021-5.



Clinical Practice Notice

Everyone involved with the preparation of this book has worked very hard to assure
that information presented here is accurate and that it represents accepted clinical prac-
tices. These efforts include confirming that drug recommendations and dosages dis-
cussed in this text are in accordance with current practice at the time of publication.
Nevertheless, therapeutic recommendations and dosage schedules change with reports
of ongoing research, changes in government recommendations, reports of adverse drug
reactions, and other new information.

A few recommendations and drug uses described herein have Food and Drug Ad-
ministration (FDA) clearance for limited use in restricted settings. It is the responsi-
bility of the clinician to determine the FDA status of any drug selection, drug dosage,
or device recommended to patients.

The reader should check the package insert for each drug to determine any change
in indications or dosage as well as for any precautions or warnings. This admonition
is especially true when the drug considered is new or infrequently used by the clini-
cian.

The use of the information in this book in a specific clinical setting or situation is
the professional responsibility of the clinician. The authors, editors, or publisher are
not responsible for errors, omissions, adverse effects, or any consequences arising from
the use of information in this book, and make no warranty, expressed or implied, with
respect to the completeness, timeliness, or accuracy of the book’s contents.
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Commonly Used Abbreviations

Abbreviation Definition

ACE Angiotensin-converting enzyme
ACTH Adrenocorticotropic hormone

AIDS Acquired immunodeficiency syndrome
ALT Alanine aminotransferase (SGPT)
ANA Antinuclear antibody

AST Aspartate aminotransferase (SGOT)
bid Twice a day

BP Blood pressure

bpm Beats per minute

BS Blood sugar

BUN Blood urea nitrogen

CBC Complete blood count

CHF Congestive heart failure

Cl- Chloride

CO, Carbon dioxide

COPD Chronic obstructive pulmonary disease
CPR Cardiopulmonary resuscitation

CSF Cerebrospinal fluid

CT Computed tomography

cu mm cubic millimeter

CXR Chest x-ray

d Day, daily

dL Deciliter

DM Diabetes mellitus

ECG Electrocardiogram

ESR Erythrocyte sedimentation rate
FDA United States Food and Drug Administration
M Family medicine

FpP Family physician

g Gram

Gl Gastrointestinal

Hb Hemoglobin

Hg Mercury

HIV Human immunodeficiency virus
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Commonly Used Abbreviations

Abbreviation

Definition

HMO
hr

hs
HTN
M
INR
U
v
K+
kg

L

LD or LDH
mEq
ng
mg
min

Health maintenance organization
Hour

Hour of sleep, at bedtime
Hypertension

Intramuscular

International normalized ratio
International unit
Intravenous

Potassium

Kilogram

Liter

Lactate dehydrogenase
Milliequivalent

Microgram

Milligram

Minute

Milliliter

Millimeter

Cubic millimeter

Magnetic resonance imaging
Sodium

Nonsteroidal antiinflammatory drug
By mouth (per os)
Prothrombin time

Partial thromboplastin time
Every

Every day, daily

Four times a day

Every other day

Red blood cell

Subcutaneous

Second

See AST

See ALT

Sexually transmitted disease
Tuberculosis

Three times a day

Thyroid stimulating hormone
Unit

Urine analysis

‘White blood cell, white blood count
World Health Organization
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Family Medicine:

Now and Future Practice

Robert B. Taylor

In the beginning, the specialty of family practice had origi-
nated within the lifetimes of all its practitioners. Today fam-
ily practice is in its fourth decade. Many of today’s family
physicians (FPs) were born following the pioneering efforts
in the 1960s to begin the new specialty: family practice. Oth-
ers were in grade school and high school while family physi-
cians worked to attain credibility, hospital privileges, and cur-
riculum time in medical schools. Some others have been on
the sidelines, yet have benefitted from the specialty’s success
over the past 3-plus decades. Not all know the story of the
family practice movement. For these reasons, I begin this
book with an overview of the specialty’s origin, evolution and
current status.

One important function of reference books is to serve as
historical records of milestones for a specialty and the think-
ing in a discipline during the time of each edition’s life. Some-
times this record shows how much things have changed: In
Osler’s Modern Medicine, published in 1907, Dr. Osler
(1849-1919) tells how to treat diabetes mellitus with opium
and arsenic, although adding “the writer rarely resorts to
them.”! And sometimes a review of past writings reveals
much that has not changed. Near the end of his career, Sir
William Osler also wrote: “It is more important to know what
patient has a disease, than what disease the patient has.” Osler
added personal comments to many of his discussions, and
since family medicine is arguably the most personal of all
medical disciplines, this will be a “personal” chapter with
some first-hand opinions, beliefs and anecdotes. What follows
is a short history of the specialty, a discussion of current con-
cepts important to the discipline, and some thoughts about fu-
ture practice—based upon the author’s 41 years of practice
(three years in the US Public Health Service; 14 in rural gen-
eral practice, then family practice; and 24 years in academic
family medicine).

A Very Short History of
the Specialty

Family practice in the United States of America evolved from
general practice, which was the dominant force in health care
until the early 20th century. Here is how it happened.

The Family Practice Approach

Medical care in the United States has been described as char-
acterized by aggressive action, a mechanistic approach, prob-
lem orientation, and an emphasis on victory over disease.?
This connotes that the good physician will record a compre-
hensive history, perform exhaustive testing, fix the defective
organ, and cure the disease. Into this setting came family prac-
tice. In contrast to an aggressive assault on disease, family
physicians championed longitudinal health care, which al-
lowed both patient and physician to understand the nature of
illness and to share decisions over time. A relationship-based,
biopsychosocial approach integrated with the evolving new
technology was advocated. The emphasis of family practice
was on the broad-based care of the person and family, rather
than a narrow focus on the disease problem. Finally, family
physicians advocated improving the quality of life, particu-
larly important when patients suffer chronic or terminal ill-
ness and victory over disease is not really possible. These
principles, more often intuitively shared than explicitly artic-
ulated during the early years, guided subsequent historical
events.

The Early Years

Family practice arose during the 1960s—the time of the Viet-
nam War, the civil rights movement, and social unrest in many



4 Robert B. Taylor

areas of the world. These events coincided with a decline in
access to broad-based health care in the United States, which
occurred for a number of reasons: too few medical graduates
to serve America’s growing population, a trend toward spe-
cialization that began with World War II, and generalist train-
ing that was i 0 for an i ingly complex health
care system. In response, the American public and far-sighted
health care pl decried the fr ion of American
medicine and called for the creation of a physician who spe-
cialized in personal health care—the family physician.*3

With the support of the American Academy of General
Practice and U.S. general practitioners, in 1969 family prac-
tice became the 20th American medical specialty.

Four early decisions helped shape the future of the new
specialty. A specialty certifying board—the American Board
of Family Practice—was established in 1969; until 1979 a
physician could qualify to sit for the certifying examination
based on practice eligibility, but since then all candidates for
specialty certification must be graduates of approved 3-year
family practice residency programs. Three-year residency
training programs were established, in contrast to the prior
norm for general practitioners of a single year of internship
perhaps supplemented by a 2-year general practice residency.
Mandatory recertification was pioneered by the American
Board of Family Practice, and all U.S. board-certified family
physicians must take a recertification examination every 7
years; most other specialties have since followed this lead in
various iterations. Finally, mandatory continuing medical ed-
ucation was required by the American Academy of Family
Physicians and the American Board of Family Practice. The
latter organization requires 300 hours of approved continuing
medical education every 6 years as one component of the re-
certification process.

The new specialty began with 15 residency training pro-
grams, most converted from previous 2-year general practice
training programs. Federal grant programs supported new de-
partments of family medicine in medical school. And clini-
cal departments of family practice were formed in commu-
nity hospitals across America.

In 1986 the American Board of Family Practice adopted
the current definition:

Family practice is the medical specialty which is concerned with the
total health of the individual and the family. It is the specialty in
breadth which integrates the biological, clinical, and behavioral sci-
ences. The scope of family practice is not limited by age, sex, or-
gan system, or disease entity. (Source: American Board of Family
Practice, Lexington KY. Used with permission.)

From 1969 until today, the family practice movement con-
tinued to gain momentum, with solid gains in student inter-
est, more residents in training, increased numbers of board-
certified FPs in practice, and family physicians in leadership
positions in clinical medicine and academia.

Family Practice in the United States

There are 797,000 physicians in the United States. Of this
number, 69,000 are family physicians and 17,000 are general
practitioners. Each year U.S. family physicians provide more

office visits than the combined totals of physicians practicing
general internal medicine and pediatrics.® Today there are 471
U.S. family practice residency training programs in commu-
nity hospitals and academic medical centers. In the early years
a few medical schools created departments of family medi-
cine, often prompted by state legislative mandate or the
prospect of federal grants; today almost all U.S. medical
schools have departments of family medicine or other aca-
demic family medicine units.

In the beginning family practice entered the academic set-
ting as both a new specialty and a social movement, aiming
to refocus health care on the patient and family; this approach
was not always well received. Today medical education and
health care delivery are profoundly influenced by family med-
icine values, both through the impact of our presence through-
out the health care system and through the power of our core
mission of caring for the patient.

There are family medicine courses in almost all U.S. med-
ical schools, teaching students family practice values and the
family practice approach to health care. These courses—and
the presence of family physicians in the academic medical
centers—are demonstrating the importance of medical edu-
cation in the office setting. Students who a generation ago
would have never seen a multigenerational family of patients
or cared for a patient with problems in multiple body systems
are now learning to provide truly comprehensive health care,
and are doing so in the offices of family physicians in the
community.

In 1987 Pellegrino’ commented: “The birth of Family Prac-
tice two decades ago, and its development as a genuine spe-
cialty within the bodies of both medical practice and aca-
demia is surely one of the most remarkable stories in con-
temporary medical history. The present success of family
practice is a tribute to the intellectual foresight, astute social
perceptions, and political acumen of a small group of dedi-
cated general practitioners.” Family conferences, shared de-
cision making, home care, and community-based research are
now respected components of 21st century health care. Fam-
ily physicians are the only physicians who are distributed
across America in the same geographic proportions as the
American people. Also, during the 1990s family physicians
were the only specialists whose incomes rose (38%) more
than the general inflation rate for the decade (33%).® Today
we see the continuation of this story as family physicians as-
sume leadership in national medical organizations, hold im-
portant roles in determining health policy, and become deans
of medical schools in the U.S. For further information about
the history of family medicine, see Chapter 131, which pro-
vides a chronology of the evolution of family practice as a
specialty in the U.S.

Family Practice Around the World

Family practice has a long history in Canada. In countries out-
side North America, family and general practice has evolved
in various ways.® In Spain, for example, the Royal Decree of
1978 officially endorsed the specialty of family practice: “The
family physician shall constitute the fundamental figure of the



health system.”' In England the general practitioner (GP) is
the key provider in the National Health Service, and the coun-
tries of the European Economic Community (EEC) have
agreed that postgraduate training in general practice should
be a minimum of 2 full years, of which 6 months should be
in an approved practice. There is a European Academy of
Teachers of General Practice and a European Center for Re-
search and Development in Primary Health Care.

Family practice residency programs exist in a number of
Latin American countries, and an International Center for
Family Medicine is located in Buenos Aires, Argentina. In
Cuba the family physician is the chief provider in a compre-
hensive health plan for Cuban citizens. Family practice has
played a role in the health care of Mexico since the 1970s.

In 14 Asian Pacific countries there is a core curriculum in
family practice. Family practice is well established in South
Korea, Malaysia, Singapore, Hong Kong, Taiwan, and the
Philippines, as well as in Australia and New Zealand. Japan,
Russia, India, and China now have family practice training pro-
grams. In the Ukraine, by government decree, pediatricians and
internists are being retrained as family doctors to serve as the
chief physicians in their new health care system. In 2001, the
government of Vietnam declared a commitment to deploy
trained family physicians in the 10,000 health centers serving
the country’s population of 67 million people.

There is family practice training in South Africa, Egypt,
and Nigeria. An Arab Board of Family Practice oversees train-
ing in Saudi Arabia, Oman, Kuwait, and Jordan.

The nature of practice varies from country to country, and
in some areas, such as the United States and Canada, family
physicians often have an active role in hospital care. In other
settings, such as in the United Kingdom and Latin America,
family practice is chiefly office-based, often supplemented by
home care.

The international group uniting family practice is the World
Organization of National Colleges, Academies, and Acade-
mic Associations of General Practitioners/Family Physicians
(WONCA), representing 53 member countries. WONCA held
its 16th World Conference of Family Doctors in 2001 in Dur-
ban, South Africa, with the 17th World Conference scheduled
for 2004 in Orlando, Florida, USA.

Philosophical Tenets and
Their Impact on Medicine

The following values, concepts, and approach to health care
are important to family physicians in the early 21st century
and have influenced the global practice of medicine.

Enduring Values

Family physicians are bonded by shared beliefs. They value
continuing care of the individual and family as beneficial to
the patient-physician relationship and as an effective process
of providing care. This continuity allows FPs to increase their
knowledge of the patient at each office visit. Comprehensive
care is an important tenet of family practice and involves full-
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service health care of both sexes and all ages “from concep-
tion to resurrection.” Because FPs emphasize that the patient
should receive appropriate care at the right place and at the
right time, they place a high premium on coordinated care.
This emphasis on coordinated care has made family physi-
cians the ideal primary care clinicians in capitated care set-
tings. Finally, a family-centered approach has been a corner-
stone of family practice, with increasing recognition that
our concept of family includes such diverse units as single-
parent families, collective living groups, and same-sex cou-
ples. In my practice, a four-generation family of patients is
not uncommon.

Relationship-based health care is the philosophical foun-
dation of the specialty, and understanding personal account-
ability is the key to understanding family medicine. McWhin-
ney'' writes: “In general (family) practice, we form
relationships with patients often before we know what ill-
nesses the patient will have. The commitment, therefore, is to
a person whatever may befall them.” In my family practice I
routinely ask about the patient’s children, parents, job, dog,
or cat; I tell my patients about my grandchildren. I become,
in a sense, “a member of the family” (also see Chapter 4).

Family physicians have a community-based health care ori-
entation. As individual practitioners, family physicians can
profoundly influence the health of a community, and can also
share their knowledge by serving on the boards of commu-
nity agencies, such as a volunteer health clinic or adult
day-care center. In addition, many FPs are leading efforts in
population-based health care (see Chapter 6), extending from
care of the illness of the individual to addressing community
health problems such as smoking use or teen pregnancy.

Advances in Medical Thinking

Over the past three decades, family medicine has advanced
medical thought in important ways, answering early skeptics
who held that FPs had nothing to bring to the table of med-
ical knowledge.!? One of these is the use of comprehensive
clinical reasoning, to include consideration of life events, the
family’s contribution to disease, and the impact of illness on
the family (see Chapter 4). For example, as FPs we have all
seen how juvenile diabetes can affect a family’s dynamics in
regard to relationships, family decision making, and the allo-
cation of family resources. When the child with diabetes is
sick, everything else in the household is of secondary impor-
tance and eventually relationships can be severely strained;
early intervention by the family physician may avert family
disruption (see Chapter 30).

Also, FPs have recognized how problems of living can in-
fluence health. Patients with stressful lives seldom present
stress as a chief complaint. Instead they tell of fatigue, ab-
dominal pain, and weight change—chief complaints that of-
ten represent a “ticket of admission™ to health care. Recog-
nition of the underlying cause of symptoms is important
because, for example, a patient who has surgery that relieves
chronic back pain may develop severe headaches if underly-
ing life problems have not been identified and addressed.

A third area in which family medicine has advanced med-
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ical thinking is by teaching residents the systems approach to
health care. In general systems theory there is a hierarchy of
natural systems that includes molecules, cells, organs, body
systems, person, family, community, nation, world, and so
forth. To apply systems theory to medicine, if a person’s pan-
creatic islet cells begin to make insufficient insulin, or if a
farmer in Africa contracts AIDS, or if a community suffers
an earthquake, all systems in the hierarchy are affected. Al-
though family physicians have special expertise in “person”
and “family,” they need to consider the impact of disease on
all systems, from small particles of matter to the biosphere.'?

Family Medicine’s Literature Heritage

Family medicine is developing a rich literature heritage. The
papers describing our clinical research, practice methods, and
advances in medical thought are being published in a grow-
ing number of publications. Although I will not attempt to list
them all (in fear of offending by omission), there are currently
at least six family practice journals worldwide, two major clin-
ical reference books, four student textbooks, one textbook
defining and examining the discipline, and at least four re-
view books for board examinations.

These publications not only are important in presenting the
family medicine approach to health care, but also allow the
intergenerational transfer of values, methods, and thought—
the “storytelling” of a specialty.

The Clinical Encounter as the Definable
Unit of Family Practice
‘When future medical historians ask what was the major con-
tribution of family medicine during its first half century, the
answer might be the advances made in the traditional clini-
cal encounter, adapting it to 21st century practice. The fam-
ily physician’s clinical encounter is analogous to the surgeon’s
surgical procedure, the gastroenterologist’s endoscopy, or the
radiologist’s roentgenogram in that it is what we do. Its scope
includes the FP’s approach to undifferentiated problems, com-
munication techniques, physician behavior, presentation of in-
formation to the patient and family, involvement of the pa-
tient and family in decisions, and ongoing care in the context
of family and community. The office-based clinical encounter
typically includes multiple problems, an average of 2.7 prob-
lems in one study.'* By law it may be categorized as ranging
from “minimal” to “high complexity.” However long or short,
the encounter is distinguished by a broad-based and longitu-
dinal approach that is often not present in other specialties.

Over the past four decades, the family practice clinical en-
counter has become more streamlined, cost-effective, and (we
hope) clinically relevant. The improvements have been
achieved by the use of enhanced communication techniques,
the use of “high-payoff questions,” modern diagnostic and
therapeutic instruments such as the fiberoptic nasopharyngo-
scope and the flexible sigmoidoscope, innovations in the style
of documentation such as SOAP (subjective data, objective
data, assessment, and plan) notes, advances in decision analy-
sis, and the introduction of computer-based records.

In the new millennium, the clinical encounter is rapidly

evolving to reflect the current advances in technology, with
contact via the World Wide Web and telecommunications ex-
panding our patient care capabilities, as described below.

Challenges to Family Practice

At this time the specialty faces several challenges. These in-
clude the increasing scope of primary care practice today, the
growing tendency to consider health care a commodity rather
than a professional service, and the current popularity of sub-
specialization among medical students.

The Increasing Complexity of Clinical Practice
Over the past few years, the scope of care provided by all pri-
mary care physicians has increased, chiefly because of capi-
tation and the gatekeeper role.'> In my solo family practice
20-some years ago, I saw 40 patients a day and yet I was usu-
ally on the way home by 5 P.M. Most of my patients had bron-
chitis, sprained ankles, earaches, lacerations, vaginitis, back
pain, skin rashes, and so forth. Of course, like all FPs, I had
some complex cases, such as my two female patients with
systemic lupus erythematosus and the middle-aged man with
amyotrophic lateral sclerosis, but those were the exceptions.
This is no longer the case.

Today’s office patient may have a half-dozen problems, and
is more likely to be sick and to require more time than would
be needed to treat an ear infection. Why the change? Today,
most of my patients are capitated, chiefly with the Oregon
Health Plan, and my care is most cost-effective when I see only
those patients who really need office care. This means that
many instances of back strain, flu, cystitis, vaginitis, and so
forth receive advice through the nurse triage line, and only those
who cannot be managed by telephone are given appointments.
This also means that there are very few “easy” visits that al-
low me to catch up with my schedule. And even though a re-
cent paper showed that the average duration of office visits in-
creased by between 1 and 2 minutes from 1989 to 1998,'° this
small increase in my opinion is insufficient to account for the
greater complexity of problems encountered in office practice.

Resisting the Commercialization of Medicine
Family physicians can take the lead in preventing medicine
from being converted to a commodity.'” Health care is not a
hamburger or a toaster oven, although health maintenance or-
ganizations (HMOs) and the government often seem to act as
though it were.

In 1969 one of family practice’s initial roles was to com-
bat the fragmentation of medicine.* At that time there was ex-
cessive specialization, and the patient with hypertension, joint
pain, and a skin rash often needed to see three physicians.
With the current presence of family practice, this is happily
no longer the case. Today, the family physician’s new role is
to be the patient’s advocate in a system that appears to treat
health care as a commodity, often one to be rationed—using
tight schedules, relative value units, incentive payments if the
physician orders few tests and lower cost drugs, and severe



financial penalties for minor coding errors. Even the term
provider reinforces the “commodity” mentality.

What are family physicians to do? We must put the patient
first, insist on affording the patient enough time so that we
can do a good job, work to eliminate incentive payments that
create ethical dilemmas for physicians, fight government ef-
forts to criminalize administrative disagreements, and refuse
to accept the insulting epithet provider.

Family Practice, Subspecialization, and

Specialty Choice

Beginning in 1997, we saw a relative rise in the number of
medical students entering subspecialty fields and a reciprocal
decline in those selecting family practice and other primary
care specialties as careers. Is this merely a sine wave that will
correct in time? Perhaps. Progress is rarely a straight line, but
occurs with peaks and valleys.

Family practice leaders are well aware of the trend, and are
working to effect change through increased attention to stu-
dent activities, efforts to close the income gap between pri-
mary care specialists and consulting specialists, and reduce
the bureaucratic hassles inherent in managed care. In the
meantime the current—and probably temporary—reduction
in interest in FP careers may have a salutary effect; it will
weed out the weak training programs in the system, and it
will ensure that those joining our specialty at this time are the
most firmly committed to the tenets of the specialty. In the
end, the drop in FP trainee numbers may result in a stronger
specialty in the future.

Current Trends and
Future Practice

Tomorrow’s health care will be shaped by current influences.
In selecting what I believe to be the most significant influ-
ences on future practice, I chose from a long list that included
the current focus on evidence-based health care (see Chapter
5), the medical and societal impact of HIV and AIDS (see
Chapter 42), and the burgeoning interest in complementary
and alternative medicine (see Chapter 128). The following are
the four factors I believe most likely to influence family prac-
tice in the decade to come.

Information Technology and Human Relationships
Here we return to the evolving clinical encounter. The techno-
logic influences on future practice include medical technology
such as lasers, fiberoptics, and diagnostic ultrasound. It also in-
cludes information technology such as patient contact via e-
mail or voicemail, information retrieval, computer-assisted
charting, decision support systems, and the virtual house call.'®
Just as the automobile spelled the end of “horse and buggy”
medicine, and the telephone allowed direct communication
with the physician and the development of scheduled office
practice, the Internet is profoundly changing the practice of
medicine (also see Chapter 127).!° Today, using asynchronous
communication, I correspond with patients by e-mail about
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their health problems. Sometimes the patient sends an e-mail
at 2 AM., knowing it will not be answered until the next day;
this has saved a number of early morning telephone calls that
were not emergencies. Sometimes the e-mail message is a prel-
ude to an office visit. Occasionally I talk with patients by tele-
phone as we simultaneously search the World Wide Web for
clinical answers. The Internet is making the “digital house call”
a reality. Face-to-face office visits are needed less often, and
when they occur are longer in duration'® and offer more value
for time spent than in years past. With the Internet as part of
comprehensive health care, FPs move one step further in actu-
alizing their role as health advisor and consultant.

All the technology mentioned here is being used by FPs
somewhere, and within a decade these functions will be the
state of the art everywhere.

The Aging Population

The growing number of older people in the population is the
reward for our success in battling infant diarrhea, accidental
injuries, treatable infectious diseases, uncontrolled hyperten-
sion, and other causes of early death. According to the U.S.
Bureau of the Census, there are currently 35 million people
age 65 and older, and the number is projected to increase to
more than 53 million by the year 2020. The fastest growing
segment of our population is the group age 85 and older. Of
course these are the people with multiple problems involving
various organs and whose health care costs are the highest of
any adult age group.

What is the likely impact on family practice? Family physi-
cians need to prepare to serve an increasingly older patient
panel, and must be positioned to compete with others who
would claim greater expertise. We must insist upon a family
practice approach, emphasizing continuity of care (there is no
reason to change doctors when one turns 65), comprehensive
care (the FP can care for a wider range of problems than any
other physician), and family-oriented care (why fragment the
care of the elderly and make it separate from the rest of the
family?) (also see Chapters 23 to 26).

Globalization and Global Health Disparities

We see the effect of globalization in the economic market-
place: Price and wage differences between countries become
a little narrower each year. Goods and jobs are increasingly
moving freely across borders, as is information about lifestyle
and economic opportunities.

The United States has yet to experience the full effect of
globalization in health care. We in the United States spend bil-
lions of dollars annually for antianxiety medication while in
other countries children die of infectious diseases for want of
a vaccine or an inexpensive antibiotic. A woman in a devel-
oping country is 38 times more likely to die of pregnancy-re-
lated causes than a woman in the developed world. There are
currently 35 million persons with AIDS worldwide, with an
estimated 12 million AIDS orphans in Africa. These are, in-
creasingly, problems shared by the global community and they
represent both challenges and opportunities for all physicians.

U.S. Surgeon General David Satcher, M.D., Ph.D., a fam-
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ily physician, points out that 89% of the world’s population
lives in developing countries that bear 93% of the world’s
disease burden, but that account for only 11% of the world’s
health spending.? To phrase this another way, 89% of the
world’s health care resources are spent on 11% of the world’s
population. Dr. Satcher lists three “prescriptions” to improve
health worldwide: supporting public health initiatives; enlist-
ing allies such as computer specialists, economists, and pa-
tients; and challenging public health leaders to advocate for
all health care consumers.

What about family practice and family physicians? Our roles
may include controlling unnecessary health care expenditures
in America and other developed countries, serving as physi-
cians in developing countries, and advocating for sick persons
whatever their nationality. We should also prepare to live and
practice in a world where the differences in incomes, standard
of living, and health care are much less than they are now.

Economic Policies and Health Care

Health policy is the “wild card.” How national and state gov-
ernments dictate eligibility for programs and the methods of
making health care payments has a strong influence on how
health care is provided. Witness what happens in those coun-
tries, such as Japan, in which the government controls health
care payments, allows unrestricted access to any physician,
and mandates relatively low fees. The result is many office
visits for minor problems, long waits, very short visits, and
frequent (and often medically unnecessary, at least by U.S.
standards) follow-up visits for routine problems. The local say-
ing is, “Three-hour wait, three-minute visit.” It is, curiously,
the opposite of the model that has resulted from capitated care
in the U.S.—with increasingly complex problems seen in
(slightly) longer office visits by primary care physicians.

In my home state of Oregon, we have seen how govern-
ment can abruptly change health care. When it began, the Ore-
gon Health Plan suddenly converted a large number of pre-
viously uninsured patients to being insured under the new
state plan. This caused a major shift in where patients received
care, as the newly insured patients sought to abandon the clin-
ics that had struggled for years to provide their care and were
courted by physicians in more “prestigious” settings. On the
other hand, a state-mandated reduction in reimbursement can
cause some physicians to withdraw from the plan, increasing
the burden on those who remain.

On a national basis, a federal plan for universal access to
health care will correct the disparity of 45 million Americans
who lack insurance or other funding for health care. It will
also profoundly affect how health care is delivered in Amer-
ica, depending on method of funding, how access is con-
trolled, and how clinicians are paid. Let us hope that com-
mon sense and faimess prevail.

Caring for the World

Family medicine has been such a positive influence on health
care worldwide that we would have had to invent it for the
new millennium, if it did not already exist. Despite past pre-

dictions to the contrary, family medicine has survived into the
21st century. A study reported in 2001 showed that each
month a large portion of the U.S. population has health prob-
lems and almost 25% visit a physician’s office.?! Of those
visits, more are to family physicians than to any other spe-
cialists (see Chapter 130). Approximately 11% of U.S. physi-
cians are family physicians or general practitioners, and the
number of FPs is growing.® Outside the U.S., there have been
major successes in a number of other countries, as described
earlier. Family medicine has done much more than survive;
it has prospered and has had a powerful impact on health care
delivery and medical education worldwide. It is a rapidly
evolving discipline that brings a much-needed social con-
science to medicine and, to some degree, is reinventing itself
as it uses the new technology to expand its service role. The
values of the specialty put people first—first before profit,
first when there are ethical conflicts, and first before a sin-
gle-minded emphasis on disease. In the 21st century, family
physicians continue to care for the world. And all physicians
should honor family practice’s remarkable history of achieve-
ments and recognize its unlimited potential for future contri-
butions to humankind.

Important Internet Sites

www.aafp.org American Academy of Family Physicians

www.abfp.org  American Board of Family Practice

www.stfim.org  Society of Teachers of Family Medicine

www.globalfamilydoctor.com  World Organization of
Family Doctors
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Stages of Human Development

Kenneth Brummel-Smith and Laura Mosqueda

An understanding of the human developmental processes is a
critical component of the family physician’s role in continu-
ing care. Patients often present to physicians with the super-
ficial complaint of a medical concern when the true underly-
ing problem relates to an adjustment to their own development
or the response of the family to that adjustment. Whenever
medical conditions develop in a family member, they are
likely to have some impact on other members. Such condi-
tions may have a more powerful effect when the illness oc-
curs at the time of common stress points in the family life cy-
cle, such as the birth of the first child or when an adolescent
has been “acting up.” Family physicians can be of great as-
sistance in providing “anticipatory guidance,” reassurance re-
garding the normality of such experiences, or assistance for
those with a difficult adjustment. This chapter addresses the
developmental characteristics during each stage of life and
their impact on the care of the patient. Additionally, because
the older population experiences a significant increase in med-
ical problems, special attention is paid to the impact of ill-
ness on this stage of the developmental process.

Stages of Life

There is tremendous variability in human development, but
certain similarities exist in most persons.! The notion that de-
velopment ceases after adolescence is a myth. Each stage,
from childhood to the end of life, is associated with specific
developmental tasks (Table 2.1). Physical, psychological, and
social development occur at different rates. Although the po-
tential for maximal physical development is realized by age
30, psychological and social maturity are reached at later ages.
Similarly, developmental tasks in each of these realms of our
lives change as we age; the successful completion of these
tasks prepares the person to move on in life, ready to meet
the challenges of the next stage. Difficulty with the tasks can

increase the risk of psychosocial disruption and may even lead
to medical problems. Hence, understanding the patient’s pre-
senting problem, within the context of the developmental
process, will enable the family physician to provide compre-
hensive medical care. On the other hand, it may be that the
concept of a linear progression of stages is a peculiarly West-
ern one.” This point may be especially true when viewing the
various components of the family life cycle and the develop-
ment of the individual.

Childhood Stage

When dealing with a couple and the couple’s first child, the
family physician must be aware of the sometimes over-
whelming learning experience that the parents are undergo-
ing. Interpreting the infant’s needs and dealing with the
process of breast-feeding or baby foods are but two of many
new experiences that must be mastered. Decisions regarding
where the infant will sleep are sometimes troublesome. Some
authors advocate training the child to be the master of his or
her own sleep periods,> whereas others believe that having
the child sleep with the parents can provide special benefits.*
If there are other children in the family, the prospect of sib-
ling rivalry must be addressed. When the parents take partic-
ular care to attend to the needs of the older children and in-
volve them in the care of the new child, this adjustment
usually goes smoothly.

As children reach 2 to 3 years, they begin to experiment
with independent actions. This period provides trying times
for parents but may also be viewed with wonder and amaze-
ment. For the parents, it is the beginning of a long stage of
learning how best to set limits while promoting the child’s in-
dependence. Many issues play out this theme; temper tantrums,
negativity (“I'm not going to do it”), toilet training, thumb
sucking, watching television, and masturbatory play are com-
mon concerns. For some children these issues are hardly prob-



Table 2.1. Life Stages

Infancy and childhood Middle age
Adolescence Retirement
Young adulthood Old age

lematic, whereas for others their resolution may result in the
family verging on total disruption. Children require consistent
standards and cues, and they need to know what is expected
of them; too much control or an expectation of meeting rigid
expectations usually leads to stress with little likelihood of res-
olution. It is especially important that the parents are in basic
agreement on the approach to the child. An understanding ap-
proach that fosters the child’s independent decisions, within
the limits of safety and the parents’ personal needs, is likely
to imbue the child with a sense of accomplishment and secu-
rity. Above all, children need to be respected.

Parents have a huge impact on childhood development. Im-
portant determinants of that development include (1) the in-
herited temperamental qualities of the child, (2) parental prac-
tices and personality, (3) the quality of the child’s school, (4)
relationships with peers, and (5) the historical era in which
the child is raised.’ Discipline is often a difficult experience
at this time. Interestingly, research has shown that verbal in-
structions are not effective at changing young children’s prob-
lem behavior.® Explanations of future consequences related
to a punishment procedure such as a time-out seem not to in-
fluence the behavior of toddlers and preschool-age children.
Children at this stage of development have difficulty distin-
guishing causation from coincidence and fantasy from real-
ity.” Fortunately, by age 6 children are usually developed
enough to respond to reasoning and verbal instructions.

As they enter the late-childhood stage (ages 6 to 10) acci-
dents become common. While most of these are minor, it
should be recalled that death due to accidents is one of the
most common causes of mortality in this age group. The fam-
ily physician should proactively discuss accident prevention
and safety awareness. Specific mention should be made about
gun safety, as youngsters at this age explore their parent’s
rooms and may engage in play mimicking scenes they have
seen on television.

The concept of gender socialization is important to con-
sider. It appears that at an early age children begin to express
gender-specific behaviors. Little girls may make their own
dolls, and boys may fashion guns out of sticks. It is virtually
impossible not to expose children to gender-identified mate-
rial. Some parents may be upset that they have tried to raise
their child in ways that discourage stereotyped behaviors, and
yet the child still exhibits them. Still, a child should be given
a wide range of opportunities for expression and exploration
based on interest and aptitude rather than gender.

Role of the Family Physician

The family physician is often the counselor to young parents.
Due to physical distance or unresolved family issues, parents
may feel reluctant to discuss their parenting concerns with
their own parents. The physician can explain the develop-
mental processes that are operative, which may be especially
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helpful when parents are dealing with toddlers and preschool
children. Reassuring the parent about the normality of such
experiences and that they are doing a good job of parenting
is often all that is needed. Eliciting from the parent their feel-
ings and reactions to the child’s behavior also helps to defuse
the situation. As there are no “right” answers, encouraging
parents to try alternative strategies is helpful. After all, doing
more of what does not work, does not work. When recurrent
behavioral problems are seen, the family system should be
assessed for the presence of more serious discord, as the
child’s behavior may be a reflection of more substantial prob-
lems, such as impending divorce or abuse.

Adolescence Stage

The adolescent stage of human development is also a time of
individuation and is perhaps the most turbulent (see Chapter
22). The body at puberty is going through tremendous change,
a true metamorphosis. Rapid growth and hormonal changes
affect the young person on a daily, often variable, basis. Per-
haps it is a misnomer to term this period a “stage.” So much
change is occurring that it is more appropriately conceived of
as an explosion! Psychosocially, the tasks of this stage are
clear: begin separation from the family, develop a self-
identity, develop a sexual identity, begin to depend on one’s
peers (rather than the family) for support, and start to formu-
late plans for a means of supporting ones self (Table 2.2).
How these tasks are accomplished defines transition to a
healthy adulthood.

The process of developing a self-identity is often one of
the most stressful aspects of this stage for the adolescent’s
parents. It is interesting that exactly when adolescents are try-
ing to be more independent from their parents, they become
more dependent on their peers. In many cases, the adolescent
chooses an adversarial path to this end. Whatever the parents
believe, the opposite must be true! In reality, such dissension
is usually a test, and if the groundwork of love and respect
has been laid, deep inside the teen still looks to the parents
for safety and guidance.

Sexual issues play a major role during this period. The ma-
jority of teens in the United States will have had intercourse
by the time they graduate from high school. While sex is
talked about more than in the past, there still is a great need
for open, honest communication. Teens have a high preg-
nancy rate and frequently do not use barrier protection meth-
ods. Risk for human immunodeficiency virus (HIV) disease
may also be increased due to teenagers’ belief in their own
indestructibility. Nonthreatening discussion of sexual issues
by parents, sc aided by di ions with the family
physician, is crucial to adolescents’ acquisition of skills in
coping with their newly developed sexuality.

Table 2.2. Tasks of Adolescence

Begin separation from the family

Develop a self-identity

Develop a sexual identity

Begin to depend on one’s peers (rather than the family) for support
Start to formulate plans for a means of supporting oneself
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By this age most gay and lesbian persons have become
aware of their sexual orientation. It is also a time when open
discussions about these discoveries can be extremely diffi-
cult. When all teenagers are dealing with trying to establish
what is “normal,” it is no surprise that in a society that gen-
erally discriminates against nonheterosexual orientations,
these teens may experience special stresses. Although earlier
work suggested that despite these stresses homosexual ado-
lescents had an incidence of mental health problems that was
no higher than that of the heterosexual population, recent re-
search indicates that gay and lesbian adolescents are at high
risk for depression and suicide.® Parents often have strong
feelings and reactions to a child who is homosexual, and the
family physician may play a critical role in helpmg the fam-
ily find their way to accep and

As with younger children, teens need clear limits and stan-
dards. The difference is that they must also be involved and in-
vested in the establishment of these limits. As the teenager
moves through the conti of change, i ing amounts
of independent action should be not only allowed but also fos-
tered. During this tumultuous time of change, the parents can
assist the young person by proactively addressing issues like
sex, drugs, and alcohol. Although young people may not re-
spond with open discussion at that time, the message that there
is safety in asking questions is established.

Role of the Family Physician

If approached sensitively, the family physician has the op-
portunity to truly serve the adolescent. Many issues at this
stage may be perceived as “off limits” in the family. The
physician, however, can address questions that teens may feel
embarrassed to discuss with their parents, such as drug use,
sex, or risk-taking.

Interviewing teenagers requires special skill, but the moti-
vated physician can master this skill. The physician must ad-
dress privacy issues. It is best to first discuss with the parents
and child together your philosophy regarding confidentiality.
If all interactions between the physician and the teen are to be
privileged, it should be made clear and the commitment then
maintained. The physician should advise teens that only in the
rarest of circumstances (e.g., suicidal ideation) is anything di-
vulged without their consent. Besides providing a great serv-
ice, the elicitation of an adolescent’s worries about sexual mat-
ters or feelings of depression can leave the physician feeling
accomplished and satisfied, and it is well worth the effort.

Young Adulthood

For some time development was thought to cease with the
adolescent years. It is now clear, however, that the later stages
of life are filled with important developmental tasks. Erik
Erikson® characterized young adulthood as being concerned
with intimacy and the ability to form a meaningful and last-
ing relationship. Finding a partner, adjusting to the partner’s
lifestyle and expectations, and deciding on whether or when
to have children are important aspects of this stage. It is also
a time when the newly created family must adapt to the fam-
ilies of origin of each member (Table 2.3).

Young adults are usually quite concerned with mastery over
their life. The full entry into adult life is often associated not
only with marriage but also with establishing a career. The
norm today is that both men and women must develop a
method for meeting economic responsibilities, so most
women work outside of the home. Women are often torn be-
tween desires to spend more time with children and their ca-
reer demands. Decisions about child care are often trouble-
some to young families.

There is great variation during this period. For those who
choose to marry, it is important to understand that a “perfect
union” is not without discord. In fact, it appears that a strong
affective bond requires more than just reciprocal gratification.
It appears that discord and repair are necessary components
of a lasting relationship. Successful repair turns despair into
positive emotions.'® A successful marriage has these charac-
teristics: (1) power is shared by the partners, (2) there is a
high level of mutual respect, (3) a level of self-disclosure that
is satisfying to one another exists, (4) with greater self-
disclosure there is increased opportunity to appreciate both
similarities and differences, and (5) appreciation of similari-
ties and differences leads to increased closeness and aug-
mented individuation.

Though it is still perceived as being the norm by many peo-
ple, the traditional “nuclear family” accounts for fewer than
25% of all families. Some individuals forsake marriage to pur-
sue professional careers. Those who are gay or lesbian may
only become fully aware of their orientation at this time. Sin-
gle parents must struggle with significant financial concerns
while trying to accomplish career development, and perhaps
search for a mate. Persons who do follow a less traditional
path must frequently cope with negative reactions of their
families and the society and can use the support and under-
standing of a health care professional.

Financial concerns often affect families at this stage. Only
15% of American households are now supported solely by a
male breadwinner, compared to 42% in 1960.!! Some believe
that a major threat to the family today is the broad-based cul-
tural shift away from respect for activities that cannot be jus-
tified in terms of market dollar value.'? Family functions are
increasingly being “outsourced,” as parents take on more roles
outside of the home. This change affects both mothers and
fathers as many more men are choosing to become stay-at-
home dads.

Role of the Family Physician

Contacts with the physician during this stage are often made
by women and are related to birth control, pregnancy, or well-
child visits. Many opportunities are available for anticipatory
guidance and counseling. The physician should assess the

Table 2.3. lssues in Young Adulllmod

Forming | and lasting
Adjusting to the partner’s lifestyle and expectauons
Deciding on whether or when to have children
Adapting to the families of origin of each member
Career choices




stress level of the woman, and facilitate discussing her con-
cerns about child rearing, her relationship with her partner,
and her career. A frequent visit to the doctor by someone who
is physically healthy is often an indicator of underlying psy-
chosocial concerns.

Men in this age group see physicians much less often, mak-
ing health-promotion—oriented interventions more sporadic
and difficult. An ideal opportunity arises in the pregnant cou-
ple to encourage the father to attend prenatal or well-child
visits.

Middle Age

Erikson® spoke of middle age as the time in life characterized
by a conflict between generativity and stagnation. Generativ-
ity refers to the concern in establishing and guiding the next
generation. It has been shown to be a strong predictor of sub-
jective well-being, greater life satisfaction, and even greater
work satisfaction.'® This stage is often attended by consoli-
dation of one’s social and occupational roles. The uncertainty
and testing of the young adult stage has passed. Many are
firmly fixed in their careers, sometimes disproportionately so.
Children are growing up and leaving home. For many, it is a
time of relative economic stability and intellectual accom-
plishments. The question often arises concerning the appro-
priate goals in life. This is often termed the “mid-life crisis.”

An important adaptation response to this stage is the de-
velopment of new challenges to replace those already ac-
complished (Table 2.4). For some, this means changing jobs
or duties within a job. Some take on added responsibilities or
managerial roles. Others may increase their involvement in
church and community affairs or exercise programs. What-
ever the method, such endeavors are probably preferable to
gaining all of one’s sense of accomplishment through other
people’s activities, such as from one’s spouse or children.

Much has been written about the “empty-nest” syndrome.
Traditionally, this referred to a sense of loss and emptiness,
especially in women, after the children left home. Research
has been unable to document such a negative experience.
Rather, it seems that the prime determinate of the parent’s re-
sponse to the children leaving is their own feelings of self-
worth.

Daniel Levinson et al'* described three overlapping stages
in men’s lives during this period: early (1745 years), mid-
dle (40-65 years), and late (>60 years). The stages are sep-
arated by a transition period of 4 to 5 years. Within the stages
there are specific patterns and developmental experiences.
Levinson et al found remarkable similarities in the experi-
ences of men from varied backgrounds and occupations. This
type of research lends further evidence to the continual
process of growth and development throughout the life span.

Women during this stage have special transitions as well.'>
Traditionally, menopause was viewed as something fraught
with problems: hot flashes, depression, and loss of feminin-
ity. Research has failed to bear out these ominous outcomes.
Sexual activity may even increase when the couple is freed
from the concerns of childbearing. Women may begin to fill
the very useful role of a grandmother, assisting their children
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Table 2.4. Concerns in Middle Age

Development of new challenges in career
Adjustment to children leaving home
Impact of age-related physical changes
Menopause

Divorce

in raising and teaching grandchildren. Some women embark
on new careers or educational endeavors.

On the other hand, divorce at this stage of life can be par-
ticularly troublesome for women. Income falls precipitously,
and if children are still home, the demands of parenting are
usually carried out alone. Women tend to remarry less often
than men (three quarters of divorced men and two thirds of
divorced women remarry)'2 and may not have had a viable
source of independent income before the divorce.

As one enters the forties and fifties, there is a growing aware-
ness of the inevitable changes in one’s body in response to ag-
ing. Aging becomes a physical reality, rather than just an intel-
lectual concern. Weight gain is commonly seen and many report
difficulty in reducing even with increased exercise. Illnesses,
particularly in men, begin to rise in prevalence. Often there is
a newfound desire to exercise to recover one’s “lost youth.”

In spite of all these potential changes, it may be surprising
that life events have been shown to have very little influence
on the levels of personality traits in individuals. However, in
a longitudinal study of over 2000 subjects it does appear that
the perception that one’s family or social life were getting
worse was associated with increased levels of anxiety, de-
pression, and stress.'®

Role of the Family Physician

One of the most important interventions by the family physi-
cian is to communicate the normality of these experiences.
Some persons may be particularly upset that they are feeling
unsatisfied with their lives at a time when they have accom-
plished so much. Health maintenance and disease screening in-
terventions become more important. The patient needs to be
taught that it is never too late to make positive changes in health
status.

Retirement

Retirement, as a social phenomenon, is a relatively recent hu-
man experience. Much is still being learned about the posi-
tive and negative effects of retirement. In general, retirement
that is freely chosen and well planned is strongly correlated
with positive health outcomes (Table 2.5). Time for exercise,
both physical and psychosocial, may increase. Many elders
become involved in educational pursuits or advocacy pro-
grams. For some, the chance to travel is gratifying.

Opportunities for contact with grandchildren usually in-
crease. While both child and gr usually appreci
increased contact, sometimes it can be stressful. Between
1980 and 1997, the number of children being raised by their
grandparents rose by 33%.'>

For most, retirement income is sufficient for their needs.'”
However, because of the shrinkage in real wages in the 1970s
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Table 2.5. Issues in Retirement

Increased time with partner

Adjustment to change in life roles

Self-directed retirement usually a positive experience
Adjustment to change in income level

Increased risk of development of illness

and 1980s, Levy and Michel'® noted that “the entire cohort
of baby boomers will reach retirement (ages 55-64) with less
than 50% of the net worth of their parents’ cohort at a simi-
lar age: $143,000 versus $293,000.”

Even when the retirement is planned, there are a number
of developmental issues that the person must confront. His-
torically, men have viewed much of their self-worth in terms

fact, one’s ability to adjust to the changes of life often deter-
mines whether the last years are viewed in a positive light.
Early studies in gerontology often characterized these years
as with the term “disengagement”.2! More recent writers have
rejected this notion in favor of recognizing that as we age we
become more diverse, making such generalizations impossi-
ble. As a population, the older age group is more physiolog-
ically and socially diverse than perhaps any other age group.
Such diversity is most likely due primarily to social factors
and differential experiences of the meaning of old age. In-
come and education play a significant role in the maintenance
of health through the later years. In this stage of life,
approximately 7 years is added to healthy life expectancy
when comparing the richest income group to the poorest.?2
Persons in this stage usually take stock of their life. Most

accompli; in life have been made, although many of

of their ability to produce on the job. This stage d ds that
the person reassess his sense of worth and come to some pos-
itive measures of worth outside of work. At present, over 45%
of adult women are employed in jobs outside of the home.'?
Hence, these reactions may also be expected in women as this
cohort ages. Retirement counselors are now available through
the American Association of Retired Persons (AARP) or
many large corporations to provide both economic and emo-
tional planning to pre-retirees. They can assist with advance
planning for retirement by offering advice on financial con-
siderations or other activities.2’

Retirement seems to take a negative toll when it is man-
dated based on age or comes unexpectedly. In these cases, it
should be viewed as a risk factor for the development or ex-
acerbation of health problems. Another risky situation is when
the spouse’s work outside of the home has enabled the cou-
ple to long avoid underlying problems. With retirement, much
more time is spent by the couple together. They may find that
for the first time in their lives together they have differences
that need to be addressed directly.

Role of the Family Physician

The family physician can assist by broaching the subject of
retirement with all patients. Education about the positive ben-
efits of retirement can be provided. Encouragement of meet-
ing with a retirement counselor may be useful. Scheduling an
extra visit around the for health pur-
poses can also serve to emphasize healthy behaviors at this
important transition period. Interviewing the spouse of the re-
tiring partner is also advisable to assess how the spouse is ad-
justing. One should be particularly concerned when there is
a sudden increase or a new onset of health problems. This
may indicate a difficult adjustment situation.

Old Age

To some people, the concept that development occurs even in
old age is an oxymoron. Much literature exists describing the
tasks of this stage in primarily negative terms, such as “disen-
gagement,” “adjustment to losses,” “and preparation for dy-
ing,” and illness and significant changes in one’s body and fam-
ily are common during this stage. In contrast, little has been
written until recently about the positive aspects of aging. In

the world’s greatest leaders have made their most significant
contributions to society when they were well past their sev-
entieth birthday. A positive adjustment to aging is found in
those who can feel that, on balance, their life has been worth-
while and in those who willingly and consciously adapt to
change. For some, a sense of legacy is felt through children
and grandchildren. For others, it is measured in terms of ac-
colades, writings, or other external measures. While in the
earlier years people are often oriented toward happiness (a
positive affective state), in the later years older people are
more likely to be satisfied, a perception that one’s personal
goals have been achieved'” (Table 2.6).

Regardless of income, the majority of older people perceive
themselves as being in good health. This viewpoint is inter-
esting considering that over 50% of those over age 75 are un-
able to perform at least one activity of daily living (e.g.,
bathing, dressing). This dichotomy probably can be explained
by two perceptions: (1) that older people are remarkably
adaptable and tend to view disability in a positive light, and
(2) that some older people may be accepting of medically re-
lated changes that could potentially be reversed by better care.
Older people are able to view changes in physical function
with more equanimity than younger people faced with the
same degree of impairment.>> However, there is also a preva-
lent myth in our society that “old equals sick.” Sickness is
common, but it should not be considered normal.

A major theme in an older person’s life may be that of loss:
the loss of physical capabilities, functional reserves, income,
and, perhaps most importantly, the loss of friends and family
members. These losses can sometimes take a devastating toll
on older persons (Table 2.7). It is not uncommon to have older
patients go through a period in life when they experience the
loss of a friend or family member to death on a monthly ba-
sis. It is a testament to the strength of older persons that this
experience is so common yet so few become clinically de-
pressed because of it.

On the other hand, older people do have a high incidence

Table 2.6. Positive Reactions to Old Age

Happiness—a positive affective state
Satisfaction—a perception that one’s personal goals have been achieved




Table 2.7. Losses in Old Age
Physical capabilities

Functional reserves

Mild memory changes

Changes in income
Loss of friends and family members

of depression and suicide. Older single white males have the
highest rate of suicide of all age groups. Depression may af-
fect as many as 30% of the population yet is often missed by
primary care physicians.>* Family physicians must develop
skills in the detection and treatment of depressive disorders.

One area where there is a great deal of similarity among
older persons is the almost universal fear of dependency. This
fear far outweighs the fear of death in most geriatric patients.
Many will make medical decisions based on the risk of be-
coming dependent or having to go to a nursing home. Some
will decide to refuse treatment rather than burden their fam-
ilies with the high financial and emotional costs of long-term
care (also see Chapters 23 and 24).

Role of the Family Physician

The older person uses the family physician for more than just
medical care. People in this age group may be reticent to see
a counselor but willing to discuss their innermost fears with
their doctor. In most settings there are social workers avail-
able who are happy to assist the physician with initiation and
coordination of referrals to social service agencies. Some
physicians who have a high percentage of geriatric patients
in their practice find that having a social worker in the office
is invaluable. Unfortunately, many physicians spend too lit-
tle time in the office with older persons.2’

Death and Dying
Dying today is very different from dying in the early 1900s,
when most of today’s geriatric patients were born. At the turn
of the century, most deaths occurred at home and the death
rate in childhood was particularly high.2® Most deaths cur-
rently affect people over the age of 65, and over 70% of Amer-
icans die in institutions, either hospitals or nursing homes.?’
Deaths in hospitals are often traumatic for surviving family
members. The risk of an adverse health event may also be
greater during times of bereavement, especially when the sur-
vivor is quite elderly.?®

There is a strong presumption for prolonging life, almost
at any cost, among many physicians. Older persons, and even
some younger ones with terminal illness, may not share this
value. Instead, the goals of relief of suffering, enhancement
of function, and increasing the quality of life become pre-
dominant. But how should “quality of life” be defined? One
person’s perception of quality may be at odds with another’s.
Physicians are poor predictors of what older persons will con-
sider to be low quality of life.>” Older persons need open,
honest appraisals from their physicians as to the interventions
that may provide benefits and the limitations of medical care.

In the last 20 years, the hospice movement has helped peo-
ple who are dying maintain a higher quality of life. Almost
two thirds of hospice patients are over age 65.°° By empha-
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sizing patient-directed approaches to symptom control, even
in those with no prospect for medical improvement, people
can live more satisfying lives. The major objectives of care
are pain control; prevention of constipation, depression, or
other symptoms; involvement of families; and care at home
or a home-like environment. Medicare has recognized the
benefits of this approach by funding hospice care since 1982.
The family physician will need to be skillful in assessing the
presence of suffering and providing appropriate interventions.
Unfortunately, recent research indicates that as many as 46%
of patients die in pain that could have been better controlled!
(also see Chapter 62).

Summary

Understanding the stages of life can help the family physician
anticipate and explain common stresses experienced by pa-
tients. It is important to remember the great variability seen in
individuals and the wide range of types of families that will be
encountered in family practice. Because the burden of illness
is increases with old age, particular attention should be paid to
viewing the experience of aging from the patient’s perspective.
After all, becoming old is the one “condition” we all hope to
acquire, especially when one considers the alternative.
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Cultural, Race, and Ethnicity
Issues in Health Care

Enrique S. Fernandez, Jeannette E. South-Paul,

and Samuel C. Matheny

The world is facing movements of peoples unparalleled in
history. Even the heartland of the American continent, which
has seen few new population groups since the European im-
migration of the 19th century, has felt the effects of this restive
population shift during the late 1980s and 1990s. Physicians
who themselves have had little experience outside their own
cultural environment are now dealing with health and social
issues of patients who approach their surroundings in pro-
foundly different ways than they might themselves. Yet the
differences have always been present.

Cultural groups exist in the United States in many forms,
and each has the potential for its members to interpret their
world in a different manner. In fact, the subtlety of the differ-
ences between peoples with common languages and outward
appearances may cause even more misunderstandings and con-
cerns than those with more obvious external dissimilarities.

Western Medicine in the Context of
Race, Ethnicity, and Culture

The concepts of race, ethnicity, and culture frequently are ad-
dressed i bly. Racial distinctions are probably the
ones most commonly made in clinical settings—often as part
of a rote introductory clause in a patient history—and often
have limited clinical utility, occasionally establishing mis-
leading and potentially harmful patient stereotypes. An ap-
preciation of how ethnic and cultural factors influence patient
health and the clinical encounter is an important considera-
tion when providing effective disease prevention, health pro-
motion, and treatment interventions.

Race

Racial classifications are generally defined by physical char-
acteristics (e.g., skin color, facial features, hair type) that are

shared by a group of people. They form the basis for an as-
sumption of a shared genetic heritage among groups of hu-
mans. A presumption of shared genetic traits by a group of
people who bear superficial similarity might apply to inbred
populations that are geographically isolated, but this distinc-
tion becomes less meaningful when one considers the inter-
mingling of human populations over the centuries. When one
considers that there is more genetic variation to be found
within a given race than between two different races, ascrib-
ing genetic traits based on race designations alone adds little
to the medical decision-making process.!

Ethnicity

The word ethnic is defined by the American Heritage Dic-
tionary as, “of, or relating to, sizable groups of people shar-
ing a common and distinctive racial, national, religious, lin-
guistic, or cultural heritage.” Derivations can also be linked
with race. The word ethnicity is derived from the Greek terms
ethnos, referring to the people of a nation or a tribe, and eth-
nikos, equating with “national” or “nationality.”? Ethnicity
thus refers to a group affiliation, which is normally expressed
in terms of cultural characteristics. Although cultural charac-
teristics are associated with ethnic groups, the members of
such groups define and transmit cultural norms.

Culture

Culture can be described as the knowledge, skills, and atti-
tudes learned and passed on from one generation to the next.
Cultural identity is a dynamic, lifelong process that is con-
stantly molded and refined by personal experience. Cultural
identity thus incorporates a fluidity that defies conclusive state-
ments about the characteristics of populations that share a com-
mon culture. Cultural norms can be modified by level of ed-
ucation, socioeconomic status, and the number of generations
an individual is removed from the initial migration of his or
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her family from one society to another. Indeed, there are of-
ten more similarities to be found between two individuals of
the same socioeconomic status who are from different cultures
than between two individuals of the same culture who differ
in socioeconomic status.> The degree of cultural identity de-
termines the role that family plays for the individual, as well
as communication patterns, affective styles, and personal val-
ues regarding level of control, individualism, collectivism,
spirituality, and religious beliefs. Culture is also modified by
age, sex, vocation, disability, and sexual orientation.

Health professionals often participate in a variety of cul-
tures simultaneously: the culture of a family of origin, that of
the family of a significant other, the profession entered, or
even occasionally a culture dictated by other factors, such as
sexual orientation. In turn, the patient presents with a variety
of layers of the same cultural cake; recognizing these influ-
ences can be a complex, subtle, profound task. As physicians,
it is useful to consider the origins of our medical model and
how that model determines our approach to patients.

Western Medical Model

The Western medical model was developed in contemporary
‘Western society as a powerful analytic tool to deal with illness.
This model developed around the classical Greek myth of Pan-
dora’s box in which disease is an intrusion superimposed on
humans from the outside. The concept defines the social sys-
tem within which a defined professional group (i.e., physicians)
takes responsibility for the care of persons with compromised
function. The model determines the type of questions raised
during the history-taking process. Emphasis on physical symp-
toms often predisposes the interviewer to neglect material of
potentially great value (e.g., the social system of the patient).
Indeed, cultural factors may create profound differences be-
tween patient and physician perceptions of health.

In our medical model, disease is defined as some form of
abnormal structure or bodily function that leads to a specific
pathology. In this context, disease is a condition most read-
ily identified by the health professional, who attempts to place
it in terms of the classification of disorders that has tradi-
tionally developed in Western medicine.

Tllness, on the other hand, pertains more to the individual’s
feelings of a negative state of being or social function; it is
the human experience of sickness. Illness then may be said
to be the perception of the patient, whereas disease is the per-
ception of the health provider. In many cases these two views
of sickness coincide, but frequently there are major discrep-
ancies between them. For example, a physician may detect an

1 d blood p and cc icate the diagnosis of hy-
pertension to a patient, who feels perfectly well and has no
symptoms but may feel ill only when beginning the antihy-
pertensive medication. Conversely, a Mexican patient may de-
cide that he or she is suffering from susto, or emotional fright.
This description of a state of anxiety may fail to be identified
by a physician but would be completely accepted and under-
stood by anyone in this person’s cultural group. Illness for
the patient may have several distinct meanings. It may rep-

resent a threat to the individual, in that it may be perceived
as possible punishment for a wrongdoing. Many cultures, in-
cluding groups in the United States, have on occasion viewed
various epidemics in this fashion, including human immu-
nodeficiency virus (HIV) infection.

Iliness may be also viewed as a loss, as with the loss of in-
dependence or the ability to communicate effectively, as
would occur following a cerebrovascular accident or with
other chronic, debilitating conditions. Conversely, illness may
be viewed as a gain, in that there may be advantages to be-
ing ill that are more acceptable to society.

Clark® described, in her classic study of a Mexican-American com-
munity, a pregnant woman who had been struck by her husband. She
sought the aid of a curandera to prevent a case of susto in her unborn
child, as described above. This socially acceptable action allowed her
to gain community sympathy against her husband for the physical
abuse, which would otherwise have been denied her. The husband was
convinced of the error of his ways, and the couple was reunited.*

Lastly, the illness may convey no particular significance to
the individual patient and may be viewed as a normal part of
life. Because biomedicine has been largely interested in the
treatment of disease, little attention has been paid to inter-
preting the meaning of illness. Kleinman et al’ noted that “be-
cause illness experience is an intimate part of social systems
of meanings and rules for behavior, it is strongly influenced
by culture.” The lack of attention to illness, and therefore to
culture, often results in noncc e or di faction with
health care delivery.

Population Demographic Shifts

Today minority populations—those who often do not sub-
scribe to the Western biomedical model—are the fastest grow-
ing segments of the United States population, representing a
substantial proportion of the work force for the 21st century.®
Southeast Asians and Central Americans made up the largest
numbers of immigrants in the late 1970s and 1980s. Census
2000 data revealed dramatic changes from what was initially
projected from 1990 results. For the first time, non-Hispanic
whites make up less than 70% of the overall population.
African Americans and Hispanics each comprise 12% of the
population, although Hispanics grew by 61% from numbers
in 1990.7 Asian Americans grew by more than 45% to make
up 3.6% of the current population, while American-Indian
representation remains low at 0.7%. Furthermore, the 2000
census allowed a change in options for self-identification.
Subsequently, 6.8 million people identified themselves as
multiracial.® Physicians of the 21st century will provide care
to a population whose characteristics differ markedly from
the population in the United States today. Over the next 30
years, the U.S. population will be larger by almost one third,
it will be more diverse, and it will be older. The U.S. Census
Bureau estimates that by the year 2050 only 52% of the Amer-
ican population will be white, 16% black, 22% Latino/
Hispanic, and 10% Asian. These projected demographic
trends will influence significantly the patterns of disease and
the health care of the population.®



Morbidity and
Mortality Variations

The health care system is a reflection of current American so-
ciety. Lack of access to health care due to an inability to pay
or lack of insurance, absence of translators when English is
not the patient’s language, differing health practices, psy-
chosocial and environmental factors, and cultural differences
are all major contributors to differences in health status among
the various subgroups that comprise the American population.

Health Status of African Americans
A persistent gap exists in the United States between the health
status of African Americans and that of white Americans. In-
fant mortality for African Americans continues to exceed that
of whites and is merely a prelude to other negative health in-
dicators through life: Being black is now considered a health
hazard.'® Even when income differences are factored in and
financial access to prenatal care is ensured, African-Ameri-
can women use prenatal care later and less intensively.''?
In 1990 the life expectancy at birth for African-American
boys and girls was 64.5 and 73.6 years, respectively, whereas
that for white boys and girls was 72.7 and 79.4 years, re-
spectively. The infant mortality rate (per 1,000 births) in 1993
was 6.8 for whites compared with 16.5 for African Ameri-
cans. There was a larger decline in mortality for African-
American infants from 1992 to 1993 than for white infants,
but the dramatic differences persist.'?

Health Status of Hispanics

Hispanics are at increased risk for diabetes, hypertension, tu-
berculosis, HIV infection, alcoholism, cirrhosis, specific can-
cers, and violent deaths. Poverty and lack of health insurance
are the greatest impediments to health care for Hispanics. One
third to one fifth of various Hispanic populations (and one
fifth of the African-American non-Hispanic population) are
uninsured for medical expenses, compared with one tenth of
the white non-Hispanic population.

Health Status of Native Americans

Native Americans suffer some of the worst health in the na-
tion and the lowest social status even among minorities and
underserved people. Access to health care for Native Ameri-
cans is more difficult than for the rest of the U.S. population
because of their geographic isolation in villages and commu-
nities that are large in area and have large reservations, poor
transportation, lack of efficient communications systems, and
lack of running water and sewage disposal. Travel may re-
quire long distances on dirt roads or by air. Native Americans
are younger, less educated, less likely to be employed, and
poorer than the general population. These factors, combined
with high rates of sexually transmitted disease and drug use,
favor the spread of HIV. Alcoholism exacts a terrible toll
among many Native Americans. Tribal, cultural, educational,
economic, and geographic diversity exist among Native
Americans and affect their health care.'*
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Health Status of Asian-Pacific Americans

Important ethnic differences in risk factors indicate that Asian-
Pacific American (APA) groups should be targeted for public
health efforts concerned with obesity, hypertension, hypercho-
lesterolemia, and smoking.'* Conditions endemic in the coun-
try of origin and case rates for tuberculosis among APAs
(44.5/100,000) are greater than for other minority groups:
African Americans (29.1/100,000), Hispanics (20.6/100,000),
and American Indians/Alaska Natives (14.6/100,000).4

Recognizing Cultural Differences

How we interpret and deal with illness is based on our ex-
planations of illness—explanations that are specific to the so-
cial positions we occupy and the belief system we employ.
These factors have been shown to modify how we perceive
symptoms, what labels we attach to particular illnesses, and
how we interpret these labels. How we communicate our
health problems, the manner in which we present our symp-
toms, when and from whom we seek care, how long we re-
main in care, and our evaluation of that care are affected by
cultural beliefs.'S

Most health care providers have a collection of anecdotes
about noncompliance by ethnically different patients. As these
issues have been studied by medical sociologists and anthro-
pologists, the focus of the problem has come to rest on the
provider as much as on the patient. The “fallacy of the empty
vessel” is a phrase coined by anthropologists to describe
cross-cultural blindness. People tend to ignore parts of cul-
tures (e.g., religion, health care traditions) that differ from
their own. The anthropologist Hazel Weidman noted that or-
thodox health care providers often view Western health in-
stitutions as introducing something of significance into eth-
nic communities where nothing existed before. Thus the
existing health traditions in such communities are ignored.

Borkan and Neher'® developed a framework for use in fam-
ily practice training programs, modeled after one developed
by Bennett.!” Bennett suggested a model with stages of indi-
vidual development relative to cultural sensitivity. The
Borkan and Neher model built on this model by recognizing
the importance of ethnosensitivity to understanding the whole
person and by advancing doctor—patient communication.
They recognized that the individual trainee’s relationship with
other cultures may be more complex than implied by Ben-
nett’s model. The level of sensitivity exhibited by a trainee
can vary according to the group encountered (e.g., sensitive
and empathetic to Southeast Asians and culturally unaware
with respect to Haitians).

Thus Borkan and Neher suggested a model of ethnosensi-
tivity consisting of seven stages, with curricular strategies and
goals to address each stage: (1) fear, (2) denial, (3) superior-
ity, (4) minimization, (5) relativism, (6) empathy, and (7) in-
tegration. Fear is the most problematic stage because it may
preclude any efforts to provide medical care. Denial can be

dd d by pting to heighten the a of trainees
to cultural differences. Superiority is the stage where differ-
ences are recognized, but trainees tend to rank them accord-
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ing to their own value system. With minimization, cultural
differences are viewed as unimportant against the background
of basic human similarities. Ethnic and cultural differences
are finally acknowledged in the relativism stage and are no
longer seen as threatening. With empathy, the trainee can
adopt the frame of reference of patients in order to experi-
ence events as they would. Integration is the most advanced
level of physician awareness and allows the practitioner to
become enmeshed in more than one culture.

Physicians and patients have their own cultural identities.
Only by recognizing where one is on the cultural continuum
can each encounter be placed in perspective. Knowing one-
self and one’s views and assumptions, therefore, is the first
step in assessing and understanding others.

Individuals often submerge their identification with their
past cultural traditions and adopt the traditions of their new
country. Harwood'® enumerated five major factors that may
contribute to variation in an individual subscribing to the
standards of a group of origin: (1) acculturation, (2) level of
income, (3) occupation, (4) area of origin in the mother
country, and (5) religion. The level of acculturation may be
the most difficult to ascertain by a clinician; eight screen-
ing points are delineated for detecting those individuals who
tend to be most acculturated into middle-class American
standards:

. Relatively high level of formal education

Greater generational removal from immigrant status

. Low level of involvement within an ethnic or family so-

cial network

Experience with medical services that incorporates patient

education and personal care

. Previous experience with particular diseases in the imme-
diate family

6. Immigration to this country at an early age

. Urban, as opposed to rural, origin

. Limited migration back and forth to the mother country
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Harwood pointed out, however, that in times of stress, all in-
dividuals may revert to beliefs they do not consistently hold
at other times.

Crucial Factors in the Cross-Cultural
Clinical Encounter

It should be the goal of any clinical encounter that both the
patient and the clinician are able to develop mutual under-
standing and feel comfortable in the relationship, and that
quality health care is delivered in an efficient and timely
manner beneficial to the patient. Several factors are neces-
sary for successful physician—patient experience: an aware-
ness of certain core cultural issues, an understanding of the
meaning of illness to the patient, an ability for the physician
to negotiate across this “cultural divide,” and clarity of com-
munication. Certain elements have been identified as es-
sential for assessing the cultural attributes of a person, com-
munity, or group of people and have been termed the
domains of culture.

Language

Word usage may not be the same in the cultures of the clini-
cian and the patient, and care should be taken to use simple
words that can be easily understood in communication. If a
patient does not speak the language of the clinician or vice
versa, it is especially important to attempt to alleviate areas
of confusion. Up to one third of minority and immigrant
households in the United States may be described as linguis-
tically isolated. These are households where no one over the
age of 14 speaks English. This poses significant challenges
for the physician—patient encounter, especially when transla-
tors are not readily available.

A physician, newly arrived at his post on an Indian reservation in the
southwestern United States, paid a courtesy call on the chair of the
Tribal Council for the group with whom he was assigned. During the
course of a half-hour of pleasant conversation, the chair told him that
he hoped he would enjoy his stay and find the reservation pleasant.
The physician answered by saying that he was sure that he would en-
joy his tenure, but that his primary purpose here was to practice med-
icine and that his enjoyment of his setting was of secondary impor-
tance. Within a few hours, word had gotten out on the reservation that
the physician had come to the reservation to “practice” (that is, exper-
iment) on the tribe, a misunderstanding that nearly caused his transfer.

Time

Different cultures may hold different concepts of time, which
can provide several areas of misunderstanding. For patients
from certain cultures, being on time for an appointment may
mean within a 15-minute window, within an hour, or within
a half-day. The concept of future time may also vary. In some
rural-based cultures, advising patients that they must under-
take certain preventive measures to prevent illness at some
future time may be difficult to fathom, as their consideration
of time may exist only in the present or the next season.

Decision Makers

In some cultures, important decisions, including those in-
volving medical care, may be a communal decision by the ex-
tended family or by a designated family leader instead of the
spouse or other nuclear family members. In an attempt to ex-
pedite an important decision, physicians may alienate these
designated decision makers or the patient. Conversely, when
the family leader is the patient, other family members may be
reticent to accept responsibility for decision making in the
event of the incapacity of the family leader involved.

IlIness Models

There may be significant differences of opinion between the
clinician and the patient, and not just concerning the etiology
of certain symptoms. The very recognition of certain condi-
tions as “illness” by the patient and the physician may vary.

An African-American patient presented to a major city hospital
emergency room, complaining of nervousness, “shakes,” and weight
loss over the past several months. He had been unable to sleep and
expressed generalized anxiety. Upon more intensive questioning, it
was determined by one of the nurses that he felt that one of his for-
mer female companions had placed a curse on him, known in the
southern coastal region as “the root.”



It was difficult in this case for the clinician to accept both the
patient’s explanation of the etiology of the symptoms and the
very existence of the illness described.

Treatment and Effectiveness of Intercession

On occasion, the patient and clinician agree that significant
illness is present, but the reasons for the illness and the ap-
propriate treatment may differ significantly.

A woman who had recently moved to Los Angeles from central Mex-
ico presented an 11-month-old child to a physician’s office with signs
of diarrhea and mild dehydration. The mother, through an interp
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to their students, with all but one being optional.'® A national
survey of family practice residencies in 1985 revealed that
only 26% provided learning experiences in culturally sensi-
tive health care.”” However, a 1998 Association of American
Medical Colleges’ survey revealed that almost 70% of the 94
schools that responded taught courses in cultural competence.
Fifteen percent plan to introduce it into the curriculum in the
near future. Approximately one third (36%) of residencies of-
fer some kind of formal teaching in this area.?!>> The Liai-
son Committee on Medical Education also launched a new
Diversity Standard in May 1999. It notes that students must

told the clinician that the child had mollera caida, literally “fallen
fontanelle.” Her method of treatment was to place salt on the
fontanelle, turn the child upside down to fill out the sunken spots,
and give the child manzanilla (chamomile) tea. The clinician, on the
other hand, was concerned about the diarrheal etiology and wished
to initiate oral rehydration.

Traditional Role of Healer

For better or worse, much of the outcome deriving from the
encounter between the clinician and patient depends on the
expectations and experiences of the patient in his or her cul-
tural group. If the healer is expected to be omnipotent and
make the diagnosis by observation only, questioning by the
clinician may be taken as a sign of ignorance or incompe-
tence. The healer may also have been an integral part of the
community of the individual and be well respected and liked,
or the converse may have been true. These attitudes may be
transferred over to the clinician, who is unaware of the ex-
pectations bestowed by the patient.

Managing Cross-Cultural
Differences
Cultural sensitivity training is implemented regularly in only

a small number of medical schools. A 1991 study revealed
that only 13% of schools offered cultural sensitivity courses

understand and be able to deal with various belief systems,
cultural biases, and other culturally determined factors that
influence the manner in which different people experience ill-
ness and respond to advice and treatment. Furthermore, the
Society of Teachers of Family Medicine (STFM) Task Force
on Cross-Cultural Experiences published recommended cur-
riculum guidelines to assist in training family physicians to
provide culturally sensitive and competent health care.2> The
goal in such training is competence in recognizing bias, prej-
udice, and discrimination, using cultural resources, and over-
coming cultural barriers to enhance primary care.

Cultural differences can easily lead to differences in the
models by which a clinician or a patient might explain a pre-
senting condition and the most effective course of manage-
ment. Figure 3.1 suggests the ultimate goal in cross-cultural
medicine: effective integration of patient and clinician knowl-
edge to produce a shared model of care. When a clinician rec-
ognizes that a possibility exists for significant differences in
the explanatory models of illness and the approach for man-

it is y to suppl the traditional history
to ascertain these issues and develop a plan for coming to
some understanding with the patient.

LEARN Model
Berlin and Fowkes?* developed an instrument useful to cli-
nicians for negotiating the differences that may exist between

Etiology
Symptom

Clinician's
Model

Fig. 3.1. Integration of patient
and clinician knowledge to
produce a shared model of
care.

Shared

Treatment.

Model
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LIS’I’EN WITH SYMPATHY & UNDERSTANDING TO
THE PATIENT'S PERCEPTION OF THE PROBLEM

EXPLAIN YOUR PERCEPTIONS OF THE PROBLEM

ACKNOWLEDGE AND DISCUSS DIFFERENCES &
SIMILARITIES

RECOMMEND TREATMENT

NEGOTIA'I'E TREATMENT

Fig. 3.2. Managing cross-cultural differences: the LEARN
model. (Source: Berlin and Fowkes,* with permission.)

patient and provider. The LEARN acronym is based on the
following five steps (Fig. 3.2).

. Listen. Ask the patient such questions as “What do you
think is causing this problem?” “Why do you think it
started in this way?” “What do you think this illness is do-
ing to you?” “What do you fear the most about this ill-
ness?” “How severe is it?” “What do you think is going
to happen to you?” “What kind of treatment do you think
you should receive?” These questions give the clinician
the framework to understand the patient’s model of etiol-
ogy of illness and the opportunity to demonstrate empa-
thy and understanding.

Explain. With this step the clinician explains his or her in-

terpretation of the medical condition. It may be nothing

more than a supposition, but it is important that the clini-
cian present an understanding based on Western medical
tradition.

. Acknowledge. It is important to acknowledge the patient’s

explanatory model and begin to develop areas where agree-

ment can be met and conflicts between explanatory mod-
els can be resolved.

Recommend. In this stage, the clinician can recommend a

plan for action that incorporates the patient’s explanatory

models of illness and those of the clinician.

. Negotiate. Berlin and Fowkes consider this step the most
important. It includes incorporating the patient’s and clin-
ician’s understanding and plans. The final step may well
be an amalgamation of the two belief systems that can be
mutually tolerated.
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In the case of the child with the mollera caida, the physician lis-
tened carefully to the mother’s explanation of the cause of the sunken
fontanelle. She then explained to the mother that in her view the
cause of the sunken fontanelle was the diarrhea, but acknowledged
the concern of the mother for restoring the fullness of the fontanelle.
Because the mother was using boiled manzanilla tea, she negotiated
with the mother to add sufficient nutrients to the tea to compose an
oral rek ion solution and d this part of the traditional
treatment to continue.

Working with Translators

Special care is needed with interviews involving translators
to ensure the accuracy and completeness of the information
and the cooperation of the patient. Clinicians must view the
translator as part of a team whose members collaborate to ar-
rive at a competent plan for the patient:

1. Look at the patient when speaking. Always address the pa-
tient, not the interpreter, and speak in the first person di-
rectly to the patient, asking the interpreter to interpret in
a direct fashion.

2. Use comforting body language, recognizing that it is in-
stantaneously interpreted by the patient.

3. Whenever possible, explain to the interpreter in advance
what you are trying to say and accomplish during the in-
terview.

. Assume that there will be misunderstandings, particularly
when you are using nonprofessional interpreters.

. Remain aware and test your patient’s understanding. Some
patients may understand your language even if they choose
to use an interpreter; or, conversely, patients who speak
fairly well in the language of the clinician may not have
the same level of comprehension.

. Keep the sentence structure simple, avoiding complex
phrases.
If there are a significant number of patients in your prac-
tice who speak a particular language, it alleviates some
misunderstanding if the clinician learns as much of the lan-
guage as possible. This effort increases the trust of the pa-
tient and allows the clinician to more readily pick up er-
rors by the interpreter.?
Be especially wary of the accuracy of interpretation from
family members, particularly concerning the sexual or gy-
necologic history of female patients. In certain cultures it is
taboo to discuss these topics with the patient, even when in-
terpreting for the clinician. Also, in many cultures children
are particularly problematic when acting as translators.
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Family Issues in Health Care

Thomas L. Campbell, Susan H. McDaniel, and Kathy Cole-Kelly

Caring for families is one of the defining characteristics of
family practice. Families are the primary context within which
most health problems and illnesses occur and have a power-
ful influence on health.! Most health beliefs and behaviors
(e.g., smoking, diet, exercise) are developed and maintained
within the family.? Marital and family relationships have as
powerful an impact on health outcomes as biologic factors,?
and family interventions have been shown to improve health
outcomes for a variety of health problems.*

Family members, not health professionals, provide most of
the health care for patients. Outside the hospital, health care
professionals give advice and suggestions for the acute and
chronic illness, but the actual care is usually provided by the
patient (self-care) and family members. Chronic illness re-
quires families to adapt and change roles to provide needed
care. The aging of the population and increasing medical tech-
nology leads to a significant increase in the prevalence of
chronic illness and disability and a rise in family caregiving.

Unfortunately, families are often neglected in health care.
Our culture is individually oriented, valuing autonomy over
connectedness. The impact of serious illness on other family
members is often ignored. Family practice developed around
the concept of caring for the entire family, yet many family
physicians have received inadequate training in how to work
with families. Some have even argued that it is not practical
and takes too much time to work with families. The ability
to work effectively and efficiently with families and to use
them as a resource in patient care is an essential skill for all
family physicians.

Despite rapid societal changes in the structure and function
of families, the family remains the most important relational
unit and provides individuals with their most basic needs for
physical and emotional safety, health, and well-being.

The family can be defined as “any group of people related ei-
ther biologically, emotionally, or legally.”> This includes all
forms of traditional and nontraditional families, such as un-

married couples, blended families, and gay and lesbian cou-
ples. The relevant family context may include family mem-
bers who live a distance from the patient or all the residents
of a community home for the developmentally delayed per-
sons. In daily practice, family physicians are most often in-
volved with family members who live in the same household.

Premises of a Family
Systems Approach

There are three basic premises upon which a family systems
approach is based. These premises are derived from systems
theory, are supported by research, and help guide the clinical
application of family systems.

1. A family systems approach is based on a biopsychosocial
model of health care in which there is an interrelationship
between biologic, psychological, and social processes.
This approach places the patient and the illness in a larger
framework involving multiple systems. The family-
oriented physician must recognize and address the psy-
chosocial factors as well as the biomedical factors in un-
derstanding patients and their illness. A systems approach
emphasizes the interaction among the different levels of
the larger systems and the importance of continuous and
reciprocal feedback.

. The family has an influence on physical and psychologi-
cal health and well-being. This principle is well supported
by research and has important implications for clinical
practice. Clinicians must understand how the family can
positively and negatively influence health and utilize the
information to improve health care. There are several
corollaries to this basic premise.

a. The family is a primary source of many health beliefs
and behaviors.
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b. The family is an important source of stress and social
support.
c. Physical symptoms may have an adaptive function
within a family and be maintained by family patterns.
3. The family is the primary social context in which health
care issues are addressed. Although the patient is the pri-
mary focus of medical care, the family is often the most
important social context that must be understood and con-
sidered when delivering health care. It is not useful to think
of the family as the “unit of care.” Family physicians treat
individuals within families, not families themselves. They
must consider the family context and address family rela-
tionships when they influence health problems. This is im-
portant whether a physician cares for only one or every
member of a family.

4

Doherty and Baird® have challenged the “illusion of the
medical dyad” between the physician and patient and have
described the relationship of the physician, patient, and fam-
ily as a therapeutic triangle (Fig. 4.1). This triangle empha-
sizes that the family plays a role in all patient encounters re-
gardless of whether family members are present and the need
to be cognizant of both the patient—family relationship and
the physician—family relationship.

Research on Families and Health

A large body of research has demonstrated the powerful in-
fluence that families have on health. There are many ran-
domized controlled trials demonstrating the effectiveness of 3,
family interventions for medical disorders.* A recent Institute
of Medicine report on families, health, and behavior reviewed
the research on the influence of family relationships on the
management and outcomes of chronic diseases.’” Several gen-
eral conclusions can be made from a review of this research:

1. Families have a powerful influence on health and iliness.
Numerous large epidemiologic studies have demonstrated
that social support, particularly from the family, is health
promoting. In an 1988 article in the journal Science, soci-

FAMILY

~

PHYSICIAN PATIENT

Fig. 4.1. Therapeutic triangle. (Source: Doherty and 5.
Baird.%)
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ologist James House et al® reviewed this research and con-
cluded, “The evidence regarding social relationships and
health increasingly approximates the evidence in the 1964
Surgeon General’s report that established cigarette smok-
ing as a cause or risk factor for mortality and morbidity
from a range of disease. The age-adjusted relative risk ra-
tios are stronger than the relative risks for all cause mor-
tality reported for cigarette smoking.”

Family support affects the outcome of most chronic
medical illnesses. After suffering a myocardial infarction
(MI), women with few or no family supports have two to
three times the mortality rate compared to other women
who are recovering from an MI.® Many stresses within the
family, such as loss of a spouse and divorce, significantly
impact morbidity and mortality.

Emotional support is the most important and influential
type of family support. Social and family support can be
divided into different types: instrumental, informational,
and emotional. Instrumental support is the actual provision
of services (e.g., driving the patient to the hospital) or care-
giving (e.g., giving insulin injections) provided by family
members. Informational support usually involves giving
health-related information, such as advice on whether to
seek medical care. Emotional support provides a listening
ear, empathy, and the sense that one is cared about and
loved. Although there is overlap among these categories,
studies suggests that family emotional support has the most
important influence on health outcomes and therefore can-
not be replaced with social agencies or services that pro-
vide instrumental and informational support.

Marriage is the most influential family relationship on
health. Even after controlling for other factors, marital sta-
tus affects overall mortality, mortality from specific ill-
nesses, especially cancer and heart disease, and morbidity.
Married individuals are healthier than widowed, who are
in turn healthier than either divorced or never-married in-
dividuals. Those who are married have healthier lifestyles
and less disability, and they live longer. Bereavement or
death of a spouse increases mortality, especially for men.®
Separation and divorce is also associated with increased
morbidity and mortality. Studies in psychoimmunology
have shown that divorced and unhappily married men and
women have poorer immune function than those in health-
ier marriages.'?

. Negative, critical, or hostile family relationships have a

stronger influence on health than positive or supportive re-
lationships. In terms of health, “being nasty” is worse than
simply not being nice. Research in the mental health field
with schizophrenia and depression first demonstrated that
family criticism was strongly predictive of relapse and
poor outcome.'":12 Similar results have been found with
smoking cessation,'> weight management,'* diabetes,'®
asthma, and migraine headaches. Physiologic studies have
shown that conflict and criticism between family members
can have negative influences on blood pressure,'° diabetes
control,'” and immune function.

Family psychoeducation is an effective intervention for
health problems. There is a wide range of types of family
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interventions that have been used for health problems, from
simply providing family members with information about
the disease to in-depth family therapy. The most consis-
tently effective and studied family intervention seems to
be family psychoeducation, in which family members are
given training on how to manage and cope with the illness
and provided with emotional and instrumental support.'3

An excellent example of an effective, family psychoedu-
cational intervention has been developed for family caregivers
of Alzheimer disease (AD) patients.'® In a randomized con-
trolled trial, families attended individual and group instruc-
tional and problem-solving sessions where they learned how
to manage many of the troublesome behaviors of patients with
AD. They also participated in ongoing family support group
and can access a crisis intervention service to help them with
urgent problems. The caregivers who received this interven-
tion were less depressed and physically healthier than those
who did not, and AD patients were able to remain at home
for almost a year longer than caregivers in the control group.
The savings in nursing home costs were several times the cost
of the interventions. This study should serve as a model for
other family intervention programs.

This research establishes that families have a strong influ-
ence on overall health and on the outcome of specific ill-
nesses. The impact is the greatest for illnesses in which there
is a high burden on family caregivers. Effective family inter-
ventions range from complex, multifaceted programs (e.g.,
for AD patients) to educating family members about the ill-
ness (e.g., hypertension). To implement any of the interven-
tions, family physicians must know how to work with fami-
lies and use them as a resource in patient care.

Working with Families

Much of what has been written about working with families
has focused on the family conference, the most formal and
uncommon form of a family interview. It is useful to distin-
guish three approaches to working with families: the family-
oriented approach with an individual patient, involving fam-
ily members during a routine office visit, and the family

Table 4.1. Working with Families

conference or meeting (Table 4.1). In all of these contexts,
medical care is enhanced by obtaining information about the
family, assessing family relationships, and encouraging ap-
propriate family involvement.

A Family-Oriented Approach with
an Individual Patient

A family orientation has more to do with how one thinks about
the patient than how many people are in the exam room. Since
family physicians meet with individual patients more often
than with family members, having a family-oriented approach
to all patients is an important skill. This approach comple-
ments a patient-centered approach in which the physician ex-
plores the patient’s experience of illness, an experience that
occurs in a family or relational context. The patient’s pre-
senting complaint can be thought of as an entrance or win-
dow into understanding the patient in the context of the fam-
ily. By exploring the patient’s symptoms and illness, the
physician can learn more about the patient’s family, its rela-
tionship to the presenting complaint, and how the family can
be used as resource in treatment. A key to being family ori-
ented is choosing appropriate questions to learn about the psy-
chosocial and family-related issues without the patient feel-
ing that the physician is intruding or suggesting that the
problem is “all in your head.”

In a qualitative study of exemplar family physicians, Cole-
Kelly and colleagues®® examined the core components of
a family-oriented approach with individual patients. These
family physicians used both global family questions, such
as “How’s everyone doing at home?” as well as focused fam-
ily-oriented questions, such as “How is your wife doing with
that new treatment?” The exemplars frequently inquired about
other family members and were able to keep a storehouse of
family details in their minds that they frequently interspersed
in the visits. The physician would commonly punctuate the
end of the visit with a greeting to another family member:
“Be sure to tell John I said hello.”

A risk of being family-oriented with an individual patient is
getting triangulated between family members—the one speak-
ing to the physician and a family member being talked about.
In Cole-Kelly et al’s?° study, the exemplar physicians were sen-

Family-oriented
approach with
individual patient

Involving family
members in routine

office visits Family conference

Common medical
situations

Acute medical problems
Self-limiting problems

Percent of time used 60-75%
by physician

Length of visit

How scheduled

10-15 minutes
Routine care

Well-child and prenatal care
Diagnosis of a chronic illness
Noncompliance
Somatization

Hospitalization

Terminal illness

Institutionalization

Serious family
problem/conflict

25-40% 2-5%

30-40 minutes

Special scheduling and
planning

15-20 minutes
May need to request family
member attendance

Source: Adapted from McDaniel et al.>



sitive to the dangers of inappropriately colluding in a triangu-
lated relationship with the patient and were very facile at avoid-
ing those traps. The exemplars seemed to have an appreciation
for the importance of understanding the concept of triangula-
tion and to use it for their and the patient/family’s advantage.
The exemplars often explored family-oriented material during
physical exams or while doing procedures, thus not using ex-
tra time for these areas of inquiry. Visits with a high family-
oriented content occurred 19% of the time and family-oriented
talk was low or absent in 52% of the visits. The visits that had
the highest degree of family-oriented character were chronic
illness visits and well-baby and child visits.

Asking some family-oriented questions can metaphorically
bring the family into the exam room and provide a family
context to the presenting problem.?' Here are examples of
family questions:

“Has anyone else in your family had this problem?” This
question is often part of obtaining a genogram. It reveals
not only whether there is a family history of the problem,
but also how the family has responded to the problem in
the past. The treatment used with one member of the fam-
ily or in a previous generation may be a guide for the pa-
tient’s approach to his/her illness or may describe how a
patient does not want to proceed.

“What do your family members believe caused the problem
or could treat the problem?” Family members often have
explanatory models that strongly influence the patient’s be-
liefs and behaviors regarding the health problem.?? If the
physician’s treatment plan conflicts with what important
family members believe or have recommended, it is un-
likely the patient will comply.

“Who in your family is most concerned about the problem?”
Sometimes another family member may be the one most
concerned about the health problem and may be the actual
person who really wants the patient to receive care. When
the patient does seem concerned about the health problem
or motivated to follow treatment recommendations, find-
ing out who is most concerned may be helpful in creating
an effective treatment plan.

“Along with your illness (or symptoms), have there been any
other recent changes in your family?” This question is a
useful way to screen for other additional stressors, health
problems, and changes in the patient’s family and how it
is affecting the patient.

“How can your family be helpful to you in dealing with this
problem?” Discovering how family members can be a re-
source to the patient should be a key element of all treat-
ment planning.

These questions can be integrated into a routine 15-minut
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and most efficient method for understanding the family con-
text of a patient encounter?> (Fig. 4.2) and provide a psy-
chosocial “snapshot” of the patient. Genograms provides cru-
cial information about genetic risks and any family history of
serious illnesses. With advances in genetic research, a detailed
genogram should be an essential component of every patient’s
medical evaluation and database. Ideally a genogram should
integrate genetic and psychosocial information.

The genogram can be started at an initial visit and added
to during subsequent encounters. It may be quite simple and
only include the current household and family history of se-
rious diseases or provide more detailed information about
family events and relationships. When possible, the genogram
should include family members’ names, ages, marital status,
significant illnesses, and dates of traumatic events, such as
deaths. Computerized genogram programs are available so
that the genogram can be integrated into an electronic med-
ical record.

Obtaining a genogram can be a particularly effective way
to understand the family context and obtain psychosocial in-
formation from a somatically focused or somatizing patient.
These patients often present with multiple somatic complaints
and try to keep the focus of the encounter on their physical
symptoms and distress. They are challenging patients, and it
is often difficult to obtain family or psychosocial information
from them. Since obtaining a family history is considered a
routine part of a medical evaluation, it can often provide ac-
cess to more relevant psychosocial illness. It provides a way
to step back from the presenting complaints to obtain a
broader view of patients and their symptoms in a manner that
is acceptable to the patients. The genogram can also be used
to screen for substance abuse and family violence.?*

Involving Family Members in
Routine Office Visits

Routine visits, in which one or more family members are pres-
ent, are common and may be initiated by the patient, family
members, or the clinician. These visits allow clinicians to ob-
tain the family members’ perspective on the problem or the
treatment plan and answer the family members’ questions.
Family members accompany the patient to office visits in ap-
proximately one third of all visits, and these visits last just a
few minutes longer than other visits. In some situations, they
may be more efficient and cost-effective than a visit with an
individual patient because a family member can provide im-
portant information about the health problem, or the visit may
answer questions that might later arise. Family members may
serve various roles for the patients, including helping to com-
municate patient concerns to the doctor, helping patients to

h 3

office visit with an individual patient and provide valuable
family information relevant to the problem.

Genograms

Genograms or family trees are one key to a family-oriented
interview with an individual patient. They are the simplest

T clinician recc ns, expressing concerns
regarding the patient, and assisting patients in making deci-
sions. Physicians report that the accompanying family mem-
bers improve their understanding of the patient’s problem and
the patient’s understanding of the diagnosis and treatment.
There are many situations when a family physician may
want to invite another family member to the next office visit.
Partners and spouses are routinely invited to prenatal visits.
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Fathers and co-parents should be invited to well-child
visits, especially when the child has a health or behavior prob-
lem. Whenever there is a diagnosis of a serious medical ill-
ness or concern about adh to medical ti it is
helpful to invite the patient’s spouse or other important fam-
ily members to come for the next visit. Elderly couples are
usually highly dependent on each other. It can be particularly
effective and efficient to see them together for their routine
visits. Each can provide information on how the other one is
doing and help with implementation of treatment recommen-
dations. Consulting with family members during a routine
visit is advised whenever the health problem is likely to have
a significant impact on other family members or when fam-
ily members can be a resource in the treatment plan.

Principles of Family Interviewing

The principles of interviewing an individual patient also ap-
ply to interviewing families, but there are additional com-
plexities. One must engage and talk with at least one addi-
tional person, and there is opportunity for interaction between
the patient and family members. In general, the physician
must be more active and establish clear leadership in a fam-
ily interview. This may be as simple as being certain that each
participant’s voice is heard (“Mrs. Jones, we haven’t heard
from you about your concerns about your husband’s illness.
Can you share those?”) or may entail acting as a traffic cop
with a large and vocal family (“Jim, I know that you have
some ideas about your mother’s care, but I'd like to let your
sister finish talking before we hear from you.”).

When interviewing families, establishing rapport and an
initial relationship with each family member is particularly
important. In a family systems approach, this is known as
joining. An essential component of joining is making some
positive contact with each person present so that each feels
valued and connected enough to the physician to participate
in the interview. Family members have often been excluded
from health care discussions and decisions, even when they
are present. They may not expect to be included in the inter-
view or to be asked to participate in decision making. By mak-
ing contact and shaking hands with each person, the physi-
cian is making clear that everyone is encouraged to participate
in the interview.

There are several other important reasons for joining with
family members at the beginning of the interview. The physi-
cian often has an established relationship with the patient, but
may not have one with other family members, who may feel
either left out or that their role is merely that of an observer.
One common example of this occurs commonly during hos-
pital rounds when there is a family member by the bedside.
The usual approach is to either ask family members to leave
during the interview or to ignore them. This is disrespectful
of families and fails to use family members as a resource. It
is recommended that the physician greet and shake hands with
each family member and find out something about each per-
son. At a minimum, this may be the family member’s rela-
tionship with the patient and involvement in the patient’s
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health problems. It may also involve thanking them for their
presence and help.

All the principles of good medical interviewing can be ex-
tended to family interviewing. It is helpful to encourage each
family member to participate and to be as specific as possi-
ble when discussing problems. Individual and family strengths
should be emphasized. Emotions that are present in any fam-
ily member during the interview should be recognized and
acknowledged: “Mr. Canapary, you look upset. Is there any-
thing about your wife’s health or her medical care that you
are concerned about?” In addition, the physician must take an
active role in blocking persistent interruptions and preventing
one person from monopolizing the conversation.

Establishing a positive relationship with family members
is particularly important and more challenging when there is
conflict in the family. In these cases, a family member may
assume that the physician has taken the side of the patient in
the conflict. The physician must take extra steps to join with
family members in conflict and establish one’s neutrality. The
goal in these situations is to develop an alliance with each
family member and the patient without taking sides in the
conflict. An exception to this goal is when family violence
threatens and then safety must be the first priority.

In addition to establishing rapport and building a relation-
ship through verbal communication, the physician can also
make use of nonverbal strategies to enhance the relationship
with the patient and family members. Just as it is important
to be sure that the physician and an individual patient are in
a comfortable sitting position and at eye level with one an-
other, it is important also that other family members are sit-
ting near enough that they can hear what’s being said and be
easily seen by the physician. This proximity will help the
physician make eye contact with each person in the room.

Upon entering the room and seeing that one family mem-
ber is sitting very far from the physician or isolated from other
family members, the physician can gently motion the person
to come closer to enhance the sense of everyone being in-
cluded in the patient visit and being an important part of the
encounter. Similarly, one family member might dominate
both the verbal and nonverbal space in the encounter, mak-
ing it difficult for the other family members to have as much
involvement with the patient or physician. For these cases,
the physician must “direct traffic,” so all voices can be heard.

A physician who meets with multiple family members
needs to learn how to avoid taking sides with one family mem-
ber at the exclusion of another. It is very easy for the physi-
cian to unwittingly be pulled into unresolved conflicts be-
tween family members. In the case of an ill child, one parent
may try to form a relationship with the physician that excludes
the other parent. Or a wife can try to get the physician to side
with her, hoping that the physician’s alliance will bolster her
position against her husband. To avoid getting caught in the
middle of a triangle, the physician must listen to each mem-
ber of the family but still remain neutral. Furthermore, the
physician can assert that it won’t be helpful to the family if
the physician takes sides with one member against another.
The physician can emphasize the importance of everyone
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Table 4.2. Dos and Don’ts of Family Interviewing

Dos
Greet and shake hands with each family member.
Affirm the importance of each person’s contribution.
Recognize and acknowledge any emotions
expressed.
Encourage family members to be specific.
Maintain an empathic and noncritical stance with
each person.
Emphasize individual and family strengths.
Block persistent interruptions.
Don’ts
Don't let any one person monopolize the conversation.
Don’t allow family members to speak for each other.
Don't offer advice or interpretations early in a family
interview.
Don't breach patient confidentiality.
Don't take sides in a family conflict, unless some
one’s safety is involved.

Source: Adapted from McDaniel et al.®

working together as the most beneficial way to enhance the
health care of the patient (Table 4.2).

Family Conferences

A family conference is usually a specially arranged meeting
requested by the physician, patient, or family to discuss the
patient’s health problem or a family problem in more depth
than can be addressed during a routine office visit (see Table
4.1). All the principles of family interviewing discussed pre-
viously are used in a family conference. However, a family
conference is usually longer than most office visits and in-
volves more planning and structure.

Every family physician should have the skills to convene
and conduct a family conference or meeting. In a randomized
controlled trial, Karofsky and colleagues®* examined the im-
pact of an initial family conference for new pediatric patients
and their families through a randomized controlled trial. The
families that received the family conference had fewer sub-
sequent visits for health problems or to the emergency room
and more visits for health supervision (well-child visits). This
study suggests that family conferences may be cost-effective
by reducing health care utilization.

Meeting with entire families is most important when diag-
nosing and treating life-threatening illnesses. Family mem-
bers are usually eager to obtain information from the physi-
cian and want to know how they can be helpful. Most
physicians meet with a patient’s family at the time of a hos-
pitalization to explain a diagnosis and treatment plan. A fam-
ily meeting at the time of hospital discharge should be rou-
tine. Usually family members must assume the responsibility
for the care of the patient and need detailed information about
the patient’s condition and follow-up treatment. One study of
couples coping with a myocardial infarction found that the
best predictor of the wife’s emotional well-being 6 months
after her husband’s heart attack was whether she had an op-
portunity to meet and talk with his physician prior to dis-
charge.?> Under managed care, hospital stays have shortened

dramatically, and patients are going home with significant
health care needs that must be provided by family members
or assisted by visiting nurses.

Family conferences should also be a routine part of pallia-
tive or end-of-life care, whether at home or in a hospice. Clar-
ifying the patient’s diagnosis and prognosis with the family
can be very helpful for treatment planning. Family confer-
ences are often essential to resolve conflicts about whether to
move from curative to comfort care. Some family members
may resist a patient’s decision to stop chemotherapy or other
medical treatments, often because they are not emotionally
ready for the patient’s death. If the decision can be discussed
and emotional reactions shared in a family meeting, these
problems or conflicts can be avoided. Finally, it is helpful to
routinely meet with family members after a patient’s death to
answer questions, allow the sharing of grief, and assess how
family members are coping. With large families or difficult
problems, the physician may wish to ask a family therapist to
help conduct the meeting.

Conducting a family conference requires skills in addition
to those used when ing with family bers during a
routine office visit. There are usually, but not always, more
family members involved. A family assessment and some type
of planned family intervention may be required. The reason
for convening the family may involve difficult or conflictual
issues, which require special skills to handle.

A detailed outline or blueprint for conducting a family con-
ference has been described elsewhere.® Prior to meeting with
the family, the physician should have a clear rational and ini-
tial plan for the conference. Here are the basic steps or phases
of a family conference that can guide the physician.

Joining Phase

As discussed previously, it is particularly important to spend
time to develop rapport with the family and get to know some-
thing about each family member at the beginning of the con-
ference. This step is often neglected or given inadequate time
by the inexperienced clinician. The family may want to dis-
cuss the problem or issue at the very outset, and the physi-
cian may lose the opportunity to join early and learn more
about the family. The physician can stop the discussion of the
problem and say, “I find it helpful to step back and learn a
little bit more about each of you, before we discuss the prob-
lem.” This joining phase, which may seem like social chat to
the inexperienced, helps to create a sense of trust between the
physician and family and an environment in which family
members feel safe and supported. If the physician already
knows the family well, this phase may be abbreviated but
should not be eliminated.

Goal Setting

It is helpful to jointly establish goals for the conference with
the family. This often begins with the physician’s statement
about why the family has been convened, for example, “to
discuss your mother’s illness and plans for further treatment.”
It is then useful to ask what the family wants to accomplish
during the session. The family’s goals may be quite different
from the physician’s, and they need to be respected and ad-



dressed. This is analogous to asking individual patients what
they were hoping to achieve during a routine office visit.

Information Exchange

The physician may ask what the family knows about the pa-
tient’s illness or problem. This is often more effective and in-
formative than launching into a detailed description of the pa-
tient’s problem without knowing the family’s level of
knowledge. It also allows the physician to directly address

isund dings or misinformation and to identify whether
family members have varying views of the problem. It is im-
portant to get the views of all the family members present,
even if it’s as simple as having a family member say he or
she agrees with the others.

Obtaining further information about the family is usually
very helpful in understanding the issues or problems that the
family is dealing with. Gathering a more detailed genogram
is an easy way to obtain this information, and families usu-
ally feel comfortable and often enjoy this process. It is cru-
cial to identify family strengths and supports during the in-
terview. These are the resources that the family members will
use to cope with the problem or illness they are facing.

When conducting an interview with a large, conflictual, or
enmeshed family, the physician usually needs to be more ac-
tive than during interviews with individuals, directing the
conversations between family members and managing argu-
ments. Each family member should be encouraged to speak,
and no one should be allowed to speak for someone else who
is present. It is important not to let any one person monopo-
lize the conversation, and to interrupt and solicit other fam-
ily members’ opinion on the topic.

Establishing a Plan

During this final phase, the physician should work with the
family to develop a mutually agreed upon treatment plan and
to clarify each person’s role in carrying it out. The patient,
physician, and family members should have input into the
plan. For some families, this may require writing up a formal
care plan that everyone can agree on.

Confidentiality

When working with family members, the family physician must
maintain confidentiality with the patient. Prior to speaking with
a family member, it is important that the physician is clear about
what the patient feels can be shared and what, if anything, can-
not be. A family member may bring up difficult or awkward
concerns, but the physician may only disclose information the
patient has approved (unless the patient is incompetent). In most
cases, patients will agree that their care plan can be fully dis-
cussed with the family members. However, in family meetings
involving adolescents or divorced parents, the rules for the meet-
ing need to be clearly spelled out. The physician may remind
families at the beginning: “John has agreed that I can talk with
you about the options for his diabetes treatment. He, of course,
will be the one who will make the final decisions, but we both
think it will be helpful to have all of your thoughts about what
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may be best.”” Such discussions value both the doctor—patient
relationship as well as the patient—family relationships. The pos-
itive support of these relationships is only one of the positive
outcomes of well-crafted family meetings.

Conclusion

The aging of the population, advances in medical research, and
changes in our health care delivery system will continue to
have dramatic impact on family issues in health care. There
are increasing demands on families to provide care for aged
and chronically ill patients, often without adequate services
and insurance reimbursements. Family caregiving has led to
an increasing burden on family members and poor physical
and mental health for many caregivers. The role of the family
in end-of-life decision making is only beginning to be ad-
dressed. Health care proxy laws allow patients to identify an
individual, usually a close family member, to make medical
decisions if the patient is unable to, but little research has been
done on how patients make these choices, what they discuss
with their designated health care agent, and whether family
members follow the wishes of the patient. Because of the ge-
netic revolution, we will soon have the ability to screen or test
for hundreds of genetic disorders, but the impact of this tech-
nology on families is just beginning to be examined. Genetic
counseling needs to address not only the genetic risks of the
individual but also the implications for other family members.
More family research is need in each of these areas.

One of the unique and distinguishing characteristics of fam-
ily medicine is its emphasis on the family. No other medical
specialty has a family focus or uses a family-oriented ap-
proach. Under our changing health care system, there is in-
creasing recognition of the importance and cost-effectiveness
of involving the family in all aspects of medical care. New
models of care are being developed that emphasize teamwork,
prevention, and collaboration with patients and their families.
A family-oriented approach will become increasingly valued
and effective model in the 21st century.
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Information Mastery: Practical
Evidence-Based Family Medicine

Cheryl A. Flynn, Allen F. Shaughnessy, and David C. Slawson

Remember Marcus Welby? He symbolized the ideal family
doctor—knowledgeable even about rare conditions, caring
and compassionate, making multiple house calls with his lit-
tle black bag, and devoting his complete attention and the best
resources for the care of a single patient.

Fast forward to the new millennium, with health mainte-
nance organizations (HMOs), schedules with 20 to 40 patients
per day, and a huge information explosion, yet still having the
responsibility of knowing the latest updates in medicine. As
family doctors, we strive to maintain the characteristics em-
bodied by that fictitious symbol—good history and physical
examination skills, an understanding of the patient in the con-
text of the family and community, and the ability to meld the
two in diagnostic and therapeutic decision making. Yet with
the exponential growth of information, and rapidly expanding
medical technologies, it seems easy to blink an eye and miss
some important new development. Lifelong learning skills and
strategies to manage the jungle of medical information are the
new survival tools for today’s family doctors.

Enter evidence-based medicine (EBM), which is defined as
“the conscientious, explicit, and judicious use of the current
best evidence in making decisions about the care of an indi-
vidual patient.”! This practice encourages us to apply the
highest quality information available at the time in the care
of our patients. Critics argue that we have been using evi-
dence all along; EBM is merely a new name for an old prac-
tice. But EBM is not simply the use of research in practice.
Rather it is a systematic process to answer clinical questions
with the best evidence. It requires lifelong learning skills not
generally taught in medical school. A 1984 study found that
physicians’ knowledge of treating hypertension was inversely
related to the year they graduated from medical school.? A
later study demonstrated that those who attended a school
where EBM was taught had no such knowledge decline.’

If EBM has been practiced all along, then why would an

ophthalmologist from a well cted i ion advise jour-
8 pe J

nal readers to use an eye patch to treat corneal abrasions de-
spite knowing that there were seven randomized controlled
trials showing no benefit and possible harm (“We’ve always
done it this way”)?*> If our profession incorporates evidence
into practice routinely, why were only two of 28 landmark
trials implemented in practice in the 3 years following publi-
cation.® If you are a clinician who already is using the best
evidence in practice, then we challenge you to train your col-
leagues and help train our future physicians, because clearly
as a profession we do not routinely practice using the best
evidence.

The newer definition of EBM is one that incorporates the
best evidence, clinical experience, and patient perspective into
medical management plans—a patient-centered evidence-
based practice. This chapter outlines a new and more useful
model of EBM, especially fitting for family physicians; of-
fers practical strategies for using evidence in answering clin-
ical questions; outlines a model for keeping up to date with
the latest medical developments; and addresses some key con-
cepts in the application of evidence in clinical practice.

Information Mastery

The traditional EBM model involves five steps to solve a clin-
ical problem: developing answerable clinical questions,
searching for and selecting the best evidence, evaluating the
quality of that information, interpreting and applying it back
at the patient level, and assessing one’s practice. Although
seemingly complete, this model has some limitations, espe-
cially for the busy family physician.

First is the lack of feasibility. It is estimated that the aver-
age physician generates about 15 clinical questions per day.
Although some questions are simply “What is this drug?” or
“What'’s the proper dose?” more than half are focused on iden-
tifying the best treatment or diagnosis strategies. Since it takes
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an average of 20 minutes to perform a Medline search, one
would need several hours of uninterrupted time per week just
to find the evidence for answering these questions. It is un-
derstandable, then, that the majority of the questions gener-
ated in practice remain unanswered. The unfortunate part is
that half of the answers would have the potential to influence
practice.”

A second, essential element of an evidence-based practice
is the ability to keep up to date with the latest developments.
To seek answers only to those questions we generate may

diate outcomes are directly linked to the final outcomes. Con-
sider guidelines that tell us to check for proteinuria in the
diabetic patient. Why is the amount of protein in the urine
important? Because it represents a marker for renal disease,
we assume that less protein means that patients won’t need
dialysis or at least the need is delayed. Instead of assuming
that an intervention that alters the quantity of proteinuria de-
lays the need for dialysis or helps our diabetics live longer,
why not study the final outcomes of morbidity and mortal-
ity? Insisting on evidence that is linked to final outcomes

leave us in the dark about new or previously unconsid
therapies. Worse still, it may result in medical gossip®—find-
ing an answer to your question without the context of all the
research of that area may result in the inappropriate applica-
tion of the evidence.

Finally, the traditional EBM model presumes that the only
source of medical information is the literature. Colleagues are
the first source clinicians turn to for answers during practice.?
The medical information system is expansive, and includes
the World Wide Web beckoning from your personal com-
puter, pharmaceutical representatives knocking at your door,
and continuing medical education (CME) programs making
broad-based medical recommendations. These sources are in
addition to the estimated 6000 articles published each day in
medical journals.'® Family physicians need tools to help sort
through this overwhelming quantity of medical information.

Information mastery (IM) was designed to be more user-
friendly for busy clinicians. All sources of medical informa-
tion are not equally useful, but depend on three factors:

_ Relevance X Validity
Work

Useful

Here, work refers to any resources devoted to finding and us-
ing information. This conceptual model tells us that sources
requiring little work are more useful. However, if an infor-
mation source is either irrelevant or invalid, then regardless
of the work, its usefulness will still be zero; all three factors
must be balanced. The latter sections of this chapter offer
practical tips and examples of ways to minimize work when
answering clinical questions or attempting to stay current with
medical information developments.

Determining Relevance:
DOEs, POEs, and POEMs

One strategy to minimize work is to first assess relevance.
Only if the source of information passes the relevance crite-
ria do you need to follow through with a validity assessment.
In medicine, we naturally create a hierarchy of relevance. It
is uncommon that we’d apply data that were based solely on
test tubes or animal models directly to our patients. Within
clinical studies, there is also an additional hierarchy of data,
that between disease-oriented and patient-oriented evidence.
Disease-oriented evidence (DOE) refers to outcomes of patho-
physiology, etiology, and pharmacology. Often these include
test results and may also be called surrogate markers. We
count them as important because we assume these interme-

limi the ption step and lets us know that what
we are doing for our patients is more like to help than harm.
These final outcomes are patient-oriented evidence (POEs)
which are outcomes of mortality, quality of life, and disease
prevention.

Why is this distinction so important? DOEs represent what
ought to be based on our understanding of pathophysiology.
What “ought to be,” however, may not always turn out to be
true. The medical literature is wrought with examples of med-
ical decisions based on intermediate outcomes that were found
not to withstand the longer term studies evaluating POEs: ex-
ternal fetal monitoring for low-risk pregnancies, calcium
channel blockers for hypertension, antiarthythmics for pre-
mature ventricular contractions after a myocardial infarction.
These and other examples of POEs and DOEs are outlined in
Table 5.1.

Two additional criteria must be considered when deter-
mining the relevance of medical information. First is the fre-
quency with which the problem studied is encountered in your
practice. Obviously, common problems are deserving of more
attention. Second is deciding whether the information matters
to you as a clinician. Would this evidence, if true, oblige you
to change your current practice? If the perfect study were con-
ducted demonstrating that penicillin treatment of strep
pharyngitis prevented rheumatic heart disease, this should
have little impact on our practices. However, a study demon-
strating that estrogen replacement worsens urinary inconti-
nence in postmenospausal women may offer motivation to not
recommend this treatment to incontinent women. In this lat-
ter case, where our practice should be altered, the POE be-
comes a POEM, patient-oriented evidence that matters. The
next step is validating the information to determine whether
it should be applied.

Assessing the Validity of New Information

New research is believable only when it has been shown to
be internally and externally valid. Internal validity is how well
the evidence reflects the truth. To apply the results from a
well-done study, the patient population needs to be similar
enough to your patient or clinical population. This generaliz-
ability of the information to your own practice is external
validity.

Determining validity is the hardest part of EBM for most peo-
ple. Readers are often overwhelmed by statistical jargon and
want to just accept that the editors have done that for them. Key
validity considerations for different study types are outlined in
Table 5.2. Readers can get a more detailed explanation from the



Table 5.1. E les of Disease-Oriented Evid
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(DOEs) and Patient-Oriented Evidence that Matters (POEMs)

DOEs

POEMs

DOEs that were supported by POEMs

Pap smears detect premalignant cervical lesions.

Routine screening with pap smears decreases the rate of cervical

cancer mortality.

Statins lower cholesterol.

In hyperlipidemic patients with cardiac disease, statins lower the

risk of recurrent cardiac events and improve survival.

Beta-blockers and diuretics lower blood pressure in
hypertensive patients.

Beta-blocker and diuretic treatment of hypertension decreases MI and
stroke and increases survival.

DOEs that were contradicted by POEMs

Antiarrhythmics eliminate PVCs seen on telemetry in
patients post-Ml.

External fetal monitoring (EFM) detects
concerning fetal heart tracing patterns.

Calcium channel blockers (CCBs) lower blood
pressure in hypertensive patients.

Routine use of some antiarrhythmics increases mortality in post-MI
patients.

In uncomplicated pregnancy, use of EFM increases cesarean rates
and no improvement in neonatal outcomes is noted.

CCBs have been shown to increase rates of stroke, MI, and mortality.2*

MI = myocardial infarction; PVC = premature ventricular contraction.

“User’s Guide” series (go to http://www.cche.net/principles/
content_all.asp). 11 The IM worksheets offer a simplified ver-
sion of validity assessment and can be obtained from the au-
thors on request. One tip to lessen the work of evaluating
study quality is to do this step as a group, for example in a
resident journal club, or rotating responsibility among your
clinical partners. Another option is to seek “prevalidated”
sources, those where a known EBM/IM expert has done the
quality evaluation for you.

The IM model tells us that focusing our attention on com-
mon, valid POEMs will maximize usefulness and help us of-
fer the best care to our patients. When encountering any in-
formation source, first assess relevance (is it a common
POEM that, if true, changes practice?), and, only if relevant,
proceed to do the work of validating the evidence.

Practicing Information Mastery

The vast amount of medical information available to us can
be a jungle of opportunities and traps. We choose to enter this
jungle for one of four reasons: to refresh our memories of
something forgotten (retracing), out of interest (sporting), to
answer clinical questions (hunting), and to keep up to date
(foraging). For medical problems with which we have less

Table 5.2. Key Vali

ity Issues for Different Types of Articles

clinical experience, our questions tend to be simplified: What
are the causes of excessive vomiting in a 2-month-old? How
does Crohn’s disease usually present? These are background
questions'? and fall more into the first category of learning
(or relearning). Sporting refers to seeking information that is
uniquely interesting to us, our own research interests, or ex-
ploring the details about Aunt Agnes’s zebra illness. Sport-
ing, therefore, should be delegated to personal or academic
time. Hunting and foraging have a direct impact on how we
practice medicine and care for our patients every day and re-
quire the use of the best current information. This section of-
fers practical suggestions for beginning your evidence-based
practice: how to hunt, how to forage, and how to approach
nonliterature sources of medical information. Remember, the
usefulness equation is our model for all three: minimizing
work, maximizing relevance, and maximizing validity.

Hunting

If a patient asks a question or one arises during patient care,
we must find the answer. Right? Not necessarily. Doing so is
the equivalent of reading every article encountered, and is
likely not feasible. Thus the first consideration in hunting is
deciding whether we actually need to hunt! This parallels the
common criteria for relevance outlined above. A general rule

Therapy Diagnosis

Prognosis Systematic reviews

Randomized controlled trial?

Double blinding?

Concealed allocation?

Explanation of follow-up
and withdrawals?

Intention to treat analysis?

Generalizability?

Cohort design?
Consecutive enroliment of
patients?

applied to all patients?

Independent, blinded
application of the
new test?

Appropriate reference standard

Prospective following of
an inception cohort?

>80% follow-up?

Generalizability?

Blind assessment of
outcomes?

Comprehensive search
for studies?

A priori inclusion
criteria defined?

Validity assessment of
included studies?

Test for homogeneity?

Appropriateness of
combining results?
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to follow here is asking, “Will this answer apply to another
patient before it becomes out of date?” If not, then it may not
be worthwhile to hunt for the answer yourself. Suppose a pa-
tient with hairy cell leukemia asks your advice about the best
treatment for her cancer. It’s not likely that you as the fam-
ily doctor will be prescribing that, nor is it likely that today’s
answer will be tomorrow’s (or next year’s) answer when you
next encounter someone with this cancer. This question could
be deferred to the patient’s oncologist. Another patient whose
psoriasis calms in the summer sun wonders if buying a light
box for home use in the winter will help. Relative to other
skin conditions, psoriasis is less common in primary care, but
you will likely soon encounter other patients with this prob-
lem and proceeding to find an evidence-based answer is
appropriate.

The next step is deciding when to hunt. Those newly in
practice or those new to EBM will likely find it challenging
to do evidence searches during busy office hours. Questions
need not always be answered while patients are there; set a
follow-up appointment and commit yourself to finding an an-
swer before then. Keep a list of questions that arise during
practice, prioritize them for relevance, and hunt for evidence-
based answers whenever you can—during lunch or before re-
turning patient phone calls, or when on call. Faculty might find
some time during resident precepting. The bottom line here is
to just do it; whatever steps you take toward answering clinical
questions with evidence are steps toward an evidence-based
practice. As your skills and information technology advance,
finding answers “on the fly” will be easier. Programs that search
multiple Internet sites simultaneously (TRIP, http://www.trip-
datab SumSearch, http:/fiwww. h.uthscsa.edu),
and newer evidence-based information tools (Medical In-
foretriever, http://www.medicalinforetriever.com) are avail-
able on personal and handheld computers to bring evidence
answers to the point of care.

Finally, knowing how and where to hunt is critical. Be-
cause a good answer begins with a good question, learning to

com;

ask well-constructed questions is the first step. Foreground
questions are those specific questions about the best treatment
or testing strategy; they arise more frequently as our medical
experience increases and thus are best answered by using cur-
rent evidence. ' The four components of a good question form
the PICO acronym:

Patient and problem information (age, race, severity of ill-
ness, setting, comorbid illnesses)

Intervention proposed (which may represent medications, or
advice, or screening tests)

Comparison group (no intervention, or standard of care)

Outcomes of interest (which should be POEMs).

This PICO format helps convert your clinical question into a
search strategy that maximizes your chance of finding rele-
vant information.

Developing reasonable searching techniques will also help
minimize the work of hunting, although many busy clinicians
will not have the time do to this on their own. A medical li-
brarian (http://www.crmef.org/curriculum) can help train you
to a sufficient level of skill for independent searching, ad-
dressing such things as Boolean search terms, truncation of
keywords, and linking terms to medical subject headings. Es-
tablished search strategies have been developed that help max-
imize the return of valid studies. For example, searching in
PubMed offers the advantage of the clinical queries feature.
Selecting the search purpose (therapy, diagnosis, prognosis,
or etiology) links your clinical search terms with study de-
sign terms to improve the retrieval of more valid study types.

The last part of efficient hunting is knowing where to start.
The medical information system can be envisioned as a pyra-
mid (Fig. 5.1), with the most useful information, the most rel-
evant and valid or predigested sources, at the top. Many of
us were trained to look for evidence by searching Medline;
however, this is the largest and least sorted database and there-
fore takes the most work to search. By starting at the top of

Fig. 5.1. The medical information
system depicted as a pyramid. The
usefulness of the information in-
creases as one climbs the pyramid.
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of the Datab

in the Information Pyramid (see Fig. 5.1).

Database

Content/description

How to access

Cochrane Library

Clinical evidence

Clinical inquiries

JFP POEMs

ACP Journal Club

MD consult
(5-minute
consult)

PubMed

Database of SRs of therapeutics: high-quality MAs
updated approximately every 2 years

Database of abstracts of reviews of effectiveness

DARE: validated summaries of published SRs/MAs

Controlled Trials Registry

Text covering many clinical topics with full
outline of evidence-supported treatments

Database of evidence-based answers to a
prioritized list of questions generated by FPs

Summaries of original research articles relevant
to FPs with validity assessments

Critically appraised summaries of recent
literature relevant to medical practice but
not specifically for FPs

Comprehensive collection of books, journals,
news, and patient education sources

National Library of Medicine’s database with
over 10 million citations

Clinical queries feature links your search with
built-in filters to better find validly designed

Cochrane SR abstracts available free online at
http://www.som.flinders.edu.au/fusa/cochrane/
cochrane/revabstr/mainindex.htm

Full library available by subscription with
quarterly updates

In print; online version available from BMJ at
http://www.evidence.org

2-4 are published each month in the JFP (available
free online at http://www.jfponline.com)

Soon will be housed in a searchable electronic
database

8 published each month in the JFP; search entire
database of POEMs on the Web at
http://www.medicalinforetreiver.com

Available by subscription only

Available online for subscription fee
(Accessed at http://www.5mcc.com/)

Accessed free at http://www.ncbi.nlm.nih.gov.entrez/

studies for therapy, diagnosis, etiology, and

prognosis

ACP = American College of Physicians; BM) = British Medical Journal; EBM = evidence-based medicine; FP = family practitioner;
JFP = Journal of Family Practice; MA = meta-analysis; SR = systematic review.

the pyramid of sources and drilling down only as far as nec-
essary to find a relevant and valid answer to the question,
much time can be saved. The pyramid also shows us which
databases are the most relevant and valid. Table 5.3 contains
further information on each of these databases, as well as tools
to search through the various databases.

It will likely take time and practice for the average clini-
cian to develop efficient hunting skills. However, even ask-
ing questions and considering the quality of the evidence one
finds are simple first steps in the continuum toward a more
evidence-based practice.

Foraging

Doctors cite journal reading as one key method for keeping up
to date; many of us have a bedside stack. In reality, though, we
do a poor job of reading journals (or else there would be no
stack!). Nor do we succeed at incorporating that information
into practice. Instead of reading the stack, consider scanning
the stack for relevant evidence. Read only the abstract conclu-
sion and ask yourself the relevance question: Is this a common
POEM that will change my practice? Read on to validate only
those articles that pass the relevance criteria. In this way IM
limits what we need to read, but also increases the responsi-
bility of carefully assessing the information deemed relevant.

Even better strategies can be developed to forage the med-
ical literature with less work and more likelihood of retriev-
ing relevant and valid information. Four basic principles ap-
ply to a practical foraging strategy: (1) regularly casting a
broad net, (2) being aware of the best sources of information,
(3) using relevance criteria to screen information for useful-
ness, and (4) developing a retrieval system.

Since family physicians see a broad range of patients and
problems, we especially have a need to be far-reaching in our
attention to the medical literature. Scanning the most respected
journals and all of our own specialty journals still leaves us at
risk for missing a potentially relevant article. For example,
a well-done trial was published in Neurology in 1998 demon-
strating effective migraine prophylaxis from high-dose ribo-
flavin.'> Most family physicians do not read Neurology regu-
larly and would have missed this potentially useful information.
Since less than 4% of original research represents POEMs,'* a
lot of sieving is required to identify the few nuggets of gold.
Even the journals with the highest POEM:DOE ratios—JAMA,
Lancet, British Medical Journal, Annals of Internal Medicine,
Journal of Family Practice (JFP)—have at most one or two
articles per issue pertinent for family doctors.'*

By perusing “POEM bulletin boards,” we can let others do
this filtering work for us. JFP POEMs is a site that can re-
duce the work of foraging. Editors scan more than 90 jour-
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nals monthly, using the IM criteria to select articles of rele-
vance specifically to family doctors. Eight of 25 to 30 rele-
vant articles are selected each month and the summaries of
the critical appraisal and key population and outcome infor-
mation are published in the JFP. These reviews can be found
and searched online at www.medicalinforetriever.com. The re-
maining studies are critically appraised and summarized in
both the Evidence-Based Practice newsletter and the daily
e-mail electronic newsletter (InfoPointer).

Other abstracting services do similar work. The American
College of Physicians Journal Club (ACPIC) publishes vali-
dated summaries of original research. Although they cite rel-
evance to medical practice as selection criteria, ACPJC does
not target primary care specifically, nor does it use the IM
relevance criteria.!® Other services (Tips from Other Journals,
Journal Watch) highlight potentially relevant research with-
out a formal validity assessment. These may best be used by
scanning the summaries and applying the relevance criteria
to identify truly relevant information for your practice. Un-
fortunately, needing to personally perform a validity assess-
ment greatly increases the work involved in applying the in-
formation into practice. Thus, secondary sources offering both
relevant and valid information are preferred.

Newer electronic services are emerging that further lessen
the work. Medical InfoPointer (www.medicalinforetriever.
com) is an abstracting service that carefully evaluates research
for relevance and validity and delivers a short synopsis with
a “bottom line” recommendation of one article each day via
e-mail. Bandolier on the Web (bandolier @pru.ox.ac.uk) is a
British evidence-based medicine resource that will e-mail its
monthly table of contents to interested readers.

Regardless of the strategies employed, the final and essen-
tial step of foraging is to create a retrieval system. The tradi-
tional version of this was cutting the article out from the jour-
nal and filing it your cabinet in some reasonable ordering
system. Today’s clinician needs to “file” the key information
(population and intervention details, outcomes assessment and
magnitude of results, and the original citation) in an electronic
system on handheld or personal computer to make it avail-
able quickly during patient care. Web-based software (e.g.,
Avant go) makes it possible to download Web pages to store
in your electronic folders. Many of the foraging sites above
also have searching capabilities—so if you remember that the
riboflavin article for migraine prophylaxis was in JFP
POEMs, you can quickly search that database to retrieve the
answer in a matter of seconds. The paper version of foraging
is still a great first step toward better information mastery.
But ultimately, technology phobia or not, you’ll likely need
to develop some simple computer skills in searching and fil-
ing or you’ll be left behind.

Other Medical Information Sources
As a general rule, when evaluating the of any

£l

Medlical Literature that Is Not Original Research
Summary reviews are those that paint a broad landscape of a
clinical topic; they likely include the classic presentation, epi-
demiology, and diagnostic and therapeutic suggestions. We may
be enticed by these reviews; they seem to be a low-work op-
tion, one stop shopping. Yet because the authors usually do not
specify their methods for finding or evaluating the evidence, we
are often not sure of the relevance and quality of information
upon which recommendations are based. In fact, the quality of
these reviews varies inversely with the level of expertise of the
author,' suggesting that authors may begin with their conclu-
sions and report only the data that support their recommenda-
tions, while ignoring contradictory reports! When reading sum-
mary reviews, if you stumble across advice that is contrary to
your current practice, check whether the recommendation is
based on a POEM, and if so (or if you can’t tell), consider find-
ing the original study yourself to evaluate the true usefulness.
This added work makes this type of article less useful in the
long run. Summary reviews may best be reserved for retracing,
or when we have background rather than foreground questions.
Similar issues exist for clinical practice guidelines (CPGs).
The intent of CPGs is to provide recommendations supported
by available information that help clinicians make medical
decisions. However, the quality of these seemingly low-work
sources can vary greatly, from purely consensus-based opin-
ion to a summary and synthesis of only quality evidence.
Characteristics of quality CPGs include a brief summary state-
ment for each recommendation, a long reference section
pointing to original research, a methods section explaining
how evidence was ob! d and eval d, and a detailed dis-
cussion of the evidence. Identifying an evidence table, a bal-
ance sheet, or some indication of the strength of the support-
ing evidence increases the likelihood of the CPG being
evidence-linked. The relevance varies between and within
CPGs; scanning for recommendations that are POEM-based
can help identify those that are more relevant. Specific crite-
ria for evaluating the validity of CPGs have been developed.!”

Continuing Medical Education (CME)

Doctors cite attendance at CME programs as the second most
common strategy to keep up to date. Yet the passive, lecture-
based CME rarely improves knowledge and almost never
changes behavior. Since most CME talks are similar in struc-
ture to the summary type reviews, we may be falsely lulled
into thinking we’re learning a lot when in fact we’re not. In-
teractive educational processes and those that incorporate an
audit/feedback system are more likely to influence us. But to
truly make CME useful requires your attention and partici-
pation as a member of the audience. Keep your ears open for
any recommendation by the speaker that would change your
current practice. Ask follow-up questions about the evidence
on which the speaker based her suggestions. Was it POEM
data? What was the quality of the data? Are the references

source of information consider the work, the relevance, and
the validity of the information. A sampling of information
sources are highlighted below using the usefulness equation
as the guide.

ilable? Imp only those that are valid POEMs.

Experts

In the context of medical information, an expert is anyone of
whom we ask a clinical question. Most often we turn to “con-



tent experts,” those with more expertise in the topic of inquiry.
Yet the answers they give can often be quite subjective, based
more on experience than valid data.'®!? Clinical scientists are
those with expertise in evaluating information for validity but
may not necessarily be content experts. The best experts are
YODAS (your own data analyzers),”® who have and share the

5. Information Mastery: Evidence-Based Family Medicine 39

Clinical experience and patient perspective are the basis for
deciding the clinical significance of such a finding.

The number needed to treat (NNT) is another measure of
clinical significance. Calculated as the inverse of the rate dif-
ference, NNT tells us how many patients need to be treated
for one to receive benefit. Consider two patients with elevated

evidence basis for their recc dations, balancing it with

their clinical experience. Our suggestion is to seek out the YO-
DAs in your own community. When referring patients or ask-
ing questions of your consultants, include specific requests for
the source of their recommendations. It may be solely experi-
ence based, but knowing this will help you keep your eyes and
ears open for valid POEMs in the future.

Pharmaceutical Representatives

Pharmaceutical ives (PRs) are ingly the
source of medical information that requires the least amount
of effort—they come to you often bringing lunch! Frequently
the information they supply is not relevant (DOE based) or
the methodology of the studies isn’t sound. This serves to re-
mind us that work must be balanced with relevance and va-
lidity to define usefulness. Ask for their sources to assess the
usefulness of their information.

Even more helpful may be to ask PRs explicitly for the in-
formation needed to decide if their suggested therapy is bet-
ter than what you currently prescribe. The STEPS mnemonic
is a helpful way to remember these key questions. Safety
refers to the long-term absence of harmful drug effects,
whereas folerability is the significance of more short-term side
effects. Since we cannot judge whether a patient’s headache
is more significant than his stomach upset, the best measure
of tolerability is pooled dropout rates from placebo-controlled
trials. This information tells us who had side effects of any
kind severe enough to warrant discontinuing the medication.
Effectiveness is not only whether the medication works—for
POEM outcomes—but how well it works. We need to con-
sider the clinical significance of the data presented (see ap-
plication section). Price refers to the cost not only of the med-
ication but also of any associated monitoring required.
Simplicity is the ease of the medication regimen from the pa-
tient’s perspective, and may influence compliance.

Application of Evidence

Clinical Significance

An important consideration in the application of evidence to
individual patients is the clinical significance of the effect. It
is not sufficient to ask whether one treatment is better than
another; we need also to ask how much better. For example,
one of the currently available antivirals is proven to shorten
the duration of symptoms in adults with influenza (i.e., the
statistical difference). But the amount of benefit is approxi-
mately a half day less of symptoms (i.e., the clinical differ-
ence). In the course of a 7-day illness, this may not seem
worth the expense or risk of intestinal side effects to most pa-
tients. Yet to a busy stockbroker, taking the drug to possibly
be able to return to work 4 hours sooner may be worthwhile.

« I: first is a 63-year-old male smoker with hyper-
tension, total cholesterol of 250, and a high-density lipopro-
tein (HDL) of 35; the other is a 37-year-old woman with a
total cholesterol of 328 and an HDL of 40. The statins have
been shown to lessen the risk of a cardiac event by approxi-
mately 30%.2' Intuitively we’d encourage the man to take
lipid-lowering medication more so than the woman, because
his cardiac risk is greater. NNT allows us to quantify the ben-
efit for each. Using incidence data from the Framingham
study?? to calculate baseline risk, the man’s 10-year risk of a
cardiac event decreases from 30.4% to 20% and the woman’s
from 3.2% to 2.2% if treated with a statin. This yields NNTs
of 9.6 and 100, respectively. Thus, the same medication yields
a very different level of clinical benefit for each patient and
should influence who receives treatment.

Clinical Jazz

If EBM were solely medical decision making based on evi-
dence, it would become what critics call cookbook medicine,
and could be done by computers. Either that, or we’d be par-
alyzed, unable to care for patients at all because there just
aren’t valid POEM data for much of what we do. Yet if we
practiced only experience-based medicine, we may still be
bloodletting our preeclamptic patients because some of them
got better. Lest we consider this an unrealistic example, how
many of us are victims of the latest bad experience bias? Ob-
jective evidence of this bias is seen in obstetricians whose ce-
sarean section rates increase following an adverse event.?
Clinical experience is important, but as the sole evidence
source it is fraught with biases that would never be accept-
able if presented in a research article: small sample sizes, lack
of blinding or randomization, lack of standardized outcome
and dom loss to follow-up.

EBM is not really in competition with clinical experience.
The newer definition of EBM integrates the use of evidence,
balanced with clinical judgment and the patient’s preferences.
In the IM model, this is clinical jazz. And like fine jazz mu-
sic, it requires structure—the evidence of valid POEMs—
along with improvisation—our clinical experience. Following
this structure can actually be liberating. Basing our decisions
on well-done outcomes-based research helps us avoid being
ping-ponged between conflicting recommendations and may
increase our confidence with medical decision making. The
simplicity of the structure allows us ample room for improv-
isation. We use our judgment every time we make a decision
in the absence of ideal evidence: POEMs with study flaws, or
valid DOEs, or no existing evidence addressing our clinical
questions. A key component of EBM in these situations is the
awareness that our decisions are based on this lesser-than-ideal
level of evidence and keeping our eyes open to replace that
information when better quality data are available.2*
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Conditions with multiple valid POEMs, such as hyperten-
sion, provide opportunities to improvise as well. We rely on
our clinical experience to apply most research data, since the
patients we see in our offices are rarely as healthy, nor is our
follow-up as rigorous, as those in randomized controlled trials.

Finally, our artistry and communication skills are needed
to negotiate with patients whose preferences differ from the
evidence. One patient may refuse colon cancer screening, de-
spite high-quality relevant data in support of flexible sigmoid-
oscopy; a mother may demand a computer tomography (CT)
scan to evaluate her child, who has an acute headache but a
normal exam and evidence demonstrating no need for a CT
scan. A restricted view of EBM would suggest we only per-
form those services with evidence to support them; patient-
centered medicine may seem like bowing to the patient’s
wishes regardless of the evidence. Clinical jazz is harmon-
izing the evidence, our experience, and our patients’ views
together to come to a reasonable decision. This is a true
evidence-based medical practice!
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Population-Based Health Care

Bruce W. Goldberg

The past two decades have witnessed extensive changes
within our health care system. An abundance of new diag-
nostic technologies and therapeutic advances have emerged.
Concomitantly, doubts about the efficacy of some technolo-
gies, concerns about escalating health care costs, the in-
creasing numbers of individuals without health insurance or
access to care, and growing consumer and corporate interest
have led to changes in the organization and delivery of health
care services. Today’s health care system attempts to link ef-
fectiveness to the improvement of public health outcomes,
and seeks to reduce costs. Consumers and policy makers are
looking for the right mix of efficacious, cost-effective tech-
nology delivered in a highly personal and consumer friendly
setting.

Family physicians are assuredly qualified to bring forth
many of the improvements that policy makers, consumers,
and professionals are seeking. Family practice has proved that
it can deliver exceptional primary care to individuals and fam-
ilies. The specialty has been built upon the commitment to
quality, personal attention, and interpersonal relationships that
all patients seek. It has proven that it can deliver cost-effec-
tive care while at the same time improving quality. As first-
contact providers of primary health care, family physicians
are in a position to support efforts to improve access to care.
However, to function effectively within a health care system
that links effectiveness to the improvement of public health
outcomes will require an additional set of skills. Family physi-
cians will need to expand beyond the traditional one-to-one
physician—patient model and acquire the knowledge and skills
for population-based clinical practice.'?

The term population-based medicine or population-based
health care has emerged over the past 10 years and has been
defined in a number of ways.'3~> It represents a transforma-
tion of medicine from that solely focused on the individual
patient to also include a focus on broader populations or de-
nominators. These two distinct approaches are not mutually

exclusive but rather complementary. As physicians seek to
improve the health of individuals they must also consider
a greater population and look to improve the outcome of
their interventions at the level of both the individual and the
population.

A number of forces have led to the development and grow-
ing application of population-based health care. The growth
of managed care, with its attention to discrete panels of pa-
tients, capitated payments, and incentives based on popula-
tion health indices, has been a powerful influence. However,
perhaps more significant has been the increased emphasis on
both clinical and cost effectiveness, concerns about appropri-
ate resource allocation, and greater attention to public health
outcomes. In addition, the development of computer-based in-
formation technology now provides tools that greatly enhance
and make more accessible the practice of population-based
health care.

Population-based medicine is now recognized as an im-
portant component of both medical practice and medical ed-
ucation. The Association of American Medical Colleges
affirmed that physicians need to be committed to using sys-
tematic approaches for promoting and maintaining the health
of both individuals and the populations of which those indi-
viduals are members.? They identified population-based med-
icine as one of the contemporary issues in medicine that will
require changes in the design and content of educational pro-
grams to be more in concert with this developing trend.

Throughout this chapter, the term population-based health
care is used to denote an expanded set of physician obliga-
tions and an approach to medical care that places the indi-
vidual patient within the context of the larger community and
places the physician responsible for optimizing the health of
both individual patients and the population from which the
patient comes. This chapter reviews the rationale for family
physicians’ involvement in population-based health care and
the skills necessary to be successful at it.
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Toward a New Model

Medical practice changed dramatically during the 20th cen-
tury. At the start of the 20th century most physicians were
community-based general practitioners. Medical care was pri-
marily provided in the doctor’s office or the patient’s home,
and the role of technology and the hospital were limited. In
1910 Abraham Flexner® called for a transformation of med-
ical education into the academic, teaching hospital model cur-
rently used by all medical schools in the United States.

By 1960 most physicians were specialists and an increas-
ing amount of care was provided in the hospital (see Chap-
ters 1 and 130). Concomitant with this move toward special-
ists, large numbers of new and technologically advanced
diagnostic tests and therapeutic agents rapidly became avail-
able. Physicians not only had new treatments but also, for the
first time, the technology to prevent diseases such as polio,
smallpox, and tetanus. The beliefs that disease could be con-
quered by technology and that health was the absence of dis-
ease became dominant societal paradigms.

Despite all the medical advances, it soon became clear that
our health care system was in disarray. Medical care was too
costly for the indigent, and there was both a shortage and
maldistribution of physicians. The Medicare and Medicaid
programs were enacted and lhe 1964 Health Professional As-

Al Ily led to a dramatic increase in
the number of health providers trained in the United States.”
The prevailing beliefs about medical care began to change
from a disease-oriented approach toward a more ecologic
model. In 1961 White and his colleagues® wrote:

It is now time for health professions, and particularly for faculty
members with clinical interests, to join their colleagues from the
other disciplines, and to accord medical-care research and teaching
the same priority lhey have accorded research in the fundamental
h of p igation and teaching di-
rected at |mpmved underslandmg of the ecology of medical care and
ways of favorably modifying it eventually should reduce the time
lag between developments in the laboratory and delivery to the con-
sumers of new knowledge accruing from the vast sums of money
that the latter are currently paying for disease-oriented research.

The ecologic model of medical care views health as a nat-
urally occurring state that is affected by an assortment of in-
terrelated factors: (1) environment—physical and social; (2)
access to health care services—preventive, curative, and re-
habilitative; (3) heredity; and (4) personal lifestyle.>!°
Through this ecologic model, medicine is recognized as a so-
cial institution that can improve health by both curing disease
and improving the way we organize and deliver health care.
This ecologic philosophy and a series of changes in our health
care system have prompted an appeal for physicians to adopt
a more population-based perspective.!:!!

A Transforming Health
Care System
The current transformation of our health care system has been

driven by problems in three domains: cost, quality, and ac-
cess. The cost of providing medical care has risen at a dra-

matic rate and an ever-increasing portion of our gross do-
mestic product is being devoted to health. As a result we have
seen a variety of complex changes in the organization, fi-
nancing, and delivery of health care. Since the mid-1980s
there has been a marked alteration in community-based med-
ical practices. Free-standing individual and small group prac-
tices are vanishing across the United States as a dramatic hor-
izontal and vertical consolidation within the health delivery
system is taking place.! Care is now increasingly organized
and delivered by large health care systems, not individual
practices or hospitals.

Simultaneously, there has been a move away from fee-for-
service reimbursement toward capitation. Under such arrange-
ments, physicians and health care systems are paid not for the
individual services they render, but rather for providing care
for an identified population. There has been much debate
about the ethics of capitation and its ability to provide the ap-
propriate incentives. Whether it will continue as a system for
provider reimbursement remains to be seen.!2 However, it ap-
pears that it will continue as the means by which health plans
are paid.

Concerns about the quality of health care being delivered
and the cost of paying for inappropriate or ineffective serv-
ices have led to increased importance being placed on prac-
tice guidelines, treatment algorithms, outcomes measure-
ments, and evidence-based medicine. Practice guidelines and
treatment algorithms help individual physicians provide ap-
propriate care while at the same time assisting with resource
allocation. When based on rigorous review of the available
literature, rather than individual experience, guidelines and algo-
rithms assist physicians in the development of population-
based clinical skills.'®

Efforts to evaluate the appropriateness and effectiveness of
care are moving away from “process measures” and toward
a more outcomes-oriented approach. Measuring the quality of
care often focuses on the activities carried out by providers
when treating patients (process measures). For example, in
individuals with asthma, assessing quality of care through
process measures might include determining if spirometry is
performed, inhaled corticosteroids are appropriately pre-
scribed, vital signs are monitored, or appropriate follow-up
care is arranged. On the other hand, an outcomes-oriented ap-
proach might assess quality by determining the number of
emergency room visits or hospital admissions for asthmatics
within a year. Process measures tend to be readily available
and indeed are necessary if providers are to evaluate and im-
prove their delivery systems, although research has not clearly
demonstrated a correlation between commonly used process
measures and the desirable outcomes that result from receiv-
ing medical care. As such, many experts now believe that di-
rectly measuring the outcomes or the results of care is the best
way to evaluate quality.'*

Issues surrounding access to health care have compelled
medicine to consider a more population-based perspective.
The large number of Americans without health insurance or
with inadequate health insurance has prompted examination
of unmet needs and health risks across the entire population.
From both economic and ethical perspectives, there is re-
newed emphasis on bringing the uninsured into the health care



system and ensuring that access is available to all citizens.
Access has been recognized as an important issue among in-
sured populations as well. Managed care plans are now be-
ing appraised based on their ability to provide access for an
entire population. The percentage of members with visits to
primary care providers and the existence of access standards

6. Population-Based Health Care 43

adopted within the United States. In the U.S., family physi-
cians have commonly viewed their active patients as their de-
nominator population. Such a restricted interpretation ex-
cludes many patients who might consider themselves part of
a physician’s practice but who themselves had not made an
office visit during the past few years. When considered from

for various services have become important of
health plan performance' (see Chapter 130).

Family Practice: A
Population-Based Specialty

In many ways, family practice has always been a population-
based specialty. It emerged during the late 1960s from grow-
ing discontent with the biomedical philosophy and a health
care system that was dominated by specialist physicians who
confronted individuals from the standpoint of an organ sys-
tem. Family practice moved away from the biomedical phi-
losophy and embraced a more ecologic or biopsychosocial
model. Fundamental to family practice was a holistic view of
the individual, a belief in health promotion and disease pre-
vention, and care of the patient in the context of family and
community. The concept of caring for patients in the context
of family and community attests to the specialty’s value of
intaining a population-based perspective.

As an academic discipline, family medicine has provided
leadership for an expanded view of health and advanced med-
ical knowledge in a variety of areas. On an individual patient
level, family medicine has recognized the importance of the in-
teraction between patient and physician and its effects on pa-
tient outcomes and satisfaction. Similarly, family practice has
increased our understanding of family dynamics and how to treat
individuals in the context of their families. At the population
level, family medicine has been a leader in advancing the con-
cepts and practice of community-oriented primary care (COPC).

Essentials for Population-Based Health Care

To solve clinical problems at the individual level, physicians
utilize an array of tools and a characteristic approach to the pa-
tient encounter learned and practiced through many years of
clinical training. Likewise, the practice of population-based
medicine requires a distinct set of tools and a characteristic ap-
proach to problem solving. Described below are the essential
requirements for the practice of population-based health care.

Defined Population

Fundamental to population-based practice is an identifiable
population. Often referred to as the “denominator,” in the con-
text of population-based practice the population is that group
of individuals to whom health care is delivered and the level
at which its effectiveness and outcomes are measured. Al-
though superficially it often appears simplistic, defining or
enumerating the denominator population is a pivotal and in-
tricate task.

As initially conceived, COPC described the denominator
population as a geographic community for which the physi-
cian was responsible.'®!7 Such a definition has not easily been

the perspective of population-based preventive services, such
a definition excludes many patients in need of screening pro-
cedures or immunizations but who had not recently been in
the office. Similarly, such an interpretation might exclude in-
tervening with individuals at high risk for developing a par-
ticular disease. As such, it is important for family physicians
to consider not only whom they see in the office but also
whom they do not see. Within a managed care setting, this
task can be greatly simplified as family physicians receive
lists of members assigned to them.

The definition of a population clearly changes depending
on one’s vantage point. Managed care organizations would
certainly define their membership as their population and so
they direct efforts at improving health across a variety of prac-
tices. Alternatively, individual practitioners or even health
systems might enumerate, or actually list, all individuals in
their patient population who have or who are at risk for a par-
ticular problem or condition.

Epidemiology

Successfully addressing problems from a population per-
spective requires that physicians have knowledge and under-
standing of the basic epidemiologic and demographic char-
acteristics of their population. Additionally, they must
understand the natural history of conditions and disease
processes within their particular community. This is often dif-
ficult for primary care physicians whose primary locus of ed-
ucation has been the hospital or tertiary care setting. In such
settings physicians are taught to care for problems from the
perspective of the most infrequent, uncommon, and most
complicated cases, and then are expected to extrapolate to pat-
terns that prevail in the community.

Physicians should also have some basic knowledge and
skill in epidemiology and access to individuals with advanced
expertise in the field. Consider, for example, a common med-
ical problem such as hypertension. Assessing the effective-
ness of pharmacologic treatment for the hypertensive patient
requires one to measure an individual’s blood pressure. As-
sessing the effectiveness of a population-based intervention
to decrease the incidence of hypertension in a community re-
quires using fundamental epidemiologic techniques. Physi-
cians therefore require basic knowledge about data collection,
existing data sets, data analysis, sample sizes, statistical tech-
niques, and extrapolating information from secondary data
sets. The skills necessary to perform modest, practice-based
epidemiologic investigations and to integrate them into the
process of clinical care has been termed “primary care epi-
demiology.”'®

Informatics

To successfully practice population-based health care requires
efficient management of large amounts of information (see
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Chapter 127). The increasing availability and growth of in-
formation and database technology within medical practice
has greatly enhanced the analysis of population-based data. It
is, therefore, imperative that physicians maintain basic profi-
ciency with emerging data management technology.

Computerized databases containing basic demographic in-
formation about a physician’s practice can rapidly provide in-
formation to assist in enumerating the population. Computer-
ized reminder systems to increase the provision of preventive
services and improve certain clinical conditions are already
being widely used.!®-2° The addition of computerized clinical
information including diagnoses, medication lists, and labo-
ratory, physical examination, and diagnostic testing data pro-
vides a powerful mechanism for improving outcomes. For ex-
ample, using a clinical information database, it is now possible
for a practice to readily identify individuals at high risk
for certain conditions and to identify practice patterns or
treatment modalities that are more likely to result in favor-
able outcomes.

Teamwork

Unlike the family physician of the 1960s who was likely to
practice alone, today’s family physicians practice as part of
groups and complex organizations. The ability to function ef-
fectively as part of a health care team and not simply as the
sole provider of care is therefore important for the effective
practice of population-based health care. Although population-
based health care can be practiced in relative isolation, it is
far more effective when harnessing the skills and expertise of
a variety of health professionals.?! Population-based health
care moves beyond the model of a physician seeing a patient
and making a clinical intervention. Rather, it entails a more
comprehensive approach that, depending on the problem be-
ing addressed, may necessitate the skills of a variety of health
professionals. The effective use of subspecialists, nurses, pub-
lic health professionals, health educators, and community re-
sources is essential. To be successful in working with such
multidisciplinary groups requires excellent leadership and
communication skills.

Evidence-Based Medicine

Evidence-based medicine is a process and philosophy that in-
tegrates the best external evidence with individual clinical ex-
pertise and patient choice?? (see Chapter 5). It is a four-step
process that includes formulation of a question, searching the
literature, appraising the validity of information, and apply-
ing it. The application of information includes the ability to
consolidate it with clinical judgment in medical practice. As
such, this process and philosophy differ greatly from the ex-
pert-based approach that has often been at the foundation of
clinical medicine.

Evidence-based medicine has often been discussed in ref-
erence to the decisions that clinicians make when caring for
individuals. The data upon which to base clinical decisions
primarily come from population-based studies. Yet these stud-
ies often neglect patient individuality and clinician judgment.
In this regard, the feasibility of applying evidence-based med-

icine to the hundreds of decisions that primary care physi-
cians need to make everyday has been questioned. However,
when approaching clinical problems from a population-based
perspective, it is a much more practical and effective tool.

Appraising the literature and applying it to populations are
the most complex and daunting of the four-step evidence-
based medicine process. Applying the best available evidence
to bring about improvement in a population’s health is the
essence of population-based health care and perhaps its great-
est challenge. Methods for appraising the validity of evidence
in the literature have matured over the past few years but the
field is still evolving and challenges exist.? Perhaps in great-
est need of development are the mechanisms by which evi-
dence and recommendations can be put into practice. For ex-
ample, the U.S. Preventive Services task force has done an
outstanding job in appraising the literature and making rec-
ommendations regarding the performance of clinical preven-
tive services.?* However, real challenges remain in the ap-
plication of this information and in translating the synthesis
and distillation of knowledge into practice. While few doubt
the benefit of screening for hypertension in the general pop-
ulation or for breast cancer in women over 50, the real chal-
lenge is in the widespread adoption of such screening prac-
tices by physicians, patients, policy makers, and communities.
To do this requires teamwork and skills beyond those of the
individual physician.

Social and Ethical Considerations

Intrinsic to population-based care and medical practice are a
number of social and ethical considerations that include, but
are not limited to, equity, access, advocacy, and the alloca-
tion and distribution of resources. Analogously, some fear that
population-based medicine may undermine the physician—
patient relationship and the role of physicians in advocacy for
their individual patient.> However, caring for populations
and individuals need not be antithetical, but rather comple-
mentary. This is consistent with the ethos of family practice
that considers care in the context of community.

Consider access to health care. For the individual patient,
the physician needs to assure access to their services. Are
there sufficient appointment slots? Is there an easy means to
contact the physician for information and advice? Extending
that beyond the individual physician, one must also consider
access to specialty care, ancillary services, and hospital care.
However, population-based health care takes such consider-
ations and expands them to the level of the population. Rather
than just considering the issue of access for an individual pa-
tient, the physician is now compelled to look at the needs of
the entire population.

One Model for Population-Based
Health Care
A number of approaches to population-based health care have

been described.*21:26 All advocate a systematic approach to
denominator and problem identification, intervention, and



evaluation. Their structures are similar and, interestingly, re-
semble those used by continuous quality improvement pro-
grams. COPC is one approach to population-based health care
that can help family physicians balance their obligations to
the individual patient with that of society at large. In view of
family medicine’s rich history of participation in the devel-
opment and application of COPC, it has been chosen for il-
lustration below.

COPC Philosophy

Community-oriented primary care was proposed decades ago
as a practical way to integrate the principles of community
medicine and public health into the delivery of primary care
health care. Despite compelling appeals for its widespread
use, its successful application in the United States has been
limited.?” As our health care system moves toward greater
recognition of the importance of population-based health care,
COPC is again emerging as an excellent model for the prac-
tice of population-based health care.”

Community-oriented primary care is a systematic strategy to
address the health care of the community and individuals in an
integrated fashion.!%?% An example is adult-onset diabetes. On
the individual level, the family physician is concerned with
maintaining the patient’s glycemic control and preventing com-
plications that can result from the disease. It involves a skilled
clinical assessment that requires a medical history and physi-
cal examination, laboratory testing, pharmacologic manage-
ment, and patient education regarding diet and exercise. Care
at the community or population level would also concern itself
with glycemic control and preventing complications, but ac-
complishing this goal among an entire population necessitates
a different approach. It might require identifying individuals
with poor glucose control, determining the reasons for poor
control, and developing an intervention or program to improve
their health. Likewise it might mean setting up a system to en-
sure that all diabetics have a yearly retinal examination or to
determine the frequency at which certain complications occur
in a particular denominator population.

At the population level the physician might want to address
other questions: What is the contribution of diabetes to the
morbidity and mortality of the population? Are diagnostic and
treatment resources being used efficiently? What are the pop-
ulation’s knowledge and attitudes toward diabetes, obesity,
and exercise? How many diabetics are being treated, and how
many are adequately controlled? Finally, in the COPC model,
one would ideally look to prevent diabetes from occurring
among high-risk individuals rather than solely seeking to im-
prove their treatment.

COPC Process

The COPC paradigm can easily be utilized within a primary
care practice. Such a practice must be comprehensive and able
to provide the array of services necessary to meet the needs
of the population it serves. Care must be accessible and con-
tinuous over time. Furthermore, the primary care provider
must act as the coordinator of care when multiple individu-
als are involved in delivering services and information.
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The COPC process provides a methodology for identifying
and addressing the major health problems of a population. It
applies the principles of management to the planning and im-
plementation of health care. The COPC process requires four
elements.

. Defining and characterizing the community or denomina-
tor population

. Identifying health and health care problems

. Intervention or modification of practice patterns

. Monitoring the impact of the intervention

Bw

These four elements are organized into a cycle (Fig. 6.1)
through which decisions are continually influenced by feed-
back of population-based information.?®

Defining or enumerating the characteristics of the denom-
inator population is the initial step in the COPC cycle. As dis-
cussed previously, it is important for family physicians to take
an expansive view of their population and consider those in-
dividuals who do not regularly seek care in the office. Ide-
ally, physicians should be able to list all individuals in their
population and describe their sociodemographic characteris-
tics, cultural beliefs, and health-related behaviors.

Once a population is defined, the family physician can iden-
tify and prioritize its significant health problems and major health
risks. Subsequently, intervention strategies can be planned to ad-
dress them. Ideally, this goal is best accomplished with the sub-
stantive involvement of individuals from the denominator pop-
ulation. It is perhaps the inclusion of the community that
distinguishes COPC from population-based health care.*®

With a program in place, emphasis shifts to surveillance.
The purpose of surveillance is to collect information that as-
sesses the impact of the intervention. Surveillance may uti-
lize primary data collection, such as information collected in

Define the population

Program
evaluation
Identify problems
Surveillance
Initiate Decide upon
intervention an intervention

Program
planning

Fig. 6.1. The community-oriented primary care cycle.
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population surveys, or it may rely on secondary data collected
from clinical encounters or other available data sets. Regard-
less of the methods used, it is important that the appropriate
surveillance techniques and evaluation methods have been de-
veloped prior to beginning an intervention. Once an inter-
vention is ¢ leted, it may be i to collect impor-
tant information retrospectively.

The final step in the COPC cycle is program evaluation.
Both process and outcome evaluations should be performed.
Process evaluations can help identify problems in the design
and implementation of an intervention. Outcomes-based eval-
uations assist in determining the extent to which an interven-
tion had its desired effect. Like interventions, evaluations
should concentrate on the denominator population; assessing
only the numerator population can convey erroneous infor-
mation.?! Finally, evaluations should focus on both the pos-
itive and the negative impacts of a program.

Summary

Changes in the way health care is organized, delivered, and fi-
nanced has brought about the need for physicians to expand
their practice beyond the level of the individual patient to also
provide care for populations. To solve clinical problems at the
individual level, physicians utilize an array of tools and a char-
acteristic approach to the patient encounter leamned and prac-
ticed through many years of clinical training. Basic epidemi-
ology, teamwork, informatics, evidence-based medicine, and a
systematic process provide physicians with the necessary tools
and an approach to solving problems on the population level.
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SECTION 1IA  THE PERSON, FAMILY, AND COMMUNITY: PREVENTIVE CARE

/

Clinical Prevention

Anthony F. Jerant

Background

Definition and Focus

Clinical prevention involves the maintenance and promotion
of health and the reduction of risk factors that result in injury
and disease. The elements of clinical prevention include
screening tests, counseling interventions, and immunizations,
as well as chemoprophylaxis, the use of drugs or biologics
taken by asymptomatic persons to reduce the risk of devel-
oping a disease. This chapter provides the tools for family
physicians to meet the formidable challenge of providing clin-
ical prevention services in an evidence-based manner. While
mass screening is an important public health tool, the mate-
rial in this chapter mostly concerns the individualized screen-
ing that is offered during single physician—patient encounters.
Detailed information regarding lifestyle counseling can be
found in Chapter 8. Consistent with the approach of the U.S.
Preventive Services Task Force (USPSTF), the focus of this
chapter is primary and secondary prevention. Primary pre-
vention is the reduction of risk factors for diseases before they
occur, whereas secondary prevention is the identification and
treatment of diseases or conditions at an early stage. Both pri-
mary and secondary prevention concern asymptomatic indi-
viduals. Tertiary prevention, which reduces the future nega-
tive health effects of diseases or conditions that have already
become symptomatic, is discussed in many other chapters in
this book.

The Ongoing Need for Clinical

Preventive Services

Tremendous successes in clinical prevention have been re-
alized in the last 50 years. For example, mortality due to
coronary heart disease has declined by approximately 50%,
and more than half of this decline can be attributed to pre-

ventive interventions such as reducing cigarette smoking and
detecting and treating hyperlipidemia. The greater than 90%
reductions in morbidity and mortality due to measles,
mumps, rubella, smallpox, pertussis, tetanus, and Haemophilus
influenzae type b resulting from mass vaccination pro-
grams are an even greater prevention success story.') Nev-
ertheless, the most common underlying causes of death
in the United States reflect an ongoing need to improve
and expand the delivery of clinical preventive services
(Table 7.1).2

The leading health indicators in Healthy People 2010, a
blueprint for public health resulting from collaboration be-
tween hundreds of state and federal agencies and organiza-
tions, were clearly developed with this list in mind (Table
7.2).3 Because the average life expectancy in America lags
behind that of nearly 20 other nations, one of the main goals
of Healthy People 2010 is to increase life expectancy and
years of healthy life. There are 467 specific objectives within
28 focus areas derived from population data, many pertinent
to clinical prevention (Table 7.2). The full report is available
on the World Wide Web (WWW) at http://www.health.
gov/healthypeople. Healthy People 2010 provides a critical
link between public health and clinical practice. Approach-
ing every patient with the focus areas in mind will help in
detecting the most prevalent contributors to early morbidity
and mortality. For example, in the focus area for cancer, one
objective is to increase the proportion of adults who receive
colorectal cancer screening from 35% to a target of 50%. A
55-year-old patient who has not undergone screening might
be informed that while it can reduce the risk of death due to
colorectal cancer, only one in three eligible Americans re-
ceives such screening. Subsequently, the patient’s genetic
and environmental history, health habits, and preferences can
be used to develop a personalized colorectal cancer preven-
tion plan.
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Table 7.1. Actual Causes of Death in the United States in

1990
Estimated Percent
Cause of number of total
death of deaths deaths
Tobacco use 400,000 19
Diet / activity patterns 300,000 14
Alcohol 100,000 5
Microbial agents 90,000 4
Toxic agents 60,000 3
Firearms 35,000 2
Sexual behavior 30,000 1
Motor vehicles 25,000 1
Illicit use of drugs 20,000 <1
Total 1,060,000 50

Source: McGinnis and Foege,? with permission.

Evidence-Based
Clinical Prevention

Principles of Screening

Seven principles should be considered in evaluating a poten-
tial screening intervention:

1.

The disease or condition in question must lead to sub-
stantial morbidity or mortality. Several conditions con-
sistently account for the greatest disease burden in our
society. This burden can be quantified using the disabil-
ity-adjusted life year (DALY), the sum of the years of life

Table 7.2. Healthy People 2010 Leading Health
Indicators and Focus Areas Pertinent to the Clinical Preven-
tion Encounter

Leading indicators

Focus areas

Access to health care
Environmental quality

Arthritis, osteoporosis, and
chronic back conditions

Immunization Cancer

Injury and violence Chronic kidney disease

Mental health Diabetes

Overweight and Disability and secondary
obesity conditions

Physical activity
Responsible sexual

Family planning
Heart disease and stroke

behavior Human immunodeficiency
Substance abuse virus
Tobacco use Immunization and infectious
disease

Injury and violence prevention

Maternal, infant, and child
health

Nutrition and overweight

Oral health

Physical activity and fitness

Respiratory diseases

Sexually transmitted diseases

Substance abuse

Tobacco abuse

Vision and hearing

Source: Healthy People 2010,? with permission.

lost due to premature mortality and the years of life lost
due to disability in a population (Table 7.3).* Screening
patients for these conditions and underlying risk factors
should be given the highest priority.

2. The screening test employed to detect the condition should

be accurate. An ideal screening test has both a high sensi-
tivity (low false-negative rate) and high specificity (low
false-positive rate). In practice, screening tests seldom meet
this ideal. For example, the CAGE acronym screening tool
for alcohol abuse and dependence (see Chapter 59) has fair
specificity (76-96%) but relatively low sensitivity
(74-78%) at the most commonly used definition of abnor-
mal (two or more affirmative responses). Lowering the ab-
normal cutoff to one or more affirmative responses would
increase the number of problem drinkers detected (sensitiv-
ity 86-90%) but would also lead to more false positives
(specificity 52-93%).5 The trade-off between sensitivity and
specificity is a characteristic of all screening tests.

3. The disease or condition should have a high incidence

and/or prevalence. Screening is effective for some condi-
tions only when individuals reach a certain age, are of a
certain gender, or possess certain risk factors that place
them at increased risk for developing the conditions. Stated
another way, as the prevalence of a disease or condition
increases, the positive predictive value (PPV) of a test in-
creases, regardless of its sensitivity and specificity:

(Sensitivity X Prevalence)

[(Sensitivity X Prevalence)] +
[(1 — Specificity) X (1 — Prevalence)]

PPV =

Another way to estimate the overall “yield for effort” of
a screening intervention is the number needed to screen
(NNS),® which is analogous to the concept of number
needed to treat (NNT) in clinical therapeutics. NNS is cal-
culated by taking the reciprocal of the absolute risk re-
duction (ARR) conferred by screening:

NNS = 1/ARR
= 1/[(No. of outcome events/No. of screened patients)
— (No. of outcome events | No. of controls)]

For example, the NNS to prevent one death due to tuber-
culosis (TB) in programs involving intravenous drug abusers
ranges from 103 to 4650, while in studies involving indi-
viduals with no identifiable risk factors for TB, the NNS to
prevent one death due to TB ranges from 132,690 to
606,797.7 These figures provide clinically tangible estimates
of the yield of TB screening and reinforce the concept that
the PPV of a screening test increases as the incidence of the
condition in question increases in the screened population.

4. The disease or condition should have an asymptomatic pe-

riod during which it can be detected. Diseases with long
asymptomatic periods, such as cervical cancer, are easier to
target with screening than diseases with a short preclinical
duration, such as leukemia. However, for conditions with a
long preclinical duration, lead-time bias can make it appear
that a group of screened patients survives longer than a
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Table 7.3. d Top 10 Leading Causes of Disability-Adjusted Life Years (DALYs) in the United States, 1996
Men Women
% of total % of total
Rank Cause DALYs DALYs Cause DALYs DALYs
All conditions 18,314,401 100 All conditions 15,886,327 100
1 Ischemic heart disease 1,969,256 10.75 Ischemic heart disease 1,181,298 7.45
2 Road traffic collisions 933,953 5.10 Unipolar major depression 1,073,911 6.77
3 Lung/bronchus cancers 812,675 4.44 Cerebrovascular disease 836,345 5.27
4 HIV/AIDS 773,640 4.22 Lung/bronchus cancers 549,963 3.47
5 Alcohol abuse/ 736,572 4.02 Osteoarthritis 521,443 3.24
dependence
6 Cerebrovascular disease 673,877 3.68 Breast cancer 514,729 3.21
7 Homicide and violence 567,322 3.10 COPD 510,084 3.19
8 COPD 545,350 298 Dementia/CNS 506,858 3.16
degenerative disorder
9 Self-inflicted 541,640 2.96 Diabetes mellitus 500,932 2.90
10 Unipolar major depression 477,040 2.60 Road traffic collisions 459,489 2.61

CNS = central nervous system; COPD = chronic obstructive pulmonary disease.

Source: Michaud et al.* copyright 2001, American Medical Association, with permission.

w

group that is not screened. In reality the screened patients
may simply be finding out they have the disease earlier, dur-
ing its asymptomatic phase. To avoid attributing benefit to
ascreening program that suffers from lead-time bias, screen-
ing decisions should be based on comparisons of actual mor-
tality rates, rather than on measures that are affected by the
time elapsed since diagnosis, such as 5-year survival rates.
A second problem related to preclinical disease duration is
called length-time bias. Less aggressive cases have a longer
asymptomatic period and are more likely to be detected by
screening than more aggressive cases. Thus, a screening pro-
gram may appear to improve survival when it is actually
only detecting more indolent cases that have a better prog-
nosis. Prostate cancer screening has been criticized for many
reasons, including strong concerns about lead-time and
length-time bias.

. The disease or condition should have a widely available

and acceptable treatment known to improve outcomes.
Many conditions that are otherwise worthy candidates for
screening are not currently ble to that

<

cut-point defines a cost-effective screening program, Table
7.4 provides a comparative listing of ratios for some widely
accepted preventive practices.® Cost-effectiveness must be
considered from the societal perspective, but clinicians can
greatly influence the costs of screening programs by tak-
ing an evidence-based approach.

. The screening procedure should be acceptable to the pa-

tient and society. The yield of a screening program is de-
creased if many candidates are unwilling to undergo test-
ing. For example, colorectal cancer screening via flexible
sigmoidoscopy is supported by research evidence, but the
rate of patient adherence to a physician’s recommendation
for flexible sigmoidoscopy is only 35%, partially due to
test discomfort and inconvenience.

Family physicians can effectively individualize the fol-

lowing general clinical prevention guidelines by considering

Table 7.4. Median, Minimum, and Maximum

ot

.

change their natural history. For example, ac-

d Cost-Utility Ratios for Various

counts for a substantial number of DALY (Table 7.3) but
fails to meet this criterion.

. The screening procedure should entail reasonable health

risks and financial cost. Screening cost estimates should
include not only the cost of an initial screening test but
also costs related to repeat office visits, specialty referrals,
additional testing, false positives, and complications. For-
mal cost-effectiveness analyses of preventive interventions
account for all of these factors. The end point of such
analyses is often the ratio of dollar cost per quality-ad-
justed life year (QALY), the product of the number of years
of life and the quality of those years as measured from 0
(indifference between life and death) to 1 (full health) on
a questionnaire. Thus, a screening test that provides an av-
erage of 12 more years of life with a quality rating or util-
ity of 0.4 is said to provide 4.8 QALYs. Although there is
no universal agreement on what dollar cos/QALY ratio

Inter

Preventive Median Minimum Maximum
service $/QALY $/QALY $/QALY
Immunizations 1500 Cost-saving 140,000
and vaccinations
Screening tests
Cardiovascular 3300 950 130,000
disease
Neoplasms 18,500 Cost-saving 140,000
Other diseases 11,500 Cost-saving 450,000
Counseling
HIV risk 1200 Cost-saving 2400
behaviors
Cardiovascular 74,000 Cost-saving 8,900,000

risk factors

QALY = quality-adjusted life year.
SOuche: Reprinted by permission of Elsevier Science from Stone
et al
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Table 7.5. Interventions Considered and Rec ded for F

, Birth to 10 Years; Leading Causes of Death: Perinatal

Conditions, Congenital A lies, Sudden Infant Death Syndrome (SIDS), Injuries

Interventions for the general population
SCREENING
Height and weight
Blood pressure
Vision screen (age 3—4 years)
Hemoglobinopathy screen (birth)?
Phenylalanine level (birth)®
T4 and/or TSH (birth)©
COUNSELING
Injury prevention
Child safety car seats (age <5 years)
Lap shoulder belts (age =5 years)
Bicycle helmet; avoid bicycling near traffic
Smoke detector, flame retardant sleepwear
Hot water heater temperature <120-130°F
Window/stair guards, pool fence

Diet and exercise

Breast-feeding, iron-enriched formula, and foods
(infants and toddlers)

Limit fat and cholesterol; maintain caloric
balance; emphasize grains, fruits, and
vegetables

Regular physical activity

Substance use
Effects of passive smoking*
Antitobacco message*
Dental health

Regular visits to dental care provider*

Floss, brush with fluoride toothpaste daily*

Advice about baby bottle tooth decay*

IMMUNIZATIONS

See Tables 7.6 and 7.7

Safe storage of drugs, toxic substances, firearms, CHEMOPROPHYLAXIS

and matches Ocular prophylaxis (birth)
Syrup of ipecac, poison control phone number
CPR training for parents/caregivers

d.

Interventions for high-risk populations (see detailed high-risk definitions in footnotes)
POPULATION POTENTIAL INTERVENTIONS
Preterm or low birth weight Hemoglobin/hematocrit (high risk 1 [HR1])
Infants of mothers at risk for HIV HIV testing (HR2)
Low income; immigrants Hemoglobin/hematocrit (HR1); purified protein derivative
(PPD (HR3)
TB contacts PPD (HR3)
Native American/Alaska Native Hemoglobin/hematocrit (HR1); PPD (HR3); hepatitis A
vaccine (HR4); pneumococcal vaccine (HR5)
Hepatitis A vaccine (HR4)
PPD (HR3); hepatitis A vaccine (HR4); influenza vaccine
(HR6)
PPD (HR3); pneumococcal vaccine (HR5); influenza
vaccine (HR6)
Blood lead level (HR7)
Daily fluoride supplement (HR8)
Avoid excess/midday sun, use protective clothing* (HR9)

Travelers to developing countries
Residents of long-term care facilities

Certain chronic medical conditions

Increased individual or community lead exposure

Inadequate water fluoridation

Family history of skin cancer; nevi, fair skin,
eyes, hair

“Whether screening should be universal or targeted to high-risk groups will depend on the proportion of high-risk individuals in
the screening area, and other considerations.

bIf done during first 24 hours of life, repeat by age 2 weeks.

“Optimally between day 2 and 6, but in all cases before newborn nursery discharge.

*The ability of clinician counseling to influence this behavior is unproved.

HR1—Infants age 6~12 months who are living in poverty; black, Native American, or Alaska Native; immigrants from develop-
ing countries; preterm and low birth weight infants; infants whose principal dietary intake is unfortified cow’s milk.
HR2—Infants born to high-risk mothers whose HIV status is unknown. Women at high risk include past or present injection drug
use; persons who exchange sex for money or drugs, and their sex partners; injection drug-using, bisexual, or HIV-positive sex
partners currently or in past; persons seeking treatment for sexually transmitted diseases (STDs); blood transfusion during
1978-1985.

HR3—Persons infected with HIV, close contacts of persons with known or suspected TB, persons with medical risk factors asso-
ciated with TB, immigrants from countries with high TB prevalence, medically underserved low-income populations (including
homeless), residents of long-term care facilities.

HR4—Persons >2 years old living in or traveling to areas where the disease is endemic and where periodic outbreaks occur (e.g.,
countries with high or intermediate endemicity; certain Alaska Native, Pacific Island, Native American, and religious communi-
ties). Consider for institutionalized children aged =2 years. Clinicians should also consider local epidemiology.
HR5—Immunocompetent persons >2 years old with certain medical conditions, including chronic cardiac or pulmonary disease,
diabetes mellitus, and anatomic asplenia. Immunocompetent persons =2 years old living in high-risk environments or social set-
+ings (e.g., certain Native-American and Alaska-Native populations).
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Table 7.5. (Continued)

HR6—Annual vaccination of children =6 months old who are residents of chronic care facilities or who have chronic car-
diopulmonary disorders, metabolic diseases (including diabetes mellitus), hemoglobinopathies, immunosuppression, or renal dys-
function.

HR7—Children about age 12 months who (1) live in communities in which the prevalence of lead levels requiring individual in-
tervention, including residential lead hazard control or chelation, is high or undefined; (2) live in or frequently visit a home built
before 1950 with dilapidated paint or with recent or ongoing renovation or remodeling; (3) have close contact with a person who
has an elevated lead level; (4) live near lead industry or heavy traffic; (5) live with someone whose job or hobby involves lead

exposure; (6) use lead-based pottery; or (7) take traditional ethnic remedies that contain lead.
HR8—Children living in areas with inadequate water fluoridation (see Table 7.8)

HR9—Persons with a family history of skin cancer, a large number of moles, atypical moles, poor tanning ability, or light skin,

hair, and eye color.
T, = thyroxine; TSH = thyroid-stimulating hormone.
Source: U.S. Preventive Services Task Force,” with permission.

each of these seven screening principles and the way they ap-
ply to their specific practice settings and patient populations.

Clinical Preventive
Services Guidelines

The 1996 recommendations of the USPSTF, found in the
Guide to Clinical Preventive Services, 2nd edition,® were cho-
sen as the primary resource for this section for several rea-
sons. First, the recommendations are generated using an ex-
plicit evidence-based approach, and the items listed in the
age-specific recommendation tables are those for which the
USPSTF concluded that there is either good or fair evidence
to support the recommendation. Second, in contrast to the rec-
ommendations of organizations such as the American Cancer
Society (ACS) and medical professional groups, the recom-
mendations are not directly tied to public awareness efforts
and professional or political agendas. Finally, the USPSTF
makes recommendations throughout the life cycle and is thus
highly relevant to family physicians. A revised third edition
of the guide is scheduled to appear in 2002, and new recom-
mendations and updates are being posted on the WWW as
they are released; go to www.ahrq.gov/clinic/uspstfix.htm.

General Recommendations for All Age Groups

In general, new patients should undergo a comprehensive his-
tory and physical examination, have a health risk appraisal
completed, and be educated regarding age-specific preventive
services. Previous health records should be obtained to avoid
duplication of services, and additional services may be added
routinely based on the individual’s risk profile. Because the
evidence base is continually growing and changing, family
physicians must frequently update their clinical prevention
protocols as new evidence becomes available.

Birth to Ten Years (Table 7.5)
Period Immediately Following Birth

Screening for congenital conditions is the first priority in pre-
vention for newborns. All 50 states require testing for

phenylketonuria and congenital hypothyroidism, but states
vary regarding other mandated tests. In addition to mandated
screening tests, infants born to mothers at risk for human im-
munodeficiency virus (HIV) infection but whose infection sta-
tus is unknown should be considered for HIV testing. From
the time of birth and throughout childhood, it is important to
be aware of family psychosocial and socioeconomic factors
such as poverty and parental substance abuse that place chil-
dren at increased risk for multiple adverse health outcomes
and developmental problems. For example, parents who
smoke tobacco must be counseled regarding the risks to in-
fants of passive smoke exposure, including higher rates of oti-
tis media and lower respiratory tract infections. Counseling
of smoking mothers has been shown to reduce their children’s
exposure to environmental tobacco smoke, regardless of the
mothers’ eventual cessation status.'®

Passive tobacco smoke exposure is also associated with an
increased risk for sudden infant death syndrome (SIDS),'' a
leading cause of death in this age group. The USPSTF has
not produced a recommendation regarding optimal infant
sleep position, but substantial evidence suggests that SIDS is
associated with the prone sleep position. Further, although no
definite causal link has been established, populations in which
physician counseling and media efforts has led to increased
use of the supine sleeping position have observed decreased
rates of SIDS, resulting in an American Academy of Pedi-
atrics (AAP) recommendation that physicians counsel all par-
ents to place infants to sleep on their backs on a firm sur-
face.'> A dialogue regarding breast-feeding should ideally be
begun during the early prenatal period. Nevertheless, because
it is associated with lower rates of otitis media and infectious
diarrhea,'® physicians should encourage all mothers to breast-
feed at the time of birth. This protective effect follows a dose-
response relationship so that infants who are not exclusively
breast-fed still benefit. Newborns should ideally receive their
first hepatitis B vaccination, using a thimerosal-free formula-
tion, prior to discharge from the hospital.

Infancy to Age Two

Ensuring that appropriate growth is being maintained is an im-
portant preventive task in this group. Very low birth weight
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Table 7.6. Recommended Childhood Immunization Schedule United States, 2002

This schedule indicates the recommended ages for routine administration of currently licensed childhood vaccines, as of December 1, 2001, for children
through age 18 years. Any does not given at the recommended age should be given at any subsequent visit when indicated and feasible. 8 Indicates age
groups that warrant special effort to administer those vaccines not previously given. Additional vaccines may be licensed and recommended during the
year. Licensed combination vaccines may be used whenever any components of the combination are indicated and the vaccine’s other components are
not contraindicated. Providers should consult the manufacturers’ package inserts for detailed recommendations.

1. Hepatitis B vaccine (Hep B). All infants should receive the first dose of
hepatitis B vaccine soon after birth and before hospital discharge; the first
dose may also be given by age 2 months if the infant’s mother is HBsAg-
negative. Only monovalent hepatitis B vaccine can be used for the birth
dose. lent or ination vaccine ining Hep B may be used
to complete the series; four doses of vaccine may be administered if com-
bination vaccine is used. The second dose should be given at least 4 weeks
after the first dose, except for Hib-containing vaccine which cannot be ad-
ministered before age 6 weeks. The third dose should be given at least 16
weeks after the first dose and at least 8 weeks after the second dose. The
last dose in the vaccination series (third or fourth dose) should not be ad-
ministered before age 6 months.

Infants born to HBsAg-positive mothers should receive hepatitis B vac-
cine and 0.5 mL hepatitis B immune globulin (HBIG) within 12 hours of
birth at separate sites. The second dose is recommended at age 1-2 months
and the vaccination series should be completed (third or fourth dose) at age
6 months.

Infants born to mothers whose HBsAg status is unknown should receive
the first dose of the hepatitis B vaccine series within 12 hours of birth. Ma-
ternal blood should be drawn at the time of delivery to determine the
mother’s HBsAg status; if the HBsAg test is positive, the infant should re-
ceive HBIG as soon as possible (no later than age 1 week).

2. Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP).
The fourth dose of DTaP may be administered as early as age 12 months,
provided 6 months have elapsed since the third dose and the child is un-
likely to return at age 15-18 months. Tetanus and diphtheria toxoids (Td)
is recommended at age 11-12 years if at least 5 years have elapsed since
the last dose of tetanus and diphtheria toxoid-containing vaccine. Subse-
quent routine Td boosters are recommended every 10 years.

3.t hilus i type b (Hib) conjugate vaccine. Three Hib con-
jugate vaccines are licensed for infant use. If PRP-OMP (PedvaxHIB® or Com-
Vax® [Merckl) is administered at ages 2 and 4 months, a dose at age 6
months is not required. DTaP/Hib combination products should not be used
for primary immunization in infants at ages 2, 4 or 6 months, but can be
used as boosters following any Hib vaccine.

4. Inactivated polio vaccine (IPV). An all-IPV schedule is recommended for

routine childhood polio vaccination in the United States. All children should
receive four doses of IPV at ages 2 months, 4 months, 6-18 months, and
4-6 years.

5. Measles, mumps, and rubella vaccine (MMR). The second dose of MMR
is recommended routinely at age 4-6 years but may be administered during
any visit, provided at least 4 weeks have elapsed since the first dose and
that both doses are administered beginning at or after age 12 months. Those
who have not previously received the second dose should complete the
schedule by the 11-12 year old visit.

6. Varicella vaccine. Varicella vaccine is recommended at any visit at or af-
ter age 12 months for susceptible children, i.e. those who lack a reliable his-
tory of chickenpox. Susceptible persons aged =13 years should receive two
doses, given at least 4 weeks apart.

7. Pneumococcal vaccine. The h lent p | conj vac-
cine (PCV) is recommended for all children age 2-23 months. It is also rec-
ommended for certain children age 24-59 months. Pneumococcal polysac-
charide vaccine (PPV) is recommended in addition to PCV for certain
high-risk groups. See MMWR 2000;49(RR-9);1-35.

8. Hepatitis A vaccine. Hepatitis A vaccine is recommended for use in se-
lected states and regions, and for certain high-risk groups; consult your lo-
cal public health authority. See MMWR 1999;48(RR-12);1-37.

9. Influenza vaccine. Influenza vaccine is recommended annually for chil-
dren age =6 months with certain risk factors (including but not limited to
asthma, cardiac disease, sickle cell disease, HIV, diabetes; see MMWR
2001;50(RR-4):1-44), and can be administered to all others wishing to ob-
tain immunity. Children aged <12 years should receive vaccine in a dosage
appropriate for their age (0.25 mL if age 6-35 months or 0.5 mL if aged =3
years). Children aged <8 years who are receiving influenza vaccine for the
first time should receive two doses separated by at least 4 weeks.

For additional information about vaccines, vaccine supply, and contraindi-
cations for immunization, please visit the National Immunization Program
Website at www.cdc.gov/nip or call the National Immunization Hotline at
800-232-2522 (English) or 800-232-0233 (Spanish).

Approved by the Advisory Committee on Immunization Practices (www.
cdc.gov/nip/acip), the American Academy of Pediatrics (www.aap.org), and
the American Academy of Family Physicians (www.aafp.org).

Reprinted from Zimmerman,'# with permission from American Family Physician Copyright© American Academy of Fam-

ily Physicians.



children, an increasing population, often have postnatal growth
rates that lag behind those of term infants. Special growth
curves, produced by several formula manufacturers, should be
utilized until “catch up” growth is achieved, usually at about
3 years of age. Injury prevention counseling should also be
emphasized. Injuries account for two of every five deaths in
children aged 1 through 4, four times the number of deaths
due to birth defects, the second leading cause of death in this
age group. Clinicians must also remain alert to the various pre-
sentations of family violence, which may include injuries ini-
tially attributed to accidents. While the debate regarding lead
screening in childhood continues, the USPSTF and Centers for
Disease Control and Prevention (CDC) currently recommend
a selective approach. Children should be screened if they live
in areas with risk for lead exposure, belong to groups that may
be at risk (such as the poor), or are found to be at risk based
on a “‘yes” answer to any of the following three questions: (1)
Does the child live in or regularly visit a house that was built
before 1950? (2) Does the child live in or regularly visit a
house that was built before 1978 with recent (within the last
6 months) or ongoing renovations or remodeling? (3) Does the
child have a sibling or playmate who has or did have lead poi-
soning? Physicians must also be aware of local policies, since
some states mandate screening.
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Table 7.6 provides the most recent universal childhood im-
munization schedule.' Recent include the additi
of pneumococcal conjugate vaccination and, in certain areas,
hepatitis A vaccination. Unfortunately, many children receive
immunizations late or not at all, placing them at risk for in-
fectious diseases and increasing the chance of community
infectious disease outbreaks in vaccinated individuals.'> Physi-
cian failure to review immunization status at each visit and un-
necessary practice policies against vaccination in certain cir-
cumstances, such as in the presence of acute minor illness with
low-grade fever, are important causes of missed opportunities
to vaccinate.'® Evidence-based vaccination protocols, provider
education, and immunization flow sheets may help to reduce
missed opportunities. A “catch-up” schedule should be em-
ployed for children who have fallen behind to rapidly return
them to full coverage (Table 7.7).!7 The Immunization Action
Coalition produces excellent resources for both physicians and
parents on the WWW: http:/fwww.immunize.org/.

To help prevent dental caries, children who live in com-
munities with low levels of fluoride in the water should be
prescribed fluoride supplements beginning at 6 months of age.
Other dental preventive efforts include counseling parents to
put children to bed without a bottle and recommending peri-
odic dentist visits beginning at around age 3.

Table 7.7. | Age for Initial Childhood Vacci and | Interval Between Vaccine Doses by Type of Vaccine*
Minimal age Minimal interval Minimal interval Minimal interval

Vaccine type for dose 1 between doses 1 and 2 between doses 2 and 3 between doses 3 and 4
Hepatitis B Birth 1 month 2 months a
DtaP (DT)? 6 weeks 4 weeks 4 weeks 6 months
Combined DTwP-Hib¢ 6 weeks 1 month 1 month 6 months
Hib (primary series)

HbOC 6 weeks 1 month 1 month <

PRP-T 6 weeks 1 month 1 month <

PRP-OMP 6 weeks 1 month <
Inactivated poliovirus 6 weeks 4 weeks 4 weeks? €
Pneumococcal conjugate 6 weeks 1 month 1 month <
MMR 12 months’ 1 month
Varicella 12 months 4 weeks

DtaP (DT diphtheria and tetanus toxoids and acellular pertussis vaccine (diphtheria and tetanus toxoids vaccine); DTwP-Hib =
diphtheria and tetanus toxoids and whole-cell pertussis vaccine-Haemophilus influenzae type b conjugate vaccine; HbOC =
oligosaccharides conjugated to diphtheria CRM197 toxin protein; PRP-T = polyrigosyribitol phosphate polysaccharide conjugated
to tetanus toxoid; PRP-OMP = polyribosylribitol phosphate polysaccharide conjugated to a meningococcal outer membrane pro-
tein; MMR = measles-mumps-rubella.

*The minimal acceptable ages and intervals may not correspond with the optimal recommended ages and intervals for vaccina-
tion. For current recommended routine schedules, see Table 7.6.

“The final dose of hepatitis B vaccine is recommended at least 4 months after the first dose and no earlier than 6 months of age.
PThe total number of doses of diphtheria and tetanus toxoids should not exceed six each before the seventh birthday.

“The booster doses of Hib and pneumococcal vaccines that are recommended following the primary vaccination series should
be administered no earlier than 12 months of age and at least 2 months after the previous dose.

dor unvaccinated adults at increased risk of exposure to poliovirus with less than 3 months but more than 2 months available
before protection is needed, three doses of inactivated poliovirus (IPV) should be administered at least 1 month apart.

€f the third dose is given after the third birthday, the fourth (booster) dose is not needed.

’Although the age for measles vaccination may be as young as 6 months in outbreak areas where cases are occurring in children
younger than 1 year, children initially vaccinated before the first birthday should be revaccinated at 12 to 15 months of age and
an additional dose of vaccine should be administered at the time of school entry or according to local policy. Doses of MMR or
other measles-containing vaccines should be separated by at least one month.

Adapted from Epidemiology and Prevention of Vaccine-Preventable Diseases, 6th ed,'” with permission.
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Table 7.8. Inter Considered and Rec ded for F

juries, Homicide, Suicide, N ies, Heart Disease

)

Age 11 to 24 Years; Leading Causes of Death: In-

Interventions for the general population
SCREENING

Height and weight

Blood pressure?

Papanicolaou (Pap) test (women)®

Chlamydia screen®

Rubella serology or vaccination history (females
>12 years old)

Assess for problem drinking

COUNSELING

Injury prevention
Lap/shoulder belts
Bicycle/motorcycle/all-terrain vehicle (ATV)

helmets*

Smoke detector*
Safe storage/removal of firearms*

Substance use
Avoid tobacco use
Avoid underage drinking and illicit drug use*
Avoid alcohol/drug use while driving, swimming,

boating, etc.*

for high-risk populations (see d

Inter
POPULATION
High-risk sexual behavior

Injection or street drug use

TB contacts; immigrants, low income
Native Americans, Alaska Natives

Travelers to developing countries
Certain chronic medical conditions

Settings where adolescents and young adults
congregate

Susceptible to varicella, measles, mumps

Blood transfusion between 1975 and 1985

Institutionalized persons; health care/lab workers

Family history of skin cancer; nevi, fair skin, eyes,
hair

Prior pregnancy with neural tube defect

Inadequate water fluoridation

Sexual behavior
Sexually transmitted disease (STD) prevention; abstinence*;
avoid high-risk behavior*; condoms/female barrier
with spermicide*
Diet and exercise
Limit fat and cholesterol; maintain caloric; balance;
emphasize grains, fruits, and vegetables
Adequate calcium intake (females)
Regular physical activity*
Dental health
Regular visits to dental care provider*
Floss; brush with fluoride toothpaste daily*
IMMUNIZATIONS
See Tables 7.6 and 7.7
Rubella (females >12 years old)?
CHEMOPROPHYLAXIS
Multivitamin with folic acid (females planning/capable
of pregnancy)

iled high-risk definitions in footnotes)

POTENTIAL INTERVENTIONS

RPR/VDRL (HR1); screen for gonorrhea (female) (HR2), HIV
(HR3), chlamydia (female) (HR4); hepatitis A vaccine (HR5)

RPRAVDRL (HR1); HIV screen (HR3), hepatitis A vaccine (HR5);
PPD (HR®6); advice to reduce infection risk (HR7)

PPD (HR6)

Hepatitis A vaccine (HR5); PPD (HR6); pneumococcal

vaccine (HR8)

Hepatitis A vaccine (HRS)

PPD (HR6); pneumococcal vaccine (HR8); influenza
vaccine (HR9)

Second MMR (HR10)

Varicella vaccine (HR11); MMR (HR12)

HIV screen (HR3)

Hepatitis A vaccine (HR5); PPD (HR6); influenza vaccine
Avoid excess/midday sun; use protective clothing* (HR13)

Folic acid 4.0 mg (HR14)
Daily fluoride supplement (HR15)

periodic blood pressure (BP) for persons aged =21 years.

bif sexually active at present or in the past: q < 3 years. If sexual history is unreliable, begin Pap tests at age 18 years.

<If sexually active.

9Serologic testing, documented vaccination history, and routine vaccination against rubella (preferably with MMR) are equally

acceptable alternatives.

*The ability of clinician counseling to influence this behavior is unproven.

HR1—Persons who exchange sex for money or drugs, and their sex partners; persons with other STDs (including HIV); and sex-
ual contacts of persons with active syphilis. Clinicians should also consider local epidemiology.

HR2—Women who have two or more sex partners in the last year; a sex partner with multiple sexual contacts; exchanged sex
for money or drugs; or a history of repealed episodes of gonorrhea. Clinicians should also consider local epidemiology.
HR3—Men who had sex with men after 1975; past or present injection drug use; persons who exchange sex for money or drugs,
and their sex partners; injection drug-using, bisexual, or HIV-positive sex partner currently or in the past; blood transfusion dur-
ing 1978-1985; persons seeking treatment for STDs. Clinicians should also consider local epidemiology.

HR4—Sexually active females with multiple risk factors including history of prior STD; new or multiple sex partners; age under
25; nonuse or inconsistent use of barrier contraceptives; cervical ectopy. Clinicians should also consider local epidemiology.
HR5—Persons living in, traveling to, or working in areas where the disease is endemic and where periodic outbreaks occur (e.g.,
countries with high or intermediate endemicity; certain Alaska-Native, Pacific Island, Native-American, and religious communi-
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Table 7.8. (Continued)

ties); men who have sex with men; injection or street drug users. Vaccine may be considered for institutionalized persons and
workers in these institutions, military personnel, and day care, hospital, and laboratory workers. Clinicians should also consider
local epidemiology.

HR6—HIV positive, close contacts of persons with known or suspected TB, health care workers, persons with medical risk fac-
tors associated with TB, immigrants from countries with high TB prevalence, medically underserved low-income populations (in-
cluding homeless), alcoholics, injection drug users, and residents of long-term facilities.

HR7—Persons who continue to inject drugs.

HR8—Immunocompetent persons with certain medical conditions, including chronic cardiac or pulmonary disease, diabetes mel-
litus, and anatomic asplenia. Immunocompetent persons who live in high-risk environments or social settings (e.g., certain Na-
tive-American and Alaska-Native populations).

HR9—Annual vaccination of residents of chronic care facilities; persons with chronic cardiopulmonary disorders, metabolic dis-
eases (including diabetes mellitus), hemoglobinopathies, immunosuppression, or renal dysfunction; and health care providers for
high-risk patients.

HR10—Adolescents and young adults in settings where such individuals congregate (e.g., high schools and colleges), if they have
not previously received a second dose.

HR11—Healthy persons aged =13 years without a history of chickenpox or previous immunization. Consider serologic testing
for presumed susceptible persons aged =13 years.

HR12—Persons born after 1956 who lack evidence of immunity to measles or mumps (e.g., documented receipt of live vaccine
on or after the first birthday, laboratory evidence of immunity, or a history of physician-diagnosed measles or mumps).

HR13—Persons with a family or personal history of skin cancer, a large number of moles, atypical moles, poor tanning ability,

or light skin, hair, and eye color.

HR14—Women with previous pregnancy affected by neural tube defect who are planning pregnancy.

HR15—Persons aged <17 years living in areas with inadequate water fluoridation (see Table 7.8).

Source: U.S. Preventive Services Task Force,” with permission.

Two to Ten Years

Early detection of cardiovascular disease risk factors should
be a major focus of screening beginning in early childhood.
The body mass index (BMI) is a practical indicator of the ap-
propriateness of weight for height in children age 2 and older
and can be plotted on recently updated growth curves. Al-
though a low BMI can indicate poor nutrition or an underly-
ing medical disorder, elevated BMI in childhood is a more
common problem that is reaching epidemic proportions in the
U.S. For children 6 and older, a BMI from the 85th to the 95th
percentile indicates overweight, whereas a BMI above the 95th
percentile indicates obesity. Childhood obesity is associated with
a host of immediate and long-term health risks, including in-
creased rates of obesity and early mortality in adulthood.' Early
identification should be followed by frequent monitoring and
parental counseling regarding appropriate diet and nutrition (also
see Chapter 53). Physicians should also screen children for a
sedentary lifestyle, a major contributor to childhood obesity, and
provide counseling regarding physical activity. All children
should receive periodic blood pressure measurement throughout
this period, and those with measurements that persistently ex-
ceed the 95th percentile values in tables based on gender, age,
and height should receive further evaluation. Such tables are
available on the WWW: http://www.nhlbi.nih.gov/health/prof/
heart/hbp/hbp_ped.htm."® The USPSTF and other organizations
recommend cholesterol measurement only in children at high
risk for adult coronary artery disease. Risk factors include a
family history of premature cardiovascular disease or family
members with cholesterol levels greater than 240 mg/dL.
Injury prevention counseling should be continued through-
out this period. Thirty-three percent of injuries in this age

group are due to violence, and 67% are due to unintentional
injuries. Simple measures that reduce injury-related mortality
in children, such as the use of helmets when bicycling, should
be emphasized. Firearm safety should also be reviewed. Safe
sun precautions should be periodically reviewed for children
at increased risk for skin cancer, including those with a fam-
ily history, a large number of moles, atypical moles, poor tan-
ning ability, or light skin, hair, and eye color. The immu-
nization series outlined in Table 7.6 should be continued as
appropriate throughout childhood, so that all children will
have received the full complement of vaccinations by the age
of 12. Because purified protein derivative (PPD) testing of all
children is exceedingly expensive and results in many false-
positive tests, the USPSTF and CDC recommend a selective
approach to screening based on the risk of exposure to TB.
Exposure risk factors include birth or prior residence in a re-
gion where TB is highly prevalent, such as Southeast Asia,
and close exposure to persons known or suspected to have
TB.2 (also see Chapter 84).

Eleven to Twenty-Four Years (Table 7.8)

This period includes adolescence, a developmental period that
poses unique clinical prevention challenges (also see Chapter
22). Although comprehensive guidelines for preventive care in
this age group have been proposed, evidence to support many
of the items included is lacking. It is especially unclear whether
physician counseling is capable of changing adolescent health
behaviors and impacting on key adverse health outcomes. An
important principle of prevention for this age group is oppor-
tunistic delivery of services. Since adolescents seldom visit a
physician specifically for preventive care, every clinic visit by
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Table 7.9. Interventions Considered and Rec ded for P

nancy, Heart Disease, Injuries, HIV, Suicide, and Homicide

Age 25 to 64 Years; Leading Causes of Death: Malig-

SCREENING

Blood pressure

Height and weight

Total blood cholesterol (men beginning age 35,
women beginning age 45)

Papanicolaou (Pap) test (women)?

Fecal occult blood test” and/or sigmoidoscopy
(=50 years)

Mammogram = clinical breast exam (women 50-69
years)©

Assess for problem drinking

Rubella serology or vaccination history (women of
childbearing age)?

COUNSELING
Substance use
Tobacco cessation
Avoid alcohol/drug use while driving, swimming,
boating, etc.*
Diet and exercise
Limit fat and cholesterol; maintain caloric balance;
emphasize grains, fruits, and vegetables
Adequate calcium intake (women)
Regular physical activity*
for high-risk pop

Inter (see
POPULATION

High-risk sexual behavior
Injection or street drug use
Low income; TB contacts; immigrants; alcoholics

Native Americans/Alaska Natives

Travelers to developing countries
Certain chronic medical conditions

Blood product recipients
Susceptible to measles, mumps, rubella
Institutionalized persons

Health care/lab workers

Family history of skin cancer; fair skin, eyes, hair
Previous pregnancy with neural tube defect

Injury prevention
Lap/shoulder belts
Motorcycle/bicycle/ATV helmets*
Smoke detector*
Safe storage/removal of firearms*
Sexual behavior
STD prevention; avoid high-risk behavior*;
condoms/female barrier with spermicide
Unintended pregnancy: contraception
Dental health
Regular visits to dental care provider*
Floss, brush with fluoride toothpaste daily*

IMMUNIZATIONS
Tetanus-diphtheria (Td) boosters
Rubella (women of childbearing age)?

CHEMOPROPHYLAXIS
Multivitamin or folic acid (women planning or
capable of pregnancy)
Discuss hormone prophylaxis (peri- and
postmenopausal women)

iled high-risk definitions in footnotes)

POTENTIAL INTERVENTIONS

RPR/VDRL (HR1); screen for gonorrhea (female) (HR2), HIV
(HR3), chlamydia (female) (HR4); hepatitis B vaccine
(HR5); hepatitis A vaccine (HR6)

RPR/VDRL (HR1); HIV (HR3); hepatitis B vaccine (HRS);
hepatitis A vaccine (HR6); PPD (HR7); advice to reduce
infection risk (HR8)

PPD (HR7)

Hepatitis A vaccine (HR6); PPD (HR7); pneumococcal
vaccine (HR9)

Hepatitis B vaccine (HR5); hepatitis A vaccine (HR6)

PPD (HR?7); pneumococcal vaccine (HR9); influenza
vaccine (HR10)

HIV screen (HR3); hepatitis B vaccine (HR5)

MMR (HR11); varicella vaccine (HR12)

Hepatitis A vaccine (HR6); PPD (HR7); pneumococcal
vaccine (HRY); influenza vaccine (HR10)

Hepatitis B vaccine (HR5); hepatitis A vaccine (HR6);
PPD (HR7);

Avoid excess/midday sun; use protective clothing* (HR13)

Folic acid 4.0 mg (HR14)

aWomen who are or have been sexually active and who have a cervix: q =< 3 years.

bAnnually.

“Mammogram q 1-2 years, or mammogram q 1-2 years with annual clinical breast examination.
9Serologic testing, documented vaccination history, and routine vaccination (preferably with MMR) are equally acceptable.
*The ability of clinician counseling to influence this behavior is unproven.

HR1—Persons who exchange sex for money or drugs, and their sex partners; persons with other STDs (including HIV); and sex-
ual contacts of persons with active syphilis. Clinicians should also consider local epidemiology.

HR2—Women who exchange sex for money or drugs, or who have had repeated episodes of gonorrhea. Clinicians should also
consider local epidemiology.

HR3—Men who had sex with men after 1975; past or present injection drug use; persons who exchange sex for money or drugs,
and their sex partners; injection drug-using, bisexual, or HIV-positive sex partner currently or in the past; blood transfusion dur-
ing 1978-1985; persons seeking treatment for STDs. Clinicians should also consider local epidemiology.

HR4—Sexually active females with multiple risk factors including: history of prior STD; new or multiple sex partners; age under
25; nonuse or inconsistent use of barrier contraceptives; cervical ectopy. Clinicians should also consider local epidemiology.
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Table 7.9. (Continued)

HR5—Blood product recipients (including hemodialysis patients), persons with frequent occupational exposure to blood or blood
products, men who have sex with men, injection drug users and their sex partners, persons with multiple recent sex partners, per-
sons with other STDs (including HIV), travelers to countries with endemic hepatitis B.

HR6—Persons living in, traveling to, or working in areas where the disease is endemic and where periodic outbreaks occur (e.g.,
countries with high or intermediate endemicity; certain Alaska-Native, Pacific Island, Native-American, and religious communi-
ties); men who have sex with men; injection or street drug users. Vaccine may be considered for institutionalized persons and
workers in these institutions, military personnel, and day care, hospital, and laboratory workers. Clinicians should also consider
local epidemiology.

HR7—HIV positive, close contacts of persons with known or suspected TB, health care workers, persons with medical risk fac-
tors associated with TB, immigrants from countries with high TB prevalence, medically underserved low-income populations (in-
cluding homeless), alcoholics, injection drug users, and residents of long-term facilities.

HR8—Persons who continue to inject drugs.

HR9—Immunocompetent persons with certain medical conditions, including chronic cardiac or pulmonarv disease, diabetes mel-
litus, and anatomic asplenia. Immunocompetent persons who live in high-risk environments or social settings (e.g., certain Na-
tive-American and Alaska-Native populations).

HR10—Annual vaccination of residents of chronic care facilities; persons with chronic cardiopulmonary disorders, metabolic dis-
eases (including diabetes mellitus), hemoglobinopathies, immunosuppression, or renal dysfunction; and health care providers for
high-risk patients.

HR11—Persons born after 1956 who lack evidence of immunity to measles or mumps (e.g., documented receipt of live vaccine
on or after the first birthday, laboratory evidence of immunity, or a history of physician-diagnosed measles or mumps).
HR12—Healthy adults without a history of chickenpox or previous immunization. Consider serologic testing for presumed sus-
ceptible adults.

HR13—Persons with a family or personal history of skin cancer, a large number of moles, atypical moles, poor tanning ability,

or light skin, hair, and eye color.

HR14—Women with previous pregnancy affected by neural tube defect who are planning pregnancy.

Source: U.S. Preventive Services Task Force,? with permission.

an adolescent should be viewed as an opportunity to provide
prevention. Unfortunately, very low rates of clinical preventive
services delivery have recently been observed for the typical
adolescent visit.?! Although adolescents may initially be hesi-
tant to discuss health risk behaviors, they appear to become more
willing to do so with repeated physician efforts.?> Appointment
invitation letters can increase the number of visits made by ado-
lescents specifically to receive preventive services.?

Between 50% and 75% of all deaths in this age group are
due to unintentional injuries, suicides, and homicides. Pro-
viding brief counseling regarding proven injury prevention
measures is prudent. Important recommendations regarding
motor vehicle injury reduction might include not driving at
night for the first year after a driver’s license is obtained, not
riding in a car with an intoxicated individual, and always us-
ing a three-point seat restraint.2* Cardiovascular risk reduc-
tion such as recc ding tobacco avoidance and
regular exercise and screening for obesity should be contin-
ued. For sexually active teens, contraception and sexually
transmitted disease (STD) avoidance counseling are critical.
The third USPSTF has released an advance statement re-
garding chlamydia, the most common STD in the United
States, recommending screening all women who are sexually
active and aged 25 or younger; have more than one sexual
partner; have had an STD in the past; and do not use con-
doms consistently and correctly, regardless of age. Periodic
screening for other STDs in sexually active teens and young
adults should also be considered.

Because most alcohol problems begin in early adulthood, the
USPSTF recommends screening for problem drinking for all
adolescents and young adults using either “careful history-
taking” or a standardized questionnaire such as the CAGE. Al-
though finding insufficient evidence to recommend for or
against routine screening for other drug abuse, given the in-

sing prevalence of h and other illicit drug use
in many areas, physicians should have a low threshold for ques-
tioning young people about drug use (also see Chapter 60).

In addition to ensuring that a tetanus booster is adminis-
tered at about 10 years after the last childhood tetanus vacci-
nation, physicians should inform college students about the
increased risk of meningococcal infection in crowded dormi-
tory settings and provide them with information regarding
meningococcal vaccination.?®

Twenty-Five to Sixty-Four Years (Table 7.9)
Women'’s Health Issues

Although preconception counseling is important for all young
women, an opportunistic approach must be taken since few
specifically request such care (see Chapter 10). Women plan-
ning pregnancy or at risk for unintended pregnancy should be
advised to take folic acid, 0.4 to 0.8 mg/day, beginning at
least 1 month prior to conception and continuing throughout
the first trimester of pregnancy to reduce the risk of neural
tube defects. This dose can be obtained by taking a prenatal
vitamin daily. Physician advise about folic acid has been
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shown to dr: patient compliance with this
recommendation.?® Screening for cervical cancer using the
Papanicolaou (Pap) smear is recommended every 1 to 3 years
for all women who have been sexually active and who have
a cervix. Although the most cost-effective interval for repeat
testing is controversial, the most important things physicians
can do to reduce the incidence of cervical cancer are to en-
sure that as many women as possible receive at least some
screening and to ensure that abnormal results are followed up
appropriately. Of women who develop invasive cervical can-
cer, 50% have never had a Pap smear, 10% have not had a
Pap smear within 5 years of diagnosis, and 10% have not re-
ceived appropriate follow-up of a prior precancerous result.?’
Breast cancer screening should be offered as women enter
middle age, but the optimal time of initiation remains an emo-
tionally charged, controversial issue (see Chapter 107). The
USPSTF recommends screening with mammography alone or
mammography plus clinical breast examination (CBE) for all
women of ages 50 to 69. The task force found insufficient ev-
idence to recommend for or against mammography or CBE
for women of ages 40 to 49 or 70 and older, and for teach-
ing patient breast self-examination at any age. In 1997, a Na-
tional Institutes of Health (NIH) consensus panel initially is-
sued a statement agreeing with the USPSTF position. Shortly
after, following a storm of rebuttals by academicians, politi-
cians, and professional interest and advocacy groups, the
panel reversed its statement, recommending initiation of pe-
riodic mammography and CBE for all women beginning at
age 40, as is advocated by the ACS. Unfortunately, these con-
flicting recommendations and the complexity of the medical
literature in this area have greatly confused patients and physi-
cians. It is clear that the potential mortality benefit from breast
cancer screening in women of ages 40 to 49 is much smaller
than that obtained by screening women of ages 50 to 75, and
that beginning screening at an earlier age results in a higher
lifetime incidence of false-positive tests.?® For now, physi-
cians must review the evidence, form their own conclusions,
and then use an “informed consent” approach in negotiating
a plan with patients. The National Cancer Institute’s Breast
Cancer Risk Assessment Tool may help in developing indi-
vidualized recommendations: http://bcra.nci.nih.gov/bre/.
Physicians should also provide counseling to reduce the
risk of osteoporosis by encouraging women to remain phys-
ically active, consume 1000 to 1500 mg of calcium daily, and
avoid tobacco use. Bone density measurement may be indi-
cated in women with significant risk factors for osteoporosis
such as Caucasian ancestry, petite body frame, low body
weight, tobacco use, excessive alcohol and caffeine intake,
and prolonged corticosteroid use (see Chapter 122). During
the perimenopause, discussion regarding hormone replace-
ment therapy (HRT) should be initiated. Although long-term
HRT reduces the risk of osteoporosis and associated fractures,
its use is associated with a slight increase in the incidence of
breast cancer, and its potential benefit in the primary and sec-
ondary prevention of cardiovascular disease remains un-

ically i

Men’s Health Issues

Prostate cancer is the second leading cause of death for men
over age 55, and African-American men have a slightly higher
incidence of prostate cancer than other men. While acknowl-
edging its clinical importance, the USPSTF found a lack of
evidence to recommend for or against screening for prostate
cancer with digital rectal examination (DRE), serum prostate-
specific antigen (PSA), or other tests. Evidence that early di-
agnosis of prostate cancer improves long-term survival is
lacking, and there are potential costs and psychological bur-
dens related to the expected high number of false-positive
screening tests is large?® (see Chapter 98). Refinements in
PSA testing are promising but have not yet been
properly evaluated. Despite these concerns, the ACS recom-
mends annual DRE for all men starting at age 40, annual PSA
testing beginning at age 40 for African-American men and
those with a history of prostate cancer, and annual PSA test-
ing beginning at age 50 for all others. The lack of a clear ev-
idence base for prostate cancer screening and the conflicting
recommendations of various organizations have created con-
fusion among physicians and patients alike. As with breast
cancer screening in women under age 50, an “informed con-
sent” approach to counseling and educating patients should
be utilized. Because prostate neoplasms usually grow slowly,
men with a life expectancy of less than 10 years should gen-
erally not be screened.

Issues of Importance to Both Men and Women

In addition to its importance as a major cardiovascular disease
risk factor, tobacco use has been linked to increased risk for
cervical, bladder, lung, and other cancers. Strong counseling
regarding smoking cessation, adequate physical activity, and
a prudent diet are part of general cancer prevention efforts (see
Chapter 8). The USPSTF found insufficient evidence to rec-
ommend for or against routine screening for skin cancer by
primary care providers or counseling patients to perform pe-
riodic skin self-examinations. However, because one in six
Americans will develop skin cancer during their lifetime and
the incid of mali 1 has i d rapidly
during the past decade, physicians should briefly assess skin
cancer risk in all individuals (see Chapter 117). Those at in-
creased risk should be advised to avoidance of sun exposure,
particularly between 10 A.M. and 3 P.M., and to use protective
clothing such as shirts and hats when outdoors. The USPSTF
found insufficient evidence to recommend for or against ad-
vising sunscreen use. For patients at increased risk for malig-
nant melanoma, such as those with familial atypical mole and
melanoma syndrome, referral to a skin cancer specialist for
evaluation and surveillance should be considered.

Screening for colorectal cancer should be offered to all av-
erage-risk men and women beginning at age 50 (see Chapter
92). The USPSTF recommends annual fecal occult blood test-
ing (FOBT), periodic flexible sigmoidoscopy (FS), or both,
stating that there is insufficient evidence to make more spe-

proved. Thus, an “informed consent” approach to cc 1i

cific recc dations. Colonoscopy can detect proximal
d and neoplasms, but it is more expensive than FS,

is advised, with careful weighing of patient pref and
risk factors for osteoporosis, heart disease, and breast cancer.

is associated with a higher risk of complications such as per-



foration, and has not been shown to be superior in reducing
colorectal cancer mortality. Modeling studies suggest that an-
nual FOBT combined with FS every 5 years, beginning at age
50, is the most cost-effective approach to screening and may
reduce colorectal cancer mortality by 50% to 80%.%° As for
cervical cancer screening, the major focus in colorectal can-
cer detection should be to ensure that as many eligible peo-
ple as possible receive at least some type of screening. Less
than half of eligible patients have undergone FOBT or FS
within the preceding 5 years3! Medi provides reim-
bursement for screening FOBT and FS and, beginning in July
2001, will also reimburse for screening colonoscopy once
every 10 years. Even a single colonoscopy at 55 years of age
may reduce colorectal cancer mortality by 30% to 50%.%° Pa-
tients who are reluctant to undergo colorectal cancer screen-
ing may be willing to have “once in a lifetime” screening.
More aggressive screening should be considered for those at
increased risk for colorectal cancer, such as those with a fam-
ily history of colorectal cancer or adenomatous polyps.*?
Outside of cancer screening measures, cardiovascular dis-
ease prevention should be the major focus of preventive ef-
forts in this age group, including periodic blood pressure
screening. The third USPSTF has issued an advanced rec-
ommendation to periodically test total cholesterol levels in all
men of ages 35 and older and all women of ages 45 and older
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tor, physicians should have a low threshold for obtaining screen-
ing fasting serum glucose levels (see Chapter 120). Diabetes
screening should also be considered for those with a family his-
tory of diabetes and those from high-risk ethnic groups, in-
cluding Hispanics and Native Americans. Physicians often have
difficulty determining the overall level of cardiovascular disease
risk for individuals of varying age and either gender in the face
of multiple risk factors. Coronary disease risk prediction score
sheets which account for multiple variables, may be useful in
this regard.® The score sheets are also available on the WWW:
http://www.nhlbi.nih.gov/about/framingh iskabs.thm. De-
rived from the predominantly white, middle-class Framing-
ham Heart Study population, they may be less accurate when
applied to other types of individuals.

The USPSTF found insufficient evidence to recommend
for or against routine aspirin prophylaxis for the primary pre-
vention of myocardial infarction or stroke. Because it is as-
sociated with a small increase in the risk of hemorrhagic
stroke,*® aspirin chemoprophylaxis should be employed
mostly for those patients with risk factors for cardiovascular
disease. Moderate alcohol consumption may reduce the risk
of cardiovascular disease, but routine physician endorsement
of moderate alcohol use for patients who are not already drink-
ing is not recommended given the high prevalence of prob-
lem drinking in the U.S. Indeed, the USPSTF recommends

(see Chapter 119). This extends the recc dations of the
second USPSTF, which supported routine cholesterol screen-
ing only through age 65. High-density lipoprotein (HDL) and
low-density lipoprotein (LDL) screening is recommended for
individuals at high risk for cardiovascular disease. The Amer-
ican College of Physicians (ACP) recommends periodic total
cholesterol screening in men of ages 35 to 65 and women of
ages 45 to 65, with follow-up HDL testing for individuals
with elevated levels.> Treatment decisions in the ACP rec-
ommendations are based on the ratio of total to HDL choles-
terol, based on research indicating that higher ratios confer
increased risk for cardiovascular disease. By contrast, the Na-
tional Cholesterol Education Program’s (NCEP) Adult Treat-
ment Panel I1T recommends that a routine fasting lipoprotein
profile (total, HDL, and LDL cholesterol and triglyceride lev-
els) be obtained every 5 years in all adults of ages 20 or
older.3* As for the cancer screening controversies outlined
above, physicians must weigh the evidence supporting each
recommendation and collaborate with patients to determine
the appropriate course of action.

Tobacco cessation counseling should be provided when ap-
plicable, and information on a low-fat diet that is rich in fresh
fruits and vegetables and on regular physical activity should
be conveyed. The incidence of obesity is increasing at an
alarming rate in the United States, conferring increased risk
for major cardiovascular risk factors such as hypertension and
elevated cholesterol. Periodic weight and height assessment and
BMI surveillance should be provided, with further evaluation
and intervention offered to those individuals who are overweight
(BMI 25.0-29.9) or obese (BMI =30.0). Although the USPSTF
found insufficient evidence to recommend for or against screen-
ing for diabetes mellitus in asymptomatic adults, given its as-
sociation with obesity and its role as a cardiovascular risk fac-

ing for problem drinking in all adults and questioning
regarding other drug abuse in those considered at increased
risk.

Age 65 and Older (Table 7.10)

This group includes both the “young old” (ages 65 to 79) as
well as the “oldest old” (ages 80 and beyond), which is now
the fastest growing segment of the U.S. population (also see
Chapters 23 and 24). However, there is tremendous physio-
logic variability in the elderly that makes recommendations
for prevention based on age alone risky. In both chronologic
and physiologic terms, aging impacts on some of the criteria
for preventive interventions outlined earlier in this chapter.
For example, prostate cancer screening is not indicated for
many individuals in this group given the long interval be-
tween detection via screening and the earliest time of expected
impact on mortality. In addition, older adults may wish to fo-
cus primarily on quality of life during their remaining days.
Screening interventions that are associated with inconven-
ience and discomfort may not be desired, regardless of their
potential to reduce mortality. Finally, there is a limited evi-
dence base to support many preventive interventions in this
age. Physicians must discuss these gaps in evidence, the risks
and benefits of screening, and the quality of life goals of older
adults before embarking on screening interventions.

The USPSTF recommends annual influenza vaccination as
well as a single immunization against Streptococcus pneu-
moniae for all adults of ages 65 and older. Periodic vision and
hearing screening are also suggested because the incidence of
both functional vision and hearing problems increases dra-
matically with aging, rising from about 10% at age 65 to ap-
proximately 40% by age 90. Injuries, particularly falls, re-
main an important source of morbidity and mortality in this
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Table 7.10. Interventions Considered and Rec

ded for Pr

, Age 65 and Older; Leading Causes of Death: Heart

Disease, Malignancies (Lung, Colorectal, Breast), Cerebrovascular Disease, Chronic Obstructive Pulmonary Disease, Pneumo-

nia, and

SCREENING
Blood pressure
Height and weight
Total blood cholesterol
Fecal occult blood test* and/or sigmoidoscopy
Mammogram = clinical breast exam? (women <69 years)
Papanicolaou (Pap) test (women)©
Vision screening
Assess for hearing impairment
Assess for problem drinking
COUNSELING
Substance use
Tobacco cessation
Avoid alcohol/drug use while driving, swimming,
boating, etc*
Limit fat and cholesterol; maintain caloric balance;
emphasize grains, fruits, vegetables
Adequate calcium intake (women)
Regular physical activity*

(see d

Interventions for high-risk populati
PoOPULATION
Institutionalized persons

Chronic medical conditions; TB contacts; low income;
immigrants; alcoholics

Persons =75 years, or =70 years with risk factors for falls

Family history of skin cancer; nevi, fair skin, eyes hair

Injury prevention
Lap/shoulder belts
Motorcycle and bicycle helmets*
Fall prevention*
Safe storage/removal of firearms*
Smoke detector*
Set hot water heater to <120-130°F
CPR training for household members
Dental health
Regular visits to dental care provider*
Floss, brush with fluoride toothpaste daily*
Sexual behavior
STD prevention; avoid high-risk sexual behavior*;
use condoms*
IMMUNIZATIONS
Pneumococcal vaccine
Influenza (a)
Tetanus-diphtheria (Td) boosters
CHEMOPROPHYLAXIS
Discuss hormone prophylaxis (peri- and postmenopausal
women)

iled high-risk definitions in footnotes)

POTENTIAL INTERVENTIONS
PPD (HR1); hepatitis A vaccine (HR2); amantadine/
rimantadine (HR4)
PPD (HR1)

Fall prevention intervention (HR5)
Avoid excess/midday sun; use protective clothing* (HR6)

PPD (HR1); hepatitis A vaccine (HR2)

Hepatitis A vaccine (HR2); hepatitis B vaccine (HR7)

HIV screen (HR3); hepatitis B vaccine (HR7)

Hepatitis A vaccine (HR2); HIV screen (HR3); hepatitis B
vaccine (HR7); RPR/VDRL (HR8); advice to reduce
risk of infection (HR9)

PPD (HR1); hepatitis A vaccine (HR2); HIV screen
(HR3); hepatitis B vaccine (HR7); RPR/VDRL (HR8);
advice to reduce risk of infection

PPR (HR1); hepatitis A vaccine (HR2); amantadine/
rimantadine (HR4); hepatitis B vaccine (HR7)

Varicella vaccine (HR10)

Native Americans/Alaska Natives
Travelers to developing countries
Blood product recipients
High-risk sexual behavior

Injection or street drug use

Health care/lab workers

Persons susceptible to varicella

2Annually.
“Mammogram q 1-2 years, or mammogram q 1-2 years with annual clinical breast exam.

All women who are or have been sexually active and who have a cervix. Consider discontinuation of testing after age 65 years
if previous regular screening with consistently normal results.

*The ability of clinician counseling to influence this behavior is unproven.

HR1—HIV positive, close contacts of persons with known or suspected TB, health care workers, persons with medical risk fac-
tors associated with TB, immigrants from countries with high TB prevalence, medically underserved low-income populations (in-
cluding homeless), alcoholics, injection drug users, and residents of long-term facilities.

HR2—Persons living in, traveling to, or working in areas where the disease is endemic and where periodic outbreaks occur (e.g.,
countries with high or intermediate endemicity; certain Alaska-Native, Pacific Island, Native-American, and religious communi-
ties); men who have sex with men; injection or street drug users. Vaccine may be considered for institutionalized persons and
workers in these institutions, military personnel, and day care, hospital, and laboratory workers. Clinicians should also consider
local epidemiology.

HR3—Men who had sex with men after 1975; past or present injection drug use; persons who exchange sex for money or drugs,
and their sex partners; injection drug-using, bisexual, or HIV-positive sex partner currently or in the past; blood transfusion dur-
ing 1978-1985; persons seeking treatment for STDs. Clinicians should also consider local epidemiology.

HR4—Consider for persons who have not received influenza vaccine or are vaccinated late; when the vaccine may be ineffec-
tive due to major antigenic changes in the virus; for unvaccinated persons who provide home care for high-risk persons; to sup-
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Table 7.10. (Continued)

plement protection provided by vaccine in persons who are expected to have a poor antibody response; and for high-risk per-
sons in whom the vaccine is contraindicated.

HR5—Persons aged 75 years and older; or aged 70-74 with one or more additional risk factors, including use of certain psy-
choactive and cardiac medications (e.g., benzodiazepines, antihypertensives); use of =4 prescription medications; impaired cog-
nition, strength, balance, or gait. Intensive individualized home-based multifactorial fall prevention intervention is recommended
in settings where adequate resources are available to deliver such services.

HR6—Persons with a family or personal history of skin cancer, a large number of moles, atypical moles, poor tanning ability, or
light skin, hair, and eye color.

HR7—Blood product recipients (including hemodialysis patients), persons with frequent occupational exposure to blood or blood
products, men who have sex with men, injection drug users and their sex partners, persons with multiple recent sex partners, per-
sons with other STDs (including HIV), travelers to countries with endemic hepatitis B.

HR8—Persons who exchange sex for money or drugs, and their sex partners; persons with other STDs (including HIV); and sex-

ual contacts of persons with active syphilis. Clinicians should also consider local epidemiology.

HR9—Persons who continue to inject drugs.

HR10—Healthy adults without a history of chickenpox or previous immunization. Consider serologic testing for presumed sus-

ceptible adults.
Source: U.S. Preventive Services Task Force,? with permission.

group but are more likely to occur while performing simple
daily tasks such as walking to the bathroom at night. Fall pre-
vention measures including regular exercise, environmental
hazard reduction, and avoiding sedating medications should
be discussed with all older individuals. Those who are frail,
have had prior falls, or are at ongoing high risk for falls may
benefit from a multifactorial intervention that includes home
assessment and a hip-protective undergarment.’” End of life
planning is also an important preventive care topic for older
patients. The value of medical advance directives in improv-
ing primary care physicians’ and lay surrogates’ accuracy in
predicting a patient’s wishes for care is unclear. However, ad-
vance directive discussions and documentation may improve
the prediction of patients’ wishes by hospital-based physicians
and may improve patients’ sense of well-being and satisfac-
tion with care.’® Finally, many elders live in poverty, and
many reside in assisted living and skilled nursing facilities.
These older adults are often frail and may face substantial so-
cioeconomic disadvantages. Screening these individuals for
nutritional adequacy, social isolation, depression, and the abil-
ity to perform basic and instrumental activities of daily liv-
ing should be considered.

The Process of Delivering
Preventive Care

The Move Toward Accountability in
Preventive Services Delivery

Physicians are now being held accountable for offering and
delivering evidence-based preventive services. Quality of care
models such as the Health Plan Employer Data and Informa-
tion Set (HEDIS) seek to provide health care purchasers and
consumers with a standard against which individual plans can
be compared and evaluated. The HEDIS 2001 measures are
heavily weighted toward clinical prevention, including items
such as breast cancer screening rates, childhood immuniza-
tion status, and rates of advising smokers to quit. Health plans

and clinicians that fail to meet quality thresholds for these
indicators are at risk for declining patient enrollment as con-
sumers transfer their care to “higher performers.” Neverthe-
less, delivering individualized, evidence-based clinical pre-
ventive services a formidable chall This section
provides a list of issues hindering the delivery of optimal clin-
ical preventive services and provides potential solutions sug-
gested by the research literature.

Organizational Issues and Potential Solutions
Issue 1: Time Constraints of the Clinical Encounter

There is a finite amount of time that can be spent with each
patient, and in this time the physicians must address a range
of concerns in addition to providing clinical preventive serv-
ices. In the landmark Direct Observation of Primary Care
(DOPC) study, one third of 4401 patient encounters included
discussion of at least one preventive service, but only 3% of
the all encounter time was allotted to preventive services.>?
Time pressures will increase with the aging of the population,
as more patients present with multiple chronic diseases, con-
ditions, and functional limitations.

Potential Solutions. Physicians must employ the incremen-
tal approach to clinical prevention that is endorsed by the
USPSTF. The most urgent priorities for prevention can be ad-
dressed first, leaving others for future encounters. Standard
“‘scripts” or minipresentations concerning common preventive
topics may increase efficiency.

Issue 2: Limited Dissemination of New Findings
and Evidence-Based Prevention Guidelines

The dissemination of evidence-based prevention guidelines in
textbooks and journals has limited impact. Such resources,
while valuable, rapidly become out of date and may not be
readily available at the point of patient care.

Potential Solutions. Evidence-based summary resources
that present up-to-date information in a rapid-use format
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include Patient-oriented evidence that matters (POEMs),
http://www.jfponline.com; clinical evidence, http://www.
clinicalevidenceonline.com/; the Cochrane Library, http://
www.updateusa.com/clibhome/clib.htm; and the ACP Journal
Club,  http://www.acponline.org/journals/acpjc/jcmenu.htm.
The Internet is already an established tool for the delivery of
recommendations at the point of care. In the near future, palm-
top computers will allow even better point of care access to
recommendations.

Issue 3: Competing and Conflicting
Recommendations

Many organizations publish recommendations advocating clin-
ical preventive services that are not evidence-based. Clinicians
may become confused by conflicting guidelines and are often
faced with patients requesting interventions that are promoted
by these organizations but not supported by rigorous evidence.

Potential Solutions. The USPSTF recc dations should be

in dealing with competing practice demands, and (2) physi-
cian philosophy.#? Practices with the greatest need to improve
preventive care may be the least likely to implement programs
like PPIP due to overwhelming competing d ds, such as
a practice that is heavily weighted toward acute medical care
or physicians with a low “prevention orientation.” Develop-
ing and testing approaches to dealing with competing de-
mands in primary care and changing physician behavior
should be given the highest priority. In the meantime, adapt-
ing generic materials to individual practice circumstances and
enlisting nonphysician clinic staff in prevention efforts are
useful first steps. For example, modification of PPIP flow
sheets to meet local needs may result in better acceptance of
the materials and higher rates of flow sheet completion,*} and
simple mailed or telephone call reminders provided by non-
physician staff can increase childhood immunization “up to
date” rates.** In the future, remote home-based health risk ap-
praisals, conducted using the Internet and other distance
C ications technologies, are likely to become routine.

utilized whenever possible, and patients should be informed
about the levels of evidence for specific interventions. Pre-
vention plans that account for local practice characteristics
and patient risk factors, preferences, and beliefs can then be
negotiated.

Issue 4: Lack of Office Systems Organized to
Provide Effective Preventive Services

Office systems used by practices with successful prevention
efforts include designated roles for staff at all levels, paper
and computer-based health risk appraisal tools, reminder sys-
tems, patient education materials, and record systems, and a
quality monitoring and improvement process.

Potential Solutions. The best-known set of materials aimed at
improving clinical prevention is Put Prevention into Practice
(PPIP). The PPIP kit is paper-based and includes flow sheets,
patient-held prevention records, a clinician handbook, preven-
tion prescription pads, medical record reminder stickers, pa-
tient reminder postcards, and posters for waiting and examina-
tion rooms. Implementing the PPIP office system has been
shown to modestly increase the rates of delivery of multiple
USPSTF-recommended preventive services. However, dis-
semination of PPIP has been slow and limited, the absolute in-
crease in rates of delivery for specific services is small, and the
positive effects related to its implementation diminish beyond

Issue 5: Poor Reimbursement for

Preventive Services

In 1988 less than 5% of health care expenditures in the United
States was allocated to prevention, and only one third of those
expenditures were allocated to clinical prevention.** Tobacco
cessation counseling and hearing, vision, and blood pressure
screening are all endorsed by the USPSTF for older adults,
yet none are covered by Medicare. Paradoxically, many states
mandate coverage for screening services not recommended
by the USPSTF.

Potential Solutions. Physicians must remain advocates for a
preventive health care agenda, making sure local congres-
sional representatives and health plans are aware of shortfalls
and misplaced priorities.

Physician and Patient Issues and

Potential Solutions

Issue 1: Failure to Adopt and Maintain a
Prevention Orientation

Despite the proven benefits of many clinical preventive efforts,
some physicians have a practice style that de-emphasizes pre-
vention. In the DOPC study, physicians with a higher volume
practice had lower up-to-date rates of preventive screening and

1 year of follow-up.** Both paper and computer-based remind
systems, including those linked to comprehensive electronic
medical records, have been shown to improve rates of preven-
tive services delivery, and the impact appears greatest when the
reminder is provided to the physician at the time of a patient
visit.*! As for PPIP, the number of practices utilizing such re-
sources is small and their absolute impact has been limited.
The smaller than anticipated impact of these tools has led
to the gnition that the p of low p. ive service
delivery rates is a complex, systems issue. The DOPC study
suggests there are two major differences between practices
delivering limited preventive services and those providing
higher levels of these services: (1) the degree of pro-activity

[ ling services and immunizations.* Female physicians
have consistently been shown to offer more clinical preventive
services than male physicians, and the effect is not limited to
gender-specific interventions.*’ In addition, some patients do
not embrace the concept of clinical prevention.

Potential Solutions. All physicians, and particularly males and
those working in high-volume settings, should carefully exam-
ine their practice style to ensure it is prevention-centered. Physi-
cians must open a dialogue with patients who do not have a pre-
vention orientation by providing individually tailored
information and collaborating to determine the areas in which
the patient is most ready to accept preventive interventions.



Issue 2: Holding on to Non-Evidence-Based
Beliefs and Practices

Given the time constraints of the modern clinical encounter,
it is critical to discard disproved and questionable preventive
practices. Focusing on such services reduces the amount of
time and money that can be devoted to providing evidence-
based services and compounds many of the issues listed
above. For example, the “complete physical” appointment ac-
counts for as much as one third of physicians’ time spent see-
ing patients in some practices, yet many elements of this ven-
erable activity have no proven value.

Potential Solutions. Physicians must let go of non—evidence-
based prevention ideas as part of the solution to the compet-
ing demands issue. Since many patients never make check-
up visits, preventive services are best delivered over time,
during acute illness and other visits. Making the shift away
from the “complete physical” model will require patient ed-
ucation, since people have come to expect certain low-yield
maneuvers and interventions. A caring, “high-touch” manner
can be conveyed to patients without resorting to the mislead-
ing reassurance of a normal heart and lung examination. Pa-
tients who request non-evidence-based interventions should
be congratulated for their interest in prevention and their
health. The dialogue should focus on the reasons for the pa-
tient’s concern about the health issue in question. The evi-
dence to support the intervention should be summarized and
placed in the context of the individual. Finally, a prevention
plan is negotiated. Although some patients may still insist on
non-evidence-based interventions, most will be satisfied with
this approach.

Issue 3: Failure to Account for Varying
Patient Health-Belief Models

The United States is increasingly multicultural, and culture
and ethnicity impact on every aspect of preventive care, from
genetics to health behavior. Some traditional cultural health
belief models do not include the Western construct of the con-
cept of prevention.

Potential Solutions. Physicians should learn about the eth-
nic groups, cultures, and socioeconomic strata represented in
their patient population. A rapid overview can be obtained us-
ing the U.S. Census Bureau’s WWW site at http://www.cen-
sus.gov, which includes color maps and tables detailing the
ethnic distribution of local neighborhoods, language spoken
at home, and aggregate family incomes. Becoming involved
in community cultural and ethnic activities is an important
next step. Perhaps the most important skill in providing mul-
ticultural care is to approach each patient without relying on
cultural stereotypes. Differing degrees of acculturation and
interindividual variability in beliefs make such generaliza-
tions dangerous.

Issue 4: Poor Preventive Communication Skills

Just as physicians must learn key physical examination and
history-taking skills to diagnose acute medical illnesses, they
must also acquire and maintain the communication skills
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needed to provide optimal clinical prevention. These skills in-
clude the ability to (1) translate research and statistics into lay
terms, (2) determine patient readiness to modify a health risk
behavior, and (3) negotiate a clinical prevention plan.

Potential Solutions. Health systems increasingly offer com-
munication skills training to physicians, recognizing that de-
ficiencies result in poorer health care outcomes and higher
costs. Although the best method of conveying health risk in-
formation to patients remains unclear, helping patients to un-
derstand how a health problem develops (its antecedents) and
to recognize what could happen to them as a result (its con-
sequences) may be more successful than simply providing nu-
merical risk information.*® In determining a patient’s readi-
ness to change a risk behavior, the transtheoretical model
provides a useful framework (Table 7.11).# The model il-
lustrates that changes in behavior occur gradually, through a
predictable series of steps. Individuals seldom skip steps, so
that the physician’s role is to assist them in moving to the
next stage of change rather than to push them toward behav-
ior change in one giant leap. The model also acknowledges
that most individuals undergo behavior relapses after suc-
cessful change. Knowledge of the model may remove the
sense of fatalism many physicians feel when trying to help
patients change their behaviors and reinforce the importance
of providing the right input at the right stage. For example,
repeatedly pressuring a smoker at the precontemplation stage
to pick a quit smoking date may create an adversarial rela-
tionship, reinforcing the negative behavior and making it less
likely the individual will consider cessation. Instead, ac-
knowledging the lack of readiness to quit, spending a few mo-
ments to explore the reasons for smoking, and providing ed-
ucation about the harmful health effects of smoking may
encourage patient contemplation, setting the stage for even-
tual cessation.

Table 7.11. Ladder of Behavioral Change
Model stage

Patient mani ion:

Precontemplation
health

Not thinking about change; may be
resigned to behavior; feeling of no
control; denial of problem; may
believe consequences are not serious

Contemplation Weighing benefits and costs of the
current behavior and the proposed

change
11
Preparation Experimenting with small changes in
behavior
11
Action Taking a definitive action to change
!

Maintenance Maintaining the new behavior over time

Relapse Experiencing normal part of the process
of change; often feel demoralized,
may interpret small “slips” as irrevo-
cable slide back to prior behavior

Source: Prochaska et al,*® with permission.
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Issue 5: Failure to Recognize and Acknowledge
the Harms of Screening

Clinical prevention saves many lives but also has potential
harms, such as complications of diagnostic procedures and pa-
tient anxiety. Physicians generally underemphasize the harms
of screening in a well-intentioned effort to help as many peo-
ple as possible. For example, although FOBT has been shown
to reduce the relative risk of colorectal cancer death by 33%,
the absolute reduction in all-cause mortality associated with
testing is only 0.3% and the false-positive rate is high. Many
screened individuals must undergo potentially morbid proce-
dures such as colonoscopy to realize the small absolute re-
duction in mortality. In addition, some physicians continue to
offer worthless services due to misguided medicolegal con-
cemns. Patients have also been conditioned by the health care
system and the media to believe all preventive care is more
beneficial than harmful. These beliefs and practices place pa-
tients at an unjustifiably increased risk of harm.
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Health Promotion

Richard Kent Zimmerman and Mary Patricia Nowalk

Lifestyle Factors and Risk
of Disease

Reduction in risk for a variety of chronic diseases can be
achieved through the adoption and maintenance of healthy
lifestyles. Smoking, low levels of physical activity, excess
body weight, and other conditions related to high-fat, calori-
cally dense diets contribute to development or worsening of
many forms of cancer, coronary heart disease (CHD), dia-
betes, osteoarthritis, gallbladder disease, sleep apnea, and hy-
pertension (Fig. 8.1). An estimated 700,000 deaths (33%) in
the United States in 1990 were attributable to tobacco use, di-
etary factors, and activity patterns.' Health promotion prac-
tices by primary care physicians in the form of assessment,
assistance with lifestyle change, and encouragement in gen-
eral, are low cost in comparison to the benefit to patients.

Tobacco Use

Prevalence of Smoking in the United States

It is estimated that 48 million adult Americans (25%) cur-
rently smoke.? Approximately 3,000 young people become
regular smokers each day, and the number of frequent smok-
ers among high school students has increased to 16%.% De-
mographic characteristics of persons more likely to smoke are
male gender, socioeconomic status below poverty level, edu-
cation level less than 13 years, and Native-American and
Alaskan-Native ethnicity.*

Impact of Tobacco on Health

Smoking has long been recognized as the single largest
cause of preventable death in the United States, causing
more than 430,000 deaths annually.> Smoking contributes

to morbidity and mortality both directly and indirectly. By-
products of tobacco are among the most potent of human
carcinogens and are linked to 30% of all cancer deaths an-
nually, especially neoplasms of the lung, mouth and throat,
pancreas, kidney, bladder, and uterine cervix.! Smoking is
responsible for 180,000 deaths due to cardiovascular disease
and is related to respiratory illness such as bronchitis and
emphysema, gastrointestinal disorders, and cerebrovascular
disease. Smoking during pregnancy accounts for about one
fifth of low birth weight neonates and about one twentieth
of perinatal deaths.

Environmental tobacco smoke (ETS) contains over 4,000
chemical compounds, many of which are toxic and/or known
carcinogens. ETS causes an estimated 3,000 deaths from lung
cancer and 35,000 to 40,000 deaths from heart disease and a
variety of respiratory problems among nonsmokers. Among
children, ETS increases the risk of lower respiratory tract in-
fections, resulting in 7,500 to 15,000 hospitalizations, exac-
erbation of asthma, and increased ear infections.?

In the United States alone, the financial burden of medical

for smoking-related di: lost productivity and
earnings, and premature death total nearly $100 billion.> In
1990 cigarette smoking resulted in 5 million estimated years
of potential life lost prior to life expectancy.®

Smoking Cessation

The health benefits of smoking cessation are immediate and
profound. Within a half hour of quitting, blood pressure re-
turns to precigarette levels. After only 1 day, the risk of heart
attack decreases. Lung function improves by as much as 30%
within 3 months.” Smoking cessation reduces all-cause mor-
tality as well as the risk of cancer, myocardial infarction,
stroke, chronic obstructive pulmonary disease mortality, pe-
ripheral artery disease, and low birth weight.® Although the
risk of CHD death is reduced by 50% in 1 year, a 50% re-
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Fig. 8.1. Prevalence of modifiable risk factors for heart
disease and stroke.

duction in the risk of cancer requires approximately 10 years.
Compared to women who smoke throughout pregnancy, those
who stop by the 30th week of gestation have infants with
higher birth weights and lower perinatal mortality.

Although many adults express interest in quitting, it is
not easily achieved. Nicotine is the addictive drug in tobacco;
however, other factors contribute to tobacco dependence. They
include habit cued by daily activities, pleasure, and self-
medication to reduce negative affect and withdrawal symp-
toms.? Furthermore, nicotine produces euphoria similar to that
from other addictive psychomotor stimulants and has addictive
pharmacologic and behavioral properties that are similar to
heroin and cocaine. Symptoms of nicotine withdrawal include
depression, irritability, 1 headache, fatigue, in-
creased appetite. Both the smoking habit and its associated
activities, as well as nicotine withdrawal symptoms, make
smoking cessation physically and psychologically difficult. Re-
cidivism is high. Therefore, tobacco dependence is increasingly
viewed as a chronic disease that requires ongoing assessment
and intervention.
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Table 8.1. The 5 A’s for Brief Intervention

Ask about Identify and document tobacco use

tobacco use. status for every patient routinely
(e.g., at every visit)

Advise to quit. In a clear, strong and personalized

manner, urge every tobacco
user to quit

Is the tobacco user willing to make
a quit attempt at this time?

For the patient willing to make a
quit attempt, use counseling and
pharmacotherapy to help him or
her quit

Schedule follow-up contact, prefer-
ably within the first week after
the quit date

Assess willingness to
make a quit attempt.
Assist in quit attempt.

Arrange followup.

Source: Modified from Fiore, et al.>

Interventions to Assist Patients in
Tobacco Use Cessation
The U.S. Public Health Service has recently issued clinical
practice guidelines for treating tobacco use and dependence.’
This comprehensive document challenges health care
providers to treat tobacco dependence as a chronic disease
and to recognize that effective treatments are available, and
recommends health system changes that promote assessment
and treatment and reimburse providers for their efforts. The
guidelines recommend using the five A’s: Ask about tobacco
use, Advise to quit, Assess willingness to quit, Assist in quit
attempt, and Arrange follow-up (Table 8.1). An algorithm is
available to guide the process (Fig. 8.2). The primary inter-
ventions to reduce tobacco use are counseling, support, and
pharmacotherapy.

All patients who are willing to attempt to quit should be
provided with counseling. There is a strong dose-response re-
lationship between the amount of counseling time provided

Does patient now
use tobacco?

IF YES

Is patient now
willing to quit?

IF YES IF NO

IF NO

Did patient once
use tobacco?

IF YES IF NO

Provide appropriate
tobacco dependence
treatments

Promote motivation
to quit

No intervention
required—encourage
continued abstinence

Prevent relapse

Fig. 8.2. Algorithm for treating tobacco use. Relapse prevention interventions are not necessary in the case of the
adult who has not used tobacco for many years. (Modified from Fiore et al.%)
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Table 8.2. Estimated Abstinence Rates for

Phart herapies for Smoking C

Estimated

abstinence
Pharmacology rate (%) Placebo (%)
Bupropion SR* 30.5 17
Nicotine gum (2 mg) 24 17
Nicotine inhaler 23 10
Nicotine nasal spray 30.5 14
Nicotine patch 18 10
Two nicotine therapies 28.6

Source: Modified from Fiore, et al.®
*Bupropion sustained release formula.

and successful quitting.> Some of the topics that can be dis-
cussed are setting a plan for quitting, problem-solving skills,
relapse prevention, obtaining social support, the availability
of pharmacotherapy, and scheduling follow-up visits with the
clinician to assist with cessation efforts. Telephone support,
initiated either by the provider or by the patient, has also been
recommended as part of a multicomponent smoking cessation
program.'©

It is now recommended that all patients without con-
traindications be offered pharmacotherapy such as bupropion
or nicotine replacement therapy (Table 8.2). Clonidine and
nortriptyline are second-line medications and may be consid-
ered if the aforementioned first-line medications are not ef-

Table 8.3. Prescribing Ph h for Smoking C

fective. Information to guide choice of pharmacotherapy is
given in Table 8.3.

A meta-analysis estimated the abstinence rate for bupro-
pion SR at 30.5% compared to 17% for placebo (Table 8.2).
Possible adverse effects include seizures, bronchospasm, and
atrioventricular (AV) block. The dose is 150 mg orally for 3
days and then 150 mg twice a day for 7 to 12 weeks. In one
study, the abstinence rates at 12 months were 15.6% in the
placebo group, 16% in the nicotine-patch group, 30% in the
bupropion group, and 35.5% in the group given both bupro-
pion and the nicotine patch.!'!

Cessation rates at one year for counseling (4-9%) double for
nicotine patches (9-25%).> Similar rates are noted for nicotine
gum (Table 8.2).!2 Nicotine patches may cause skin irritation,
dizziness, tachycardia, headache, nausea, vomiting. Nicotine
gum can cause throat irritation, mouth ulcers, hiccups, nausea,
and tachycardia. Side effects of nicotine nasal sprays are nasal
and throat irritation, which generally subside after 1 to 2 weeks.
Inhalers also cause coughing and throat irritation.

Weight gain is often a concern of smokers, yet research has
shown that weight gain during quitting averages 10 pounds,
with women gaining more weight than men. Because the
health risks of smoking are more immediate and dangerous
than the risks of modest weight gain, potential weight gain
should not prevent attempts at smoking cessation. Many of
the behavioral techniques used to quit smoking can later be
modified and used to shape dietary behavior for weight loss.

Question

Comment

What factors should a clinician consider
when choosing among the five
first-line pharmacotherapies?

Because of the lack of sufficient data to rank-order these five medications, choice of
a specific first-line pharmacotherapy must be guided by factors such as clinician
familiarity with the medications, contraindications for selected patients, patient

preference, previous patient experience with a specific pharmacotherapy (positive
or negative), and patient characteristics (e.g., history of depression concerns

about weight gain).

If pharmacotherapy is used with light smokers, clinicians should consider reducing
the dose of first-line nicotine pharmacotherapies. No adjustments are necessary
when using bupropion SR.

Bupropion SR and nicotine replacement therapies, in particular nicotine gum, have
been shown to delay, but not prevent, weight gain.

Are pharmacotherapeutic treatments
appropriate for lighter smokers (e.g.,
10-15 cigarettes/day)?

Which pharmacotherapies should be
considered with patients particularly
concerned about weight gain?

Are there pharmacotherapies that should
be especially considered in patients
with a history of depression?

Should nicotine replacement therapies
be avoided in patients with a history
of cardiovascular disease?

May tobacco dependence pharmaco-
therapies be used long-term (e.g.,

6 months or more)?

Bupropion SR and nortriptyline appear to be effective with this population.

No. The nicotine patch in particular is safe and has been shown not to
cause adverse cardiovascular effects.

Yes. This approach may be helpful with smokers who report persistent withdrawal
symptoms during the course of pharmacotherapy or who desire long-tem therapy.
A minority of individuals who successfully quit smoking use ad libitum medica-

tions (gum, nasal spray, inhaler) long-term. The use of these medications long-
term does not present a known health risk. Additionally, the FDA has approved

the use of bupropion SR for a long-term maintenance indication.

Yes. There is evidence that combining the nicotine patch with either nicotine gum
or nicotine nasal spray increases long-term abstinence rates over those produced
by a single form of pharmacotherapy. Bupropion SR combined with nicotine
therapy increases abstinence rates.

May pharmacotherapies ever be
combined?

Source: Modified from Fiore, et al.>



Smokers who are unwilling to quit should be advised of
the risks of continued smoking and the personal benefits of
quitting. It is recommended that these issues be addressed at
every visit,> when feasible.

It is also important to prevent initiation of tobacco use.
Most adults report that they started smoking as teenagers.?
Antitobacco messages should be given to children and young
adults to reduce the chances that a person will begin smok-
ing. A meta-analysis of behavioral impact of antitobacco mes-
sages showed that the best results occur from programs with
a social reinforcement orientation.'* Using role playing and
extended practice, such programs develop abilities to recog-
nize social pressure, develop skills to resist it, and identify
immediate social (bad breath) and physical (decreased ath-
letic ability) consequences of tobacco use.

Tobacco dependence treatment during routine physician
visits has been shown to be cost-effective and in fact has been
called the “gold standard” for preventive medicine.’ The av-
erage cost per smoker of effective smoking cessation treat-
ment is estimated to be $165.61.3 One early meta-analysis
found that 5.8% more smokers remained abstinent in the in-
tervention groups (counseling, literature, nicotine replacement
therapy, or a combination) than the control groups after 1 year
of follow-up.'* Although this effect may seem modest, the
impact (effect size) when applied to the entire United States
is large.

Resources

Several organizations have resources available for patients
and clinicians, including the American Academy of Family
Physicians (1-800-274-2237, www.aafp.org), the National
Cancer Institute (1-800-4CANCER; www.nci.nih.gov), the
American Lung Association (212-315-8700; www.lungusa.org),
the American Cancer Society (1-800-ACS-2345; www.can-
cer.org), and the U.S. Public Health Service (www.surgeon-
general.gov), which recently released a clinical practice
guideline on treating tobacco use and dependence.

Sedentary Lifestyle and Exercise

Impact on Health
A sedentary lifestyle increases the risk of mortality from all
causes. A prospective cohort study revealed increases in all-
cause mortality from 18.6 per 10,000 for the most fit men to
64 per 10,000 for the least-fit men.'> A similar increase was
seen in women; the corresponding values were 8.5 and 39.5
per 10,000, respectively. Other data show that the relative risk
(RR) of death from coronary heart disease is double (RR 1.9;
95% confidence interval 1.6-2.2) for sedentary versus active
occupations.'® Overall, exercise can add up to 2 years of life
and eliminate one third of the excess deaths due to coronary
heart disease.

Other benefits of exercise include better mental health,
lower risk of hip fracture, and lower risk of adult-onset dia-
betes mellitus (DM). In one cohort study, each 500-kcal in-
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crease in energy expended on leisure-time physical activity re-
sulted in a 6% reduction in risk of developing DM.!7 Despite
the evidence about the benefits of exercise, more than half of
the adults in the United States do not engage in regular phys-
ical activity.

Effects of Starting Exercise

Persons who start exercising at a moderate level (=4.5 meta-
bolic equivalents) have a 23% lower risk of death than those
who do not exercise (95% confidence interval 4-42%).'® Fur-
thermore, men who change their status from unfit to fit ex-
perience a 44% reduction in mortality.'® Each minute increase
in maximal treadmill time results in a 7.9% decrease in
mortality.'®

Exercise improves cardiovascular fitness, lipoprotein pro-
files, insulin sensitivity, pulmonary physiology, and bone
mass (Table 8.4). The most important change is improved my-
ocardial oxygen balance, which occurs by improved blood
supply to the heart, reduced heart rate, reduced blood pres-
sure, and improved stroke volume. Improved fibrinolysis, de-
creased platelet aggregation, lower sensitivity to cate-
cholamine, and decreased insulin resistance also contribute to
the decrease in mortality and morbidity from coronary heart
disease.

Moderate exercise has mental health benefits as well. In
anxious sedentary adults, it increases aerobic fitness, de-
creases tension and anxiety, decreases depression, decreases
confusion, and increases perceived coping ability.? Moder-
ate exercise has also been shown to reduce tension and
anxiety in the general population®! (see Chapters 31 and 32).

Concerns about starting an exercise program include injury
rates and potential impact on arthritis. In a study of elderly
persons who were starting an exercise program, injury rates
were 9% for strength training, 5% for walking, and 57% for
jogging, although there was one person who discontinued ex-
ercising due to injury.?? Running has not been shown to ac-
celerate the development of radiographic or clinical os-
teoarthritis of the knees.? Thus, beginning an exercise
program with more strenuous activities such as jogging may
lead to an increased rate of injuries, especially in the elderly,
but does not predispose to arthritis.

Cost-effectiveness data reveal that the cost for each qual-
ity-adjusted life year gained from physical activity is $11,313,
which is similar to that from other interventions to prevent
coronary heart disease.>*

Counseling to Increase Exercise

In one study, brief physician advice to patients about exer-
cise resulted in increased duration but not frequency of exer-
cise.”> Another study found that risk factor education and
counseling in the primary care office increased regular exer-
cise.2® Although exercise has been shown to increase
longevity and physician advice may be effective, many physi-
cians do not routinely incorporate the exercise counseling into
their practices.

Experts from the American College of Sports Medicine
(ACSM) and the Centers for Discase Control and Prevention
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Table 8.4. Physiologic Effects of Exercise

System affected

Effect

Cardiovascular

Improved balance between myocardial oxygen demand and supply by reduced heart rate, reduced

blood pressure, increased blood supply to the myocardium, and improved stroke volume
Increased size of heart muscle, contractility, and chamber size
Probably reduced risk for lethal ventricular arrhythmias due to lower ischemia, high fibrillation
threshold, and lessened adrenergic response to stress
Lower systolic blood pressure by 3-11 mm Hg, lower diastolic blood pressure by 3-8 mm Hg,

depending on initial blood pressure
Increased blood volume

Lipids and blood

Increased high-density lipoprotein (HDL) (5-15% increase), perhaps decreased low-density lipoprotein

(LDL), decreased total cholesterol/HDL ratio

Decreased platelet adhesiveness
Enhanced fibrinolysis

Obesity and insulin

Increased insulin sensitivity and decreased resistance

Decreased obesity, particularly central obesity

Pulmonary
Increased diffusion

Bone and muscle
Greater muscle mass

Increased functional capacity and decreased nonfunctional residual volume

Increased bone mass; probably slows decline in bone density with age for women

Source: Adapted in part from the work of Douglas McKeag, M.D., with permission.

(CDC) concluded that every adult should exercise for 30 min-
utes on most days of the week at a moderate intensity level
of 3 to 6 metabolic equivalents (Met).?” Examples of activi-
ties at various Met levels are given in Table 8.5. The ACSM
and CDC noted that because enjoyment of an activity is re-
lated to participation, moderate-intensity activities are more
likely to be continued than high-intensity ones. Consequently,
they recommended “30 minutes or more of moderate-inten-
sity physical activity on most, preferably all, days of the
week.” They noted that the health benefits of physical activ-
ity accrue in proportion to the total amount of activity per-
formed, measured as calories or minutes of activity. Further-
more, the daily 30 minutes of exercise can be accrued over
shorter intervals, as three 10-minute bouts of exercise result
in a significant increase in maximal oxygen uptake, although

Table 8.5. Examples of Activities to Achieve Various Levels
of Metabolic Equivalents

the increase was not as high as for 30 minutes of continuous
exercise.?®

One study of nonvigorous energy expenditure (<6 Met)
did not find decreased mortality in men even if a large amount
of time and energy is spent in the nonvigorous activities.?
Other data suggest a linear dose-response relation between
activity and health (except for the most vigorous levels or
more than 3000 kcal per week).® Hence sedentary persons
should increase their activity to a moderate level, and mod-
estly active persons should increase their activity to 6 to 7
Met or higher.

Stress Testing Prior to Exercise

Persons with cardiac risk factors such as hypercholes-
terolemia, hypertension, diabetes mellitus, tobacco use, or a
family history of heart disease may need an exercise stress
test prior to beginning an exercise program. Persons of age
40 years or younger with two or more cardiac risk factors and
persons of ages 41 years or older with one or more cardiac
risk factors generally should have an exercise stress test prior

Metabolic

equivalents Examples tob

2-3 Bowling, strolling, golf (power cart)

4-5 Walking 3.5 mph, cycling 8.0 mph, golf
(carrying clubs), light carpentry, raking
leaves, table tennis (ping-pong), dancing
(e.g., foxtrot), calisthenics, doubles tennis,
painting

6-7 Walking 5 mph, cycling 11 mph, singles
tennis, splitting wood, snow shoveling,
hand lawn mowing, square dancing,
water-skiing, light downhill skiing, ice
skating, roller skating, swimming

8-9 Jogging 6 mph, cycling 13 mph, vigorous
basketball, social squash or handball

10-11 Running 7 mph, racquetball

=12 Running 8-10 mph, vigorous competitive

sports (e.g., competitive handball or squash)

an exercise program.

Exercise Prescription

The exercise prescription should identify activity, frequency,
duration, intensity, and program elements. These aspects of
the exercise prescription should be individualized to the pa-
tient; activity, frequency, and duration have been discussed
previously. Intensity is based on a set percentage of the max-
imal predicted heart rate (MPHR), which can be determined
by the formula 220 — age (Table 8.6). Sedentary persons may
start by achieving 60% of MPHR and gradually progress to
higher percentages; 90% is the maximum recommended. Pro-
gram elements should include warm-up for 5 minutes with
stretching exercises, the activity itself, and a 2- to 3-minute
cool-down period.



Table 8.6. Heart Rates According to Age
Heart rate (bpm)

60% of 90% of
Age (Years) maximum maximum Maximum
20 120 180 200
30 114 171 190
40 108 162 180
50 102 153 170
60 96 144 160
70 90 135 150

The formula for maximum predicted heart rate is 220 — age and
may not be accurate if rate-altering medications such as g-block-
ers are being taken.

Nutrition

Good nutrition is essential throughout the life span to ensure
proper growth and development, maintenance of health, re-
covery from acute illness, and prevention of chronic disease.
In the United States, undernutrition resulting from inadequate
food intake exists only in certain high-risk population groups.
However, overnutrition and nutrient imbalances contributing
to overweight, obesity, and a variety of chronic diseases are
widespread among Americans. Unlike smoking or alcohol
use, eating is a daily behavior that cannot be completely elim-
inated. Moreover, eating behavior is entwined with religious,
cultural, and regional traditions that are not easily abandoned.
Despite recommendations for healthful eating, taste and cost
have been found to best predict food choices,* and individ-
uals will preferentially choose foods with which they are more
familiar.>! This section addresses principles of good nutrition
for maintenance of health and prevention of chronic diseases
for the general population.

Caloric Needs

Caloric needs are determined by basal metabolic rate (BMR)
and level of physical activity. BMR is highest during periods
of growth and development, is proportional to the percentage
lean body mass, and generally decreases with age. BMR ac-
counts for approximately 80% of total caloric needs in seden-
tary persons and 60% for very active individuals. Table 8.7
shows recommended caloric intake for adults. Maintaining
caloric intake near these levels will help adults prevent weight
gain. A caloric excess of only 100 kcal/day will result in a
10-1b weight gain in 1 year. Therefore, it is essential to make
routine adjustments in caloric intake or expenditure to main-
tain one’s weight. To lose weight, it is necessary to reduce
caloric intake below levels needed to maintain weight or to
increase caloric needs through physical activity. In addition
to increasing caloric expenditure, physical activity also helps
to increase BMR among sedentary individuals and to offset
the decrease in BMR that accompanies caloric restriction.

Dietary Fat

Dietary source of calories is just as important for prevention
of chronic disease as is total intake of calories. High fat in-
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take, especially saturated fat has been linked to CHD, colon
cancer, and breast cancer. Reduction of total fat and saturated
fat intakes has been shown to reduce blood cholesterol lev-
els, and lower total and saturated fat intakes are associated
with decreased risk of hyperlipidemia and CHD. Although to-
tal fat and saturated fat intakes have declined over the past
30 years, they are still above recommended levels, at 33%
and 11%, respectively.>> Current guidelines recommend a
maximum 30% of calories from all types of fat, with <10%
saturated fat, 60% or more from carbohydrates, and 10% from
protein. In a 2,000-kcal diet, the total fat intake should be
<65 g, saturated fat <20 g, carbohydrate 300 g, and protein
50 g. Recent guidelines issued by the National Heart, Lung,
and Blood Institute (NHLBI) recommend saturated fat intake
of <7% of calories and cholesterol intake <200 mg/day for
individuals at high risk of CHD.??

Fat is the most calorically dense macronutrient providing
9 kcal/g, compared with about 4 kcal/g for both carbohydrates
and protein. Nutrition fact labels on most foods provide con-
sumers with the information needed to determine whether or
how much of a given food is an appropriate choice.

The Food Guide Pyramid

A simple way to ensure that individuals eat a balanced diet is
to base food choices on the Food Guide Pyramid (Fig. 8.3).
The pyramid recommends 6 to 11 servings from the bread, ce-
real, rice, and pasta group, 3 to 5 servings from the vegetable
group, 2 to 4 servings from both the milk, yogurt, and cheese
group and the meat, poultry, fish, dry beans, eggs, and nuts
group. Individuals with lower caloric needs should eat the
smaller number of servings and those with higher caloric needs
should eat the larger number of recommended servings. Within
each food group there is a wide variety of foods available and
selection of foods from all groups is encouraged.

Studies have shown inverse relationships between physical
activity levels and intake of nutrients associated with chronic
disease, i.e., fat, saturated fat, and cholesterol. More active in-
dividuals cc d more fiber, vi calcium, and less to-
tal fat and saturated fat than sedentary individuals.>**>

Table 8.7. Recommended Daily Calorie Intake by
Gender, Age, and Activity Level
Calorie intake

Low Moderate High

Age (years) activity activity activity
Men

19-24 2300 3000 3700

25-50 2300 3000 3800

51+ 2000 2600 3200
Women

19-24 1800 2200 2600

25-50 1800 2200 2600

51+ 1700 2000 2400

Source: Adapted from data from the National Research Coun-
cil. Recommended dietary allowances, 10th ed. Washington,
DC: National Academy Press, 1989:29, 330; compiled by the
National Food Processors Association.
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The recently revised Dietary Guidelines for Americans®®
address the interactions among diet, body weight, and phys-
ical activity by encouraging all Americans to make sensible
food choices, be physically active on a daily basis, and achieve
a healthy body weight. The Food Guide Pyramid is the daily
food choice guide incorporated into the dietary guidelines.

Weight Control and Weight Maintenance

Recent guidelines on the treatment of overweight and obe-
sity’” have highlighted the need for comprehensive eval-
uation and treatment of a health condition that has reached
epidemic proportions. There are an estimated 97 million
Americans who are overweight or obese. Both conditions lead
to increased risk of diabetes, hypertension, CHD, stroke, gall-
bladder disease, osteoarthritis, dyslipidemia, sleep apnea, and
cancer of the colon, breast, prostate, and endometrium. All-
cause mortality also increases with increasing body weight.3’

Overweight is defined as body mass index (BMI) =
25-29.9 kg/m?; obese is BMI >30 kg/m?. To determine BMI
using pounds and inches, BMI = [weight (Ibs.) X 703] +
[height (in.) X height (in.)]. Alternatively, waist circumfer-
ence can be used as a measurement of weight related risk. For
men, waist circumference >40 inches (102 ¢m) and for
women, waist circumference >35 inches (88 cm) are con-
sidered to be high risk. Among those who are overweight,
goals for weight loss should be to (1) reduce body weight; (2)
maintain a lower body weight over the long term; and (3) at
a minimum, prevent further weight gain.

The role of the health care provider is to assess level of
overweight and other risk factors, assess patient’s

Fig. 8.3. Food Guide Pyramid.

monitoring; realistic goal setting; making small changes; sub-
stituting lower calorie foods; increasing nutrient-dense, low-
calorie foods; and increasing physical activity. Techniques
used may vary from person to person. For patients with se-
vere obesity or moderate obesity with comorbidities, phar-
macotherapy or surgery may be considered.

Other Important Nutrients

Several other nutrients warrant special mention because of
their association with a number of chronic diseases. These in-
clude calci fiber, vi and other Calcium
intake over the lifetime, but especially before age 30, is as-
sociated with peak bone mineral density and ultimately to the
risk of osteoporosis. The greater the bone mineral density, the
less susceptible bone is to breakage due to bone resorption
that occurs with aging, but especially following menopause.
Calcium intake of 1300 mg for adolescents and 1000 mg for
adults,® while not difficult to achieve, requires thoughtful
food selection. Dairy products are the primary source of cal-
cium; however, replacement of liquid milk by other bever-
ages such as carbonated drinks, sport drinks, and coffee con-
tributes to low average calcium intakes. Calcium fortification
of such foods as orange juice, breakfast cereals, and other
grain products should help to reverse this trend. Patients
should be encouraged to choose calcium-fortified products if
they do not regularly consume dairy products.

Fiber, though not a nutrient per se, is an essential part of a
healthful diet, as it provides bulk, aids digestion and elimi-
nation, and may lower low-density lipoprotein levels. Dietary
fiber, the nondigestible portion of plant foods, is found in

to attempt weight loss, assist patient in setting realistic goals,
provide patient with behavioral techniques for achieving
goals, and provide support and follow-up. An appropriate
weight loss goal for most patients is 1 to 2 Ibs/week, or a
caloric deficit of 3500 to 7000 calories. Intake and increases
in activity should reflect such a difference from baseline lev-
els. Specific techniques to facilitate weight loss include self-

whole grains, vegetables, and fruits that are consumed in a
state as close to natural and as unrefined as possible. High-
fiber diets are generally lower in total and saturated fat, and
are associated with lower risk of CHD and several forms of
cancer including colon cancer (also see Chapters 76 and 92).

Daily needs for vitamins and minerals can generally be met
with consumption of a varied, balanced diet as delineated in



the Food Guide Pyramid. For individuals whose intake is lim-
ited by choice or amount of foods, a multivitamin/mineral
supplement is recommended. Most adolescent girls and pre-
menopausal women should take an iron supplement, as it is
difficult to meet the recommended daily intake (15 mg) from
foods alone. Women intending to conceive should be aware
of recommendations to increase folate consumption before
conception; pregnant women should consume 600 g folate
per day. Many grain foods are also fortified with folate, along
with other B vitamins. Several vitamins (fat soluble) and min-
erals (such as selenium) are dangerous in large amounts. Toxic
levels of these nutrients can be attributed to use of high-dose,
single-nutrient supplements.

Herbals and Other Supplements

Dietary supplements, herbals, botanicals, enzymes, and
metabolites are part of a growing multibillion dollar business.
Some of the reasons people are turning to such products are
prevention or treatment of chronic disease, supplementation
of poor diet, weight loss, and distrust or cost of approved
pharmaceuticals. Yet most dietary supplements are not regu-
lated by the Food and Drug Administration (FDA). The re-
sponsibility for identity, purity, quality, strength, and com-
position of dietary supp is left to the facturer.>”
It is important to assess patients’ use of dietary supplements,
as many supplements interact with medications or may in-
fluence diagnostic test results. Furthermore, some patients
may delay treatment for certain conditions because they are
using dietary supplements.

Resources

There are many resources available for clinician and patient ref-
erence regarding nutrition and weight loss issues, including the
American Dietetic Association (800/366-1655), National City
for Nutrition and Dietetics Information Line (www.eatright.org),
Food and Nutrition Board of the Institute of Medicine (www4.
nas.edu/IOM/IOMhome.nsf), Food and Nutrition Information
Center (www.nalusda.gov/fnic), and the Food and Drug Admin-
istration (www.fda.gov). The Practical Guide for the Identifica-
tion, Evaluation, and Treatment of Overweight and Obesity in
Adults can be obtained from NHLBI at www.nhlbi.nih.gov.
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Health Care of the

International Traveler

David N. Spees

Health care of the international traveler starts with pretravel
education and prevention and ends with posttravel evaluation
for exposures to diseases not normally encountered in the
country of origin.

Travel History

The goals of the pretravel visit are (1) education of the trav-
eler, (2) assessment of the risk of exposure to preventable dis-
eases, and (3) provision of preventive and prophylactic care.
The travel history is the most important component for assess-
ing risk. Critical elements include the type and purpose of the
trip, departure date, itinerary, duration and degree of risk, cli-
mate and altitude, mode of travel, and place of sleep. This ad-
ditional information complements the standard medical history
and evaluation. Figure 9.1 is a sample history form.

Trip Risk Assessment

The risk of encountering health problems during travel cor-
relates directly with the type of trip. Exposure increases in
about the following order of trip type: Cruises are the least
hazardous, as passengers spend the nights aboard, limiting ex-
posure to indigenous diseases and arthropods. Pleasure and
adventure seekers require special attention depending on their
definition of “pleasure” or “adventure”; some are only sight-
seers, whereas others are seeking sexual encounters. Business
trips can be lonely and prolonged. This isolation from family
and familiar mores can result in behaviors or pleasures not
normally risked. The most hazardous common trip for trav-
elers is a safari, typically to East Africa. Most safaris are phys-
ically comfortable, but exposure to insect-borne disease, lo-
cal water, and native food is frequent. Of higher risk are visits
to family and friends or others living on the local economy
of developing countries, such as teachers, students, and mis-
sionaries. These visitors often travel with children, feel pres-

sure to conform to local customs, do not want to offend lo-
cal hosts and relatives with their Western differences, are in
close contact with indigenous people, and have high exposure
to insect-borne disease. Many immigrants return to their na-
tive countries having lost their previous partial immunities
(e.g., against malaria and diarrhea) and underestimate their
risk and that of their children. Travelers at the highest risk are
trekkers, campers, bikers, and rafters. Although they are usu-
ally better prepared by more pretravel self-education and are
more aware of their risks, they are also more adventuresome,
more medically compromising, and often financially unwill-
ing to purchase expensive medications and vaccines.

Medical History

Certain factors in the medical history have special signifi-
cance to travel medicine. The medical history form in Figure
9.1 highlights these key factors. The existence of any of these
conditions or allergies may preclude trips of certain types and
may be contraindications to vaccines and medications, such
as antimalarial drugs, specifically prescribed for travelers. Im-
plications of a positive reply are covered in the sections Pre-
vention and Preexisting Diseases, below.

Prevention

The purpose of the patient’s pretravel visit is to obtain pre-
ventive services. Elements of prevention should include edu-
cation, immunizations, prophylaxis for malaria and high alti-
tude illness, and medication for traveler’s diarrhea.

Pretravel Education

Education is central to the travel visit. Its role is risk reduc-
tion and preparedness for possible problems or aggravation
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Patient name Age
Today’s date Departure date
Type of trip:
__ Cruise __ Studying
Pleasure/adventure Teaching
Business Missions
Safari _ Trekking
Family/friends Rafting
Itinerary:
City/province/country No. of days
Will you be:
__ Staying exclusively on a cruise ship?
_____ Staying in a hotel?
____ Staying in a home?
____ Climbing above 8,000 ft/2500m?
__ Camping?
___ Entering a jungle?
Medical history:
Do you have any of the following?
___ Asthma ____ Kidney/bladder trouble
__ Hearttrouble High blood pressure

Diabetes
Psoriasis

Ulcers/prior
stomach surgery
Arthritis
Bronchitis/
emphysema

__ Weak immunity

List other medical problems: Current medications:
1. 1.

| 2. 2.
3. 3.
Allergies:

____ None known

___ Neomycin/streptomycin/polymyxin B
Eggs

Other medication allergies—please list

Have you ever had red measles? ___ Or after 1956
had the red measles vaccine?

Pregnant?
____ Yes/maybe _____ Impossible

No, type of contraception

of existing problems. A checklist of those education items
(Fig. 9.2) can be used as a prompt for the patient visit.

Water and Food Safety

The maxim is, “Cook it, boil it, peel it, or forget it.” Boiling
clean water for 3 minutes at any altitude is sufficient. A
1-minute boil will pasteurize water for most situations. Bot-
tled water is generally safe, if the sealed cap is removed only
in the tourist’s presence. Chlorine and iodine tablets are avail-
able in camping stores and sufficiently kill organisms for the
immunocompetent; iodine is more efficacious. Water filters
are not recommended because of insufficient testing or inad-
equate filtering of viruses. Avoid all tap water and ice cubes,
even if mixed in alcoholic beverages. Milk is often unpas-
teurized, as are dairy products. All meats and vegetables
should be thoroughly cooked and served steaming hot. Avoid
all cold buffets, chilled desserts, and salads. Peeling the in-
tact skins of fruits before eating is safe.

Insect Avoidance

The traveler cannot contract certain diseases, fortunately, un-
less bitten by the vector. Bites of the mosquito, tick, tsetse
fly, sandfly, or flea are avoided by applying a repellant con-
taining 20% to 50% diethyltoluamide (DEET) (Sawyer, Re-
pel, Cutter, others) on all exposed skin surfaces. Prolonged
or excessive applications of high concentrations can be toxic
to young children. Long-sleeve shirts and long pants are es-
sential wear in malarious or dengue areas. Spraying or soak-
ing clothes, mosquito nets, and tents with permethrin (Dura-
non, Sawyer, others) significantly reduces the number of bites
and incidence of malaria.

First-Aid Kit

Inclusion of an antipyretic/analgesic, a topical antibiotic, an
insect repellent with 20% to 50% DEET, a sunscreen with an
ultraviolet A (UVA) and B (UVB) with sun protection factor
(SPF) of 15 or more, an antihistamine, and possibly ipecac

Individualized advice
___ Malaria prophylaxis

Most travelers

Vaccines required/
needed

Vaccine side effects

___ Poisoning/-quine
toxicity

___ Food and water safety ___ High altitude sickness

___ Freshwater exposure/
schistosomiasis

Insect/sun avoidance

Traveler’s diarrhea Overseas pharmacies/

over the counter drugs

__ Firstaid kit/ ___ STDs/HIV
medications

___ Generalftransport ___ Rabies/animals
safety

Fig. 9.1. Medical history form.

Fig. 9.2. Educational items reviewed.



and an antifungal gynecologic cream are advisable. It is also
the logical place to put any medical records and abnormal
electrocardiograms (ECGs).

General Safety Advice

A seatbelt is always used in a taxi, or one should sit in the
back seat; it is advisable to be assertive with unsafe drivers.
Display of any valuables and money should be avoided. Trav-
elers should never travel with anything they cannot afford to
have stolen. In a closed space with a gas heater, a window
should be cracked open. The lower stories in hotels are safest,
and the nearest operative fire exit should be identified. Anti-
malarial, chlorine, and iodine tablets in proximity to bored
traveling children are a hazardous combination, perhaps war-
ranting ipecac in the cabin bag.

Jet Lag

The best method to entrain circadian rhythms is unknown, al-
though certain measures are helpful. Before travel, adjusting
to the new time zone by 1 hour per 24-hour period is help-
ful. At the destination, taking 5 mg of melatonin at bedtime
for the first few days shortens the duration. In the mornings
at the destination, bright light is helpful, as is a high-protein
breakfast with a caffeinated beverage. Alcohol should be
avoided and liberal hydration employed. A prescription hyp-
notic such as zolpidem (Ambien) also promotes sleep at night.

Motion Sickness

Effective agents for prophylaxis of motion sickness in adults
include transdermal scopolamine (Transderm SCOP) applied
8 hours before motion or dimenhydrinate (Dramamine) 50 to
100 mg taken 1 hour before motion and then every 4 to 6
hours. Either may impair performance or produce unaccept-
able anticholinergic side effects, particularly in the elderly.

Local Practitioners and Pharmacies

Developing-world pharmacies frequently allow the purchase
of most medications over the counter. However, wishing to
be certain of “curing the problem™ and pleasing the patient,
local practitioners and pharmacists often overprescribe. For
example, traveler’s diarrhea might be treated for bacterial
causes with chloramphenicol in addition to one or more an-
tiparasitic drugs. The U.S. embassy can provide names of rep-
utable practitioners and hospitals.

Freshwater and Schistosomiasis

All freshwater must be d to be fecally cc inated
After any accidental tropical or semitropical freshwater ex-
posure, one should towel off quickly to minimize the risk of
schistosomiasis and other waterborne diseases.

Sexually Transmitted Diseases

The anonymity of travel combined with open prostitution
places many travelers at risk of sexually transmitted diseases
(STDs), including human immunodeficiency virus (HIV) in-
fection. Some individuals travel explicitly for sexual encoun-
ters. Openly addressing this possibility with travelers can pro-
mote defensive behaviors and encourage safe sex.
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Commonsense Advice

(1) Hand-carry all medications in original cc (2) The
first-aid kit should include a copy of any abnormal or unusual
ECG, radiologic report, and recent hospital discharge sum-
mary. (3) The traveler should verify insurance policy cover-
age and consider the purchase of medical evacuation insur-
ance. (4) Nasal/sinus congestion should be treated early and
aggressively before flying. (5) An injection is never accepted
without personally observing the unbroken seals of the ster-
ile needle, syringe, and medication.

Immunizations

Travel vaccines fall into two categories: required and recom-
mended. Unless otherwise stated, most vaccines can be ad-
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